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ABSTRACT 

LISA ANNETTE DA VIS 

A PHENOMENOLOGICAL STUDY OF PATIENTS' EXPECTATIONS 

CONCERNING NURSING CARE 

DECEMBER 2003 

Nurses are aware that nursing is holistic, that every action taken in the care of a 

patient has consequences; and they like to believe that those consequences have a 

positive impact on the patient and their family's ultimate health. For nurses, gaining an 

understanding of patients' expectations regarding holistic care, to include spiritual care, is 

essential to entering into a truly holistic caring relationship with patients. The purpose of 

this phen~menological study was to explore the expectations patients have of nurses and 

how patients describe good nursing care. Specifically, questions were geared to reveal 

participants' perceptions of spiritual care as part of holistic care. 

Using Paterson and Zderad's (1988) framework of humanistic nursing, 11 

participants were interviewed. Data were analyzed using the Giorgi method. 

Methodological rigor wasinsured by use of the trustworthiness criteria (Lincoln & Guba, 

1985). 

Four themes emerged: 1) definitions of"good" and "bad" nursing care, 2) 

expectations of surveillance and competence, 3) spiritual care expectations and 

definitions, and 4) the concept of time and the nursing shortage. Findings revealed that 
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patients saw nursing presence as important and elements of nursing presence were used 

to describe good nursing care. Nursing competence and nursing surveillance were 

universal expectations. The existential spiritual element of nursing presence was the 

most defining characteristic of good nursing care, but was not expected. Sharing of self 

by nurses was appreciated from the patients' perspective. All participants were able to 

define spirituality, most frequently in terms of religiosity, and religious elements of 

spirituality were not expected, nor wanted by the participants. Participants revealed that 

they perceived that nurses were busy and this perceived lack of time was offered as a 

rationale for not expecting existential spiritual care. 

Recommendations included the need to address patient expectations in both 

nursing practice and education as well as to develop strategies for informing patients 

about what they can expect from their nurse when hospitalized. 
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CHAPTER! 

INTRODUCTION 

As a new nurse, I was given the ominous task by my charge nurse of 
admitting a three-year-old girl diagnosed with dehydration to our small pediatric 
unit. Of primary concern was gaining venous access for intravenous fluids. I 
reviewed the procedure in my head, gave myself a pep talk and took the child 
immediately upon arrival to the treatment room. I searched/or a vein andfound 
one, the antecubetal. Having started just a couple of IVs, and those on adults, I 
was a bit anxious. I assembled all the equipment and was able to start the IV with 
one stick! Now anxious that it did not become dislodged, I supported the child's 
arm with an IV board and secured the entire length of her arm with Ker/ix~ 
Proud of my accomplishments, I ca"ied the girl to her room and placed her in a 
stainless steel crib with a plexiglass ™ hood, as was hospital policy for all 
children under the age of four. Still pleased with my work, I answered the ringing 
phone. The caller was the child's grandfather. I passed the phone to the little 
girl and she immediately told her grandfather, "Grandpa, they broke my arm and 
put me in a cage!" I was immediately deflated, understanding that I had indeed 
done a poor nursing job, concentrating on the physical need and ignoring the 
little girl. 

Illness and suffering, as well as healing and contentment, involve more than the 

physical body. Psychological, intellectual, emotional and spiritual aspects of health have 

also been identified (Cobb & Robshaw, 1998; Thomas & Pollio, 2002; Sheldon, 2000). 

The nursing profession, beginning with Nightingale's ideas of the metaphysical, the 

environment, and the mind affecting health (Nightingale, 1859/1992) purports to be a 

holistic discipline, addressing mind, body and spirit (Nagai-Jacobson & Burkhardt, 1989; 

Burkhardt, 1989). Within nursing, the Nursing Interventions Classifications (NIC) 

(McCloskey & Bulechek, 1992) offers a standardized explanation of nursing behaviors 

that address mental, physical and spiritual needs of patients. Yet, nurses report they 
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rarely, if ever, provide spiritual care (Stranahan, 200 I; Thomas et al, 2002). The 

questions then arise: Are nurses meeting the needs of patients? Are those needs 

perceived as being met by patients? 

Purpose of Study 

The purpose of this study was to explore the expectations patients have of nurses 

and how patients describe good nursing care. As professionals, nurses are aware that 

every action taken in the care of patients has consequences and nurses like to believe that 

those consequences ultimately have a positive impact on the health of patients and their 

families. Nurses also understand that while each person is a unique individual and 

responds individually to care, all humans are more alike than different and value comes 

from that common humanness (Patterson & Zderad, 1985). According to Benner (1985); 

nurses cannot understand health and illness by merely studying the mind or the body, but 

rather by studying the person in context. Nursing literature is replete with studies of 

nurses' perceptions of the meanings and constituents of spiritual care, while studies of 

patient perceptions of the meaning of spiritual care are few. 

Rationale for the Study 

Nurses are aware that every action taken in the care of a patient has consequences 

and they like to believe that those consequences have a positive impact on the patient and 

their family's ultimate health. Technical actions such as administering blood products, 

clinical decision-making, and compassion are executed and have meaning to the nurse, 

but understanding is not achieved by singular experience. A caring relationship requires 
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mutual understanding. Establishing a relationship is much like maintaining a dialog. 

Having a knowledge base and speaking without acknowledging the listener and what 

he/ she has to say is monologue. Understanding patients' perceptions regarding the 

spiritual care they receive and the spiritual care they expect can enhance the caring 

relationship, and in so doing, add to the overall understanding of the human condition and 

the impact that nursing has on the overall health of patients who find themselves in 

nursing' s care. 

After reviewing spiritual care and caring, there existed a gap in 

understanding the essence of patient expectations regarding spiritual nursing care. For 

nurses, gaining that understanding is essential to entering into a truly holistic caring 

relationship with patients. 

Research Questions 

There were four research questions pertinent to the purpose of this study: 

1. Are the explicit and implicit actions of nurses to address body, mind and spirit 

recognized by patients? 

2. Are the actions of nurses to address spiritual health perceived by patients as 

fulfilling a patient expectation? 

3. What actions by nurses are perceived as spiritual interventions by patients? 

4. How do individuals define spiritual care? 
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Theoretical Framework 

Nursing has a humanistic orientation, and the humanistic values are 

manifested in the artistic aspects of caring (Watson, 1985). Cumbie (200 I) interprets 

humanistic nursing as more than the technically competent subject-object relationship of 

nurse to patient in which the nurse directs care for the benefit of the patient. Humanistic 

nursing involves more of a transaction between nurse and patient in which the nurse is 

cognizant of self and others through reflection on personal experiences. These various 

personal experiences allow the nurse to see the patient as more than a person with a 

medical diagnosis. A key element in humanistic nursing is the idea of presence; being 

open or available in a manner that the patient finds meaningful or comforting (Godkin, 

2001); both 'being there' and 'being with' the patient (Nelms, 1996). As a result, the 

nurse and patient develop a trusting relationship that allows environmental, cultural, 
\ ' 

contextual, personal, interpersonal, somatic, psychic and spiritual aspects of the patient to 

be considered in nursing care. 

Humanistic nursing (Patterson & Zderad, 1988) is concerned with the uniqueness 

of each human being. Each human being has a specific and individual history and 

experience, as well as a collective history and experience as a member of a community. 

Each human being has a different response to self, others and environment. Each human 

has value and perceives value in others. Therefore, human potential as well as human 

limitations are reflected by both the patient and the nurse. Both the nurse and the patient 

contribute to and gain from the relationship (Watson, 1985; Patterson & Zderad, 1988). 
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Because the nurse-patient relationship is both transactional and interactional, the patient 

should perceive this existential quality also. · 

Humanistic nursing is described in terms of being a dialogic phenomenon 

(Patterson & Zderad, 1988). It is expected that the nurse will be helpful to the patient in 

that the nurse actively attempts to meet the patient's needs. The patient expects to be 

helped; to have needs met. The nurse is actively listening, observing, and assessing, and 

the patient is conveying cues, both verbally and nonverbally. However, the nurse and 

patient may differ in their perceptions of what those needs might be, how to meet them, 

and if, indeed, the needs have been met. Travelbee (1969) suggested that establishing, 

maintaining and terminating the nurse patient relationship is the responsibility of the 

nurse. Furthermore, that relationship can only be established when each participant, the 

nurse and the patient, perceive each other as unique individuals. 

Although widely accepted, there is no consensus about the value of humanism as 

a framework for nursing and it has also been suggested that practicing humanistic care 

places the patient solely responsible for setting health care goals, thereby relieving the 

nurse from accountability for quality patient care (McKinnon, 1991 ). Moreover, 

McKinnon believes that humanistic nurses de-emphasize physical care and. questions 

whether responsible choices can be made by the patient. Finally, being more subjective 

than objective, McKinnon believes that humanistic nursing theory does not attempt to 

validate the nursing process. This interpretation of humanism argues that humanism is 

not objective and therefore cannot be measured. True, humanism lends itself to 
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phenomenologic study. I believed there was value in both objective and subjective care, 

both in theory and in practice. . 

Because much of the nursing literature is vague, idealistic and inconsistent in 

applied definitions, Mulholland (1994) believes that the humanistic framework is 

inadequate to fully explicate the socia~ economic and political dynamics of the nurse

patient relationship. However, Mulholland believes the imprecise nature of humanism 

ambiguity to be problematic rather than an outright indictment of humanism, suggesting 

more discourse on the ontologic and epistemologic foundations of humanism. This 

suggestion is certainly well-founded, nevertheless, I believed that, rather than a 

weakness, the strength of humanism as a framework was that the basis of humanism is 

not linearly prescriptive. 

Phenomenology is a qualitative research methodology as well as a philosophical 

framework designed to explore human experiences from the standpoint of the everyday 

meaning ascribed to the lived experience by the individuals who experience them rather 

than theoretical meaning ascribed by an observer (Streubert & Carpenter, 1999; Van 

Mannen, 1990). Philosophically, phenomenology allows individuals to give voice to 

actual lived experiences and to their own beliefs and ideas to another individual with the 

intent of understanding the meaning of that lived experience. Meaning is found in the 

existential dialogic interplay between nurse and patient (Patterson et al, 1988). 

Examinining the implications of their meanings leads to better understanding of the 

phenomenon in question (Polkinghome, 1988). The value of the dialogic experience is in 
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its uniqueness. Each interplay between nurse and patient is important in developing the 

·overall meaning of the experience. Patterson and Zderad (1988) espoused a necessity for 

a phenomenologic approach in humanistic nursing. Humanism encompasses: 

... not a simple cataloguing of qualities or counting of elements ... it involves an 

openness to nursing phenomena, a spirit of receptivity, readiness for surprise, the 

courage to experience the unknown ... This being-with (subjective, intuitive 

knowing and experiencing) and looking at ( objective analyzing) the phenomenon 

all at once sparks a creative synthesis, a conceptualization from which emanates 

insightful description (p. 79). 

Phenomenology is a description of an experience based on the ideas, beliefs, 

knowledge and context of the moment. These internal and external factors do not remain 

constant. Time or subsequent life events may color the individual's perceptions of an 

event. The complexity of intrinsic and extrinsic factors will always exist, therefore 

alternate descriptions of an event will always exist (Van der Zalm & Bergum, 2000). 

Because of the possibility of a multiplicity of perceptions, it is not possible to assign 

inference or meaning, or to explain the events of the lived experience of another, but the 

recounting of the event, one to another, the "being with" and intuitive knowing as 

described by Patterson and Zderad are important in the discovery process. 

Van Manen (1990) states that phenomenology is a study of essences. The 

universal or ,essence is revealed by studying the details of the events of lived experience. 

Van Manen adds that, from the phenomenological perspective, the facts of the lived 
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experience are less important than the essence of the experience (what was it like, rather 

than what was). "The essence or nature of an experience has been adequately described 

in language if the description re~wakens or shows us the lived quality and significance of 

the experience in a fuller or deeper manner"(p.10). 

Assumptions 

For purposes of this study, it was assumed that: 

I. Nursing is holistic, therefore concerned with the overall health and well being 

of the client to include physical, mental and spiritual dimensions. 

2. Spirituality is a dimension of health. 

3. Health is not defined by physical, mental or spiritual well-being, but by the 

dynamic juxtapositi.on of each on the other. 

4. Participants in the study will respond honestly. 

Definition of Terms 

The following are terms relevant to this study that are more fully discussed and 

defined in Chapter 2: 

Ho/ism. Holism is a central tenet of nursing and refers to the interconnectedness 

of mind, body and spirit, both within the body and with the environment. Each 

component (mind, body, and spirit) is important to overall health, and what affects one, in 

a dynamic interchange, affects all. 

