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THE MEANING OF CARING INTERPERSONAL
RELATIONSHIPS IN NURSING

PAUL ANTHONY MORRISON
ABSTRACT

This thesis explores nurses’ and patients’ perceptions of caring relationships in a
hospital context. An attempt is made to discover the meaning these caring
relationships have for the nurses who provide care and for the patients who
participate in this process. The nurses enter into the caring relationship as
voluntary and professional participants. The patients come into hospital because
of illness. The relationship entered into is claimed to be a caring relationship yet
little is known about the personal experiences of the participants.

In the first part of the study the repertory grid technique was used to
structure interviews with 25 experienced nurses. Personal constructs were elicited
and rated during the interviews. Six major themes emerged from a content
analysis of the constructs. These were: personal qualities, clinical work style,
interpersonal approach, level of motivation, concern for others, and use of time.
The personal cost of caring for the nurses surfaced as a significant aspect of the
caring relationship.

In the second part of the study 10 nurses and 10 hospitalised patients were
interviewed. These were analysed by means of a method grounded in interpretive
phenomenology which focuses on the informants’ lived experiences. Nine general
themes emerged which captured the nurses’ experiences of caring relationships.
The themes were: patient dependency, patient circumstances, effectiveness,
emotional involvement, stress, preparedness, ward constraints, role uncertainty,
and personal benefits. The patients’ experiences of being cared for were
embodied in four general themes quite different from the nurses. The themes
were: vulnerability, self-presentation, service evaluation, and other concerns.

The thesis provides many details about the perceptions of caring
relationships through the exploration of the lived experiences of nurses and
patients in hospital. An extended picture of caring relationships in nursing has
emerged. The need to take account of both the professional and consumer
perspective is emphasised as it highlights important discrepancies between the
views of carers and those they care for. Professional carers must be able to
understand the patient in order to care in a personalised way and the approach
used here demonstrates how this understanding can be achieved. Such an
approach could also be used in nursing practice. The findings and methods used
here should also be of interest to other helping professions and consumers of
health care. '



PREFACE

Denzin (1989) emphasised recently how the biography of the researcher is a
crucial element in any interpretive research endeavour:

Interpretive research begins and ends with the biography and the
self of the researcher. The events and troubles that are written
about are ones the writer has already experienced or witnessed
firsthand (Denzin 1989, p.12).

As the thesis unfolds an interpretive approach is adopted for developing an
understanding of the informants lived world and the biography of the researcher
becomes an important aspect in developing that understanding. The biography
of the researcher is part of the hermeneutic circle (Heidegger, 1962). It is
essential therefore that the important facets of my own background and
experience, which have shaped the research reported here, are portrayed from the
outset. This should provide the reader with the necessary background details
about my own interests and development and set the research within a particular
and personal context.

In the late 1970’s and early 1980’s I trained as a psychiatric and general
nurse, but became very dissatisfied with the mundane stress of working as a nurse.
On many occasions I felt that I was nothing more than a small cog in a very large
first aid station which dealt with chronic emergency cases who returned to the
hospital setting again and again with the same complaint. I left the health service
and became a full time student of psychology at university. I chose psychology
because I wanted to learn more about myself and other people. However, the
training in psychology was very traditional. As well as the standard topics in the
field of psychology, there was a comprehensive course on research design,
methods and statistics with a commitment to the experimental method as the
method of choice in research. Qualitative methods were frowned upon because
they could not establish "causal’ links between variables, did not lend themselves
to laboratory based research and were very much more difficult to analyse. In my
desire to be a good psychologist I followed the traditional approach diligently.

On returning to the world of work in the health service I wanted to
continue to do research but found that most of the frameworks which I held dear
as a psychology student, were of little use in the context of real patients and real
nurses at work. Here there was no laboratory, no experimental apparatus or
statistical packages. Instead I met ill people who needed help and professionals
who claimed to be helping them. Some revision of my ideas was necessary.
~ There was a need to explore new frameworks so that I could commence a
postgraduate study which focused directly on the nurse and the patient. The
notion of a ’caring relationship’ captured my attention: why do some nurses really
care? why are so many nurses uncaring? why are patients so appreciative of
anything that is done for them in hospital? does a professional training as a nurse
make a caring nurse? Changes in the delivery of care such as the emphasis on
community care also helped to focus my attention on this area. As a charge nurse
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I saw many patients being discharged into a community which could not possibly
support them.

A small number of texts were found to be stimulating and challenging
during a period of initial reading and preparation for the project. Three in
particular proved particularly challenging: Giorgi’s (1970) Psychology as a Human
Science: a Phenomenologically Based Approach, Keen’s (1975) A Primer in
Phenomenological Psychology, and Reason and Rowan’s (1981) Human Inquiry: a
Sourcebook of New Paradigm Research. These seemed to provide a framework for
studying the things I found to be of interest. However, my previous training and
conditioning encouraged me to be very cautious about how to proceed, and I
couldn’t discard all of my earlier training and take up these new (to me)
approaches wholeheartedly. These approaches were attractive to me because they
focused on people in real settings as opposed to a laboratory. They offered
techniques for collecting and analysing data and acknowledged the importance of
the role of the researcher as well as the informants.

My earlier training reinforced the need for precise measurement, control,
and rigour so I had to continue my search for a method which would allow me
to tap elements of both approaches and establish a compromise. The theory of
personal constructs (Kelly, 1955) appeared to provide some of the structure which
was an integral part of my earlier training in psychology as well as some of the
freedom and creativity which 1 found in the work of Giorgi (1970) and Keen
(1975). Personal Construct Theory (PCT) allows the researcher to tap the
informant’s perceptions of his or her world and attempts to capture these
perceptions in a very organised manner that is easily analysable.

The principal stages in the study are summarised in figure 1. The first part
of the research described in this thesis shows how Personal Construct Theory and
the Repertory Grid technique were used to structure interviews with a group of
experienced nurses to explore their perceptions of (1) caring relationships and (2)
their perceptions of themselves as professional carers. The process of doing these
essentially qualitative but well structured interviews encouraged me to use an
even more qualitative approach in the second part of the study. After the grid-
centred interviews were completed and analysed, the most important questions
which emerged from the findings could not be answered quantitatively. In
addition, by that time I had completed much more reading about
phenomenological research methods and felt confident enough to undertake more
qualitative work.

The second part of the thesis starts with a description of existential
phenomenology and phenomenological research methods. This approach was
used to structure and analyse qualitative interviews with nurses and patients in
hospital and followed on naturally from the first part of the study. The main
focus was on how the nurses involved in the research experienced caring for
another person and how the patients in hospital experienced being cared for.
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PART

ONE

Methods of Data Collection

Methods of Analysis

Interviews with a strategic
informant sample of ward sisters
and charge nurses using the
repertory grid technique (n=25)

Content analysis and calculation
of simple difference scores for
each informant

PART

TWO

Focused in-depth interviews with
nurses of different grades (n=10)

Grounded in interpretive
phenomenology

Focused in-depth interviews with
hospitalised patients (n=10)

Grounded in interpretive
phenomenology

Figure 1. Summary of the principal stages in the study.

One of the major problems I faced during this time was the fact that I was
employed on short term contracts for the duration of the study. Data was
collected in a hurried fashion because I did not want to have to set up a new
programme of research, had it been necessary to move to another job during the
study. This factor has not seriously hindered the quality of the data which I
acquired.

As part of my general research education I completed a 9 hour course on
the use of the mainframe version of SPSS at the University of Wales College
Cardiff and undertook a programme of guided reading in research methods which
included the following: Ashworth et al. (1986), Bryman (1988), Douglas (1985),
Ginsburg (1979), Miles and Huberman (1984), Orenstein and Phillips (1978),
Reason and Rowan (1981), and Skevington (1984).

Getting the thesis to its finished state has been an arduous but invaluable
learning exercise. During the course of doing this research I learned a great deal
about the theoretical and practical issues involved in human research. This thesis
therefore is a reflection of my own personal and academic development over the
last five years. I have tried to ensure that the thesis is readable, interesting and
relevant to a range of professional helpers and nurses in particular. I believe that
researchers have a responsibility to write in a fashion which is understandable to
their informants, subjects, consumers and colleagues. If the findings and
approaches used in this thesis are to be used in applied areas, then the thesis
itself must appeal to a diverse audience. My ambition has been to produce
something of practical use, for as Kurt Lewin the social psychologist said:

Research that produces nothing but books will not suffice (Lewin,
1946, p.35).
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As with most projects of this nature the number of specific tasks and sub-
goals necessary to complete the overall project is enormous. I found it
particularly helpful to break up the task into discrete units of work. This process
helped to clarify my own thinking and development. Several sections of my early
attempts at writing up parts of the thesis have been published in modified form
and include the following:

Morrison, P. (1988) Nurses’ perceptions of caring. Nursing Times, 84, 9, 51.
(Chapter 4).

Morrison, P. (1989) The caring attitude: nurses’ self-perceptions. Nursing Times,
85, 4, 56. (Chapter 4).

Morrison, P. (1989) Nursing and caring: a personal construct theory study of some
nurses’ self-perceptions. Journal of Advanced Nursing, 14, 421-426. (Chapters 3
and 4).

Morrison, P. (1990) An example of the use of repertory grid in assessing nurses’
self-perceptions of caring. Nurse Education Today, 10, 253-259. (Chapters 3 and
4).

Morrison, P. (1991) The caring attitude in nursing practice: a repertory grid study
of trained nurses’ perceptions. Nurse Education Today, 11, 3-12. (Chapters 3 and
4).

 Morrison, P. (1991a) Caring and Communicating: The Interpersonal Relationship
in Nursing. Macmillan, London, (with P. Burnard). (Chapters 1, 2, 3 and 4).

Morrison, P. (1991b) Caring and Communicating: Facilitators’ Manual. Macmillan,
London, (with P. Burnard). (Chapters 1, 2, 3 and 4).
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CHAPTER 1
ALTRUISM, HELPING AND CARING IN PSYCHOLOGY

Introduction '

This chapter introduces some of the theoretical frameworks which have guided
research into altruism and helping behaviour in the field of social psychology.
These provide a background for the present study. Much of the research has
been criticised however and the grounds for this criticism are reviewed. The
empirical work on altruism and helping in social psychology may provide useful
leads and theoretical frameworks for researchers exploring the professional
helping role. The concept of caring or psychological care has recently emerged
in the literature on professional helping relationships, but it remains a neglected
area of clinical research. The notion of the caring relationship within the context

of nursing practice forms a crucial part of the present study.

