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ABSTRACT

Many nurses experience moments of deep and intimate connection with patients. This is
particularly true in the oncology setting where illness is often sudden and perceived to be life
threatening causing patients to seek support from nurses. Kadner (1994) defines therapeutic
intimacy as “a confiding relationship between two people, a self-disclosure of personal
information with the expectation of understanding and acceptance [consisting of] trust,
closeness, self-disclosure and reciprocity.” The lived experience of oncology nurses who
experience deep connected relationships with patients was explored in this study in an
attempt to better describe the phenomenon, therapeutic intimacy.

Ten oncology nurses participated in the research. A semi-structured interview guided
conversation between the researcher and participant. The participants were encouraged to
tell a nursing story that involved an intimate relationship with a patient. The interview or
conversation used an exercise in reflexivity: the participant had an opportunity to reflect on
clinical practice situations in both detail and depth. The data gathered were found to be rich
and full: a total of 58 nursing stories were related from which 370 significant statements
were extracted. The data were analyzed using Colaizzi’s phenomenological method.

Significant statements created formulated meanings (sub-themes) which became
organized around 15 themes. The themes formed several theme clusters. Finally, the theme
clusters developed into a recognizable pattern of three categories, that helped to described
the experience of therapeutic intimacy: The Ingredients of Intimacy, The Kinds of Intimacy
and The Meaning of Intimacy. Findings of the research provided a detailed description of
what was prerequisite to the intimate experience, the range of intimate experiences to be

engaged in and the results of the intimate experience from the nurses’ perspectives.



The findings of the research were found to be consistent with the literature that describes
nurse care and Watson’s Model of Human Care. The result of the research supported the
notion that therapeutic intimacy can be viewed as one kind of nursing intervention that
makes up the larger constellation we refer to as care.

Based on the findings of the research, recommendations for nursing practice, nursing

education, nursing administration and nursing research were made.
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CHAPTER ONE

BACKGROUND, PROBLEM AND PURPOSE

Introduction

The term therapeutic intimacy is uncommon in the clinical nursing world. Yet, nurses
frequently describe occasions of deep and meaningful connection with patients and
significant others so powerful that they sometimes surprise the nurse and perhaps surpass
their personal experiences. While clinical nurses may be somewhat unfamiliar with an
esoteric nomenclature such as therapeutic intimacy, the nursing literature is replete with
scholarly discourses, philosophical treatises and qualitative and quantitative research
studies that attempt to describe this phenomenon more fully. It is my contention,
however, that these demonstrations have largely been done under the broad heading of
nurse caring or caring behaviors. The purpose of this chapter, therefore, is to illuminate
the concept of therapeutic intimacy in nursing practice. Background information,
including my own personal experience, will be provided so that the problem and purpose

of this research will be better understood.



Background

A Personal Testimony

I remember a patient who came to the unit with multiple
myeloma, very ill and for his family suddenly ill. I never really
knew the patient well because his renal failure was so severe and
damaging that he was quite obtunded. I nursed this man. I
provided all of the essential and important aspects of physical
care: [ monitored his physical state, maintained his fluid balance,
kept his hygiene and observed for and treated any discomfort I
perceived. As I nursed the man’s body, I came to know his son.
His son maintained a steady, unwavering vigil of grief at his
father’s bedside. He knew in his heart there was no turning back,
there was no hope. I will never forget this young man’s pain. [
will never forget the hours of questions he had for me, night after
night. Did his dad know he was there?...Was his dad in
pain...How long could he live for...One night the son stood at the
bedside gently massaging his father’s limp feet. He rubbed them
with great care and with obvious love. He watched for signs of
response in his father. After a time, the son asked me if I thought
that rubbing his father’s feet might mean anything to his father,
was this act that he was doing, was it of value? I remember being
a bit taken aback by the profoundness of the question. I thought
about it for a moment. Then I responded that I thought that
whatever he could give to his father in words, in touch, in love,
his father would take with him on his journey wherever that may
be...that his father would hold fast to the gifts his son had given.
After the man died, the son came to the unit to speak with me...to
thank me for giving him the support and encouragement to be
with his father however painful and difficult ...I believe he
thanked me for nursing his mind and spirit. That’s when I knew
what a nurse does. That’s when I learned the privilege of being a
nurse and being invited into human communion with another.

My personal experience with the intimate relationship in nursing practice has been one
of significance and lasting memory. The story I related above is one of many experiences
with this connectedness, this incredible privilege. These experiences have left me
fascinated with the nature of the nurse—patient relationship; it was this and other

experiences that have lead me to wanting to know more about this phenomenon.



The Landscape of Caring Nurse Practice

It is important to place the concept of caring and therapeutic intimacy within the
framework of clinical practice. To do otherwise is to negate the essential element of
nursing. While nursing research and education are critical elements of the profession, the
clinical realm, the forum where the nurse and patient meet, needs to be the point or
location from which the nursing world is viewed. Additionally, nursing work, clinical
work needs to be analyzed in the context of how work is managed. Nurses practice in a
system where they are parts of a whole activity. Therefore, the background to therapeutic
intimacy in clinical practice needs to examine key elements: nursing work, the
organization of nursing work, the economics of health care, definitions of care, the cancer
experience and the relationship between care and therapeutic intimacy.

Nursing Work

Theorists and others have described nursing work in various ways. It consists of
physical, psychosocial and spiritual dimensions. There is no difficulty in describing the
physical aspects of nursing work. These are the tangible and visible aspects of nursing
practice, the parts of practice that are referred to as traditional nursing skills. The other
aspects, psychosocial and spiritual, are unseen or hidden. As a result, these less tangible
aspects of practice go unnoticed and to some degree ill-described.