Spirituality. Spirituality can be defined as those traits that are uniquely human 

and define each person as an individual which include: belief or faith in something more 
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powerful than oneself (God or a universal power), in self, and in others; seeking meaning 

or fulfillment in one's life; having hope or a purpose to life; and inspiration or motivation 

toward individual values of love, truth, beauty, art, trust and creativity (Ross, 1995; 

Carson, et al, 1992; and Dyson, Cobb & Forman, 1997; Meraviglia, 1999; Nagai

Jacobson & Burkhardt, 1989; Mahoney & Graci, 1999). 

Caring. Central to the tenet that nursing is holistic is caring, or that quality of 

kindness, love, and compassion that recognizes the interconnectedness and 

interdependence of people. 

Spiritual care. Spiritual care is care that addresses the spiritual health of the 

patient. Because spirituality is an interconnected element of overall health and caring is 

in the purview of nursing, spiritual care is a nursing responsibility. It provides the basic 

characteristic of humanness, and is essential to human well-being. To ignore spiritual 

care would be unethical on the part of the nurse. 

Summary 

Nursing is a holistic discipline, concerned with the health dimensions of body, 

mind and spirit. However, as Stranahan (200 I) expressed, many nurses are 

uncomfortable with what constitutes the spiritual aspects of nursing care and in delivering 

what they believe to be spiritual nursing care. The purpose of this study was to explore 

the expectations patients have of nurses and how patients describe good nursing care, to 

include the spiritual dimension of care. There is a significant amount of literature 

regarding nurses' perceptions of spiritual care, but very little that relates to spiritual care 
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from the patient's point of view. Using a humanistic, phenomenological framework, 

patients' perceptions regarding the spiritual care they receive and the spiritual care they 

expect were explored. Important concepts included spirituality, purpose in life, caring, 

and spiritual care. A greater understanding of the concept of spirituality and spiritual 

care can enhance the caring relationship, and in so doing, add to the overall 

understanding of the human condition and the impact that nursing has on the 

comprehensive health of patients who find themselves in nursing' s care. 
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CHAPTERil 

REVIEW OF LITERATURE 

Spirituality and purpose in life have been studied in conjunction with other 

concepts such as quality of life, stressful life events, general health, depression, death 

acceptance, goal seeking and religious orientation. The main source of literature for the 

constructs included professional journals in nursing, theology, psychology, occupational 

health, and sociology. Spirituality as an element of holism is accepted in nursing. There 

is a lack of consensus regarding the definition of spirituality, however, discovering 

purpose or meaning in life is a central issue of spirituality. In this chapter, a theoretical 

exploration of the concepts ofholism, spirituality, purpose in life, caring, and spiritual 

care are presented. Second, quantitative studies related to aspects of spirituality are 

explored. Lastly, qualitative studies regarding patient satisfaction, patient expectations in 

general and patient expectations regarding spirituality and caring in general are 

considered. 

Theoretical Literature 

Ho/ism 

The hallmark of nursing as a profession is that of holism, a concern with not only 

the physical health of the client, but the mental and spiritual health as well (Burkhart, 

1989; Carson, 1989; Dossey, 1998; Fontaine, 2000; Patterson & Zderad, 1988; Stuart, 

Deckro, & Mandie, 1989; Taylor, 2002; Travelbee, 1969; Watson, 1999). Furthennore, 
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nursing care should address needs that may arise from these human dimensions of body, 

mind and spirit and recognize the impact that each dimension has on the others 

(Patterson, 1998; Taylor, 2002). Martha Rogers (1972)) further stipulated that the mind, 

body and spirit do not exist in a vacuum that can be treated separately, but all contribute 

to the overall health in a dynamic exchange. 

Watson ( 1999) recognizes holism in her assertion that persons need to be cared 

for and to find harmony in life. Given that, nursing is charged with helping people gain " 

a higher degree of harmony within the mind, body and soul" (Watson, 1999, p. 10). 

Dossey (1998) asserts that not paying clinical attention to the concepts of mind, body and 

spirit in patient care is unscientific. Attention to issues of values and purpose in life are 

just as important as blood pressure. Indeed, Bensley (1991) suggests that n?t only are 

body, mind and spirit dimensions of health, but also the spiritual dimension is the 

coordinator and the element that unifies the other dimensions of health. 

Spirituality and Purpose in Life 

Central to holistic care are spirituality and healing which L. Dossey and 

B. Dossey (1998) state "encompass a person's values, meaning and purpose in life. They 

reflect the human traits of caring, love, honesty, wisdom and imagination and they may 

reflect belief in a higher power, higher existence or a guiding spirit" (p. 46). Because 

nursing is holistic, it is problematic that descriptions of the components of spirituality are 

quite diverse, with little consensus toward meaning (Carson, 1989; Taylor, 2000). The 

intangible nature of spirituality is compounded by the reality that it is shaped by cultural 

components as well as the context in which it is interpreted. There is ·a challenge for 
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nursing to define spirituality in such a way as to take into account the importance and 

relevance of the dimension of spirituality without it being taken out of context or losing 

clarity with regard to nursing (McSherry & Draper, 1998). 

The root of the word, spirit is from the ancient Latin meaning "breathe" (Woolf, 

1978). As both fundamental and essential as the act of breathing, Carson (1989) asserts 

that spirituality is what defines us all as unique individuals. Taylor (2000) defines 

spirituality as "an innate, universal aspect ofbeing human ... [that] integrates, motivates, 

energizes and influences every aspect of a person's life (p. 5)." Goldberg (1998) 

identifies concepts such as meaning, presencing, empathy, compassion, hope, love, 

religion, transcendence, touch and healing as aspects of spirituality important to nursing 

(as cited in Taylor, 2002). Davidhizar, Bechtel and Cosey {2000) assert that the nursing 

intervention of presence, both "being there" in the physical sense and "being with" in the 

psychological and spiritual sense is the most essential nursing intervention. 

Patients, when faced with illness, often question the fundamental meaning of their 

lives. A sense of purpose in life has been identified as the seminal indicator or outcome 

of spiritual health (Carson et al, 1992; Frankl, 1984). Frankl observed that purpose of life 

was a unique trait that had to be identified and fulfilled by each person individually, 

adding, "Man (sic) is able to live and ... die for the sake of his (sic) ideals and values" 

(Frankl, 1984, p. I 05). 

Travelbee (1968) asserts that nursing is an interpersonal process in which the role 

of the nurse is to help the individual/family to find meaning in illness experiences. As did 

Frankl, Travelbee believed that humans are motivated by meaning and the illness 
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experience offers a unique opportunity for the nurse to both witness and assist the ill 

person and the family to discover meaning. Newman (I 989) also acknowledges the 

interpersonal process, stating that human interaction is a spiritual component. It is 

unclear from the literature whether spiritual growth allows one to know his/her purpose 

in life or if purpose in life is what allows spiritual growth, but the two are inextricably 

intertwined. 

Wright (1998) defines spirituality as that "dimension of a person that involves 

one's relationship with self: other, the natural order, and a higher power manifested 

through creative expressions, familiar rituals, meaningful work, and religious practices" 

(p.81). Espland (1999) adds that spiritual wellness is that part of the individual that gives 

purpose to life. Further, a lack of meaning can lead to spiritual distress, hopelessness and 

despair. Purpose in life involves a search for relationships and situations that provide a 

sense of worth and a reason for living. 

Richards ( 1991) identifies faith as a belief system that helps the individual 

develop a purpose in life. However, spirituality is a broader concept than religion 

(O'Neill & Kenny, 1998; Sheldon, 2000). It may or may not incorporate religious rituals. 

In fact, nonreligious or atheist individuals have the spiritual need to find meaning or 

purpose in life (Tanyi, 2002). Reed (1987) defined spirituality in terms of values and 

behaviors that relate to something greater than self. In addition, she identifies indicators 

of spirituality as engaging in prayer, having a meaning to life, contemplation, closeness to 

a higher being, sense of community and a sense of awareness. Ross (1994) identifies 

aspects of spirituality as being: purpose and fulfillment, hope or will to live, and faith in 
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self, others and God. B. Howard and J. Howard (1996) suggest that one's occupation is a 

spiritual activity, stating that how individuals spend their time is a crucial part of their 

well-being. Prayer and meaning or purpose in life are identified as empirical indicators 

for appraising spirituality (Meraviglia, 1999). 

Burkhart (1989) describes spirituality as a process and a sacred journey to find 

meaning in life. Furthermore, spiritual needs are the most fundamental requirement of 

the self. She offers the following descriptive characteristics of spirituality: Unfolding 

mystery, harmonious interconnectedness with sett: others and a higher being, and inner 

strength or inner resources necessary for transcendence. 

Murray and Zentner (1989, p. 259) offer a broad conceptual definition of 

spirituality: 

Caring 

Spirituality is a quality that goes beyond religious affiliation, that strives for 

inspirations, reverence, awe, meaning and purpose, even in those who do not 

believe in any God. The spiritual dimension tries to be in harmony with the 

universe, strives for answers about the infinite, and comes into focus when the 

person faces emotional stress, physical illness or death. 

Watson (1985) b~lieves that caring is grounded in such universal human values 

as kindness, concern and love for self and others. She identified ten interdependent 

carative factors: 

I. The formation of a humanistic-altruistic system of values 

2. The instillation of faith-hope 
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3. The cultivation of sensitivity to one's self and to others 

4. The development ofa helping-trust relationship 

5. The promotion and acceptance of the expression of positive and negative 

feelings 

6. The systematic use of the scientific problem-solving method for decision 

making 

7. The promotion of interpersonal teaching-learning 

8. The provision for a supportive, protective and/or corrective mental, physical; 

sociocultural and spiritual environment 

9. Assistance with the gratification of human needs 

I 0. The allowance for existential/phenomenological forces 

Swanson, in her meta-analysis (in Hinshaw, Feetham & Shaver, 1999) identified 

five levels of caring: 1) the capacity or characteristics of caring persons; 2) the concern or 

commitments to the values that underlie nursing caring; 3) the conditions that constrain 

or enhance nursing caring such as previous experiences, personalities, social 

expectations, and health status; 4) caring actions as described in qualitative and 

quantitative studies; and 5) the consequences or outcomes of caring such as enhanced 

coping and effectiveness, or depression and fear. 

Nelms (1995) asserts that the origin of nursing is caring and that caring is its 

reason for being. Sourial (1997) differentiates between the technical services of care and 

the affective aspect of care and identifies an ethical imperative of nursing to care, 

incorporating technical and affective competence. She further identifies that caring is not 
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the purview of nursing alone and therefore cannot be specific to nursing's role, however 

it does come within the purview of holism, which she identifies as a more comprehensive 

concept than caring. 

Caring, as a concept, is complex and not without criticism for that very reason. 

Paley (2001) suggests that caring knowledge is comprised of lists, descriptive at best1 

stating that "what nurses do is known only as what nurses say they do" (p. 190). 

Spiritual Care 

Ross (1994) reinforces that spiritual care is a nursing responsibility, not an 

optional extra, but adds that such care is hindered by a lack of a clear definition of 

spirituality and the absence of a conceptual framework from which to deliver such care. 

Reed (1992) adds that spirituality is foundational to nursing because it provides the basi~ 

characteristic ofhuman-ness, and is essential to human well-being. 

Spiritual care is acknowledged in descriptions of nursing interventions, and 

although freely accepted, spiritual care, like spirituality, is not as easily described. 

During times of illness, pain, suffering and stress, people search for meaning, a spiritual 

quest that can lead to insight and healing, or fear and isolation (Fontaine, 2000; 

Travelbee, 1969; Carroli 2001 ). Wright (1998) goes so far as to say that spiritual care is . 

not only an integral aspect of nursing care, but to ignore spiritual care would be unethical 

on the part of the nurse. 

Quantitative Literature 

Some quantitative studies have been conducted using various Likert type scale 

questionnaires to describe or measure components of purpose in life and spirituality such 
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as life salience, general health, depression, anxiety, ego strength, self image, perceived 

well-being, religious orientation, existential well-being and patient touch. These . 

questionnaires are problematic in several regards. First, spirituality, in the scales most 

prevalently used (e.g. Spiritual Well-Being Scale, Ellison, 1983) maintain a Judeo

Christian orientation . Additionally, most scales use specific variables that measure 

religiosity variables rather than general spirituality variables. Finally, with Likert type 

scales, respondents are required to choose a response that most closely reflect their 

beliefs, rather than allow the respondent to make a judgment about a statement and 

respond in his/her own words. 

Purpose in Life 

McCutcheon (1998) conducted a study to validate the Life Role Salience Scale 

(LRSS) developed by McCampbell and McCampbell (1995). This scale was designed to 

measure commitment to occupational, marital, and parental and home care roles. 