Altruism and helping behaviour in social psychology

The concept of altruism has a long history in social science research (Brown,
1986; Krebs and Miller, 1985). In spite of the considerable interest in the field
for many years, it is only over the last 20 years that the study of altruism and
helping behaviour has become a major force in social psychology (Smithson et al.
1983), with a thriving research domain (Clark, 1991). A number of strands of
investigation have evolved but only those approaches which are directly relevant
for the present study are mentioned here. These may be classified under the

heading of social-psychological studies of altruism.

Social-psychological studies of altruism

The social-psychological study of altruism which was greatly influenced by
Auguste Comte (1798-1857). Comte coined the term ’sympathetic instincts’ of
man, and believed that the *purpose of an advanced society was to foster the love,
and even the worship of, humanity...” (Rushton and Sorrentino, 1981, p.10). This
strand embraces a number of different approaches including: social learning;
equity theory; personal or situational factors which influence helping, and

attribution theory.



(1) The social learning approach

In this approach helping may be defined as a process that is learned from other
people through the mechanisms of reinforcement, observation and role modelling.
Helping behaviour may be conditioned by reinforcement, whereas unsociable
behaviour may be punished (Rushton, 1980). The social learning approach has
been found to be especially useful in studies of how children learn to help others.
Fisher (1963) for example, found that reinforcement could be used to increase
sharing behaviour in four year old children. Others have also reported that
helping and altruistic behaviour are facilitated through good role models (Bryan
and Test, 1967).

However, the extent to which this model may be used in the present study
is limited because of its narrow and specialised range of application with children.
The theory is also very general and this too is a limitation of the approach when
trying to understand a complex social setting like a hospital ward. Nevertheless,
the role of professional socialisation in an institutional setting should not be
overlooked (see chapter 8). In a professional context, established team members
play an important role in the training and education of learners and untrained

staff. They are important role model figures.

(2) Social exchange theory

Another approach which spans the social-psychological area is social exchange
theory (Baron and Byrne, 1987). Social exchange theory is characterised by the -
idea that social behaviour may be considered in terms of rewards and costs which
are governed by the norms of equity. These norms emerge in society so that when
an individual helps another individual, he or she can expect to be rewarded
according to the cost of the effort needed to help that other person. The
rewards-costs equation needs to be kept in a state of balance, if it is not, then the
helper may experience distress. When a balance is achieved and people feel they
have been treated fairly, they are more likely to be cooperative. In normal social

interaction some individuals will try to minimise their costs and maximise their
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benefits. While this theory appears rather simple and mechanistic, it does have
relevance for the present study. The costs of establishing and maintaining caring
relationships with patients is constantly reviewed by hospital staff (see chapters
4 and 6).

(3) Selected variables used to predict helping

Less theoretically expansive approaches have tried to identify relatively distinct
variables which have been used to predict helping in a variety of settings. Two
major trends have been described. The first trend focuses on studies which
attempted to identify stable personal characteristics or traits. The second trend
centres on the distinctive properties of the particular setting in which help was
given. The personal attributes identified with some consistency are personal
norms such as a sense of moral obligation to help (Schwartz, 1977), and empathy
(Coke et al., 1978). The context too has been found to be influential in
determining whether or not help was given. For example, the perceived
seriousness of the situation; the possible cost to the helper; and the perceived
competence of other helpers have been found to influence potential helpers
(Smithson et al., 1983).

Researchers working within this approach tend to employ specific scales
or other quantitative social-psychological research techniques to measure relevant
variables. The aim is to establish statistical correlations between these sets of
variables. In the present study no specific measures or behaviours were used in
this way, so the approach is not particularly relevant here. However, some of the
findings to emerge from these studies may be relevant to those of the present
study. Approaches which concentrate on particular variables used to predict
helping may be criticised for the heavy emphasis placed on hypothesis testing.
While such an approach may lend itself to tightly controlled research design, it
ignores the need for research which attempts to discover new experiences or
phenomena. As a direct result of this orientation, the basis for the selection of

particular variables is often unclear.
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Criticisms of the traditional approaches '

These traditional approaches to the study of altruism and helping behaviour have
been criticised. Much of the research has been of limited use in applied or
professional fields such as teaching, medicine, nursing and other helping
professions. One reason for this lack of application stems from the dominance
of positivist methodology in the research. Smithson et al. (1983) summarised this

weakness as follows:

The dominant tradition in social psychological research has been an
experimental, laboratory-based mode of inquiry. Researchers using
this approach attempt to understand important social behaviour
through the control and manipulation of factors which influence
simulated forms of the target behaviours. This research reflects a
positivist philosophy of science and a limited deterministic view of
human action (p.2).

Consequently, much of the research completed to date has been criticised on the
grounds of having low external validity in the real world, having a limited
perception of human action and experience, lacking a cumulative body of research
and being politically and socially conservative (Smithson et al. 1983). In addition,
in those studies where realistic field settings have been used, there has been a

tendency to make unwarranted assumptions and to use:

..small inconsequential helping acts to represent large scale
phenomena such as caring and empathy (Smithson et al. 1983, p.5).

In a recent review of helping behaviour Eagly and Crowley (1986)
proposed another important weakness in much of the social-psychological research
on altruism when they highlighted the fact that studies often ignore long term and
established relationships within groups and institutions. Moreover, many of the
studies have effectively ignored the professional norm of caring for clients and
patients. These studies therefore make only a limited contribution to the

professional context. Eagly and Crowley (1986) stated that:

Chapter 1 : Altruism, helping and caring in psychology

4



Helping has been studied almost exclusively in brief encounters
with strangers in field and laboratory situations and not in long-
term role relationships within families, small groups, or
organisations (p.286).

The discrepancy between the laboratory centred research and the practice of
professional helping in areas such as medicine, social work, teaching, clinical and
educational psychology and nursing is significant. In all of these ’helping’
professions it has been assumed that most people come into them to help other
people. However, little is known about this helping desire, even if it does exist,
from then on. The laboratory research which has been reported is generally so
far removed from the day to day work of these professional groups that there is
a need to focus specifically on these groups in their professional role and within

specific contexts.

The attribution theory approach to study helping

The attribution theory approach may offer potential for studying professional
helping relationships. This approach may be considered social-psychological in
orientation and has been successfully applied to professional settings. Attribution
theory deals with the ways in which people attribute causes to their own behaviour
and the behaviour of other people in a social context. People generally try to
understand why they acted in a certain way under certain conditions by attributing
their behaviour to personal or environmental factors. The theoretical foundations
can be found in the work of Fritz Heider (1958) and the approach is
phenomenologically grounded, making it particularly pertinent for the present
study. Heider emphasised the importance of conscious experience within his

approach as follows:

Our concern will be with ’surface’ matters, the events that occur in
everyday life on a conscious level, rather than with the unconscious
processes studied by psychoanalysis in ’depth’ psychology (Heider,
1958, p.1).
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Heider (1958) claimed that this commonsense or naive psychology had great
relevance for the scientific study of interpersonal relationships because it
attempted to explore peoples’ perceptions about the world in their own terms and
legitimised these personal accounts as data deserving of scientific scrutiny. Later
influential developments in the theory can be found in the work of Jones and
Davis (1965) and Kelley (1972). Jones and Davis (1965) emphasised the
attribution -of internal motivations and were concerned with the way in which
people infer lasting characteristics about others from their behaviour. Kelley
(1972) on the other hand focused on the perceived cause of an event or course

of action.

Applications to social problems and helping

The attribution theory approach has been successfully applied to a range of social
problems (Graham and Folkes, 1990), including attempts to reduce interpersonal
conflict (Baron, 1985); promoting an understanding of the reactions of people to
the victims of serious crimes such as rape (Kanekar, Pinto and Mazumdar, 1985);
in the field of marital difficulties (Holtzworth-Munroe and Jacobson, 1985); and
learning difficulties (Wilson and Linville, 1982). Attribution theory has also been
employed in studies of helping behaviour. Weiner (1980) for example emphasised
the mediating role that affect has on helping. When an individual perceives
another person in need of help, he attributes the cause of this distress to internal
or external factors. Where an internal or controllable cause has been attributed
the observer may feel anger or disgust and refuse to give help. On the other
hand, if external or uncontrollable causes of the distress have been attributed then
the observer may feel sympathy and concern and more likely to help (see chapter
8). A number of empirical studies offer support for this rather general theory
(Barnes, Ickes and Kidd 1979; Meyer and Mulherin, 1980).

The potential of attribution theory for studying professional helping
In a recent book on social psychology Howitt et al. (1989) stated that:
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Common sense, let alone careful observation, would suggest that a
key characteristic of humankind is the kindly, caring, co-operative,
and helping relationships which humans frequently form (p.94).

Attribution theory offers one of the most promising ways of exploring these
helping relationships which form part of everyday human existence and especially
within the professional domain. This viewpoint has been echoed by Rajecki
(1982) who suggested that:

..two factors deserve primary consideration in any general
accounting of altruism. We use attributional processes to decide
whether a particular victim deserves help, or whether we are
generally helpful persons. On the other hand, normative influences,
either personal or social, tell us if we ought to help. An analysis
based on these two factors will reveal a great deal about the
attitudinal basis of prosocial behaviour (p.261).

It is assumed by Rajecki that the relationship between attitudes and helping
behaviour is a relatively unproblematic one, while others maintain that
behavioural intentions rather than attitudes are more reliable predictors of overt
behaviour (Fishbein and Ajzen, 1975; Ajzen and Fishbein, 1980). A number of
studies have reported high correlations between intentions and voluntary
behaviour (Ajzen, 1988). Clearly a great deal of research remains to be done to
clarify these issues within the professional helping relationship. Commenting on
the general lack of knowledge about the relationship between the helper and the
client Wills (1982) wrote:

...it is not at all clear what processes are involved in an effective
helping relationship. We need a better understanding of the
psychological processes involved in the development of a productive
interpersonal relationship between a helper and a recipient (p.xxi).