The seen or visible aspects of clinical nursing are well described in a multitude of
nursing texts. (Kozier and Erb, 1990; Luckman and Sorenson, 1990). Both nurses, as
providers, and patients as recipients of clinical nursing practice, can easily describe these
nursing interventions: assessments, education sessions, medications, procedures,

dressings, feedings and assistance with activities of daily living. Most agencies and



institutions utilize methodologies (PRN, GRASP and the like) that describe and
statistically measure these activities. Measurement considers time and resource allocation
and application intensity. As a result, physical activities are thoroughly accounted for
and determination of the resource of the nurse is better understood.

This, however, is not the case with the less tangible, unseen aspects of nursing
practice. These dimensions, described as behaviors and sometimes interventions, are not
as well described. There are attempts in the same fundamental nursing texts (Kozier and
Erb, 1990; Luckman and Sorenson, 1990) but these behaviors and interventions cannot be
photographed or described in terms of a set discrete steps of a nursing procedure.
Further, the unseen, intangible interventions have not been well documented and while
there is a growing body of outcome-based nursing research, they remain largely
unmeasured and not understood in a systematic way. Interestingly, it is strongly
contended by nurses and nurse theorists alike that these elements are the essential and
fundamental qualities of nursing. This quality is often referred to as care or caring
behaviors.

Duke and Copp (1992) describe this unseen nursing, this concept of care as the
“common thread that runs through all the activities that [nurses] do”. Further, they
suggest that care is the synergistic element that allows the sum of the parts to be greater
than the whole. Utilizing the image of a necklace, they insist that the physical activities
of nursing are like the beads of a necklace and that the unseen attributes of care are the
string that gathers the parts together into a thing of beauty and meaning.

While all this may be true, the inherent, underlying and historical problem remains if

you cannot see it and name it, you cannot measure it and therefore you cannot claim it



exists or that you own it. This is one of the ongoing problems of professional nursing
practice: how to describe, document and credit the unseen aspects of nursing, particularly
that of caring. As Kitson (1987) maintains “we cannot run a health system on such
notions as personal hunches and intuitions”. If we say that unseen activities, such as care,
are part of clinical standards we must find ways of scientifically validating and
authenticating them.

Organization of Nursing Work

Like any work activity, organization of work is key to effectiveness of result. This is
true of nursing work. For the most part, nurse managers organize nursing work. Several
methods are used. Team nursing divides nurse work based on task. That is, one nurse is
assigned to provide medications, another nurse performs all dressing changes, and
another may perform and document all vital signs and so on. The patients are seen as a
group that requires a defined set of tasks. The nurses are assigned to patients based on
the unique task they will perform. Using this method of work organization results in a
multitude of nurse-patient relationships based on the service (task) provided.

Another method of organization of nurse work is total patient care. This approach
does not divide the work according to task. Rather, it divides the patients into small
groups assigned to individual nurses. The individual nurse is responsible for all aspects
of nursing task and care for each individual patient. In this method of work organization,
the number of nurse-patient relationships is more limited and based more on person to
person.

Total patient care can be taken one step further to ensure that nurse-patient

relationships are strengthened and flourish. Primary Nursing is a model of nursing where



total patient care occurs and the same nurse provides this care most of the time. Patients
are assigned to one nurse (with an alternate available) with the expectation that the
primary nurse will provide holistic, patient care which takes place over time allowing for
a meaningful relationship to grow. This model of nursing care delivery (and philosophy
of nursing) is most important when the disease process is intense and debilitating. It has
been suggested that where a person's health status incurs change to the extent where
illness is traumatic, life altering, requires long term intervention (increased length of stays
or illness trajectory) and may leave the individual markedly changed and vulnerable a
strong, dyadic relationship is important to the healing process (Kadner, 1994).

Primary Nursing has been defined as a “modality of care in which the nurse is
assigned a...case load of patients so that care of an individual patient is the responsibility
of one nurse, the primary nurse” (Ventura et al, 1982). The primary nurse is the
coordinator of care, the navigator of care and, ultimately, a partner of care. When
patients are in positions of traumatic, complex illness that require decisions and problem
solving, a knowledgeable partner in care is essential (NCI, 1997).

Economics of Health Care

As alluded to earlier, there may be difficulties in the documentation and measurement
of unseen nursing practice of which caring is a major element. The stresses and demands
that have built over the last many years in the health care system compound this
difficulty. As Valentine (1989) argues health care is an art and science with the healing
art side not lending itself well to quantification. Further, decisions in health care are
made on the basis of quantifiable data. This leaves caring practices, however, more

valued by the caregivers, less valued by planners and funders. Most often it is the nurse



task, which equates to care for many, that is recognized and valued and not the nurse
process.

The lack of description, recognition and valuing of nurse caring is compounded by a
system whose resources have dwindled over the past decade. Kurtz and Wang (1991)
report that a society which does not value caring expects nurses to provide service and to
do more with fewer resources. A recent description of this phenomenon (Boon, 1998)
identifies that economic pressures threaten nurses’ abilities to provide caring practices.
Cost containment of health care services has nurses providing professional service to
ever-increasing numbers of patients. As a result, nurses are working harder, faster and
with large numbers of patients while carrying the expectation that they will develop
relationships with their patients, be attentive and provide expert care. The result is often
a missed expectation leaving the patient and family perceiving they have not been cared
for and blaming the nurse for an unsatisfactory health care experience.

The implications of this situation are clear. The invisible part of professional nursing
practice must be fully described and the hidden components must be made tangible. If
nurses who are currently compensated for the tangible, visible care they provide expect
compensation for the hidden parts of professional practice, they must be able to clearly
define and evidence this practice.

Definitions of Care

Is therapeutic intimacy a constituent of the intangible, unseen world of nursing? Little
has been written or described about this phenomenon. Perhaps this is a result of more
attention, both scholarly and research, having been paid to the overarching concept of

care. Many nursing scholars and theorists have pursued the concept and theory of care.