Mccutcheon reported that the LRSS had "good" internal reliability and she administered 

it along with a Purpose in Life Test (PIL) developed by Crumbaugh (1968) to 81 married 

couples from central Florida. These tests were developed to measure commitment to 

living and meeting life's goai and McCutcheon hypothesized that the PIL and LRSS 

would be positively correlated. MuCutcheon found a correlation between the results of 

the two tools, and concluded that both scales measured commitment, one to life, and one 

to life roles. 

Shek (1991) compared the PIL test with eight other questionnaires designed to 

estimate similar constructs: the General Health Questionnaire, State-Trait Anxiety 
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Inventory, Beck Depression Inventory, Chinese Somatic Scale, Leeds Self-Assessment of 

General Anxiety Scale, Ego Strength Scale, and the Self Image Differential.· This study 

was conducted on a different population than the McCutcheon study. It was conducted 

with 2150 Chinese secondary school students and the purpose was to estimate overall 

well being. Data indicated the quality of existence subscale of the PIL was associated 

with better psychological well-being, as indicated by the eight other questionnaires, 

regardless of the purpose of existence subscale, thus suggesting that life meaning related 

to psychological well-being requires further evaluation. Shek ( 1991) suggested that 

factor analysis be conducted to determine the underlying dimensions of the PIL scale. 

In another attempt to measure the meaning and purpose of life, Reker and 

I_>eacock (1981) developed the Life Attitude Profile (LAP), which was used by Reker, 

Peacock and Wong (1987). This study involved 300 men and women who volunteered 

from the same community. Participants crossed five developmental stages from young 

adult to old age. The research was based on the assumption that meaning or purpose in 

life may play an important role in the development and use of coping mechanisms as the 

individual experiences developmental crises. The Life Attitude Profile consists of the 

following dimensions: life purpose, death acceptance, goal seeking, future meaning, 

existential vacuum, and will to meaning and life control. Results suggested an age and 

sex difference in meaning and purpose in life overall with older participants scoring 

higher and older women scoring higher with respect to control and desire to extract 

meaning from life. 
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In 1990, Drolet utilized the Purpose in Life test to explore the hypothesis that 

symbolic immortality (the need to symbolize a death and life continuity) develops with 

age. To test this hypothesis, he studied 136 subjects, students who volunteered for the 

study from a university in Quebec, Canada. He divided the students into two age groups, 

19-25 and 33-39. Subjects were administered the French version of the Sense of 

Symbolic Immortality Scale, a Death Anxiety Scale, and the Purpose in Life Test. Drolet 

found no difference in the two groups in the Death Anxiety Scale and found that overall 

there was a negative correlation between the Death Anxiety Scale and the Purpose in Life 

Test. The conclusion of this study was that death anxiety was not associated so much 

with age, but in the capacity to transcend death as manifested the Symbolic Immortality 

scores and the Purpose in Life scores. Drolet surmised that purpose in life and death 

anxiety are incompatible constructs. 

Spirituality 

Quantitative studies of spirituality have been conducted largely with regard to 

religiosity. The concept of spirituality was studied using various Likert type scales and 

questionnaires. Richards (1991) studied 268 undergraduate students enrolled in general 

psychology courses at the University of Minnesota, who volunteered for the project. 

Using results of the Religious Orientation Scale, he divided the subjects into four groups: 

intrinsically religious, extrinsically religious, pro-religious, and anti-religious. Richards 

then used the Center for Epidemiology Studies Depression Scale, the Spiritual Well

being Scale and the Existential Well-Being Scale. Richards had hypothesized that non-
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religious students would exhibit more depression than religious students. Results did not 

bear this out The implication is that spiritual dimensions are not limited to religiosity. 

Giblin (1997) studied marital satisfaction with relation to marital spirituality. 

Subjects were 3 5 self-selected couples who belonged to marital support or prayer groups 

known to the author. Instruments used were all Likert style scales and included the 

Barrett-Lennard Relationship Inventory (RI), Spiritual Experience Index (SEI), Spiritual 

Well-being Scale (SWBS) and ENRICH, a multifaceted relationship functioning 

questionnaire. The author identified the subjects as predominantly Catholic, well 

educated, middle class and married for greater than 20 years, factors that would limit 

generalizability. Overall, results showed a significant correlation between ENRICH and 

SWBS and the mean score on RI and ENRICH were not significant. For husbands, 

spirituality was found to be directly related to marital relationships. For the wives, 

however, spirituality was separate from marital relationships. The author concluded that 

women are more oriented inward, introspective and oriented to developing and 

maintaining relationships. 

In a 1987 study, Reed matched 300 adults into three groups: (I) non-terminally 

ill hospitalized, (2) terminally ill hospitalized, and (3) healthy non-hospitalized. 

Matching criteria included age, gender, years of education, and religious background. All 

subjects were from the same geographic area. All groups were administered the Spiritual 

Perspective Scale (SPS) in a structured interview setting. An Index of Well-Being was 

also administered to measure overall life satisfaction. Statistically significant differences 

were noted in SPS scores of the terminally ill hospitalized group compared to the non-
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terminally ill and healthy group combined; however no difference was found between 

non-terminally iH hospitalized and healthy non-hospitalized subjects. Findings supported 

the stated hypothesis that terminally ill hospitalized adults would indicate a greater 

spiritual perspective. The correlation between spiritual perspective and well being in the 

terminally ill group was weak, but significant. This relationship was not significant in 

the other two groups. It was also reported that a significantly larger number of terminally 

ill adults indicated a recent increase in spirituality than the other groups. 

Spiritual Care 

Touch is more than the procedure related contact of nurse and patient. It also 

includes that touch which conveys caring in the sense of 'being with' and connectedness, 

and as such, is an integral part of spiritual care. Mulaik, et al. ( 1991) studied patients' 

perceptions of touch in an exploratory study using a descriptive-comparative design. A 

convenience sample of 98 adults were administered the Patient Touch Questionnaire 

(PTQ), designed by the investigators, and the Interpersonal Behavior Survey (IBS). The 

PTQ had four subcategories: traditional touch, instrumental touch, optional touch and 

essential touch. Results indicated that patients see touch as indicative of caring and that 

touch by the nurses was important in care (93%). Some reported that touch also indicated 

control on the part of the nurse and should not be used often (59%). There was no 

indication on what type of touch (traditional, essential, optional or instrumental), or 

whether or not all touch was an indicator of control. The study indicated that more time 

was spent by nurses on instrumental touch such as giving medications, examining, etc. 
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(frequency of about 6 events per day) than on optional touch, described as activities such 

as patting patients' hands .or backrubs (frequency of less than one event.per day). 

Perception ojCare 

Latham ( 1996) investigated self-esteem as a predictor of perception of nursing 

care with 120 hospitalized adults using a combination of questionnaire completion and 

interview. The Krantz Health Opinion . Survey (KHOS) was used to measure desire for 

control and Rosenberg's Self-Esteem Scale (SES) was used to estimate self-concept. 

Humanistic caring was measured by the Holistic Caring Inventory (HCI) resulting in four 

subscales of caring: physical, interpretive, spiritual, and sensitive, and the Supportive 

Nursing Behavior Checklist (SNBC). All were Likert scale questionnaires. Findings 

indicated that personal characteristics such as threat appraisal and coping techniques were 

important. In addition, younger patients visualized more coping alternatives and reported 

a higher valuing of nurse caring behaviors. Pain was also identified as a predictor of 

both valuing nursing care. OveralL physical caring received a higher rating than spiritual 

caring. The author suggested that future research about personal characteristics of 

patients may lead to greater understanding of their perceptions of caring by nurses. 

Holistic care involves not only patients themselves, but also family members. 

Eriksson (200 I) studied relatives' of cancer patients perceptions of care received by their 

loved ones and developed a structured questionna~re for the study. A sample of 168 

relatives from nine Finnish hospitals participated. Results indicated that the manner in 

which care was delivered was more important than the content of the care. The most 

important factor identified was professional skill, followed by safety, friendliness and 
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professionalism. Relatives indicated they were more interested in information about the 

side effects of treatments and other aspects of care than they were·in prognosis. 

With regard to quality improvement based on patient perceptions of care and 

satisfaction, Drain (2001) sought to develop a survey instrument to evaluate patient 

experiences in order to improve quality of care. Findings indicated that perceptions of 

service affect perceptions of quality of care and that both satisfaction and quality of care 

perceptions should be evaluated to improve services to patients. 

Qualitative Studies 

Spirituality, because of its lack of concreteness, does not lend itself well to 

quantitative measurement (Burkhart, 1989), which might be a reason for the limited 

amount of research in the area. Existential qualities of spirituality include but are not 

limited to joy, hope, peace, caring, courage, reverence, awe, and purpose in life. These 

concepts lend themselves more to qualitative measurement, in which subjectivity is 

valued in understanding the whole. 

Caring Behaviors 

Halldorsdottir and Hamrin ( 1997) conducted a phenomenologic study of cancer 

patients that explored both caring and uncaring nursing behaviors as.perceived by the 

patient. These researchers identified three caring behaviors: a) a companion in the 

"cancer trajectory", b) a mutual trust and caring, and c) a sense of well-being, solidarity, 

empowerment and healing (p. 122). They also identified three uncaring behaviors: a) 

perceived barrier to healing and well-being, b) mistrust and disconnection, and c) unease 

and discouragement. 
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In an effort to detennine if patient's perceived caring needs were addressed in a 

new patient classification instrument, Fagerstrom, Eriksson, .and Engberg (1999) 

interviewed 75 patients from Finland using a phenomenological-hermeneutical method. 

Seventeen caring needs were identified as a result. Twenty three of the respondents 

expressed needs that encompassed body, mind and spirit as identified by the authors, 

however, physiologic needs were predominant in the needs identified. Caring needs 

included: to be seen holistically, comforted, well-being and security addressed, hope 

supported, guidance provided, welcomed, treated with dignity and to have devotional 

needs supported. The most consistent theme that emerged was that the nurse helped the 

patient to recover. Interestingly, perceived spiritual caring needs were not addressed in 

the classification system, while physical and psychological needs were. The authors 

suggested that the classification system be supplemented by a "caring perspective''. 

Nine women recovering from hip repair surgery were interviewed in a 

phenomenological study by Kralik, Koch and Wotton ( 1997) aimed at understanding 

what patients perceived as important about nursing care. Two major themes emerged: 

engagement and detachment. Engagement was supported by the minor themes of nurses 

approaching the patient in such a manner that conveyed that nothing was too much 

trouble in their care, consulting with the patient, smiling and using humor, having the 

qualities of being kind and compassionate, knowing what was needed without having to 

be asked, being available, friendly, warm, and using a gentle touch. The theme of 

detachment was supported by such perceived behaviors as "treating the patient as a 

number" ( depersonalization), being too efficient or busy, conveying that the patient 
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should "try harder" or encouraging to the extreme, not sharing information with the 

patient, even when asked, having "rough hands", and approaching the job of nursing as . 

"just a job" or "just doing what they are told". From the patient's perspective, 

engagement was directly related to perceived quality of care. 

Clark and Wheeler (1992) investigated the meaning of caring based on the 

experience of six staff nurses and concluded that caring incorporated four major 

categories: a) being supportive, b) communicating, c) caring ability, and d) pressure 

(meaning that the nurses believed that pressure and stress either in the workplace or in 

their personal lives impeded their ability to care). Nurses also indicated that the quality of 

care they perceived they gave was hindered by patients who "shut them ofr' (p. 1289). 

In a 1999 Finnish qualitative study, Fredriksson synthesized research in nursing 

and caring utilizing hermeneutic analysis. Citing Nelms (1996), presence was described 

as both 'being there', which indicates attention by the nurse and 'being with', or an act of 

mutual giving and receiving. The latter making both giver and receiver more vulnerable 

in trusting and sharing. Touch was also interpreted to be either necessary to carry out a 

task, a form of nonverbal communication, or a protective strategy on the part of the nurse 

to reduce exposure to emotional pain. Listening was described as an active and · 

deliberate attention to another, essential in developing a relationship. These three 

concepts, presence, touch and listening, were viewed as central to developing a caring 

conversation between nurse and patient. 

Tumblin and Simkin (2001) examined pregnant women's perceptions of their 

expectations-of the nurse's role in general during labor and delivery in an informal survey 
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of women who had never had children. The women were surveyed in their third 

trimester, during a childbirth class. The survey- asked participants to write responses to 

the question: "What do you think your nurse's role will be during labor and delivery?" (p. 

53). Themes included physical comfort, emotional support, information and instructions, 

advocacy, and technical skills. 