Altruism and caring in nursing
Much of the social psychological research literature on altruism and helping may
have seemed to nurse researchers in the field to be unconnected to caring and
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nursing. The obvious links between these areas has recently been recognised
(Benner and Wrubel, 1989; Leininger, 1988) but has not lead to research which
bridges the divide between these disciplines. The present study may provide a
starting point on which later research could be developed. Such an approach
should lead to fruitful dialogue between researchers in social psychology and
nurse researchers who share a common research interest in the field of altruism,
caring, and helping. In particular, in the present study we are concerned with the
realm of discovery rather than the realm of hypothesis testing (Reichenbach,
1952), and to bring out the phenomenology of caring which will provide a
rationale for the selection of particular variables for research on altruism and

caring in a professional context in the future.

The emergence of caring in professional helping relationships

In recent times the notion of ’care’ or ’caring’ has emerged from the professional
literature as a primary consideration for the helping professions. The role of
informal carers within the community has been addressed mainly from a
sociological orientation (see for example Dalley, 1988). A great interest has also
developed in the field of applied psychology especially in the provision of
psychological care by other professional groups, in counselling and psychotherapy
(Hall, 1990, Wallis, 1987). The profession of nursing has also claimed caring as

a crucial consideration for the practice of nursing (RCN, 1987; Watson, 1985).

Informal and professional caring

Caring as womens’ work

A number of sociological studies have explored the notion of caring as it relates
to the role of women in society and the direct impact of this ideology on women
as informal and professional carers. Caring was generally perceived as being

synonymous with the role of women since it was:

...often seen as women’s work and is closely identified with what
women are supposed to be doing for their families in any case
(Abbott and Wallace, 1990, p.5).
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Furthermore, the aspiration of ’professionalism’ for the caring professions of
nursing and social work, may prove to be unattainable because of the perceptions
people have about the nature of caring and the lack of clarity about what it

means:

...the idea of ’professionalism’ serves contradictory functions in the
case of the caring professions. On the one hand professionalism
defines and enhances the nature of these occupational groups. On
the other, given the uncertain nature of the knowledge bases to
which they lay claim, it constrains the ways in which they are able
to define their tasks and lays them open to attack on the grounds
of structurally unprofessional conduct (Abbott and Wallace, 1990,

p.8).

The practice of caring in the community

In community settings, the role of women as informal and unpaid carers has been
scrutinised. This strategy has been particularly relevant in view of the policies for
promoting the concept of care in the community. Dalley (1988) examined the
policy of community care and argued that it was based on ’feminist ideology’
which resulted in the burden of community care being placed upon women in the
community. She argued for the new model of community care - the ’collective
care’ model - in which the whole community plays a role in caring for the sick and
elderly. Caring for people in the community places a huge physical, emotional
and financial burden on the informal and unpaid carers (usually women) who look
after sick and elderly relatives (Braithwaite, 1990; Finch and Groves, 1988; Nolan
and Grant, 1989; Stacey, 1988). There is also a growing recognition of the role
in men as informal carers (Parker, 1990). This type of research in the community
may help to shape future social policies and ensure that scarce resources are

allocated to those in the community with the greatest need.
Criticisms of much of the research which has been conducted in community

settings has emerged recently. Gubrium and Sankar (1990) declared:
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Indeed, the simple task of defining what is caring-how it is variously
understood by those concerned-seems to be furthest from the minds
of most researchers. Concepts have been defined, variables
selected, hypotheses formulated, measures and scales constructed,
and data analysed-all as if the basic meanings and concepts of the
home care experience were known. Few, if any, have bothered to
ask whether care, caring, and caregiving are the same or contrasting
orders of experience (p.8).

Moreover, they suggested that:

Caregiving may defy meaningful measurement...If meaningful
measurement is possible, however, then it will only be after far
more basic research on the phenomenon has been conducted
(Gubrium and Sanker, 1990, p.9).

An ethnographic approach was recommended in an attempt to address these and
other criticisms, and provide policy makers with the quality of information
necessary to develop successful policies for caring in the community. It is
interesting to compare this generally sociological perspective of caring as women’s
work with a psychological one. Following a meta-analysis of helping literature
which focused specifically on gender and helping, Eagly and Crowley (1986) noted
that male helping was commonly seen to be heroic and chivalrous, whereas

female helping was perceived to be nurturant and caring.

The nature of psychological care

Care and caring have emerged from the psychological literature as central
processes in all the helping professions. A number of psychologists have recently
begun to explore more fully the contribution of applied psychologists to our
understanding of the notion of care and caring in a professional setting (Hall,
1990; Wallis, 1987). In a discussion of standards of care within the caring
professions, Wallis (1987) stated that ’...measuring the quality of psychological care
is more a matter for psychologists - and for "occupational” as well as "clinical"
ones... (p.125).
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Hall (1990) provided ’an analysis of care and caring from a primarily
psychological perspective’ (p.129). He described a four component model of
caring which included: (1) a set of beliefs or philosophy which influenced the
- practice of care; (2) a specific set of goals derived from the philosophy; (3) a
collection of caring acts; and (4) a set of accompanying emotions and feelings.
According to Hall’s analysis, caring is essentially an interpersonal encounter built

around these four components.

The quality of care and consumer evaluation of care and services are
currently very popular goals for the managers of professional caring services. In
their desire for objective measures of professional care many managers of caring
services may be tempted to employ instruments which purport to measure the
quality of care. Hall (1990) however, has cautioned against the ’very real risk that
care will come to be equated with the score on readily available measures, many
of which portray a unidimensional or narrow view of care...’ (p.141). Hall then
goes on to outline a wide range of areas which applied psychologists may wish to
address if a clearer understanding of the process of caring relationships may be
arrived at. He urged greater psychological interest in the process of caring and
asked:

Much of the caring literature seems far removed from the
immediate care of individuals: what can we contribute uniquely to
understand the caring process and experiences? (Hall, 1990, p.142).

There is an obvious need for a psychological approach to understanding the
experiences of professional carers and patients. This study describes one
approach to the problem and focuses specifically on the work and experiences of

a group of nurses and the experiences of a group of patients receiving care.

Caring in psychological therapy

A number of psychological therapies have examined what caring might mean in
therapeutic practice. Rollo May (1972; 1983) for example, drawing on the
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philosophy of Heidegger, explored the notion of ’care’ as an essential process in
existential psychotherapy. The care he referred to is a rather special kind

however, it is a way of being which guides human action and experience.

Care is a state in which something does matter; care is the opposite
of apathy. Care is the necessary source of eros, the source of
human tenderness...Care is given power by nature’s sense of pain;
if we do not care for ourselves, we are hurt, burned, injured. This
is the source of identification: we can feel in our bodies the pain of
the child or the hurt of the adult (May, 1972, p.289).

Though inspired by Heidegger, May’s notion of care does not equate with his.
For Heidegger ’care’ assumes great importance and is described ’as the basic
constitutive phenomenon of human existence’ (Macquarrie, 1967, p.78). In other
words, the notion of care is what constitutes a person as a person. Without care
in this sense, the person is not a conscious Being immersed in the world. Care
is therefore one of the essential characteristicc of human beings. This
understanding of the notion of care no doubt underpins the common sense
understanding of care and caring relationships which nurses have and which forms
an integral part of the thesis. But here we are concerned with a much more

specific ’caring for patients’ which nurses are assumed ideally to show.

Smail (1987) also argued that ’taking care’ was a most valuable part of the
process of therapeutic interaction in psychotherapeutic settings but acknowledged
the difficulty of marshalling evidence to support this claim because it runs counter
to the traditional ways of seeing and thinking about such things. The description

of the process of "taking care’ is however rather vague.

Psychological care in nursing practice

Nurses have frequently used the term ’nursing care’ to denote a wide range of
ideas including technical skills, hotel services and emotional support. However,
a number of accounts of psychological care for nurses have been suggested.

Hyland and Donaldson (1989) for instance described how some of the major

Chapter 1 : Altruism, helping and caring in psychology

12



domains of psychology can contribute to the psychological care of patients in
clinical settings. They offered four main themes as the basis for providing
psychological care within nursing. These were the holistic model of care; the role
of communication; the importance of individual differences and the right of the
individual to self-determination. This is a valuable scheme which is echoed in the

work below, but it is not empirically based.

A scheme for providing psychological care by nurses and other
professionals has also been outlined by Nichols (1985). This framework of skills
included the ability to be able to monitor the psychological state of individual
patients; the need for nurses to be able to represent the client’s psychological
needs to other groups such as doctors; the provision of emotional care; the giving
of accurate information; counselling skills; and the facility of a co-support system

to help nurses deal with stress.

The phenomenon of caring

One of the problems which limits all of the earlier discussion is the issue of
definition. What does it mean to care for another person? How is caring
experienced by those who give care and those who receive it? One analysis of the
meaning of ’care’ can be found in the phenomenology of human Being
(Heidegger, 1962). We noted earlier that ’care’ assumed great significance in
human existence. Moreover, Heidegger claimed that care (Sorge) was also the

source of will.

Heidegger (1962) described a number of ways of ’Being-in-the-world’ which
are related to the notion of care. The first of these is ’concern’ (Besorgen) and
as we have seen this essence of the person emphasises the many ways in which
man is bound up with the world: "To be in the world is to be concerned with the
world, to be engaged in ceaseless interaction with the things we find within the
world’ (Macquarrie, 1973, p.84). But concern may be manifested in two distinct

modes. On the one hand we can attend to something and look after it, make use
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of something, consider, discuss and so on and these are all modes of concern
(Heidegger, 1962). In contrast, we can also leave undone, neglect, abandon or
ignore and these too are examples of "deficient’ modes of concern ’...in which the
possibilities of concern are kept to a ’bare minimum’ (Heidegger, 1962, p.83).
Both modes are however modes of concern and involve some form of interaction

with the world.