The purpose of the following discussion is to demonstrate that insufficient definition and
delineation has occurred in the study, conceptual development and ultimately the
articulation of care. As a result, the parts or internal constituents of this phenomenon we
call care have gone ill described. It is hoped that therapeutic intimacy will be understood
and seen as a component of nurse caring.

Morse, Bottorff, Neader and Solberg (1991) used conceptual synthesis to establish
five categories of nurse caring. Nurse theorists and their theories were then assigned to
one of the five categories. Care was seen as a human trait, a moral imperative, an affect,
an interpersonal interaction and a therapeutic intervention.

In the first category, caring is described as a human trait, necessary for survival and an
essential component of Being Human. [t is universal in its approach in that caring is not
seen as exclusive to nursing. It is an essential way of being in the world. It is viewed as
a constant force and long lasting in its duration.

The second category sees caring described as a moral imperative that maintains the
dignity and respect of patients as people and emphasizes the mutual, reciprocal and
interactive experiences that preserve humanness. Care in this category is seen as
foundational to nursing and therefore, unique to nursing in some aspects. Care guides
decision-making and defines the “oughts” and the “shoulds”. Care in this case is constant
for the patient.

The third category identifies caring as an affect, as an emotion, a feeling of
compassion or empathy with the patient. These feelings motivate the nurse to care for the

patient. Again, care is seen as unique to nursing. Care is seen as a motivator for action



rather than a decision making guide. The time frame of care as affect will depend on the
patient, the relationship, type of patient and other demands.

The fourth category describes care as an interpersonal interaction where caring is
mutual between patient and nurse and where communication, trust, respect and
commitment occurs. This view of care brings the nurse and the patient together in
relationship that is mutual. Care is seen as process and as the development of intimate
relationship. The time frame of care as an interpersonal interaction will depend on the
desire of the patient and situational demands on both the patient and the nurse.

Last and fifth, care is seen as a therapeutic intervention. A therapeutic interaction is
seen as a nursing action that meets a patient’s needs. Care is seen as delivery of tangible
nursing actions. Care is focused on the patient as recipient. The nurse does not need to
be engaged in care in an affective way to provide care in this instance. Care in this
instance is dependent on the knowledge and skill of the nurse and on other situational
demands.

The Cancer Experience

The cancer experience or oncology process for patients, officially, begins with
receiving a cancer diagnosis. This serious and traumatic life event is described by
survivors and others as a life altering experience that threatens and challenges every
aspect of personhood: personal identity, life roles, belief systems and relationships
(Howell, 1998). While this diagnosis causes the person to perceive an immediate threat
to their life, cancer, most often, is a long term, chronic illness. The cancer illness
trajectory, the journey the person with cancer takes provides a rich setting for meaningful,

connected relationships to form between patient and nurse. .
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The cancer experience can be seen as having a life cycle of its own: From early
detection, diagnosis, intervention, follow up, potential disease free status, through
recurrence, additional treatment and palliation. Throughout the life cycle, multiple points
of contact for patient and nurse occur. A decade ago, this contact occurred largely within
hospitals where the patient received treatment as an inpatient. While patients are still
admitted to hospital, the majority of treatment and care occurs in the ambulatory setting.

The ambulatory setting offers much to the continuity of nurse-patient relationship.
Because there is no need to consider the 24-hour clock, and thus no altering shift patterns
to contend with, patients can be reasonably sure that they will encounter the same nurse
in the clinical setting they saw on the first visit. The inpatient setting, with its 24-hour
clock, and altering shift patterns presents potential problems with continuity of care:
depending when a patient is admitted and readmitted, they may not encounter the same
nurse they saw on their first visit to hospital.

In both the ambulatory and inpatient setting, the consistent point of contact can be
maximized and ensured by using a primary nurse model of care delivery. Mayer (1986)
points out that primary nursing provides the structure necessary to develop therapeutic,
caring relationships between patients and nurses.

The Relationship between Care and Therapeutic Intimacy

The concept of care, for the most part, is thought to be at the heart of nursing (Griffin,
1983). In all five categories of care theories presented above, the nurse-patient
relationship is featured. It seems that care may be something that occurs as part of a

relationship. Care, however, as a concept remains elusive. To clarify this problem, a
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look at care relative to the relationship between patient and nurse may aid to see the
concept of interest as a component of care.

Griffin (1983) analyzes the concept of care and examines the components as follows:
the receiver (patient), the giver (nurse) and aspects of interaction between the two that
constitute care. She identifies the receiver as vulnerable requiring an understanding of
his wants, desires and priorities; the receiver of care may have profound questions that
require answering and this act of relationship can have a lasting effect on the receiver.
The giver of care must have an understanding of the situation, have experience to relate
and be reflective. The giver must possess maturity and have a good relationship with the
self. Care occurs as the giver pays attention and becomes attuned to the receiver’s
situation and reality. Griffin maintains that this attention and attunement has emotional
aspects that she defines as compassion and through this relationship understanding is
generated. Griffin says that a nurse sees patients (human beings) at their most vulnerable
(there is nothing to hide behind and everything of value is at risk); she maintains that to
see this, to be part of this, is a privilege that is not necessarily granted in other personal
relationships. This description of deep connectedness seems to be a description of
intimacy.

Care requires a giver and receiver: it requires a relationship. Is therapeutic intimacy a
component of this relationship? Kadner (1994) maintains therapeutic intimacy is an
essential element of the nurse-patient relationship. Based on her review of the concept as
studied by others, she maintains that the “existence of intimacy within a dyadic
relationship has been found to be a more important predictor of positive health outcomes

during traumatic life changes than any other type of socially supportive relationship” (p.
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215). Kadner defines intimacy as a confiding relationship between two people, a self-
disclosure of personal information with the expectation of understanding and acceptance.
Kadner cites Timmerman’s (1991) analysis of the concept of therapeutic intimacy in the
identification of its key components: trust, closeness, self-disclosure and reciprocity.