Radwin (2000) described eight attributes of quality nursing care: 

professionalism, knowledge, continuity as reflected by continued encounters, 

attentiveness, coordination of activities, partnership, individualization of the patient; 

rapport and caring. These attributes were described by cancer patients in a grounded 

theory study conducted in a Boston area medical center. Attributes of non-quality care 

were addressed in part by Hewison (1995) in an earlier observational study conducted. in 

England. He concluded that most nurse/patient interactions were superficial, routine and 

talk-oriented. It was suggested that nurses exert a 'power over' relationship as indicated 

by language used in communication with their patients. This power attribute was 

perceived as a barrier to any meaningful communication. Larrabee and Bolden (2001) 

identified five themes in their qualitative descriptive study of 199 hospitalized adults. 

The themes were: providing for patient needs, treating the patient pleasantly, caring, 

being competent, and providing prompt care. 

Appleton (1993) conducted a phenomenological hermeneutic study with 17 

participants to identify nursing process as art. In this study, both nurses and patients 

provided descriptions of the nursing experience as art. Participants described nurses as 

being present when they focused on the patient as a whole person with the encounter as a 
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temporal moment in the entirety of the lifespan. Patients indicated they wanted the nurse 

to be considerate and kind. The art of nursing was described by patients as very special 

when time was taken to care and the perception was that the nurses were giving their very 

best. From the nursing perspective, providing opportunities for patients to realize their 

potential was identified as part of the art of nursing. Themes included ways of being, 

being with, creating opportunities for fullness of being, transcendent togetherness and the 

context of caring. 

Understanding the transactional nature of the basic care needs of patients was 

illustrated by a Danish study. Adamsen and Tewes (2000) conducted focus group 

interviews of 120 patients and 22 nurses in a Danish hospital addressing basic nursing 

care. Fully one third of the patient-identified problems with care were neither noted on 

the chart, nor known by the nurse caring for them. From the patient's perspective; basic 

care needs (e.g. pain management and nutritional needs) were being overlooked. Clearly 

nurses cannot meet needs of which they are unaware. 

Patient Expectations of Spiritual Care 

Two studies were identified that addressed specifically the spiritual aspect of care. 

Conco (1995) conducted a phenomenological study with 10 participants who identified 

themselves as Christian to detennine what constituted spiritual care from the perspective 

of the patient. She identified three themes: enabling transcendence of the situation for a 

higher meaning, enabling hope and establishing connectedness. Conco concluded that 

connectedness was simply caring. Sellers (2001) interviewed six key and 12 general 

informants residing in the Midwest regarding their perceptions of spiritual nursing care. 
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She identified five spiritual themes in this ethnonursing study: 1) Spirituality is a 

motivator in the search for meaning through connectedness; 2) Spirituality involves a 

lifelong search for meaning; 3) Spirituality is expressed and practiced uniquely; 4) The 

environment influences spirituality; and 5) Nurses can enhance spirituality by 

establishing a caring pre~ence with both the patient and their family. According to 

Sellers, spiritual nursing care can be achieved by listening attentively to others' stories, 

individualizing care, approaching the patient with sensitivity and respect, and maintaining 

a good sense of humor. 

From the perspective of client as the community, Chase-Ziolck & Gruca, 2000) 

studied religious congregations as a nontraditional site for nursing practice, with an 

emphasis on health promotion and spiritual care. The authors used naturalistic inquiry as 

a framework for their descriptive exploratory study of patients' perceptions of interacting 

with nurses in their congregations. Participants described ways they felt cared for by the 

nurse, to include 'being there' and 'being with'. Because the setting was in the 

community, emphasis was on interpersonal caring actions rather than technical caring 

actions. Several participants described the setting (their church) as supporting the feeling 

of tranquility, peace and care and illustrated the connection between faith and health. 

Caring 

Swanson (1999) conducted a meta-analysis of caring. Caring capacities of 

compassion, empathy, knowledge, being positive, and being reflective were suggested, 

She identified six studies, dating from 1986 to 1996 in which participants were patients. 

Nursing.characteristics such as quiet, calm, self-reliant, pleasant, flexible, present, 
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competent, understanding, warm, patient, genuine and confident were identified by 

patients as capacities of caring persons. Values and beliefs that indicated concern and 

commitment on the part of the nurse included such concepts as connectedness and 

mindful presence. Patients identified their own physical and emotional distress as 

conditions that affect caring. Swanson further identified 14 outcomes labeled as 

emotional/spiritual. Included in these outcomes were: feeling cared for, relaxed, 

enhanced dignity, enhanced self-worth, enhanced coping, feeling reassured, empowered, 

and fostered spiritual freedom. 

Caring is identified as a universal culturally dependent phenomenon. With that 

premise, patient expectations of care were examined by Cortis (2000) in an ethno

linguistic study. Twenty male and eighteen female participants from a Pakistani 

community in the United Kingdom participated. There was a link between caring, ·culture 

and spirituality as demonstrated by the importance of relationships to self and others. The 

importance of developing the nurse-patient relationship in order for caring to be 

perceived was evident. As a whole,the perception was that nurses had limited 

observation, empathy, and communication skills, and that the "assessments they 

experienced had been mechanistic and ritualistic rather than the framework for 

developing a therapeutic relationship with them" (p. 59). The author concluded that more 

effective cultural assessment was needed to foster a therapeutic relationship. 

Summary 

Quantitative studies regarding issues related to spiritual care and patient/family 

perceptions of care were limited mostly to Likert type questionnaire administration. 
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Purpose in life studies revealed that commitment and psychological well-being were 

positively associated with purpose in life. Death anxiety, however was not. Quantitative 

studies of spirituality mainly measured elements of religiosity from the Judea-Christian 

perspective. Findings revealed that spiritual dimensions were not limited to religiosity. 

Studies also support that terminally ill persons indicate a greater spiritual perspective. 

Touch was revealed to be important in care, however patients perceived instrumental 

touch (touching medications and machinery) more than personal touch (holding the 

hand). One study supported that self-esteem was a predictor of perception of nursing care 

and that pain was a predictor of perception of nursing care. Finally, studies support that 

the manner that care is delivered is more important to patients than the content of that 

care. 

Qualitative studies examining the expectations of patients related to spiritual care 

were limited. For the most part, the literature addressed patient expectation themes of 

technical competence, caring, nursing as art, and quality of nursing. A meta-analysis gave 

more insight into care, but did not address specific spiritual themes. There was a 

significant amount of literature that addressed the ramifications of nursing care using the 

lens of the nursing shortage and managed care, all from the viewpoint of the nurse. 

Caring behaviors were explored in several phenomenologic studies, identifying 

basic caring needs as: to be seen holistically, to be comforted, to have hope supported, to 

have guidance provided, to feel welcomed and to be treated with dignity. Additional 

caring behaviors identified included smiling, a gentle touch, for the nurse to be available, 

and to be treaded as a person, not a number. One study found nurses actual behaviors to 
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be superficial and talk oriented. Only two studies addressed spiritual needs specifically. 

Themes that emerged included enabling hope, supporting connectedness to self, the nurse 

and to a higher power, and to facilitate search for meaning. Caring presence was seen as 

enhancing spiritual care. 

Therefore, this literature review supports that spirituality is the essence of what it 

is to be human, and is central to health and the healing process. Nevertheless, it is 

difficult to define. Concepts associated with spirituality include hope, connection to self, 

others and a higher power, purpose or meaning in life, caring presence, religion, ritual, 

comfort, motivation, transcendence, well-being, values, beliefs, harmony, prayer or 

meditation, self-awareness, and even self-esteem. It is not evident whether or not these 

concepts are precursors of, or the result of spirituality. 

Spirituality is often confused with, or a tenn used interchangeably with religion. 

Given that, spiritual needs are often referred to a chaplain or minister. No literature 

reviewed in this study addressed directly the spiritual needs of individuals who identify 

themselves as nonreligious or atheistic. Being a component of holism, spiritual care is 

within the purview of nursing. Indeed, it is an ethical responsibility of nursing. 

A common thread in defining spirituality is that it involves a search for meaning: 
. V 

or purpose in life, relationships with self, others and a higher being, and hope. The 

search for meaning or purpose in life can include any ideals or practices that contribute to 

a meaningful life. Meaning can only be ascribed by the individual. The role of the nurse 

in spiritual care is to understand the importance of spirituality to health and healing and 
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to establish a trusting, caring relationship with the patient. It is not understood from the 

literature that patients would expect spiritual care from their nurse. 
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CHAPTERill 

PROCEDURE FOR COLLECTION AND TREATMENT DATA 

Phenomenology is a qualitative research method designed to explore lived 

experience from the standpoint of everyday meaning rather than theoretical meaning 

(Streubert and Carpenter, 1999; Van Manen, 1990). Phenomenology allows insights into 

meaning of a phenomenon relative to the individual (Van Manen, 1990). Moreover, 

Streubert et al ( 1999) identify descriptive phenomenology as an exploration that is as free 

as possible from presuppositions on the part of the researcher and emphasizes the 

richness, the depth and breadth of that phenomenological experience. In evaluating 

narrative accounts, meaning is deduced based on the actions and events of the individual, 

and implications of this meaning lead to a better understanding of human existence 

(Polkinghome, 1988). Hermeneutics provides a method of describing and interpreting 

both the spoken and unspoken context of the lived experience from as many perspectives 

as possible (Erlandson, Harris, Skipper and Allen, 1993; Van Manen, 1990; Benner, 

1985). 

Phenomenology was an appropriate framework for examining the lived 

experience of patients and exploring each narrative of lived experience with a humanistic 

lens. The interpretation methodology (Hermeneutics) seemed appropriate to glean 

information and ascribe as much meaning as-possible from descriptions of patient's 

expectations of and experiences with nurses. 
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Setting 

The setting f<?r this study was a south~central United States community of 

120,000. Major economic influences in the community include cattle, oil, a military 

installation and a small state university. 

Participants 

Participants in this study were to be solicited via purposive sampling. Because 

the concern in qualitative inquiry is not to generalize the findings to a population, but 

rather to explore and describe an event in as much depth as possible, purposive sampling 

was appropriate. A combination of criterion sampling (soliciting interviews from any 

persons who met the qualifications of the study) and opportunistic sampling (following 

leads from participants, and being flexible in talcing advantage of unexpected leads) were 

to be used (Erlandson, Harris, Skipper, & Allen, 1993). 

· The participants would be volunteers, between the ages of21 and 75, who had 

been hospitalized at some point in their life with at least one overnight stay, could 

execute legal consent for themselves and verbalize their hospital experience. Participants 

must have been able to speak and understand English. Additional participants could have 

been solicited using a snowballing strategy in which current participants were asked if 

they could identify someone else who would be willing to participate in the study. 

Recruitment of participants was to include individuals known to meet the criteria for the 

study and individuals referred by colleagues who meet the criteria of the study. 

It was anticipated that conceptually-driven sequential sampling as described by 

Miles and Huberman (1994) would occur. The hallmark of this sampling is that 
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participant recruitment would evolve once interviews began. Initial participants lead to 

either similar or different ones. Incorporating the.strategy of maximum variation, or . 

recruiting confirming and disconfirming cases could serve to increase confidence in 

conclusions (Miles & Huberman, 1994). For this reason, both religious and non-religious 

individuals were to be solicited for participation. Participants would be interviewed until 

the information was redundant. It was anticipated redundancy would be reached with 10 

participants. 

Data Generation Strategies 

Participants were to be told that study participation would involve an interview 

lasting approximately one to two hours. Although spirituality was the focus of the study, 

it was not to be mentioned during participant recruitment because I did not want to 

prejudice the participants. I wanted to elicit an unbiased sense of their expectations of 

their nurses. Some aspects of spirituality such as building relationships may not be 

recognized as such by the participants. It was important to get the flavor of the lived 

experience, which may have included aspects of spirituality, prior to introducing it as a 

topic and risking leading participants into "telling the researcher what she wanted to 

hear". At the end of the interview, participants would be told that one of the purposes of 

the research was to learn patients' expectations of spiritual care from nurses.. The written 

summary of findings that would be available to participants would also address spiritual 

care. 
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When potential participants contacted the principal investigator, or the principal 

investigator approached the participant, recruitment began as follows: 

Hello, my name is Lisa Davis. I am a nursing faculty member at Midwestern 

State University and a doctoral student at Texas Woman's University. I am 

conducting a study about patient expectations from nursing staff while they are 

hospitalized. Any information you share with me will be held in strict confidence 

and I would be happy to meet with you at a time and place convenient to you. 

The interview will be audiotaped with your permission. Your participation is 

strictly voluntary. You will have the option to have the recording interrupted or 

discontinued at any time during the interview. 

If the person agreed, an interview wpuld be scheduled. Additional time may 

have been required to clarify and confirm responses. Data would be obtained in an 

interview at a location convenient to the participant, but conducive to the interview 

process and to maintaining confidentiality. Interruptions and distracters were to be 

minimized. The interview would be audiotaped with the permission of the participant. 