Elsewhere, Heidegger discusses caring for others, a quite distinct line of
discussion, described as 'solicitude’ (Fiirsorge) and which includes nursing the sick.
According to Heidegger, solicitude can be displayed in a negative or positive
mode. In deficient or indifferent modes of solicitude, people do not ’matter’ to
each other, and Heidegger suggested that this mode characterised most of our
everyday human relationships. However, positive solicitude may present itself in
two extreme ways. On the one hand, it can ’leap in’ for the individual and lead

to:

...one who is dominated and dependent, even if this domination is
a tacit one and remains hidden from him (Heidegger, 1962, p.158).

On the other hand, positive solicitude may ’leap ahead’ of the individual in a way

which is authentic and liberating. It is:

...a kind of solicitude which does not so much leap in for the Other
as leap ahead of him...not in order to take away his ’care’ but rather
to give it back to him authentically as such for the first time. This
kind of solicitude pertains essentially to authentic care-that is, to
the existence of the Other, not as a ’what’ with which he is
concerned; it helps the Other to become transparent to himself in
his care and to become free for it (Heidegger, 1962, pp.158-159).

Dunlop (1986) suggested that Heidegger’s approach offered possibilities for
exploring the meaning of caring in nursing. This particular perspective is taken
up in the second half of the thesis and forms the basis for analysing qualitative

interviews with nurses and patients (see chapters 5-8).
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Another well know account of the process of caring is described by Milton
Mayeroff (1971). He provided a philosophical analysis of the meaning of caring
in human relationships to try and answer the questions raised above. He
attempted to describe caring and to show how this process can give meaning and
order to a person’s life. His book ’On caring’ is often quoted and referred to by

nurse researchers and writers in the field.

On caring (Milton Mayeroff)

In Mayeroff’s description, caring is a process which offers both the carer and the
cared for person opportunities for personal growth. The primary aspects of caring
in the analysis included: knowledge, alternating rhythms (learning from

experience), patience, honesty, trust, humility, hope, and courage.

Knowledge

According to Mayeroff, to be able to care for someone, we must know certain
things about them. But there are definite limits to what we need know in order
to care for others. We cannot know very much about what is best for the other
person when it comes to their personal or emotional life. It is tempting, when
someone has personal problems to offer them advice. Such advice is only rarely
helpful. In professional settings a basic level of competence and knowledge are

needed to look after sick people.

Alternating rhythms

In any relationship that we have with another person, whether in the family, with
friends or with colleagues intensity of the relationship fluctuates. Sometimes we
feel very close to the other person, sometimes we feel quite distant. According
to Mayeroff, this is an example of the ’alternating rhythms’ of any caring
relationship. No relationship can stay intense and close for any length of time.
There seems to be a natural cycle in the caring relationship. There is another
sense of the term alternating rhythms. This is the idea that we may have to

continuously modify the ways in which we react to another person. Sometimes,
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one approach works. On another occasion, another is required. People vary from
day to day so what works with them one day does not necessarily work with them
on another. That is to say that since we last saw someone, lots of things have

happened to them, they have changed and become other than they were.

Patience

Caring for another person requires time and patience. A relationship needs time
too for people to get to know each other. Caring relationships, whether with
friends or with patients, cannot be rushed. In another sense, too, patience
requires tolerance. We need to appreciate that other people are not the same as
us. Great patience is needed when caring for certain types of patients too. The
very ill, very dependent and disabled may demand much of the professional carer

to achieve even small goals.

Honesty

Honesty is a positive thing according to Mayeroff. It is not simply a question of
not doing things like telling lies or deceiving the other person but involves being
open to sharing with them exactly how we feel. It involves being able to tell them
the truth, whether that truth consists of factual information that they need, or
whether it is concerned with our feelings for them. A prerequisite for being able
to be honest with other people is being able to be honest with ourselves. A
necessary requirement for being honest with others, then, is a degree of self-
awareness, of being able to honestly appraise our own thoughts, feelings, beliefs

and values.

Trust

For Mayeroff, trust is a clear requirement for caring. Just as we have to learn to
allow a child to find things out for himself and to make mistakes for himself, so,
with adults we must be able to trust them to learn from their own experience, to
make decisions for themselves and so forth. Trust also involves an element of

risk taking and accepting that other people find things out in their own way and
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live their lives. The risks for patients are usually greater since they need help and

have to ask for professional help.

Humility

To care for another person, Mayeroff believes, is a great honour. If another
person trusts themselves to us, we need to be aware of the great responsibility
that this involves. There is a need to stay humble and to appreciate our own
inadequacies and limitations. If we are not humble, we are likely to feel an
overvalued sense of our own knowledge and views. To be humble suggests that
we have much more to learn. In the caring relationship, if we stay humble we

stay open to new learning and to finding out more about the other person.

Hope

To care for another person is to imply that we believe in their ability to overcome
problems and adversity. We cannot care without hope. If we do, we may just as
well abandon the whole enterprise. To care at all suggests hope. Hope is also
contagious and to care for others is to inspire others and to encourage them to
hope for themselves. In professional settings however, nurses and doctors often
do care for patients and their families when there is no hope. Clearly hope is not

an essential ingredient for professional caring relationships.

Courage

A lot is at stake when we care for someone else. Despite our efforts or hope,
they may not recover or, less dramatically, they may not care for us. The norms
of equity which were mentioned earlier in the discussion of social exchange theory
may be violated and so to care is something of a gamble. Just as we cannot know
the future, we cannot anticipate the outcome of our caring. Thus to care takes
considerable courage. It takes courage, too, to share ourselves with another
person. Whilst caring may not always be a reciprocal relationship, it is likely that
we will need to give of ourselves in the caring role. We may also need to tell the

person for whom we are caring things about ourselves.
Chapter 1 : Altruism, helping and caring in psychology

17



The general thesis of this account is that caring can influence peoples’ lives
in a significant way and lead to a more fulfilled existence. These are broad
principles of caring. One important problem with this analysis is that these
principles may not be specific enough to apply to all caring situations. Mayeroff
is concerned with caring in the most general sense as a guiding ethic in human
relationships. His analysis was not meant to be confined to caring in a clinical or
health care setting and does not fit neatly into the professional domain. Van
Hooft (1987) argued that:

It becomes clear as one reads further into Mayeroff’s text that the
interpersonal relationship of which he speaks is one of greater
singularity and intimacy than is appropriate in a nursing situation
(p.30). '

Van Hooft is perfectly correct in my view. While there are occasions when a
nurse may become involved with patients in a very intimate way, this level of
intimacy is not possible, nor even desirable in my view in a professional
relationship, because of the requirements of the role of professional carer. Van
Hooft (1987) urges nurses to abandon the notion of caring as a fundamental value
in nursing and substitute the concept of ’professional commitment’ in its place.
A caring attitude would still be necessary but it would not assume a primary

position in the professional arena.

The change in emphasis which Van Hooft calls for has some merit, but it
is not likely to come about easily since the concepts of care and caring are very
strongly embedded in both the practice and theory of nursing. In addition, there
is a growing awareness of the need to develop a clear understanding of these
concepts aS they relate to nursing practice, education and research. Consequently
a number of research studies into the caring experiences of nurses and patients

have already been completed (see chapter 2).
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Paid to care (Alastair Campbell)

An alternative and more applied portrayal of professional caring can be found in
work of Alastair Campbell (1984; 1985) who employs a theological perspective to
professional caring. Campbell (1985) has discussed the paradox of health
professionals being paid to care for others. It is possible to question whether or
not care can be prescribed or carried out as an intentional, professional act. It
was also noted earlier in this chapter how a great deal of caring in the community
is completed by unpaid carers. It seems likely that the professional caring
relationship is different to other caring relationships, if only in the sense that in
a professional caring relationship people do not have the degree of choice about

caring that exists in most other day to day relationships.

In a theological analysis of professional care Campbell (1984) described
caring as a form of 'moderated love’. This notion suggested that professional
caring relationships were carefully bounded (or moderated) both by custom and
by statute. The term ’skilled companionship’ (Campbell, 1984) was preferred to
that of ’carer’ as a description of the relationship that exists between the paid
health professional and his or her patient. According to Campbell companionship

may be differentiated by the following characteristics:

Closeness without sexual stereotyping

Unlike caring the notion of companionship is usually devoid of a sexual
connotation. Companionship can help to get around the perception of sexual
stereotyping such as those commonly found in the health care context: caring as
womens’ work or the suspicion with which men in nursing are typically viewed.
Also, and perhaps more contentiously, the idea of romantic love is less likely to

be an issue in companionship as it may be in caring.

Movement and change
Because the idea of companionship is less intense than a full caring relationship,

it is more open to movement and change. The carer and the one being cared for
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are less dependent on each other than is the case in a caring relationship so both
can develop and grow at his or her own rate. The other point about movement
is that the companion is the person who ’travels with’ the other person, who
assists, encourages and supports the other to recovery or death. The concept of
movement is totally absent in those forms of institutional care where the
prevailing norms are stasis, unchanging routine, resigned acceptance and lack of

hope. In these circumstances the concept of companionship is lost.

Mutuality

Companionship suggests mutuality. In accompanying another person we share the
relationship and each supports and helps the other. The degree to which this is
possible in the nursing field is a matter of some contention. Carl Rogers (1967)
suggested that the relationship between the one being helped and the helper is
a mutual one in therapy. In contrast, the philosopher Martin Buber (1966)
disagreed with Rogers and suggested that because the patient comes to the
professional for help the relationship can never be a mutual one. On the question

of mutuality he wrote:

He comes for help to you. You don’t come for help to him. And
not only this, but you are able, more or less to help him. He can
do different things to you, but not help you...You are, of course, a
very important person for him. But not a person whom he wants
to see and to know and is able to...He is, may I say, entangled in
your life, in your thoughts, in your being, your communication, and
so on. But he is not interested in you as you. It cannot be. You
are interested in...in him as this person. This kind of detached
presence he cannot have and give (Buber, 1966, p.171).

The issue of mutuality has been discussed in detail by Friedman (1985) (but see

chapter 8).

Commitment with defined limits
Companionship requires commitment. The companion has to be prepared to

invest time and energy in the relationship. However, an important difference
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between the relationship between lovers and friends, and the relationship between
companions and those being accompanied, is the fact that the companionship
relationship has more explicit limits. In a friendship, those limits are worked out,
informally and tacitly. Quite often friends do not try to define the limits of their

relationship. The same can be said of the relationship between lovers.