Kadner, like Griffin, presents the concept from a client-nurse interaction (receiver), a
nurse-client interaction (giver) and places these interactions within the context of the
nursing process. Again, we see the patient, the receiver, as vulnerable and requiring
support as he faces his true feelings and thoughts about what troubles him most.
Utilizing intimacy, trusting the nurse, according to Kadner, allows the patient to enter
into dialogue as opposed to remaining in a “lonely inner monologue of apprehension and
despair” (p.216). The components of therapeutic intimacy, trust, closeness, and self-
disclosure, are seen in this part of the interaction. The nurse, the giver, is required to be
involved and concerned with the client. Kadner points to the limitation in the nurse’s
ability to participate fully in self-disclosure. She does not see this problem as damaging
to the full utilization of the concept: the nurse self-discloses information that is of vital
interest to the client, not to herself. The components of the concept are visible here: trust
(as the nurse may be vulnerable), closeness (by involvement and concern) and self-
disclosure (limited by professional relationship and to things vital to the client).

The gains (reciprocity) for the client are clear: acceptance, support, comfort are but a
few. The gains (reciprocity) for the nurse are less clear. Kadner does not detail the
reciprocity fully. Griffin (1983) identifies reciprocity for the giver as a sense of personal

worth, gratitude and perhaps, love.
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Statement of Problem

A clear description of the concept of therapeutic intimacy is not wholly available.
While descriptions of care and nurse caring behaviors abound in the literature they do not
articulate the whole experience of caring: they do not articulate therapeutic intimacy. Itis
my contention that care occurs as a result of relationship and that therapeutic intimacy is
a component of the nurse-patient relationship. The lack of rich descriptions of care and
relationships makes validation of therapeutic intimacy difficult. Without rich description,
a full articulation of this concept cannot take place and therefore, negates its value as a

phenomenon in nursing practice.

Statement of Purpose

The purpose, therefore, of this research is to describe as fully as possible the concept
of therapeutic intimacy in oncology nursing practice. By engaging in exploration of the
concept with oncology nurses who have experienced it, it is hoped that a detailed
understanding will be gained. This new knowledge will allow the intangible, unseen
practice of nursing to be better defined, more clearly visualized, articulated and valued in

a meaningful way.
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Research Questions

The research questions addressed were:
1. Is the experience of therapeutic intimacy known to oncology nurses and what
is the nature of that experience?
2. How does therapeutic intimacy occur: what helps and what hinders its
occurrence?
3. How is it used and to what end?
It was hoped that as the research questions were answered an understanding of the
importance of the phenomenon would be achieved and the essence of therapeutic
intimacy would be described.
Summary
This chapter provided a backdrop for the concept under examination, therapeutic
intimacy, and identified the problem associated with its use in the clinical setting. A clear
statement of purpose has been developed and several research questions have been

generated.
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CHAPTER TWO

A REVIEW OF THE LITERATURE

Introduction

The previous chapter raised a number of questions and identified areas where further
information and description should occur. The purpose of this chapter is to describe and
discuss the elements important to therapeutic intimacy. A description of the concept of
nurse care, the dyadic nurse-patient relationship and use of self as instrument in nursing
practice as found in the nursing literature will be provided. A sensitizing framework for
the research will be described in order to place the problem and purpose of the research in

a meaningful context.

From the Literature

Concept of Care

As described in Chapter One, the nursing literature does not suffer from lack of
discussion of the concept of nurse care. Both philosophical analyses and qualitative and
quantitative research have produced literature on the concept of care. A brief review of
these contributions will occur so as to identify the gaps in both conceptualizations of care
and therefore, the constituents or components of care and the methods of investigation

used to date. -
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Philosophical Analyses

Three significant philosophical analyses were discovered in the nursing literature.
Gaut (1983) utilized this “new approach” (p.313) to thinking and research ideas and
phenomenon. Morse et al (1991) produced a comprehensive synthesis of care. Kyle
(1995) did a thorough literature review and analysis of the concept of care.

A New Approach

Gaut (1983) used philosophical analysis to ask questions about concept clarity and
justification as opposed to the more empirical stance of discovering explanation of cause
and event. She engages in this process beginning with a semantic analysis of ordinary
language, a surveying of the scholarly literature and the development of an action
description that determines the “necessary conceptual features and properties” (p.314) of
the concept.

Gaut begins with semantic descriptions of care. She concludes that care consists of
attention to, concern for, providing for and regards, fondness or attachment to another
person. This is followed by a review of literature produced by social scientists May,
(1969), Maslow (1975) and Erikson to name a few. She identifies care here as a human
need, a sense of concern and the essence of a helping relationship. Gaut investigates the
nursing literature as a next step. She identifies Leininger (1978) as the theorist on care in
nursing literature. Gaut concludes from all three sources of investigation that care
comprises of “a disposition or feeling within the carer...the doing of certain activities
regarded as caring activities...or a combination of both attitude and action...” (p.316).

Gaut moves to action description with the goal of developing an adequate theoretical

description of care. She identifies components of care as consisting of four parts._First,
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awareness of self and other; self and other is seen as distinguishable and separate and
therefore, the ability to concentrate, focus and attend to another’s needs is possible. The
second component is respect. Respect is determined to be a necessary attitude of persons
involved in caring. It is both respect of self and respect of other. A third part of care is
knowledge. Gaut maintains to be aware and to have respect is not enough, it involves a
kind of knowing. The carer must be aware of the caree’s needs and possess the
knowledge to act or provide for those needs. Last, awareness, respect and knowledge
must provide for positive change. This could be growth, maturation, fulfillment or
movement. Gaut ends her analysis having identified conceptually adequate description of
care.