The participant would have the option to have the audiotaping interrupted or discontinued 

at any time during the interview. Participants would be told they may ask questions at any . . 

time during the initial telephone contact, during the interview, or at any time after the 

interview . . -They would be encouraged to telephone the investigator with questions or 

additional information after the conclusion of the interview at the investigator's office. 

Participants would also be told that I would take notes during the interview. 

Additional demographic data would be solicited at the end of the interview if such data 
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were not made apparent during the interview. Such data would include: age, gender, 

_race/ethnicity; marital ·status, religious preference, number and ages of children, diagnosis 

for which hospitalized, number of hospitalizations, level of education, occupation, and 

age at the time of hospitalization (Appendix A). 

Informed consent (Appendix B) would be obtained at the time of the scheduled 

interview. Once informed consent was obtained, the participant would be asked what 

name he/she wished to be called in the interview and in the written data. Participants 

would then be asked to respond to four basic questions: 

1. What did you expect from your nurse when you were hospitalized? 

2. How do you define or describe good nursing care? 

3. Do you expect spiritual care from a nurse? 

4. How do you define or describe spiritual nursing care? 

A list of nursing behaviors that were considered to embody spiritual care would 

begin with the review of the literature and would be revised as data were collected. 

Depending on responses to the basic questions outlined above, an additional question 

would be: Did you expect your nurse to ... [say the behavior indicating spiritual care from 

the list developed]? If the participant asked what was meant by spiritual nursing care; I 

would respond, "I define spiritual nursing care as developing a trusting relationship with _ 

the nurse so that those things that give meaning to life such-as art, music, meditation, 

relationships, or faith are acknowledged, supported and facilitated." Finally, participants 

would be asked to tell a story about a nurse who provided the best care to them while 
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they were in the hospital. If the participant was unable to identify a specific nurse, they 

would be asked to tell a story about how they envisioned spiritual nursing care. 

Audiotapes would be used in this study to insure the accuracy of interview date as 

well as to record the exact words, tones, and emphasis conveyed by the participants. The 

reasons for this were twofold. Firs~ meaning is conveyed by more than just words alone. 

Pauses, sighs, time for reflection, tone, choice of words, and voice modulation are also 

important in gleaning the true meaning of the words. Second, the researcher can focus 

attention on being present with the participant and his/her interview rather than being 

distracted by constant note-taking. This attention during the interview would help to 

establish a trusting relationship. Audiotapes would be available to the participant, the 

pdncipal investigator, and the faculty research advisor. While the proposed interview 

questions had been piloted by the researcher in interviews already conducted and round 

to elicit responses related to the topic, she would remain flexible and use further 

clarifying questions as needed in each specific situation. 

Plan for Data Analysis 

Interviews would be transcribed verbatim. The investigator would remain open to 

all possibilities during the data gathering/analysis process in order to minimize person 

bias. Data analysis would be conducted using the method described by existential 

psychologist Paul Colaizzi (1978). This method has inherent flexibility and was 

therefore applicable in a variety of phenomena. The Colaizzi m~thod, because of its 

flexibility and existential nature also supported the humanistic framework of this study. 
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Data collection and analysis would be ongoing throughout the study. The steps of the 

Colaizzi method are flexible; based on the data, and were outlined as follows: 

1. Read the entire informant description as transcribed to gain a sense of the 

whole contents. 

2. Identify the significant statements in the experience. These could be phrases 

and sentences that directly pertain to the phenomenon. 

3. Identify the meaning of each significant · statement, being careful not to attribute 

meaning not supported by the data. 

4. Organize the clusters of themes from the groupings of identified meanings, then 

refer these back to the original statements to validate them, avoiding the 

temptation to prematurely formulate theoretical explanations or ignore themes 

that do not seem fit at this time. 

5. Relate the results to a complete description of the phenomenon. 

6. Formulate and write the unequivocal statement of the fundamental structure of 

the phenomenon. 

7. Have the original informants review the exhaustive description for validation of 

the original experience. 

Steps to Insure Methodological Rigor 

Several different processes could support methodological rigor in a qualitative 

study. These processes assi~t the reader in evaluating the trustworthiness (how well it 

represents truth) of the research. This study would utilize the naturalistic techniques 

outlined by Erlandson et al. (1993) in establishing trustworthiness: credibility, 
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transferability, dependability, and confirmability. Credibility is the value that can be 

· placed in the truth. Erlandson et al ( 1993, p. 3 0) describe credibility as " .. ~ the 

compatibility of the constructed realities that exists in the minds of the inquiry's 

respondents with those that are attributes to them". To establish credibility, the 

investigator would have prolonged engagement and observation to establish both trust 

and rapport with the participants, and also glean enough data to reach the point of 

saturation. The concept of prolonged engagement would be supported by two-hour 

interviews, member checks, and the investigator's 16 years of nursing experience. 

Prolonged engagement could also address the potential for participants' responding in the 

way they believe the investigator wishes them to answer. In addition, member checks 

with the participants . would be accomplished by having participants review their 

interview transcriptions and give impressions of the interview. Participant feedback 

would be incorporated into the dissertation. Follow-up interviews and member checks 

would be accomplished as warranted. Nurse colleagues would be asked to read 

interviews and provide feedback regarding their impressions of the analysis of the 

transcribed interviews. Such peer debriefings would be ongoing throughout the data 

gathering/analysis process. 

Transferability or fittingness refers to the degree of detail provided about the 

context of a situation so that it can be judged as similar or dissimilar when compared to 

another situation (Lincoln & Guba, 1985). Eliciting rich description and utilizing thick 

description of the interviews would address transferability. In order for any reader to 

glean all the information from the interviews, all senses should be engaged as much as 
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possible. The reader should be able to understand not only what is said, but the context in 

which it was said and this may include smells,. sights; noises, .ambient temperature, facial 

expression and myriad other details which give a more full understanding of the 

phenomena. Sampling would be purposive. Dependability and confirmability of the data 

would be addressed by maintaining an audit trail. This would be accomplished by 

maintaining all transcripts as well as tapes for examination along with all notes, journals, 

memos or other analysis products related to the research. Likewise, peer debriefing 

memos, data analysis sheets, letters of solicitation, and Human Subjects Review 

paperwork would be maintained. 

I planned to keep a reflexive journal throughout the process to explore 

impressions of the interviews, the settings, collaborative data, current events and 

methodological decisions which might affect interview responses. Notes relating to my 

impressions of how the process is progressing to include any changes in interview 

questions would also be included. This journal would address all aspects of 

trustworthiness. 

Protection of Human Participants 

Potential risks to the participants in this study were minimal. Risks _included 

possible loss of confidentiality. The principal investigator would be the only one to know 

the identity of the participants. All written documentation including any publications or 

presentations of findings would identify participants by a pseudonym of their choosing. 

Another risk might be the risk of embarrassment. Participants were volunteers and were 

free to terminate the interview process at any time as well as to withhold embarrassing or 
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private information from the researcher. Participants may not have wished to be 

audiotaped. In that case, the investigato_r would take notes during the interview and write 

a summary upon completion. 

Participants can benefit from having the opportunity to tell their story, and in so 

doing, affirm their perceptions of their experiences. They may feel a sense of satisfaction 

in that they are providing information that may help others. In addition, participants 

would ~e given a five dollar gift certificate at the completion of the study. Participants 

would also be given a copy of their interview transcript, as well as a summary of the 

findings at the completion of the study if they so desired. 

Protection of human subjects would be addressed in several ways. This study was 

submitted to the Institutional Review Board at Texas Woman's University, Denton, Texas 

and approved prior to implementation (see Appendix C). 
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CHAPTERIV 

COLLECTION AND TREATMENT OF DATA 

Humanistic phenomenology was clearly an appropriate framework for examining 

the lived experience of hospitalization and patients' expectations of care during that 

hospitalization. All participants were given an opportunity to reflect on their experience 

of hospitalization first by recounting their remembrances of their hospitalization by 

relating it in story form. Individual perceptions of hospitalization were very meaning

laden and as stories were elicited, the circumstances of hospitalization were expressed in 

words, gestures, tone and in a cadence unique to each participant. 

Setting 

The setting for this study was south-central United States. Two metropolitan 

statistical areas (MSA) located in bordering states were represented. Ma)or economic 

influences for both MSAs included cattle, oil, and industries such as tire and tool 

manufacturing. Both MSAs serve a much wider rural population, and each are supported 

economically by separate military installations and small state universities. The larger 

MSA is approximately 120,000 and the smaller is approximately 80,000. 

Participants 

Participants in this study were solicited via purposive sampling. Criterion 

sampling (soliciting interviews from any persons who meet the qualifications of the study 

and opportunistic sampling (following leads from participants and other informants) as 
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. described by Erlandson et al (1993) were used. In addition, because specific expectations 

of spiritual care were elicited, conceptually-driven sequential sampling was used~, The 

concepts of spirituality and perception of spiritual care are value laden. Therefore, 

recruitment of participants evolved and, incorporating the strategy of maximum variation 

(Miles et al, 1994), resulted in the solicitation of both self-identified religious and non

religious participants. Participants were interviewed until redundancy, which was 

indicated after nine interviews. After consultation with the dissertation chair, in order to 

assure that no new substantive information would result from interview, two additional 

interviews were conducted. The quality of the content of the interviews indicated 

redundancy. Therefore, a total of 11 interviews were conducted. Data collection was 

. conducted between May 2002 and January 2003. 

Data Generation Strategies 

All potential participants approached by the researcher consented to participate in 

the study. Participants were told that study participation would involve an interview 

lasting approximately one to two hours. All interviews were completed in about a one

hour time frame. The range of interview times was 30 minutes to I hours and 20 minutes. 

In order to elicit an unbiased sense of participants' expectations of nurses, the concept of 

spirituality was not mentioned as.a focus of the study during participant recruitment with 

two exceptions. One participant was known to be atheistic. In order to assure that he 

was not "blindsided" by the interview questions regarding spirituality, he was told during 

recruitment that spirituality was an aspect of holistic nursing care and was a focus of the 
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study. One participant knew through personal conversation, prior to recruitment, that the 

focus of the study was spirituality and requested to be included in the study. 

Interviews were scheduled after either telephone or direct communication with 

potential participants. The recruitment script proposed in Chapter ID was followed, but 

not read. The gist of the recruitment script was presented in conversational rather than 

scripted form. This approach was used in order to put potential participants at ease. 

Interviews were conducted at a time convenient to the participants at a place of their 

choosing. Eight participants chose to be interviewed in my office at Midwestern State 

University. The office door was closed and distractions were minimal. Three 

participants were interviewed in their own business offices per their request. All 

interviews were audiotaped with permission. Two participants became tearfully 

emotional during the interview process. These two participants were given the option of 

terminating the interview or the audiotaping, and both elected to continue with the 

interview process. All participants were told that they could contact me at any time after 

the interview for questions or additional comments. No participants have contacted me 

for additional questions or comments. Participants did ask questions during the course of 

the interview itself 

Participants were not told that I would take notes during the interview, however, 

my note pad and pen were in plain sight. No participant objected verbally or gave any 

nonverbal indication that this was distracting. Demographic data including age, · gender; 

race/ethnicity, marital status, religious preference, number and ages of children, diagnosis 
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for which hospitalized, number of hospitalizations, level of education, occupation, and 

age at the time of hospitalization were obtained at the end of the interview (Appendix A). 

Informed consent was obtained from each participant at the time of the scheduled 

interview. Each participant chose an alias, which was used in both the interview and in 

data analysis. Interviews began with having each participant tell a story about being 

hospitalized. This strategy was appropriate. First, rich data were obtained. Second, 

participants seemed to become more at ease as they progressed in the telling of their 

story. Several participants were very concerned about the details such as dates, tim~s; 

and names of their physician - the facts of their hospitalization - as they began their 

narratives. As they became immersed in the storytelling, I noticed that the event itself 

took on more importance. The questions were posed as planned in the methodology; but 

not necessarily in ord~r, depending on the response of the participant. The narratives 

dictated the ordering of the questions as well as follow-up questions. I provided my 

definition of spirituality if participants appeared to be unclear about the question, "How 

do you define or describe spiritual care?" I also provided my definition if participants 

defined spiritual care only in terms of religious practice in order to elicit deeper 

description or discussion of the term "spiritual" or "spirituality". Therefore, I provided 

my definition in five of the eleven interviews. 

Plan for DataAnalysis 

Audiotapes were made of each interview and transcribed verbatim. They were 

kept in a locked file cabinet at the investigator's office. The original plan for data 

analysis was to use the method described by Paul Colaizzi (1978). This method did not 

47 



seem to fit with the data, once obtained. Specifically, I sensed no need to have the 

original participants review the exhaustive description for validation of the experience. 