On the other hand, the companion in the health care setting works within

a specified code of conduct which offers the broadest outline for the relationship.
The relationship is then further delineated by nurses informal concept of what is
professional. Most nurses have a picture of what is and what is not acceptable
in a relationship with patients, which 'has been learned from working with
colleagues. This professional limiting of the relationship makes it different in an
important way to other sorts of close relationships. May (1972) identified four
different types of love in human relationships including: (1) sex or libido, (2) eros -
the drive to procreate, (3) philia or friendship, and (4) agape or caritas or the

love entailed in looking after others.

Another practical constraint on the companionship relationship in nursing
is time. Nurses work specific shifts and a precise number of hours in the week.
They see the people they care for limited periods and at pre-arranged times. The
nurse also has to make decisions about how much time she can spend with a
particular patient. If she has responsibility for more than one person, it is likely
that she will have to decide how best to allocate her time to the various people

she has to care for.

Relationships based on friendship are affected by time but the time factor
is usually of less importance because it does not actually place serious limitations
on the relationship. Friends normally choose the times that they meet whereas
nurses usually have pre-determined times for meeting the people and fostering
caring relationships. In the case of lovers, time becomes important again, but in

a different way. Lovers tend to want to spend as much time with each other as
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is possible. Campbell (1984) suggests that the term skilled companionship avoids
some of the problems associated with caring in nursing and is a more fitting
description of the type of caring (or even loving) relationship that occurs between

a nurse and her patients.

Summary of the chapter

Some of the main theoretical frameworks for studying helping behaviour in social
psychology were examined briefly and important criticisms of these were noted.
Many of the theories developed tended to be general and too closely tied to the
laboratory style research from which they developed. One particular strategy
which may lead to more fruitful research in professional settings is the attribution
theory approach. This approach has already been successfully applied to the
practice of professional helping. The concept of caring has emerged in
professional helping relationships as an important dimension of professional
helping roles including psychological therapy and nursing practice. In addition
caring has also been studied within community settings since most of the caring

for sick and disabled people is done by their family members in home settings.

Additionally, the notion of care assumes great importance within the
phenomenological framework developed by Heidegger but this type of care is not
directly related to the caring that is an integral part of nursing practice. The
philosophical analysis offered by Mayeroff cannot be easily applied to the domain
of professional nursing practice. Campbell put forward the idea of skilled
companionship in a effort to outline more closely what professional caring entails.
The accounts proposed by both Mayeroff and Campbell are not however based
on research. The next chapter examines the close links between the process of

caring and the practice of nursing and outlines some of the key research findings.
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CHAPTER 2
CARING AND NURSING

Introduction

This chapter explores the relationship between the process of caring and the
practice of nursing. The centrality of care and caring relationships in nursing has
been widely affirmed but few research studies have been completed and most of
these have been conducted in an American health care context. A critical review
of the empirical studies of caring in nursing is undertaken. A range of research
approaches has been used to study both nurses and patients perceptions of caring

experiences and these include some phenomenologically based studies.

The relationship between caring and nursing

The emergence of caring in nursing

Caring has become a significant topic in the nursing literature in recent years. A
number of books on the subject have been published over the last ten years and
these have focused on a range of theoretical, research and educational issues
related to nursing (see Benner and Wrubel, 1989; Ismeurt et al. 1990; Leininger,
1981, 1988; Watson, 1979, 1985). The range of books and journal publications on
caring is extensive and deals with many different aspects of caring in nursing.
These focus on diverse issues including: ethics in health care (Downie and
Calman, 1987), the relationship between science and caring (Dunlop, 1986), the
differences between formal and informal caring (Kitson, 1987a), caring and ethics
in nursing (Brody, 1988; Roach, 1987), and the issue of standards of care and
quality assurance programmes (Ellis, 1988; Kitson, 1987b). Some of these issues

are discussed below.

The role of caring in achieving good nursing practice

The Royal College of Nursing (RCN) recognised the relevance of caring in good
nursing practice and standard setting exercises and declared caring to be one of
the principles upon which the nurse-patient relationship is founded (RCN, 1987).

There is also some support in the literature on caring advocating caring as an
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influential determinant of acceptable and desirable levels of nursing care in

practice situations (Carper, 1979; Kitson, 1987b). Carper (1979) noted that:

..caring as a professional and personal value, is of central
importance in providing a normative standard which governs our
action and our attitudes toward those for whom we care (p.11-12).

However, the RCN guideline is significant also because it places a great
responsibility on nurse managers, educators and practitioners to ensure that the
process of caring forms the basis for achieving good nursing care. At the same
time, it is a rather curious statement since little is known about the nature and
meaning of caring in professional nursing practice. Moreover, as was noted in the
previous chapter, even psychologists who claim to have a central interest in
’psychological care’ have contributed little to our understanding of the nature of
care and caring. Few research studies have been completed to explore for
example what the term means, the way in which it affects those who get paid to
care, how people learn to care or how professional and informal caring differ.
There is an acknowledged need for a rigorous and systematic study of care and
caring relationships in nursing if it really is to be a central value which guides

professional nursing practice.

The problem of defining a caring relationship

One of the major problems associated with the growing interest in caring in
nursing is the problem of definition. Rieman (1983) highlighted this difficulty
along with the dilemma of finding an appropriate research methodology for

conducting empirical work in this field as follows:

Although most professionals and nonprofessionals involved in the
helping professions state a valued need for caring, little research
has been carried out to substantiate in fact what caring really is.
There is a rather widely accepted view that caring is growth
producing, valuable, and difficult to research. One of the biggest
deterrents to researching caring seems to be the lack of value
placed on research conducted in other than scientific method,
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translated as the method traditionally utilized in the natural
sciences. Recent phenomenological research within the fields of
sociology and psychology would support phenomenological analysis
as a valuable and viable methodology (Riemen, 1983, pp.42-43).

The final comment relates to a central viewpoint of this thesis. In the area of
mental health nursing (Barker, 1989) restated the problem of definition when he
argued that:

..nursing’ and ’care’ may be related, but are not synonymous.
Nursing is a professional group which has been defined largely in
terms of its superficial appearance (e.g. uniforms, status, ritual), and
to a lesser extent by reference to some of its ’care-practices’. What
has been less clearly defined is in what way these professionals
"care’ for people who are patients (p.140).

Others take quite a different view and tend to perceive care and caring as being
synonymous with nursing practice (for example see Leininger, 1981a; Watson,
1979, 1985).

A number of authors have attempted to define the meaning of care and
caring. Some authors have referred to caring in nursing as a form of loving. Ray
(1981) found that:

...a conceptual analysis of caring from different perspectives is
suggestive of a form of loving (p.32).

She noted however that the orientation of many nurses was greatly influenced by
a bureaucratic value system which typified the prevailing culture of hospital life
(see chapter 8). Ray (1981) also suggested that while nurses were rewarded for
supporting the bureaucratic system, other rewards, such as increased self-esteem,
job satisfaction, motivation and the joy of giving were achievable through

developing caring relationships with patients.
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McFarlane (1976) referred to nursing as the process of "helping, assisting,
serving, caring’, suggesting that nursing and caring were inseparable, and at the
same time indicating that some practical activities were involved in the caring
process in nursing settings. This point of view was taken up and expanded on by
Griffin (1980, 1983) who divided up the concept of caring into two major
domains. One of these deals with the nurses’ attitudes and emotions, while the
other is concerned with the activities that the nurse engages in while carrying out
her nursing function. Griffin (1983) described caring in nursing as essentially an
interpersonal process, in which the nurse is required to carry out specific role
related activities in a way that conveys to the recipient the expression of certain
emotions. The activities she has in mind include assisting, helping and serving the
person who has special needs. The process is influenced by the relationship which
the nurse has with the patient. The emotions of ’liking’ and ’compassion’ were
offered tentatively as important affective responses which are expressed through

this relationship. Other aspects of attitude are discussed in chapter 4.

While Griffin’s analysis is useful in that it suggests points of emphasis for
practitioners, educators, managers and researchers, it fails to provide the type
and depth of understanding required of a profession that claims caring as central
value. In addition, this type of philosophical analysis has the disadvantage of
being far-removed from the practice of nursing, and is likely to omit relevant
considerations which form an important background for all professional caring
relationships with patients, and includes for example the organisational culture;
the pressure to conform to the social and groups norms in the work context;

stress; workload and so on.

The centrality of caring in nursing practice

The centrality of caring to nursing has been widely affirmed (Briggs, 1972;
McFarlane, 1976; Watson, 1979, 1985; Leininger, 1981a; Roach, 1987), while the
Briggs Report (1972) claimed that nursing was the major caring profession.

Indeed, Chapman (1983) suggested that one of the main reasons why people enter
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nursing was their desire to help and care for others at their most needy.
Chapman (1983) also commented on the ’paradoxical’ nature of this motivating

force when she wrote:

Here then is the paradox. We have a group of people who have
come into an occupation because they wish to work with and help
people, yet they wait until people are sick before offering this help.
Not only that, but they allow organisational factors, desire for status
and fear of involvement to ensure that although tasks may be done
to people, whatever happens they will not get involved with them
(p:272).

There is of course an important difference between such a motive and its actual
realisation. People can and do offer help to the weak and ill in society without
becoming a nurse. Moreover, it may be that the popular image of the nurse, as
a person with an implicit desire to care for sick and disabled people, which serves
to motivate her to become a nurse, is in fact misleading. Such a view may reflect
more myth than reality. People may become nurses for many different reasons
such as family links with the job; job security; a desire to travel abroad and work;

the positive image of the profession held by members of the public and so forth.

Pratt (1980) also argued that caring was a major driving force for
motivating people to enter the profession of nursing. Along similar lines, a
specific selection interview has been developed for identifying candidates most
likely to be successful in their nursing careers (Selection Research Limited, 1987).
A number of themes were identified in the research programme and eight key
themes were chosen from these to form the basis of an interview selection
framework for nurses in the National Health Service. The eight themes included:
focus (the capacity to accept instructions, set priorities and remain committed to
the nursing profession), pride (raised self-esteem through achievements at work),
activating (a type of assertiveness needed to achieve the right goals), responsibility
(feeling a strong sense of psychological ownership of one’s work with patients),

patient response (satisfaction derived from evidence of improvements in patients),
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relator (being able to interact positively with others), caring (a desire to do things
for other people and find such work satisfying), and common sense (reduce errors
at work, anticipation, being able to deal a number of issues at the same time).