Categorization of Care

Another philosophical analysis by Morse et al (1991) provides a categorization of
caring by theorist. This analysis proposed five categories: Caring as a human trait, caring
as a moral imperative, caring as an affect, caring as an interpersonal interaction and
caring as a therapeutic intervention.

As a human trait, caring, here, is described as essential to humanness. It is felt to be
universal and not discreet to nursing practice. Caring is felt to be necessary for survival
and an essential way of being.

Caring as a moral imperative is described as being the foundational basis of nursing
where nursing is a virtue. While caring is universal, nurse caring is seen as special and
unique. Caring maintains patient dignity, provides guidance for decision-making and

identifies the duties and obligations of the profession.
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Caring as an affect is described as empathy, feeling and concern for another. Again it
is nurse-centered: the attributes of affect are not exclusive to nurses, but they are essential
for nursing practice. Compassion is an essential ingredient and motivates nurses.

Caring as an interpersonal intervention is described as a relationship based on trust
and respect. This description of caring is based on mutual involvement. It is dependent
on intimate relationship and is a process in itself.

Finally, caring is described as a therapeutic intervention. It is based on nurse action
that attends to the patient’s needs. It improves the patient’s plight, is focused on the
patient and relies not on the nurse’s needs, goals or aspirations.

Therapeutic Intervention

Kyle (1995) makes precisely this case in describing the concerns of nursing theorists
in her review of the literature related to the concept of care. Care is described as being
poorly defined and an elusive and imprecise concept. She maintains that several theorists
attempt to “uncover the ingredients in order to make the concept more precise in nursing
practice” (p.507). Kyle outlines nursing theorists whose writings about caring provide
the current foundation in the literature. She begins the discussion with Leininger’s
(1984) view of care as a universal phenomenon consisting of acts that assist, support or
facilitate other individuals in improving their conditions. She lists the constructs
Leininger maintains constitute care (comfort, concern, compassion, stress alleviation,
support and trust).

Kyle identifies Watson’s (1979) beliefs that caring in nursing practice is a therapeutic
interpersonal process. She lists the components or constituents Watson theorizes are the

“carative” factors. Kyle states that Watson identified two key types of activities around
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care: establishing relationships based on trust, faith, hope, sensitivity, empathy, touch,
warmth and genuineness and offering support including surveillance and comfort.

Kyle goes on to separate theorists by perspective or view. Caring, she reports, is
viewed by some theorists, McFarlane (1976), Griffin (1980, 1983), Orem (1985) and
Weiss, (1988), as an activity. Others, Benner (1984), Gaut (1986), Dunlop (1986) and
Duke and Copp (1992), see it as a set of behaviors. Caring can be viewed as an ethic, as
it is with Carper (1979), Kelly (1988), Harrison (1990), Kurtz and Wang (1991). Finally,
caring is perceived as a moral value (Fry, 1988).

The three philosophical analyses provide definition and description of the concept of
care and its constituents. From this work, a number of research studies were performed
with the intention to fully illuminate the concept of care.

Research on Care

Research on care has taken both a qualitative and quantitative approach. As well, both
the perspective and the perceptions of the givers (nurses) and the receivers (patients) have
been considered.

There has been some exploratory, descriptive research performed on the concept of
caring as it is found in the clinical realm. Oddly, for a concept that is touted to be of such
significance to nursing practice as to claim that care is foundational and fundamental,
there is a lack of study available. Description of qualitative and quantitative approaches
will be presented.

Qualitative Studies

Drew (1986) used qualitative methodology to explore care as a phenomenon

experienced by patients. Her sample (n=35) of hospitalized patients were interviewed to
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examine depersonalizing and confirming actions. Drew postulated that exclusion was an
occurrence in a nurse-patient interaction where another disregarded a person's feelings.
From the philosophical analyses this could be seen as not caring. In this study,
confirmation was determined to be the opposite of exclusion. Confirmation, therefore,
can be seen as the acknowledgment of a person’s feelings, confirmation of another’s
existence and being touched and heard by another who cares. Again, much of this
description is found in the philosophical analyses of care.

Having defined the terms and variables of study, Drew set out to explore encounters of
distress and nurturing in hospitalized (vulnerable) patients. She utilized an interview
schedule that had been evaluated by a panel of experts to ensure content validity, clarity
and simplicity. Interviews were conducted and tape-recorded in private. Transcripts of
the interviews were made and themes and patterns were identified to guide subsequent
interviews. Constant comparative method of data analysis was utilized to produce
emerging themes.

Drew produced a composite portrait of excluding and confirming behaviors. Her
findings identify ways of humanizing health care for both patients and nurses. She
surmises that caregivers are subject to great stress and if caregiver needs are not met they
in turn will be unable to meet the needs of patients. She concludes that as care is defined
more and more technically, its essence will continue to be something that happens
between people. Cultivation of relationship, says Drew in the end, is necessary if care is
not to be diminished.

Forrest (1989) examined the phenomenon of caring from the perspective of the nurse.

This inductive, descriptive research utilized hospital nurses (n=17) who were selected for
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having experience with the topic under investigation and an ability to articulate their
experiences. The researcher stimulated research subjects by asking an open-ended
question about the meaning of care. Participants were encouraged to describe fully and
deeply their experiences. All interviews were recorded and transcribed verbatim.
Participants were asked to read their transcript and add, delete and otherwise make
corrections and clarifications.