The descriptions of the hospitalization experiences and expectations were clarified at the 

time of the original interview. No participants contacted me after the original interview 

to clarify or add to their original interview. In addition, I found it helpful to read the 

interview transcription while listening to the audiotape several times in order to get a 

better grasp of the pauses, cadence of the narrative, voice inflection and tone of the 

interview. These unsaid elements of the interview possess just as much meaning as the 

spoken words. Upon review, although the method described by Colaizzi (1978) is 

flexible, the analysis method described by Giorgi (I 970) fit well with the data obtained 

and the personal thought processes of the investigator. Data were then analyzed using the 

phenomenologic method described by the psychologist Giorgi to identify patterns· and 

themes. This method is based on reflection, an ordered, repetitive examination of the 

data to derive implications and meaning. Procedurally, the steps of the Giorgi method 

are: 

1. Interview the participants. 

2. Read the description ( verbatim transcription) to get a sense of the whole, 

3. Re-read and reflect on the description several times and identify· individual _ 

units (patterns and themes). 

4. Eliminate redundancies in the patterns and themes, clarifying each by relating 

them to each other and to the whole. 
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5. Continue to reflect on the patterns and themes, transforming meaning from 

· concrete language into the language.or concepts of the science (nursing literature). 

6. Integrate and synthesize meaning into descriptive structure communicated to 

others. 

During the interview, I attended to and made notes of verbal and nonverbal cues 

to get a sense of meaning. All interviews were transcribed by this investigator. After 

transcription, I read through each transcribed interview while listening to the audiotape 

until I was sure of accuracy of the transcription and had reflected on the meaning of the 

interview. Any additional nuances of tone, inflection and pause in narrative were noted 

in this process. An interview summary was written for each interview, to include 

exemplars of any themes or patterns noted. 

Steps to Insure Methodological Rigor 

Credibility was established by this investigator's 18 years of nursing experience 

and having prolonged engagement. Each interview lasted between 30 minutes and one 

hour 20 minutes. In addition, member checks were accomplished by requesting 

elaboration or clarifying concepts with each participant during the course of their: 

interview. After reflecting on the interviews and rereading transcriptions, no questions 

arose that required follow-up interviews. No participant contacted me after the interview 

to add any comment or clarification, as they were invited to do. A nurse colleague was 

asked to review the interviews and provide feedback regarding her impression of the 

interviews and to discuss emergent themes and· patterns. This peer debriefing was 

ongoing throughout the data gathering and analysis process. 
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Transferability was addressed as planned by eliciting rich description and utilizing 

thick.description of the interviews. Any pertinent noises, sights? facial expressions, 

gestures and tones were included in the exemplars -and the description of the interviews in 

order to convey as much information as possible from the interviews. Sampling was 

purposive to insure maximum variability of the phenomena of perceptions of 

hospitalization. 

Dependability and confirmability of the data were addressed by an audit trail to 

include audiotapes, transcriptions of the interviews, field notes of the investigator and 

notes of the peer debriefer, interview summaries of each interview, and notes of 

consultation with the dissertation chair. Human Subjects Review application, approval 

letter and approval extension letter were maintained. I did not maintain a reflexive 

journal during the data generation and analysis process. Instead, I made notes on the 

interview transcript and added to those notes each time I reread the transcripts as 

warranted. These notes addressed general impressions of the interviews, the settings; 

collaborative data, and historical data, which might impact the tone of the interview. For 

example, one participant consented to be interviewed and subsequently was diagnosed 

with a terminal illness. Concerned that the interview timing would not be in this per.son's 

best interest, I offered this participant the option of not being interviewed. She declined, 

stating that she really wanted to talk about her hospitalization. As proposed in the 

Human Subjects Review application, I believe the interview process was cathartic for this 

individual. 
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A methodological decision was made, for ethical reasons, to inform one 

prospective participant that spirituality and spiritual care would be discussed when 

soliciting his participation. Methodologically, this topic was not going to be addressed 

prior to the interview to attempt to avoid having participants "tell the researcher what she 

wants to hear''. This participant was known to be atheistic, and I believed that he might 

feel entrapped without this information up front. He chose to participate and even 

brought Internet sites and literature to the interview to, as he stated, help me to 

understand his belief system. 

Protection of Human Participants 

None of the participants voiced any concern for loss of confidentiality, however, 

the principal investigator was the only individual with access to the identity of the 

participants. Pseudonyms (aliases) were self-assigned by the participants. Two · 

participants became tearful during the course of their interviews, but both elected to 

continue the interviews. One participant referred to family members by name during the 

course of their interview and requested that the family member's name not be used. The 

family member's name was not used. No participant voiced any concern about being 

audiotaped. 

Five dollar gift cards to a local book store were included in a thank you card and 

mailed to participants at the conclusion of the study. Some participants declined the gift 

card and their request was honor~d. A summary of the findings was mailed to those 

requesting it at the conclusion of~he study. 
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Summary 

This humanistic phenomenological study was conducted in two MSAs in north

central Texas and south-central Oklahoma. Participants were solicited via purposive 

sampling and conceptually-driven sequential sampling. Participants were interviewed 

until redundancy, resulting in a total of 11 interviews conducted between May 2002 and 

January 2003. All interviews were audiotaped with permission, and subsequently 

transcribed verbatum. No participant contacted the primary investigator after the 

conclusion of the interview. 

Data were analyzed using the Giorgi (1970) method, which is based in reflection 

and ordered repetitive examination of the data to derive meaning. Methodological rigor 

was insured by prolonged engagement and by maintaining an audit trail. 
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CHAPTERV 

PRESENTATION OF DATA 

The study questions allowed for rich dialog between the researcher and 

participants about their respective hospitalizations. While each interview was unique, 

there were some common threads or themes that became apparent during the course of 

the interview process. This chapter presents the themes that emerged from the interviews 

as well as exemplars from the transcripts from the various participants. 

By way of review, the interview questions were as follows: 

1. Tell me a story of when you were hospitalized. 

2. What did you expect from the nurse when you were hospitalized? 

3. How do you define or describe good nursing care? 

4. Do you expect spiritual care from your nurse? 

5. How do you define or describe spiritual nursing care? 

Before I asked question 4, I provided an explanation that nursing is taught as a holistic 

science, to include body, mind and spirit. I found that the ordering of the questions was 

appropriate and was utilized in all the interviews. 

Demographic Data 

A total of seven women and four men participated in the study. The age range of 

participants was 36 to 59 years. All participants self-identified as Caucasian. All 

participants graduated from high school. Three participants had 2 to 3 years of college, 
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five had baccalaureate degrees, one had a masters degree and two participants possessed 

doctoral degrees. Three participants self-identified as secretaries, one as a homemaker, 

one as a teacher, two as students, one as a broadcast engineer, two as university 

professors, and one as a retired police officer. Ten of the participants were married and 

one was in a committed relationship. Ten reported having 1 to 3 children while two 

reported having no children. The range of number of hospitalizations of the participants 

was 1 to 13 times with at least one overnight stay. Religious preference of the 

participants included Protestant (two Baptis~ one Methodist, one Desciples of Christ, one 

Presbyterian, one Episcopalian, and one no-preference), Catholic (one), Agnostic (two), 

and Atheist (one). 

Findings 

The experience of hospitalization evoked strong feelings on the part of the 

participants, both positive and negative. The nature of the disease process and the 

number of times hospitalized varied with the participants, but it was clear that each 

experienced a sense of vulnerability, exacerbated by uncertainty that contributed to the 

event of their hospitalization being a very significantlife event. Although each related 

experience was unique, there were some commonalities among participants in the 

experience of hospitalization and with the nurses who provided their care. Four major 

themes emerged in data analysis: 

1. Definitions of "good" and "bad" nursing care 

2. Expectations of surveillance and competence 
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3. Spiritual Care Expectations and Definitions 

4. Time and the nursing shortage 

Each theme is discussed along with exemplars from the interviews. 

Theme 1: Definitions of "Good" and "Bad" Nursing Care 

Participants related a definite sense of good and bad nursing care in their 

narratives and were able to define characteristics of good nursing care. The first request 

in the interview in all cases was that participants relate a story of being in the hospital. In 

addition to gaining insight into the whole of the hospital experience, this allowed a free 

forum to discuss whatever came to mind about the hospital experience. Interestingly, it 

was during this initial element of the interview that the notion of both good and bad 

nursing was first broached by participants. Good nursing care was a key element in 

overall satisfaction with the hospitalization, and bad nursing care was the defining 

characteristic of a negative experience. Later in the interviews, when asked specifically 

to define or describe good nursing care, many of the participants reiterated or expanded 

on their initial story. 

The most pervasive thread in stories or definitions of good nursing was presence. 

In fact, elements of presence were the defining characteristic of good nursing care, and 

perception of presence was conspicuously absent in stories of bad nursing care. 

Presence, both being there and being with, was widely discussed as an aspect of caring in 

general and spiritual care specifically. The participants, in their stories of being 

hospitalized and in their descriptions of good nursing care, described components of 

caring presence (being with) as being important, but not expected. The participants 
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described presence (being with) mostly in the demeanor of the nurse, using terms such as 

gentle, calm, courteous, kind, attentive, comforting, sincere and reassuring. Nursing 

presence was also portrayed as being available and empathetic. Of note, good nurses 

seemed to make the patient feel special (being with). 

Robbi, a 52 year old secretary related a story of a childhood hospitalization that 

stood out. She was in the hospital for 2 ½ months at the age of 12. What she 

remembered most about the hospitalization was not the pain of her disease or fear of the 

unknown, but was a specific nurse who put her at ease and gave her a sense that 

everything would be okay. Robbi related that this nurse even checked on her when she 

was not on duty. Robbi leaned forward, gestured with her hands and smiled when talking 

about this nurse. 

Yes, she asked me questions about what I thought was going on and what 

happened to me and what I knew about my illness, and ah, the whole time, 

[laughs] since I'm a touchy feely person, she would hold my hand and she would 

stroke and caress my hand and arm and she would reach up and caress my face. It 

wasn~t really mushy or heavy. It was just a really gentle comforting feeling 

especially for me because I like touch. 

Robbi added that good nurses were gentle, but firm and have an "I care for you 

attitude" that makes the individual patient feel special. Robbi did not remember any 

other nurses during this hospitalization, but was able to remember this nurse in great 

detail, to include her name. It was evident from both the words Robbi used and the 

56 



fondness and detail of her relationship with this nurse that it was meaningful, even 40 

years after the fact. 

MG, a 50 year old female professor of special education spoke of a recent 

hospitalization in which nursing care was characterized as great. For her, being seen as a 

person and addressed as an individual, and not being defined by her disease process was 

an important factor in great nursing: 

... and the nurses who took care of me here at [hospital] really made me feel like 

they cared about me as a whole person .... There was a man nurse and a number of 

women nurses and, I really got the impression that they didn't think of me as the 

lungs in Room 406; that they thought of me as this real person, who's sick and 

'we're going to treat the whole person and try to get better'. They would take the 

time to visit with me and I knew they had all the people they had to see and all the 

meds they had to get out and this enormous amount of work to deal with and they 

would spend a few minutes to see how I was doing as a person in addition to 

dealing with the pneumonia. But they really made me feel like they cared about 

me as a whole person. 

MG leaned forward and held her palms while talking, as if holding something. This 

personal relationship with the various nurses was clearly important to her. It was 

interesting that MG recognized that gestures and body language was somehow important 

in adding to the development of that relationship 
1

because she was so expressive with her 

own non-verbal communication. When asked to be more specific about what she meant 

by the whole person, she added, 
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Some of it was the talking itself Some of it was the nonverbal communication, 

the looks on their faces, the probably open body language although I couldn't tell 

you that. So, I'm going to say probably it was the body language thing, facial 

features and open body language. But I really did feel like they cared about me 

more than just the lungs in 608. 

Lee was a 36 year old male who taught special education. He had been 

hospitalized a total of 13 times related to chronic back pain and recurrent kidney stones, 

both attributed to his time serving in a special forces type military unit. Lee was very 

spare with words, but deliberate in his choice of words. He described, very succinctly, 

caring presence (being with) behaviors such as helping, having a sense of humor, 

connecting to the patient, and described these as being so important to him that they 

embodied his basic needs. At times, there can be more meaning in what is not said. I 

found it very telling that needs such as elimination and nutrition assistance, 

conventionally important basic needs were not mentioned as such, but caring presence 

was. His description of good nursing care included, 

Good personality. Good bedside manner. And caring. Showing that the nurse is 

_ really there for her job, to help people. Not there just as a job to earn money,,, 

Their smile. You know, sense of humor. Pat on the back, saying you're doing 

well. 'You'll get through this. You're going to be fine.' You know. Any 

questions that may arise that the doctor may have given, they give that to you and 

explain in layman's terms if you don't have medical background. The basic needs. 