However, it was suggested that:

..the caring theme will make a distinct contribution in
differentiating between those who should and should not enter
nursing (Selection Research Ltd., 1987, p.12).

The scarcity of research into caring

In health care education generally caring is a key concept (Bendall, 1977; Sarason,
1985). But it is perhaps ironic that a concept of such importance to nursing has
received so little empirical attention from nurse researchers (Partridge, 1978;
Leininger, 1981a,b). Commenting on the dearth of research in the area,
Leininger (1981b) remarked:

The relationship between caregivers and care recipients is limitedly
known, and yet this relationship appears to be the heart of
therapeutic help to clients (p.137). '

There is clearly a strong link between the concept of caring and professional
nursing practice. What is less clear however, is the precise nature of this link.
To assume that nurses have a monopoly on caring and caring values is nonsense
(Dunlop, 1986). The nature of nursing is different from other helping or caring
professions such as counsellors, teachers and therapists. The most useful strategy
to explore the relationship between caring and nursing has been to investigate
caring within a particular nursing context, rather than focus on the prescribed
rhetoric found in the literature of professional organisations or educational

bodies.

Informal carer and professional carer
One useful way forward has been to focus on the similarities between lay and

professional caring (see also chapter 1). Although clear definitions of caring and
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nursing are lacking, Kitson (1987a) identified a number of phenomena which she
claimed may be found in any caring relationship. She described the bond

between lay and professional caring as follows:

...rather than being made up of fundamentally different aspects, lay
caring and professional caring share the same main attributes which
are commitment, knowledge and skills and respect for persons.
Where lay caring and professional care differ is in the extent to
which professional carers set themselves up as a specialist service
meeting the care needs of those who are either unable to care for
themselves or others in an acceptable manner (p.164).

A most crucial aspect of the relationship between the informal carer and
the cared for person is commitment, and Kitson argued that this type of
commitment is a vital component of the professional caring relationship found in
nursing (see chapter 4). The level of commitment has also been found to be a
crucial determinant in research studies of informal carers (Goodman, 1986).
Although caring for disabled relatives in the community has been found to exact
a heavy toll on carers, commitment is required if mutuality is to be found in the

caring situation. In a study of family caregiving Hirschfeld (1983) remarked:

..mutuality between the supportive and the impaired family
members emerged as the major parameter for families managing
life with senile brain disease. In the face of immense problems
posed by the impact of the decline itself, the implications of caring
for a senile brain diseased person and the difficulties rooted in the
social environment, mutuality became the important variable (p.26).

Despite being under tremendous pressures and strain, successful caregivers gained
a great deal from their relationships with the impaired persons. It gave their lives

meaning, purpose and understanding.

It has been argued that the role of the nurse is to assume responsibility for
caring for a person when the lay or informal carer can no longer cope (Kitson,
1987a,b). The ability of the nurse to integrate the attributes of lay-caring into the
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professional-caring relationship, thus enabling it to be a mutually experienced

relationship can have a direct bearing on the quality of care received:

Quality of care in the professional caring relationship is thought to
relate to the extent to which aspects of caring activities implicit in
the lay-caring relationship are carried into the professional
nurse/patient relationship and made explicit. The ability of the
nurse to do this emerges as one aspect of the therapeutic function
(Kitson, 1987b, p.155).

It is not at all certain if a ‘'mutual’ relationship can be achieved in a professional
context but if this analysis is accurate then the concept of caring has far-reaching
consequences for the theory and practice of nursing. However, there is a great
need for research into this area before any firm conclusions may be drawn.
Important questions must be addressed before policy and practice are changed.
For example, the following list of questions ought to be considered: Can the level
of commitment required of a paid nurse ever be the same as a relative? Does it
need to be? How does the nurse benefit form the relationship? Can the nurse
always be a professional carer? What personal processes influence the
professional context? How supportive is the professional team for the individual

nurse?

Consumer satisfaction and patient perceptions of care

Another strategy used by researchers has been to examine patients’ perceptions
about the care they have received as a way of assessing consumer satisfaction with
health care services. It was suggested earlier that a close link exists between the
process of caring and standards of care, quality assurance programmes and
consumer satisfaction (Ellis, 1988; Kitson, 1987a,b). In one study, Rempusheski
et al. (1988) explored patients perceptions of expected and received care using a
grounded theory approach. They generated a list of 6 hypotheses from their

analysis of the data. These hypotheses were:
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1. A set of service needs exist that if met during a hospital stay, creates a positive

perception of care.

2. Other individuals emerge as caregivers when nurses are unable to meet the

perceived care needs of a patient.

3. Failure to accept a patient in his or her own space and time results in a power

struggle between the nurse and patient.

4. Reciprocity is a function of a patient/family’s desire to equalise the
relationship with his or her care provider in the form of a symbolic ’payback’ for
care he or she has or has not received. This has been described in the
psychological literature as ’indebtedness’ (Greenberg and Westcott, 1983) and
may be compared with the social exchange theory discussed in the previous

chapter.

5. A critical juncture exists in a person’s care experience that mediates future

perceptions of care received.

6. Patient satisfaction is a function of the degree to which a set of care

expectations is met.

If the expectations of the patient really do influence the way in which patients
evaluate the standards of care and their overall level of satisfaction with care,
then this is only half of the story. Nurses as professionals are also required to
evaluate their care. There is therefore a professional need to define the
parameters of nursing practice and to establish what role the process of caring

plays in that practice.
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Research into caring in nursing

In an attempt to answer these and other related questions a number of
investigators have studied the phenomenon of caring in the context of nursing.
Some of the important trends in their findings are described in the next section.
A small number of nurse researchers have investigated the process of caring, but
most of these have been completed in an American context. The lack of British
studies means that the findingé of the American studies must be considered
carefully because of the wide discrepancies in health care philosophies, resources

and practices in these different cultures.

Using a qualitative anthropological design, Leininger (1977) studied the
process of caring across a range of cultures over a fifteen year period. Data from
almost thirty different cultures was collected. Variations in the belief and value
systems of the informants, as well as variations in the practice of caring across
these cultural settings were uncovered. Leininger classified a total of seventeen
constructs (or ways of perceiving) related to caring. They were: comfort, support,
compassion, empathy, direct helping behaviours, coping, specific stress alleviation,
touching, nurturance, succorance, surveillance, protection, restoration, stimulation,
health maintenance, health instruction and health consultation. As the research
evolved, these were subsequently developed into a twenty-eight construct

taxonomy of caring.

Unfortunately, many details about the research methods that she used were
not reported and this makes it very difficult to check how reliable and valid her
findings were. However, the fact that different constructs were found to be more
significant across cultures, is particularly important and should caution researchers
against the dangers of trying to produce a universal description of caring which

might be applied to a number of different cultural settings.
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Patients’ and nurses’ perceptions of caring

Another approach used to explore what caring is, is to ask those people who have
recently received care what the experience of being cared for was like. This was
the strategy used by Henry (1975). She employed open-ended interviews with fifty
people who had recently received nursing care, and later devised three major
categories for classifying caring nurse behaviours. These categories were: (1)
what the nurse does, (2) how the nurse does, and (3) how much the nurse does.
These findings emphasise the perceived importance of what and how much the
nurses does as well as the manner in which she does her work. It demonstrates

the relevance of both the instrumental and expressive components of caring.

Remarkably, very similar findings were reported in a study by Brown
(1981). Again patients were interviewed and asked to describe a specific time or
an incident in which they felt cared for by a nurse. The responses were analysed
into different categories or content areas using content analysis and two major
themes were revealed. These were as follows: (1) what the nurse does, and (2)
what the nurse is like. Brown also asked the respondents in her study to fill in
a Likert rating scale in order to assess the importance of ’task’ and ’affective’
components of the care that they had received. These were then analysed using
a statistical procedure and the results demonstrated that patients perceived both
of the dimensions to be equally important. According to these respondents the
manner in which tasks were completed was just as important as the task itself.
This is surprising, as many people assume, even if at a common sense level, that
patients give scant consideration to what the carers are like as long as they get

better.

Brown (1986), in a further discussion of her 1981 study, described 8 care
themes following interviews with 50 patients who had been cared for by a nurse.
The patients were selected from medical and surgical wards. The themes which
reflected the patients experiences of being cared for were as follows: (1)

recognition of individual qualities and needs, (2) reassuring presence, (3) the
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provisidn of information, (4) demonstration of professional knowledge and skill,
(5) assistance with pain, (6) amount of time spent, (7) promotion of autonomy
and (8) Surveillance. Furthermore, Brown (1986) reinforced the broad distinction

between two major classes of care when she reported that:

Patients speak clearly to the importance of the nurse meeting their
treatment needs (instrumental activities) and doing this in a way
that protects and enhances the unique identity of the individual
(expressive activities) (p.61).

The role of both of these categories of care - instrumental and expressive
behaviours - in determining patients’ perceptions of the competency of the
hospital, and satisfaction with the quality of care was recognised by Ben-Sira
(1983). In this instance, the term ’instrumental’ referred to the treatment received
by the patient, and ’expressive’ behaviour referred to the attitude of the staff in
their approach to the patient as a human being. However, the dichotomy
between instrumental and expressive nursing roles is problematic. Skipper (1965)
noted that the conceptual distinction between the nurses’ instrumental and
expressive roles cannot be upheld easily in practice since whatever the nurse does
will have a certain expressive quality about it and will be interpreted by the
patient as a particular mode of care. The nurse’s nonverbal behaviour for
instance will also communicate messages which the patient will decipher.
Moreover, Benner (1984) in a discussion of the phenomenon of caring in nursing,
warned of the dangers of trying to separate the instrumental and the expressive
facets of caring in nursing practice. She suggested that there was a need for a
wide range of approaches in research into caring and argued that the expert nurse

combines both facets in day to day nursing practice.