Data were analyzed using Colaizzi’s method: getting a sense of the transcript as a
whole, extraction of significant statements and phrases, formulation of meanings,
organization of meanings into themes, integration of an exhaustive description of the
phenomenon resulting in the essential structure of the phenomenon. Validation with
participants occurred in order to compare the description with the lived experience.
Caring was identified as involvement and interacting and consisted of presence, respect,
empathy, closeness, physical contact, awareness and knowing them well. Canng was
affected by oneself, the patient, the situation, coping and finding comfort and support.

Implications for nursing practice were suggested. Forrest maintains that caring
becomes an emotional burden for nurses and support for taking this burden comes from
other nurses. Other nurses either provided the support required to care or cause
frustration, hurt and disappointment when they fail to provide this support. Drew
concludes that nursing and healthcare administration must ensure support for nurses
among nursing staff exists.

Forrest (1989) built on Drew’s (1986) work by investigating the meaning and value of
caring in nursing practice as perceived by student nurses. This qualitative research

utilized a sample of student nurses (n=26). Participation in the study was voluntary. The
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participants were asked to describe an incident in which they observed caring and
noncaring behaviors. Interview data were compared and themes and categories emerged.
The findings identified caring behaviors as giving of self, meeting needs in a timely way
and providing comfort. Non-caring behaviors were identified as not giving of self, not
meeting needs in a timely fashion and not providing comfort. Chipman embarked on the
research to aid the change in program curriculum that proposed to utilize Watson’s theory
of care. Her findings concluded that caring and noncaring behaviors are present in the
clinical environment. The significance of the findings are clear when it is recognized that
student attitudes are socialized and that role models (nurses) are an important factor in
communicating expectations, attitudes and values.

Clark and Wheeler (1992) produced a small study that sought to view the phenomenon
of care in nursing practice. The stated intent of the study was to enhance future research
into a focus of the important parts of nursing. A sample of nurses (n=6) was selected
based on experience with caring and their ability to articulate these experiences.
Participants were interviewed about the nature of the meaning of caring and to give
examples of caring; a tape-recording was made and transcribed. Subjects had the
opportunity to read their transcripts and add, delete and correct.

Data were analyzed using Colaizzi’s method. The categories and themes that emerged
were being supportive, communicating, pressure and caring ability. The essential
structure of caring that emerged identified a process that is experienced by giving of
oneself to another and that creates trust, love and value. Other essential constituents were
active and passive communication, awareness, empathy and provision of comfort. Caring

was found to be rewarding. .
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The findings of this study are similar to the other qualitative studies in that the
participants identified the interpersonal aspects of caring as the most significant. The
category identified as pressure indicated to the researcher that the cost constraints of
recent years could affect the quality of care provided. Further studies were indicated that
would examine both nurses and patients and their families.

Quantitative Studies

A number of quantitative studies focused on nurse caring have occurred. Several
research instruments were used in studies that attempt to measure the phenomenon of
interest. The studies are summarized below. It should be noted that each of the
following studies reported that the research instruments used were reliable and valid but
no detail of this was provided.

Larson (1984) used an earlier study on nurse caring behaviors to develop a research
instrument designed to measure care. Instrument development used two groups of nurses
(n=57 and n=112) to define caring behaviors nurses use to indicate to care to patients.
The Caring Assessment Instrument (CARE-Q) was then used to measure care as
perceived by cancer patients (n=57).

The findings of the study indicated that the sample group of patients perceive care in
terms of tangible tasks such as monitoring, providing physical care (giving injections,
medications) and providing comfort. The study concluded that it is important for nurses
to validate the care they provide with the recipients. It was acknowledged that the study
had limitations and was not generalizable. It was indicated that more study on the

concept of caring was needed.
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Larson (1986) replicated this early study choosing nurses as her research subjects
(n=57). Her goal was identified as exploring whether patient and nurse perceptions of
care were similar. Again she used the CARE-Q instrument with reported reliability as
stated in her initial study. The top ranked indicators of care from the nurses’ perspective
were in contrast to the same listing of the patients’ perceptions. Nurses identified
listening, touching, expression of feelings (by patient) and talking as most important. All
but one element (giving adequate physical care was at the bottom of the top ten list) had
to do with communication and relationship.

Larson, again, states that the methodology, the instrument (reliability and validity)
limit the generalizability of the findings. She wonders how realistic the nurses’
perceptions are when their list of important qualities lies in the affective realm. Patients in
the earlier study identified trust relationship and accessibility, within the ten top ranked
ten behaviors. What is important is that there may be differences in the ways nurses and
patients (the givers and receivers) perceive care. It is not possible to account for the
differences between the groups without assessing the instrument thoroughly, although
one could speculate that the early study’s subjects were hospitalized patients whose focus
may have been on their physical illness and response to treatment.

Mayer (1987) produced a replication study of Larson’s work using a sample of both
nurses (n=28) and patients (n=50). Mayer used the CARE-Q instrument to measure
perceptions of care.

The results indicated that while there was agreement between the nurses and patients
on the importance of individual items, like listening, the ranking of importance

demonstrated marked difference. Again, a physical activity such as giving injections was
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ranked as most important to patients whereas nurses ranked listening and knowing as
most important. Mayer concludes that patients appear to value the instrumental, technical
expression of care while the nurses continue to value the caring relationship. She
acknowledges the limitations of both the methodology and the instrument; oddly, she
claims that quantification is important to understanding the parts of the whole as a
response to Benner’s advice that nursing care is relational and therefore, should not be
evaluated by instrumentation (p.51). I agree with Benner: while I agree knowing the
parts better is most important, I think instrumentation may be used prematurely
particularly when not enough is known about the parts of the concept to truly understand
what is being measured.

Another, more recent study (von Essen & Sjoden, 1991) was performed in an attempt
to replicate Larson’s and Mayer’s work. The study took place in Sweden and measured
perceptions of patients (n=86) and nurses (n=73). It was stated that the instrument had
been modified for use in Sweden but which elements were modified was not specified.