To me the basic needs." 
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Hammer, a 59 year old retired police officer, who spoke in very colorful 

colloquialisms of the American south described elements of presence (being there and . 

being with) in his description of good nursing care, stating, " ... they go out of their way to 

make me comfortable, to make me feel I am special." Being made to "feel special" was 

of paramount importance to him, as was intuition. He relied on the good nurse to intuit 

what it was he needed without him even being aware of it as a need, adding, " ... to take 

care of what I need and things that I didn't know I that I needed ... just little comfort 

things. Moving something here, there and yon. Coming in and just checking on me, 

when I knew they had probably had something they had [sic] rather be doing." 

Debbie, a 48-year-old professor of nursing, had been hospitalized several times 

related to complications of childhood polio, as well as inability to conceive. She chose to 

tell a story of a more recent hospitalization, one that occurred shortly after she became a 

nurse. From her perspective, good care included competence, being there. She stated, 

Of course it needs to be competent. The person who is your nurse needs to know 

what is going on with whatever is going on with you. And ah, I think the people 

that cared for me probably did. But I think more importantly, I think it needs to 

have a caring component, ah, they need to not treat my hospitalization like 

· business as usual. 

Debbie was hospitalized in the same hospital in ~hich she worked. She expressed 

discomfort in that the nursing staff treated her as if she · knew what was going on with her 

hospitalization, even though she was a fairly recent graduate of nursing school and 

worked in another area. She expressed discomfort at not being treated as a patient, but as 
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a nurse, and that she was too embarrassed to ask some questions because she felt that in 

some way she should already know the answers. She clearly indicated that what was 

routine for the nursing staff was not routine for her as a patient, and that she wanted to be 

treated as a patient, adding, 

And I think that people need to take the time to, nurses, my nurses, need to take 

the time to talk with me and ask me ifl had any concerns or explain things to me 

or if they think because I'm a nurse I already know, at least ask. 'I know you're 

already a nurse, do you know about whatever.' Cause we certainly don't all know 

about every area of nursing. 

Lena, a 39 year old divorced woman with one child, was a special education 

teacher at a state hospital for the mentally ill. She had been in a stable lesbian 

relationship for 6 years. Lena was very introspective and articulate. She related that her 

best experience was being hospitalized at the birth of her daughter. Lena indicated that 

the nurses at that time were "gentle and concerned", anticipating needs and engaging both 

Lena and her former husband in discussions about Lena and her daughter's care. Nurses 

provided her with continual updates about their daughter's condition after she was placed 

in Level II nursery for a ~espiratory condition. 

· Lena contrasted this positive experience with two subsequent experiences of 

hospitalization. She speculated about her perception of her birth experience being so 

positive because it resulted in a positive outcome and her subsequent experience being 

negative because those outcomes were, for her, devastating. Lena devoted quite a bit of 

. time during the interview to the negative experiences of the two subsequent 
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hospitalizations related to ectopic pregnancies, resulting in emergency surgeries each 

time. She became· nauseated at one point after her first surgery and attempted to contact 

the nurse using the call light system. After waiting what, to her, was a long period of 

time, she called again. Rather than someone coming to her room, the call light was 

answered by someone via the intercom, with no one coming into the room. Lena related. 

how miserable she was, trying to control her nausea with her breathing, even imitating a 

measured breathing pattern during this narrative as if to emphasize how nauseated she 

was. She related, 

I was very nauseous. And, ~ started ringing for a nurse because I really thought 

I would vomit. And I called and I called and they came on, and the person that 

answered [intercom]_just sort of snapped at me, she's like 'yes'[hateful voice] and 

I said 'I'm really nauseous and I'm going to throw up and I need somethin'g to 

throw up in and she said 'alright' and then she didn't come. 

She continued this very detailed narrative, expressing her need for help and her 

consternation in not receiving it, "So I called again and um they just didn't answer and 

they didn't come, they didn't come and I was in tears I was crying and I couldn't reach 

the, you know, container [emesis basin]." 

Lena became so distressed that she called her then husband, who was at home 

with their daughter, and asked him to come to the hospital, " . .. and I got on the telephone. 

I could reach the phone, and I called home and I was just crying. I said, 'you've got to 

get up here. They [nurses] won't answer me. They won't come down here. They won't 

do anything to help me' and so he did come down." In the meantime, no hospital staff 
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came into Lena's room to offer assistance. In fact, Lena recalled that her husband arrived 

from their home, after procuring a sitter fortheir daughter, before any hospital staff 

offered any assistance. She recounted, 

Anyway, in the mean time, seems like I'm almost positive, yes he actually arrived 

at the hospital before she came to my room. In fact he went looking for the nurse. 

It was probably about IO to 15 minutes between the time I first called him and 

then another 15 minutes for him to get up there and to look for a nurse. And I 

guess the floor RN or whatever the main RN who's in charge, she was the one 

who was so rude, who I'd called before. And she came down and she was 

very. . . . I would describe her as very abrupt in the way she handles everything 

and I said, 'I felt like I was going to throw up and I didn't luckily and I felt very 

nauseous. I felt like, what would you do if I threw up?' and she [nurse] said, 'I 

guess I'd change the sheets'. 

As Lena began to relate the circumstances of her second emergency ectopic 

pregnancy, she began to cry. I was not clear if she was crying because of the trauma of 

remembering the incident, the fact that she lost her ability to have children, or her 

positive regard for the nurse she described as being her "angel". Lena's partner came 

into the room and began to comfort her and remained in the room for the remainder of the 

interview. Clearly, Lena was very distressed and I offered to terminate the interview. 

She declined terminating the interview and I got the impression she was gaining a lot by 

retelling the circumstances of her second ectopic pregnancy. After regaining some 

composure, but still very emotional, Lena told of a nurse whom she referred to as her 
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"angel", stating, ''None of the rest of them really came and checked on me as much or 

seemed to offer a shoulder to cry on or, you kriow, just some kind of a comfort." 

Lena then speculated about the care she received after these two ectopic 

pregnancies. She felt that because she was upset about an untoward outcome of surgery, 

the nurses would rather avoid her than care for her, as some sort of self-:-protection. She 

opined, "I almost felt like, with those two hospitalizations, that they [nurses] would just 

kind of rather avoid patients like me who were upset and you know, feeling distraught." 

Lena became very reflective, as if trying to answer the question for herself . . I got 

the impression that she forgot I was even in the room at that time. Her eyes were cast 

downward and 'to the left, contemplating. Clearly, for Lena, good nursing care was more 

than just competence or efficiency, but also involved a calm, gentle demeanor and a 

genuine concern for the well-being of the patient. As she differentiated between good 

and bad nursing care. Lena recalled, 

That one the second time [hospitalization] was a striking definite negative, but 

other than that, you know the care was good, but it wasn't outstanding, not like 

the first time [postpartum] .... it's one of those balances where you know you get 

bad and good, QUt when you get somebody good, you know they' re good, because 

they're efficient, they're calm, they're gentle, but they are concerned, but not ever 

strident, or brisk or abrupt... 

Bad nursing care was readily discernable and described by Robbi. Robbi's 

husband was in the hospital at the time of her interview for a serious and prolonged 

illness. Understandably, his experiences as a patient and her experiences as a loved one 
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were very much on her mind. Much of her interview was devoted to her experiences 

with the nurses caring for her husband. Robbi believed that nursing is a profession that 

you must want to do, to do well. She had an expectation of good nursing care for her 

husband, in part because she had personally experienced good nursing care herself. She 

went so far as to assert that the actions of nurses could be "damaging" if the nurse did not 

care. For Robbi, lack of caring, was indicative of bad nursing care. She recalled 

engaging in a conversation with a male nurse caring for her husband in an intensive care 

unit. During the course of the conversation, the nurse stated that he got into nursing 

because there was a good job market for nurses and the salary would provide a good 

income, but he did not like his job. She related, 

... and it was like he got into it [ nursing] because it would be a good education, 

He'd have a job. He'd have a career and he could make good money because 

here is a demand right now. But, he really didn't like caring for people and he 

conveyed that. He didn't have to say it. It was there. 

Not all participants recalled their relationship with nursing staff as being 

particularly good or bad. Cathy was a jovial 52 year old secretary who related a story 

about her hospitalization for a hysterectomy when she was 28. She related her story in a 

very matter of fact manner, even joking about the doctor. She and her husband were not 

intending to have more children and she stated she never felt "tied to my woman-ness, to 

that monthly cycle, thank goodness." She believed that she had some responsibility for 

the outcome of her hospitalization, adding that she thought that patients should "be 

patient and should not be stressing the nurse out and being mean to them." However, she 
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stated that she did not remember "having a bad nurse, and you remember things like 

that." 

Hammer, the retired police officer, valued good nursing and was able to articulate 

what he believed was essential in good nursing care. He believed that good care could 

not be distinguished by any single act of any single nurse, but by the overall demeanor 

and actions, however seemingly insignificant, of the nursing staff: 

The caring, the picking up, the bandaging, the- just the kiss the boo-boo, make it 

better. None of it's menial. None of it's trivial. But all the smaller elements of 

health care ... you add up a lot of little goodies and that makes one great big 

goodie. And that makes everything a whole lot easier .... 

During the course ofhls narrative, Hammer's description of good nursing changed to 

general advice to nurses regarding how to give good car~ to those who find themselves in 

their care. He advised nurses to be genuinely interested in and get to know their patients, 

yet also be objective and knowledgeable about the overall picture of health care, to 

include collaboration with others in the health care team: 

[Nurses] taking a genuine interest in their specific patients ... But you have to stay 

objective, but you can still get the feeling of closeness to the individual. She has 

to have the working knowledge of what she's doing where it doesn't appear that 

she's fumbling or not knowing what she's doing. She has to have the professional 

knowledge, a working knowledge of everything that's going on around her. Ah, 

efficiency, timing. All this goes hand in glove with physicians, EMTs, 

paramedics and what have you. And they [nurses] can make things run 

65 



exceptionally smooth or they can bungle up the whole thing. They're a very 

integral part of the smooth operation of any medical environment. Like.I say, . 

they can make or break you. 

The element of genuine concern was very important in defining good ( or bad) nursing 

care. Hammer went on to describe what good nursing was not, "Some people pat yoµ on 

the head and say, 'aw, everything is going to be alright' and while there over here reading 

a magazine or something else." 

Some participants vividly remembered traumatic incidents involving nursing 

staff. Negative or careless words can be so powerful and the effect so far reaching. MG, 

a 50-year-old college professor remembers the difficulty in arriving at a diagnosis of 

cholelithiasis when she was only 19. Her doctor did not consider gall bladder problems, 

because of her age, even though her symptoms were consistent. MG was hospitalized, in 

pain, and very nauseated following her cholecystectomy. She clearly remembered the 

hurtful overheard comment made about her by one nurse to another in the hallway: 

... but the thing that stayed with me was overhearing one nurse say to another 

nurse something about I was such a big baby. Um, I was vomiting, you know, 

just uncontrollable vomiting and it was my doctor's wife that was taldng care of 

me, it wasn't some of the nurses. And so I think that stuck with me the longest, 

right there. 

MG had clearly thought of this incident a lot, reliving the negative experience and trying 

to make sense of it. The attempt to rationalize the nurse's behavior suggests how much of 

an impact the event had on her, even years later. MG stated, " ... by and large the nurses 
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were great, but I remember one nurse that I heard, and the bad things you remember. I 

forget what it's calle~ · but, negative information effect, that we talk about [in class]." 

First relating a story of the birth of her two children, DP began to tell a story that 

was a collage of all her five hospitalizations. While she wanted care and concern from 

nursing staff, DP did not want that care to be intrusive. She did not want to be in the 

hospital during any of her hospitalizations and wanted her care to be based on what she 

needed, not the schedule of the hospital or learning needs of student nurses. The focus of 

her narrative became incidents with nursing staff: nursing faculty and students, and other 

health care staff that were not conducive to healing: 

In every case, when I was in the hospital, I couldn't wait to get out. And, it 

wasn't that I didn't need the hospital care, it was just that I thought I would get 

better and more rest at home. And that it would be quieter. Even though, in every 

case, I had a private room [laughs]. It was people bringing your bad lunch in or a 

nurse coming in to take you blood pressure or something. And the one time in the 

teaching hospital I remember a nursing student coming in with her supervisor and 

later alone and she could not take my blood pressure. She didn't know how to do 

that and she didn't know how to take my temperature either and I was just totally 

put off. Because I didn't want to be there in the first place and I felt very bad, 

and I wasn't willing to be ... I was the patient actually, but I didn't feel like being 

the patient. I was amazed that they would even tum her loose without, uh, 

knowing a little more what she could and couldn't do. But she came in with a 

teacher and she was very talkative trying to teach the student something and I 
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wasn,t very interested after havingjust delivered a baby, say, an hour or two 

before. [She was] talking at length, and then she wanted to talk about nursing the 

baby and stuff, and I was just, it was just too personal to me and too, uh, 

interruptive personally. 