In another study, Gardner and Wheeler (1987) examined patients
perceptions of the term ’support’. They used a critical incident technique and
asked 110 respondents to describe an incident in which they had received support

and one in which they had not received support. Respondents were also asked
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to give some of the reasons why they perceived the incidents as supportive or not
supportive. The emphasis in the study was on the nature of the interaction rather
than on particular nurses responses or behaviours. The following list of
supportive gestures were reported: (1) the availability of the nurse, (2) the
physical care received, (3) individual care, (4) control, (5) morale, (6) confidence,

(7) problem-solving and (8) information giving.

In contrast, only 37 of the 110 respondents provided a response to requests
for incidents which reflected their experiences of feeling unsupported. There was
a marked reluctance on the patients’ behalf to be critical of the support they
received. This was probably because it reflected negatively on the staff, but it
could also reveal the fact that they felt well supported during the time of their
illness. Of the incidents which were reported, the following series of items were
found to reflect the patients’ experiences of feeling unsupported: (1) lack of
availability, (2) lack of comfort, (3) lacks of treatment or nursing tasks, (4) lack
of information, (5) aggressive or rejective nursing attitude, (6) disagreement with

the nursing care and (7) lack of reassurance when it was needed.

In another study, patient perceptions of caring behaviours have also been
explored in oncology nursing using the Q-sort technique (Larson, 1984). Patients
reported that the most important caring behaviour which they observed in nurses
were: (1) accessibility (checking patients frequently, responding quickly to call
alarms and so on), and (2) monitoring and follow through (knowing when to call
a doctor, how to give an injection, and how to manage equipment). Larson
(1984) found that the patients’ view of caring was quite different to the views of
the nurses working in the oncology area who ranked ’listening’ and ’comfort’ as
the most important components of caring. An interesting comparison may be
- made with the findings of Brown (1981) which were reported earlier, because
Larson claimed that patients place greater weight on the their physical needs

before psychological needs:
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Listening and talking, psychosocial skills highly valued by nurses,
appear to become important to these patients only after their basic
‘getting better’ needs are met (Larson, 1984, p.50).

This finding may well be a reflection of the particular patients taking part in the
study. When an illness is life-threatening, the need to survive is likely to become
much stronger and any treatment which can help the process seems likely to

become critical to the patient.

In contrast to the patient perspective, Ford (1981) asked a sample of nearly
two hundred nurses to define caring in their own words and to describe their own
caring behaviours. A ’questionnaire was used to collect the data. Analysis of the
data revealed two major categories which reflected (1) A genuine concern for the
well being of another and (2) Giving of yourself. Some examples of the caring:
behaviours provided by the nurses in the study were listening, helping, showing
respect, and supporting the actions of others. The nurses’ view obtained failed
to emphasise the ’task’ or instrumental dimension stressed in other studies
involving patient perceptions such as the one reported by Brown (1981)

mentioned above.

It is well known that many of the task aspects of nursing are undertaken
by students or untrained nursing staff (Knight and Field, 1981). If the emphasis
in the research is on qualified staff only, then it is not all that surprising to note
the accent on psychological caring in research involving qualified staff, since they
are often not directly engaged in the provision of physical nursing care. Their
high status position in the organisation means that they are more often involved

with administrative duties.

As an alternative to asking patients or nurses for their views about caring,
Ray (1981a) used the method of participant observation, and observed nurses at

work, explored their roles, clinical units and documents. Ray observed caring in
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the clinical setting and identified 1362 caring responses. When these were
analysed, a conceptual classification system of caring was produced which had
four important conceptual categories: (1) psychological (cognitive and affective),
(2) practical (technical and social organisation), (3) interactional (social and
physical), and (4) philosophical (spiritual, ethical and cultural). The practical
aspects of caring were again very evident in this study and pointed up the need
for researchers to be aware of the way in which the research design may influence
the findings. The different approaches used in the research have resulted in
quite different descriptions of what caring means to the people involved in the

studies.

In another related study designed to explore how nurses met the needs of
both terminally and acutely ill patients using grounded theory, Samarel (1989)
found the notion of ’caring’ to be the unifying principle which helped the nurses

to look after these diverse groups of patients. She wrote that the:

..commonality of caring, in combination with the hospice nurses’
cognitive and affective preparation for their roles, was the unifying
thread reconciling the intentions of hospice and acute care.

The strength of the caring aspect of the participant nurses’
professional behaviours was consistently apparent in the ways they
interacted with their patients. They strived to show believable
concern, to attend to needs within constraints, and attempted to
demonstrate an understanding of their patients’ situations (p.320).

Phenomenological studies of caring _
A number of other research studies have employed a phenomenological approach
to studying caring relationships. The phenomerio]ogical approach is characterised
by its emphasis on the lived experience. It attempts to understand the
phenomenon (in this case caring for another person), from the perspective of
those individuals being studied. The accent is on depth rather than the quantity
of data collected and very strict procedures of analysis must be adhered to (see

chapter 5). Riemen (1983; 1986) interviewed 10 subjects who had recently
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experienced being cared for by a registered nurse and used a phenomenological
method to analyse interview transcripts. Three types of theme were found to
characterise both ’caring’ and 'non-caring’ interactions. Riemen (1986) provided
the following framework. Caring was experienced through: the nurse’s existential
presence, the client’s uniqueness and the consequences which lead on from this
relationship. Non-caring was experienced through alternative perceptions of these
same themes. For example, in perceptions of caring interactions the nurse’s
existential presence meant that the nurse recognised the client’s uniqueness by
really listening and responding to him or her as a valued individual. But in non-

caring interactions, the nurse’s physical presence was to get the ’job’ done.

A study of human caring in intensive care units and coronary care units
was reported by Ray (1987). Eight nurses were observed and interviewed and this
data was subjected to a form of phenomenological analysis. Five themes of
human caring in critical care units emerged. The were: the nurse grows-
maturation, technical competence, the nurse shares-transpersonal caring, the nurse

talks and listens-communication, and the nurse makes decisions-judgement/ethics.

In another very recent study, Forrest (1989) provided a phenomenological
analysis of nurses’ experiences of caring for patients. In this study only seventeen
informants were engaged. Two major categories of response were identified.
These were (1) what is caring? and (2) what affects caring? The first category,
what is caring? was broken down further into two sub-categories - involvement
and interacting. Involvement was captured in the notions of: being there, respect,
feeling with and for, closeness; while interacting entailed: touching and holding,
picking up cues, being firm, teaching and knowing them well. The second
category, what affects caring? was broken down into a further five themes. These
included: oneself (own experiences, beliefs, self-appraisal, disagreeing with patient,
feeling good about work and learning caring at school), the patient (hard to care
for patient and what patients tell you), frustrations (lack of time, nurse

administrators, physical environment, fellow nurses, personal stress and
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dilemmas), coping (focusing on immediate tasks, talking, unwinding and protecting
self), and comfort and support (fellow staff nurses, teamwork and unit

SUPETVisOrs).

One important point about these phenomenological approaches needs to
be emphasised here. These approaches represent a particular type of insight into
caring relationships in nursing. They have lead to a clearer understanding of
some of the relevant issues and experiences of those involved, but I have also
found these to be somewhat sterile and barren because they fail to bring to life
the experiences of the informants. If the researchers had returned to their
informants and showed them the distilled findings I am not convinced that in their
present form, they would mean a great deal to the informants. If this is the case
then this type of analysis is flawed to some extent. The phenomenological
approaches above have adopted a type of phenomenology which is closely linked
with phenomenological philosophy. There has been a tendency in these reports
to attempt to distill the essence of the experience of caring in nursing practice.
However, they do not reflect the lifeworld and concerns of the individuals taking
part in the research. This may be because of the particular type of approach to
phenomenology adopted in the research. The research ’protocols’ or raw data,
which were analysed often tend to be brief and generated from selected
informants judged to be ’articulate’. The findings have tended to be removed
from the real context out of which they were generated. They have to some
extent become the property of the researcher. But more significantly, their
understanding of phenomenology tends to be eidetic at the expense of what is

existentially descriptive.

In contrast, the type of approach used in this study is phenomenologically
based and focuses on the lifeworld and personal meanings of the informants.
Such an approach leads to a much more detailed understanding of the informants
point of view and to an extended picture of the lived experience of caring for both

nurses and patients (see chapter 5). Within this framework the findings should
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be completely understandable to the informants who took part in the study and
should therefore reflect as clearly as possible the lifeworld of the individual
informant. This is certainly not the case with the studies discussed above. A cue
may be taken from Merleau-Ponty (1962):

Phenomenology is the study of essences..[but it] is also a
philosophy which puts essences back into existence...it is the search
for a philosophy which shall be a ’rigorous science,” but it also
offers an account of space, time, and the world as we ’live’ them

(p.vii).

Critique

Most of research studies described above did not provide details about the ways
in which the accuracy or truthfulness of the findings was established. Few made
reference to any reliability or validity checks and careful evaluation of these
studies was made more difficult by these omissions. However, it was apparent
that important trends have begun to emerge, and this consistency lends some
support to the findings reported above. Furthermore, little attempt has been
made to synthesise some of the findings into a theoretical framework, although
some already exist in nursing (Watson, 1979, 1985). Nor has any attempt been
made to link the research completed in the nursing field with the large body of
theory and research in the field of social psychology (see chapter 1). The
literature also suggests that the most valuable insights into the caring process must
include a patients’ perspective and a nurses’ perspective. However, the
importance of relatives also should not be overlooked for they too are another
important group who could provide significant insights into the caring process
(Nolan and Grant, 1989) because of their immense contribution in community

settings.

The lack of theoretical developments
For research to be cumulative it must be linked with a broader context and a
range of approaches. In this domain, there has been little or no theoretical

coherence and few links with the large body of related empirical work completed
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by social psychologists. Many of the studies of caring reported in the literature
to date have failed to use the theoretical frameworks already available in the
social psychology literature. One possible reason for this is oversight has been the
dissatisfaction with the traditional model of research design built on a positivist
philosophy. To ignore completely this huge body of research as a source of ideas

and insights has been unwise.

Another possible explanation why the theoretical models developed in
social psychology have not been employed by nurse researchers is the researchers’
lack of awareness or familiarity with the psychological research. Nurses in
academic life may have been too busy building nursing theory and models, instead
of applying and utilising theories from social science. However, this lack of
awareness or reluctance appears to be gradually fading and an appreciation of the

potential is evident in some quarters (Leininger, 1988).