The results of the study were similar to the North American findings: patients value
clinical expertise while nurses value components of relationship. There was, however,
agreement in the least valued indicators of care between nurses and patients: professional
appearance, volunteering to do “little” things and the like. These researchers identified
that patients feel cared for when they feel safe and secure. This could account for the
focus on task oriented, technical care. They also allude to the hospitalized patient’s
predominant focus on getting better and subsequently, physical, competent care.

The authors of the study identify limitations as arising from the vagueness of some

questions that could lead to a number of interpretations by respondents. They identify,
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interestingly, that there was stronger agreement between specific patient-staff dyads: one
questions whether the instrument is measuring what it was intending to measure. The
most important limitation identified was the instrument was not able to cover the
measurement of the construct sufficiently. One conclusion they arrive at is the need to
look more closely at the nurse-patient agreement and ways to build positive relationships
between the two realms.

Another instrument, Caring Behaviors Inventory (CBI), was used by Wolf et al (1993)
to measure perceptions of care by nurses (n=278) and patients (n=263). The instrument
(CBI) was developed by Wolf in an early study, (1981). Reliability, both test-retest and
internal Consistency, was rated high (.83 and .96, respectively). Content and construct
validity was reportedly established but no details were provided. Patient and nurse
responses were combined.

The findings indicated five important dimensions: respectful deference, assurance,
conceitedness, professional knowledge and skill and attentiveness to the other’s
experience. [t was identified that the findings of the CBI fit the dimensions of Watson’s
Transpersonal Caring Theory.

The authors identify limitations as being due to the preliminary nature of the study, the
convenience sampling technique, the combining of the sample and the inability to
replicate the sample for further validation of the findings. They also identify the need for
more reliability and validity testing of the instrument.

Morrison (1989) frames her research by identifying the significance of caring to the
nursing profession. She maintains that the gaps in the research literature present a serious

problem for the profession. To address these gaps, Morrison used a survey to gather
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nurses’ perceptions of themselves as carers. Her purpose was to develop a conceptual
framework based on two tools, the Personal Construct Theory (PCT) and the Kelly’s
Repertory Grid Technique to analyze the survey data.

A sample of nurses (n=25) was drawn from a variety of practice settings using a
strategic informant sampling technique reportedly originating from an earlier study
(Smith, 1981). The participants were asked to share their views and experience on caring
and to rate a set of elements along some dimensions of caring. The procedure provided
eight opposite or bipolar constructs for each participant. These pairs were placed on
Likert-type scales and research subjects were asked to place themselves on this scale and
where they would be ideally. The self-reporting, self-analysis bias was discussed as a
potential problem and strategies to ensure protection from bias were employed. Scores
were generated from the self-rating of the participants.

Simple scores were calculated that indicated how participants saw themselves as
carers and how they saw the ideal carer. The difference between the scores was
identified as discrepancies. These discrepancies were used to indicate three main areas.
First, the participant-nurses set very high standards for themselves, perhaps unrealistic
standards when identifying the ideal carer. Second, the participants may not have the
skill and knowledge to perform caring to the level they set as the ideal. Finally, the
system of values dominant in the organizational culture may be different than the ones
held by the individual.

Morrison acknowledges that the sample size being small limits the findings'

application. She identifies, however, that further empirical research needs to take place.
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Dyson (1996) utilized the methodology of Morrison’s study. She based her study on
Morse et al’s work on the conceptualization of care (care as a human trait, a moral
imperative, an affect, an interpersonal interaction and a therapeutic intervention). Her
sample (n=9) of qualified nurses responded to grids of caring attitudes and caring
behaviors set in opposite, bipolar pairs referred to here as dyadic combinations.

Data were analyzed using Euclidean measures (measuring the distance between
constructs and identifying those constructs that are closely related). Themes were
identified from this analysis and supported the concept of caring as what the nurse does
and who the nurse is (p.1266): consideration and sensitivity, giving of self, honesty and
sincerity and general approach. The findings did not fall into the categories of care
identified by Morse et al but Dyson believes they formed a synthesis of that work.

Limitations were identified as small sample size. Dyson concludes that the results
emphasize the importance of the humanistic and psychosocial components of care. She
believes that more empirical work needs to take place in order to produce theory relevant

to professional practice.

Dyadic Relationship

Human relationship can be defined as the thread that ties one person to another: the
common element or link between two people. People are brought together in relationship
because of personal attraction, family links, common interests, mutual goals and the like.
Relationships between patients and nurses, so called dyadic relationships, are not terribly

different. While personal attraction and family link do not form the foundation of this
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relationship, patients and nurses are brought into contact with one another because of
common interest and mutual goals around the illness trajectory.

The purpose of this discussion is to identify the nature and importance of the dyadic
nurse-patient relationship. The intention is to provide a concise philosophical analysis of
the continuum of nurse-patient relationship from basic therapeutic communication (a
tenant of nursing education) through concepts such as involvement and commitment, and
knowing the patient. The latter conceptualizations are about deep and connected links:
moments of meaning and ultimately intimacy. The goal of the discussion will be to
logically link the nurse-patient relationship to the concept of care. It will be
demonstrated that the intimate nurse-patient relationship is therapeutic and therefore,
therapeutic intimacy is a critical component of care.

Nurse-Patient Communication

Both the literature and nursing education material are replete with descriptions of
nurse-patient communication. This basic skill is taught early and developed in nurse
education and practiced daily in clinical nursing. Nursing theorists, namely Peplau and
King, have based models of nursing on interpersonal processes (Bradley & Edinberg,
1990).