Nevertheless, some nursing theorists have utilised theory from other
disciplines. Watson (1979, 1985) described a theory of nursing which drew
together a human science approach to research and an emphasis on caring in
nursing practice. Many of the ideas are grounded in phenomenological
psychology. However, some of the terms Watson uses are unclear and overly
complicated: ’carative factors’ and ’allowing for the existential-phenomenological-
spiritual forces’ are examples which will not unfortunately help to unravel the
complicated nature of the experience of caring for another person in a
professional context. Watson (1985) claims that the carative factors or
interventions are brought to life through the interpersonal relationship between

the nurse and the patient as follows:

All of these carative factors become actualised in the moment-to-
moment human care process in which the nurse is being with the
other person..Human care requires the nurse to possess specific
intentions, a will, values, and a commitment to an ideal of
intersubjective human-to-human care transaction that is directed
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toward the preservation of personhood and humanity of both nurse
and patient (Watson, 1985, p.75).

This analysis however, is based on Watson’s definition of scientific theory.

She described a theory as:

...an imaginative grouping of knowledge, ideas and experience that
are represented symbolically and seek to illuminate a given
phenomenon (Watson, 1985, p.1).

This approach to theory construction has questionable merits. No attempt was
made to specify relationships between the ideas and no rationale was offered for
their inclusion. Although the human science approach to research described by
Watson has much to recommend it, particularly in relation to the exploration of
the human experience of nursing and health care, it cannot lead to the production
of a single unified theory of nursing. The subtitle of Watson’s 1985 book A
theory of nursing’ is impractical for any attempt to produce a broad theory of
nursing is likely to fail. Its equivalent in other fields may be a theory of
psychology, or sociology or medicine. In a critique of this type of theory building
Cash (1990) wrote:

We argue therefore that this concept of caring as central to nursing
has the following problem. If an attempt is made to abstract the
term from the many usages and referents into a single concept, then
the result is so general that it does not particularise Nursing but
rather, is applicable to a wide variety of other professions (Cash,
1990, p.253)

We have the situation therefore where there is no central core that
can distinguish nursing theoretically from a number of other
occupational activities (Cash, 1990, p.255).

Approaches which attempt to generate theories of nursing are likely to falter

unless researchers identify a number of topic areas which can be systematically
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researched and refined. This approach has proved successful in other related

disciplines.

The neglected role of the environment

An area which has often been ignored in the research is the physical environment
in which care and treatment is given. Canter (1984), an environmental
psychologist, suggested that the role of the nurse has evolved in parallel with the
changes on the layout, planning and design of hospital wards and units. The
advances in treatment and technology led Canter to describe the role of the nurse
as that of a ’caring technician’. Canter (1984) summarised a number of research
studies which adopted a psychological perspective on hospital environments and
asserted that the environmental context in which care was given, had an impact

on the way nurses worked and interacted. His analysis was:

..that despite the undoubted commitment by nurses to provide a
warm and caring context in which to nurse people to better health,
the location of nursing within hospitals, paradoxically, sets in
motion processes which can distance nurses from their patients.
This is because the design and layout of hospitals, geared as they
must be to particular functional and technical requirement, carry
social and psychological implications as well (Canter, 1984, p.169).

This analysis may have implications for other researchers exploring nurses’ and
patients’ experiences of care in hospitals or other institutional settings. The

physical surroundings can change the nature of the experience.

Findings cannot easily be transferred across cultures

Most of the studies reported above have been completed in other cultures. To
accept at face value these findings which may influence both nursing policy and
practice would be shortsighted. The differences between health care in the UK
and America are considerable so valid comparisons are made more difficult
whatever the research domain. This has previously been noted in a report on the

use of environmental seclusion in psychiatric care (Morrison, 1990a). The
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-practice of nursing, the legal structure and the system of nurse education is
completely different across cultures. So too are the people and their expectations
of hospital and health care environments. It is imperative therefore that nurses

in the UK study in detail, the nature of caring relationships.

Synopsis of the research literature on caring in nursing

Two very general themes have emerged from the literature discussed above. The
concept of care and caring has been perceived as having both an instrumental and
expressive element and this view supports the general notion put forward by
Griffin (1983). However, it is surprising how few research studies into the
meaning of caring have been carried out in the field of nursing. While some of
these have examined patients’ views, others have attempted to explore the nurses’
perspective. Some differences in the ways in which nurses’ and patients’ perceive

caring have emerged but these require further exploration and description.

A number of important trends have been identified in the literature
described above and include the following issues: the practice of nursing which
has been described as care and caring embraces both instrumental and expressive
actions and behaviours; nurses and patients perceive both of these facets to be
important in the process of caring; nurses also tend to perceive expressive
behaviour as a more positive indication of caring than do patients; in contrast,
patients tended to perceive instrumental nursing behaviour as a more positive
indication of caring than do nurses; there is also a lack of theoretical development
in the field; the role of the physical environment has been generally ignored in
the research; and there is a problem of caring research carried out in different

cultural settings.

In a recent paper Harrison (1990) argued that:

There is a clear need to build on and expand existing research and

theory related to the phenomenon of caring, and to identify factors

in the health care system that will enable nurses to care. Nurse
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practitioners, administrators, educators, researchers, and theorists
must continue to work together to ensure that the ethic of caring
remains an essential, unique focus for our profession (p.126).

While I share a desire to promote caring in day to day nursing practice and for
more research into professional caring, I fail to see how caring is 'unique’ to
nursing. Other types of professionals also care for the people they look after

albeit in a different way.

A brief overview of the approach used

This thesis explores nurses’ and patients’ experiences of caring relationships in
nursing practice. The empirical work was carried out in two stages and is
essentially qualitative in nature. In stage one, Kelly’s (1955) personal construct
theory and repertory grid technique was used to structure interviews with 25
experienced nurses (chapters 3 and 4). Stage two builds on the findings of stage
one. A more fully qualitative approach was adopted to structure a further set of
interviews with 10 nurses and 10 patients and the analysis of these is grounded in

interpretive phenomenology (chapters 5-7).

Although the approaches to both phases of the data collection and analysis
are distinct, they nevertheless share some common ground in that they have a
phenomenological orientation. A detailed description of both approaches is
provided in an attempt to avoid breaching some of the important assumptions
about data collection and analysis which can result from combining approaches
in the same study. I fully endorse Morse’s (1989) view that mixed approaches can
lead to a ’sloppy mishmash’, at least in the hands of inexperienced researchers.
Morse (1989) notes for example how the term *phenomenology’ has been used by
some researchers as a synonym for qualitative research. In the following chapters
I have provided a relatively detailed account of the background of the two major
approaches which I used in this thesis in an effort to ensure that the

methodological foundations of this study remain steadfast.
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Summary of the chapter

This chapter examined the concept of caring as it relates to professional nursing
practice and research. A review of the research studies conducted by nurse
researchers highlighted several trends in the literature, however, relatively few
research studies have been undertaken and most of these have been completed
in America. A notable discrepancy in the views of patients and nurses was found
as well a tendency to conceptualise caring in terms of ’instrumental’ and
’emotional’ dimensions. The role of the caring environment has generally been
ignored in the research literature. In the next chapter the theory of personal
constructs is introduced. This theoretical framework was developed by the
psychologist George Kelly in the mid 1950°s and was used during the first half of
the present study.
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CHAPTER 3
PERSONAL CONSTRUCT THEORY AND THE
REPERTORY GRID TECHNIQUE

Introduction

This chapter describes briefly the theory of personal constructs. The key
characteristics of the theory are discussed initially. The emphasis is on Kelly’s
approach to understanding people and doing research. In addition, the repertory
grid technique which developed as the major data gathering device for the
personal construct approach is outlined. Details about the general structure of
the interview procedure, the format of the specific grid which was employed, and
the methods of analysis are described. The approach was used in the first part
of the present study to interview a sample of 25 experienced nurses and explore

their perceptions of the meaning of caring relationships.

The personal construct theory approach: general principles

Personal construct theory (PCT) was developed by the psychologist George Kelly
(Kelly, 1955). Kelly used the metaphor of people as scientists, with their own
personal theories about the world and the people and objects in that world, to
describe the essence of his approach. He assumed that, "like the scientist’ people
made predictions on the basis of these personal theories. If a theory proved itself
to be useful for anticipating future events in a person’s life, it was preserved by
the person as a valid view of the world. If on the other hand the theory was
found wanting, and failed to predict the future successfully, then it was revised in

subtle ways and used again in this modified form or abandoned altogether.

Keen (1975) described Kelly’s approach as essentially a phenomenological
~one because it accepted personal experience as a domain worthy of scientific
research. In his evaluation of the focus on elements and constructs and the

relationships between these within the Kellyan approach, Keen remarked that:

...although the task looks very intellectual, the emotional flavour of
our lived experience will come into play just as it does in our
everyday construing of the world....We have here almost a routine
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that can teach the phenomenological-reduction and imaginative-
variation techniques for seeing more clearly what and how and why
we see as we do (p.65-67).

In contrast, Bolton (1979) is unequivocally disapproving of such an allegiance on
the grounds that the personal construct approach is essentially subjectivist and not
directly focused on the essence of ’lived experience’ which is one of the hallmarks
of the phenomenological approach. The grounds for both sets of assertions are
reviewed in detail by Ashworth (1981). In general, PCT can be seen as over
cognitive if it is reduced simply to the findings of grid technique. Tempered by
the psychologist’s sensitivity to full lived experience, however, it approaches

phenomenological psychology.

Although Kelly (1977) affirmed the importance of human experience within
the PCT framework he also rejected the idea of an affiliation between PCT and
phenomenology, as well as existentialism, cognitive theory and even learning
theory. In his earlier work he referred to the PCT approach as being ’almost

phenomenological’ (Kelly, 1955, p.173) but a little further on he noted that:

..we cannot consider the psychology of personal constructs a
phenomenological theory, if that means ignoring the personal
construction of the psychologist who does the observing (p.174).

The type of phenomenology employed within this study does not ignore the
“construction’ process of the researcher as Kelly has claimed. Moreover, the
experiences of the researcher form an integral part of the research as a whole.
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