These interpersonal processes are presented as fundamentals of communication.
Communication is seen as foundational to nurse-patient relationship. It consists of
transactions, or purposeful interactions, guided and directed by the individuals values,
beliefs and feelings producing negotiated outcomes and goals (Bradley & Edinberg,

1990).
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Nurse-patient communication and therefore relationship, is an imperative of nursing
practice in every clinical setting. This is well demonstrated by a small study of Icelandic
women which describes this imperative (Fridfinnsdottir, 1997). The purpose of the study
was to explore the stressors women perceive during the diagnostic phase of their breast
cancer experience and identify the sources of social support on which they rely. The
sample (n=12) were interviewed and data were thematically analyzed. The findings
identified the stressors (receiving information, waiting for results and uncertainty of the
future) and the social support they sought out (husbands, family and friends). While
health professionals were not defined as part of social support, the women articulated
importance of access to and communication with the nurse. The researcher indicated the
implications for nursing practice to be ensuring that nurses acquire therapeutic
communication skills.

Involvement and Commitment

At one end of the continuum, the nurse-patient relationship consists of simple
therapeutic communication. If we move a little further on that same continuum, the
nurse-patient relationship consists of more than therapeutic communication: it requires
involvement.

May (1991) produced a study with a small sample of staff nurses (n=22) that sought to
understand the appropriate basis for the nurse-patient relationship. The question the
study sought to answer was to what level ought a nurse to be involved with a patient.
Using qualitative methods, the study found that involvement was constituted of
knowledge, reciprocity and exchange, and investment. Three modes of relationship were

discovered: primary, demonstrative and associational. The findings identified the.
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primary relationship as one of equilibrium where personal recognition of each participant
gains a beneficial effect (reciprocity). The other two modes of relationship,
demonstrative and associational, were found to negative with an overemphasis on
reciprocity in the demonstrative and a rejection of reciprocity in the associational. In
both cases equilibrium is lost.

Morse (1991) attempted to describe the nurse-patient relationship in depth as the result
of interplay or negotiations that culminates in mutual satisfaction. She begins her
research with the premise that the fundamental principles of the relationship are "routine
and compulsory in all undergraduate programmes" (p.455) and that there is ample
research on nurse-patient relationship in the literature. She identifies that the literature
tends to focus on therapeutic response techniques and the linear stimulus-response model
of communication. Her research sought to explain the development of the nurse-patient
relationship.

Using qualitative methods, participants (n=44) were interviewed by 8 research
assistants across a variety of clinical settings. Four types of relationships were described
by the findings: clinical, therapeutic, connected and over-involved. These relationships
represent a continuum of intensity with the clinical relationship not at all intense, mild
intensity within the therapeutic relationship, moderate to high levels of intensity in the
connected relationship and a loss of perspective in the over-involved relationship. All the
relationships had resulted from a negotiation between the patient and the nurse.

Morse found that movement from lower to higher intensity of relationship, and
ultimately the nature of the relationship, was governed by the patient's perception of the

seriousness of the health need (illness situation) and their vulnerability. Four factors
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(controlled by both the patient and the nurse) could increase and decrease the rate and
level of development of the relationship. The four factors were isolating techniques and
strategies (depersonalization, withholding of information), inconsistent exposure of
specific nurse to specific patient (nurses being seen as interchangeable caregivers),
specialization (where new providers supercede an established relationship and role) and
lack of time (patient transfers, days off, task orientation).

Morse concludes that commitment is perhaps a more appropriate term than caring
when describing the nurse-patient relationship. Caring, she says, implies love and
affection that may not be seen as truly professional attributes.

Knowing the Patient

Morse identifies the notion of interplay and negotiation with the ultimate goal of
mutual satisfaction. The interplay and negotiation must be founded in knowing the
patient. Mutual satisfaction cannot be attained if the nurse does not have knowledge and
understanding of the patient.

A phenomenological approach to this question was made by Tanner, Benner, Chesla
and Gordon (1993) where research was pursued to answer what knowing the patient
means and what difference does this knowing make to practice. Informants (n=130) were
interviewed in groups and data were analyzed. The method of the data analysis was not
reported. Knowing the patient was found to mean knowing both their patterns of
responses and knowing the patient as a person. More importantly, knowing the patient
was found to be central to nursing practice: it is primary to caring practice limits

vulnerability and is essential to the patient feeling cared about. (p.279).
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Likewise, Howell (1998) identifies this knowing the patient as one of five dimensions
of caring as identified by Swanson. She goes on to identify that knowing the patient
requires "exhaustive" understanding of what makes a patient an individual. This knowing
is essential to the notion of interplay; it is connectedness with another human being. She
concludes that in "knowing the patient, the nurse is able to provide compassionate care”
(p-15).

The significance of the above-mentioned research to this endeavor is that it clearly
links the larger concept of care to nurse-patient relationship and pays attention to the
different levels and degrees of intensity and essential elements found in the nurse-patient
relationship. It follows that therapeutic intimacy could be seen as one type of

relationship, one component of nurse care within the larger constellation of care.

Self as Instrument

Instruments of Practice

When a surgeon engages in her work, she opens a bundle and exposes the tools or
instruments she needs to perform her work: scalpels, retractors, forceps, sutures, and so
on. For most health providers, tangible tools exist that aid in the ability to provide
service to patients. While nurses have some fools at their disposal, these instruments
relate more readily to the task oriented parts of practice; in the delivery of care, the only
instrument a nurse can avail herself of is the self. When nurse care is viewed as
relationship, the use of self by nurses becomes clear. Examples of this utility are

provided below. -
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Jenny and Logan (1992) produced a small study that analyzed the concept of knowing
the patient. The study focused on a specific aspect of nursing (ventilator weaning) and
what impact knowing the patient had on knowledge, judgments and actions performed by
the participants (n=16). The findings were 