Two sub-themes emerged in the narratives that were indicative of: or important to; 

good nursing care. These sub-themes were sharing of self and touch. Both sharing of 

self and touch are important components of developing relationships with others, a key 

concept in spiritual care. 

It was evident in several of the narratives that sharing of self was important to 

good nursing care. Sharing included sharing your name with the patient and calling 

patients by theirs, .talking abou~ personal issues as well as professional, and coaching the 

patient to achieve health goals. 

Debbie further clarified sharing of self in caring presence. She described sharing 

as taking the time to be with the patient, to anticipate needs and connect with the patient, 

She saw sharing of names and addressing each other by name as an important element in 

developing rapport, a connection, 

I think talcing time with you. Asking, maybe even just directly if there is 

something else you might need. 'How can I meet your needs.' Anticipating what 

your needs might be. Providing the physical care that you need in a way that 

doesn't seem rushed so that you feel like they are taking care of you alone, and 

not just doing a job and getting out. So, kind of an emotional connection. I'd 
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expect to learn what my nurse's name was and for her to learn mine. Have a kind 

of a bond. That sort of thing." 

Integral to sharing in the beginning of a bond with the patient is treating each 

patient as an individual. !1s did Debbie, Hammer believed that being the focus of 

attention when the nurse entered the room was important to developing that bond. Part of 

focusing that attention was for the nurse to introduce herself/himself as an individual 

also. Hammer indicated that sharing of self imparted an air of not only caring, but of 

confidence and professionalism, and that care on a more personal basis was important to 

good nursing, 

... when they pay specific attention to you as an individual like, 'Hi, I'm Jan.' 

'Hi, I'm Marie, or Bob, or Carol, or Ted or Alice', or whoever on a more personal 

basis. Ah, to show the individual that I'm here for you. I'm not just here as a 

nurse. I'm here to help heal you. To give this air of confidence, caring and 

professionalism - on a more personal basis, instead of just professional, 'well 

okay, we'll put a bandaid on that and send you home and have a nice day'. You 

know, cut and dried, cold, bare-boned. It's a warm fuzzy type environment." 

MG also recalled a male nurse who was able to share self and in so doing, 

indicated to MG that she was seen by the nurse as an individual. He spoke about himself, 

but also elicited personal information from MG. This mutual sharing added to the 

healing environment for MG. For her, that was an important component of caring 

presence, 
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... I remember the man nurse, I can see him standing [points toward wall]. I was 

on cortisone ... but I remember him standing at the foot of my bed and just 

visiting with me a little bit about himself. Ahm, a little bit about what he liked to 

do and why he became a nurse. I must have asked him, because he wouldn't have 

brought that up ... , and he just chatted with me a few minutes like a real person 

about himself as well as about me, and that made me feel like he really saw me as 

a person. And again, not just that he was treating me as a whole patient, as 

opposed to the lungs, but he was relating to me a different way, i.e. a person, 

because he shared a part of himself when I talked to him. 

DP, a 46 year old homemaker, had five experiences of hospitalization and acknowledged 

that, with short stays in the hospitaL or ambulatory surgeries, it would be difficult to 

connect with the nurse in such a way as to establish any more than the briefest 

connection. However, mutual sharing of self was deemed to be essential to developing a 

relationship with another. She related, " ... sharing. Because some people, like for me; I 

like to talk to you, but I also like to hear about people. And it has to go both ways for me 

to feel like I'm connecting with someone. Rather than just I'm talking." 

Touch is a key component of caring presence and was mentioned by several 

participants as an action reflective of good nursing. In addition, touch was seen by 

participants as important in developing trust and thereby relationship building. DP 

acknowledged that some people don't like to be touched, and recognized that some touch 

might be construed as inappropriate, however, she identified touch as an important 

element of caring. Touch included the touch needed to assist with activities of daily 
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living such as getting dressed and assisting to the bathroom. I got the sense that this 

touch was more important to DP than just insuring that socks were put on, or that she 

didn't fall on the way to the bathroom. I got the sense that DP believed that the human 

contact itself was important. She was almost self-deprecating in describing touch that 

was meaningful to her, but' clearly, touch was an important part of the therapeutic 

environment created by good nursing, 

And the other thing is touch .... Some people don't like to be touched, and you 

don't have to fondle anybody, but, a gentle pat on the hand, or brushing their hair 

for them, or putting their socks on. Or, it might be touching them in a way that 

doesn't make them uncomfortable, but does make them feel cared for and 

secure .... To go to the bathroom, it's really nice for someone to just - who doesn't 

rush you and holds the door for you, and wait for you. They are all silly things 

that mean a lot. Not everybody can do that well." 

DP spoke of touch again in her interview, differentiating between touch that was 

helpful and touch that made her feel like a ~'commodity". She added that she thought that 

it would be good for the nurse to be patient, kind, and gentle, but that she did not expect 

it, 

... one of the things that I think makes people feel good is touching. And you're 

handled as a commodity almost when you are in the hospital rather than treated as 

a human being. It's so nice when someone very gently picks up your arm and 

says, 'Oh excuse me, but I need to take your vital signs'. Oh yeah, definitely. 

Theme 2: Expectations of Surveillance and Competence 
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A universal theme regarding expectations the participants had of their nurses was 

that they be technically competen~ that they understand the machinery of health ~e and 

were able to perform the requisite skills of nursing (vital signs, intravenous catheter 

placement, medication administration, venipuncture) in a competent, prompt manner. In 

addition to knowing what they were doing, the participants expected a knowledge base, 

This included a knowledge about the disease process itself as well as treatments and 

updates regarding the patient's health. The participants expected the nurses to keep 

watch over them, and know what they were watching for, so that they could contact the 

physician in a timely manner if needed. As Lena stated, "I mostly had the medical 

technical expectations, I think." 

Recognizing the patient's condition and relating it to the physician was also 

reported by participants as an important professional behavior. CPTI I (an alias chosen 

for a chemotherapy she was treated with at the time) added that she wants the nurse to be 

prompt: 

"Good nursing care. [long pause] I feel that a good nurse needs to be able to 

communicate with the patient in such a way that she can call the doctor for 

anything that's out of the ordinary and get orders from the doctor if she feels that 

she needs something more or something less .... communication's the key. It's not 

just a matter of- it's time for your pain medication; it's time for your sleeping 

pills; it's time for this; it's time for that; it's communication. You know, the 

nurse knows the doctor is going to know what's wrong with you, unless you tell 
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them, and if the doctor's not there, your line of communication is through that 

nurse~" 

Following on the idea of communicating with the physician, George, a 52-year

old student, stated that using good judgment was his strongest expectation of nurses. He 

wanted nurses to go beyond the surveillance aspect of watching over him, and have the 

knowledge base to notice when he needed a change in care. These observations and 

recommendations of the nurse were expected to be conveyed to the physician, 

I can only speak from my experience. Making a judgment call about if something 

was still necessary to do, rather than sticking with a routine that was ordered ... A 

lot of times if they're taking blood every day or something ... if you're actually 

hospitalized in a life-threatening situation, the patient is essentially - feels kind of 

passive and is not able to tell when there's something good bad or indifferent. 

And I suppose the ideal nurse would be taking the patient's side and being a 

spokesman for the patient. I think they may be a little more familiar with the 

actual physical condition at any point than the doctor coming in. I'm sure the 

nurses can draw things to the attention of the doctor .... But anyway, that's what I 

would think the nurse's much more likely to know maybe a ... short term change 

for the better or worse, and bring it to the attention of the doctor. 

George also believed that it was important for the nurse to use critical thinking 

and not just follow all policy exactly, depending on the particular needs of the patient. 

This would include attending to patient needs, not just following the nurse's schedule. 

He told of an incident in which he escorted an elderly female family member to the 
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hospital and she was asked a long series of potentially embarrassing questions about her 

sexual health in his presence. .His own embarrassment and frustration was evident. · He 

rolled his eyes upward when recalling the event, 

I can remember . . . not my experience, but when I had taken a relative i~to the 

hospital, the nurse was asking page after page after page of questions about this 

little old lady. I'm sure that's necessary to collect all that information. There's a 

reason for it. I suppose it is to aid in assessing the patient. 

DP's expectations also included that the nurse be competent, but he added that he 

expected nurses to be as unobtrusive as possible, respecting privacy as well as discerning 

a need for uninterrupted rest. He recalled, 

... they [nurses] were there when needed and then they disappeared. It wa.s 

much nicer and uh, other than being waked maybe twice, maybe, 1·was so 

groggy from all the medication ... They were not disruptive and very 

quietly came in, and might not even speak, you know, if they could tell 

that I was kind of out of it. They might just say [whispers], 'are you 

alright?' And then ask me to put my finger in that little thing [pulse 

oximeter] and then leave. 

On the other hand, DP clearly voiced her expectations that a nurse be attentive and 

available. As important as recognizing the need to be undisturbed, she believed the nurse 

should be able to sense the patient's need for attention. DP was clearly aware of staffing 

issues and the nursing shortage and stated that she did not expect the nurse to attend to 

wants, but did expect them to recognize and attend to needs. She primarily expected 
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'being there' as opposed to 'being with', by was very appreciative of 'being with' when it 

was offered. She· also expected that the nurse be prompt. She related a "good" 

experience in which a nurse rubbed her back, allowing her to get to sleep, 

. .. I know that with staffing layoffs and that kind of thing, that I had an 

extraordinary person that day, or, ab, or you know, she was exceptionally kind or 

she just had time on her hands, but even then I don't expect them to tend to wants 

rather than needs. But I do expect them to be there when they're buzzed. That's 

about the only expectation I have, is for someone to be there fairly promptly, or, 

answer at least, they don't have to walk into the room, but answer the buzz. 

That's about my primary expectation." 

DL, a 41 year old broadcast engineer, was hospitalized once for ankle surgery, 

He voiced few expectations of the nurse other than she keep a ''watchful eye, is · 

knowledgeable about potential complications, and answers questions about my condition 

and prognosis if appropriate." 

Along with technical competence and knowledge, there was a general expectation 

of professional behaviors from nursing staff, such as courtesy and communicating to the 

patient in a kind friendly manner. Another expectation was that nurses explain 

procedures or interpret medical information for the patient. Lena recounted, 

... as a professional, I expect them to be courteous. I look at nursing kind of like I 

do teaching. It is a helping profession and .. .it's a people profession and if you 

don't have a heart for helping people and if you are not good with people, you 

know, you don't like people, then you don't need to be doing either one of those 
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professions. To me that's common sense. But, I know, just like there are teachers 

who have no business teaching whatsoever, there are nurses that shouldn't really 

be doing direct care. I guess those are my main expectations, that they do their 

job very professionally and thoroughly and on the other had that they balance 

their professionalism with sympathy and gentleness. 

CPTl I added friendliness as a part of that professional demeanor, admonishing, 

"Be friendly. Not just come in and do a job. Explain what you are going to do ... give a 

feeling that they care about what's happening to you, not just go about their daily 

routines ... and to know what they are doing." 

Communication was also an important element of nursing care to DP. It was 

clear that DP believed that communicating with the patient was indicative· of caring. She 

recognized the importance of tone of voice, making eye contact, and smiling as · 

significant components of communicating. She very poignantly brought out that truly 

listening included asking questions and waiting for the answer. She also identified touch; 

and communicating care by touch as an expectation of nursing care: 

[There are] at lease two real basic elements to that. One is listening, really. 

listening to what someone is saying .. And sometimes they are just complaining 

and that's what they need to do. They are not really telling you anything 

important, but they need someone to listen. It's important that they say it. That 

someone hears that no one cares about them or they hurt or whatever. And 

sometimes the pain is not physical, you know, its that they feel abandoned or 

they, you know, don't want to get well. Or maybe these are the best friends that 

76 



they've got, maybe they're from the nursing home and the nurses are the only 

people they know. But, whatever, listening ... A smile. 'Are you OK?' And 

waiting long enough for the answer. And tone of voice when you see people. 

Like when people answer the call "Yes" [using brusk voice]. Tone of voice. That 

extra, I think it's a split second that someone might linger to look you in the eye 

and make sure there is not something you are hesitating to say or that you might 

be thinking you should not ask, or whatever. Just that moment that makes all the 

difference to whoever you are doing that with, a patient, or someone standing 

behind you in line or whatever it is. Those kinds of kindnesses that connect you 

with another individual. 

Participants also expected nurses to realize that being hospitalized, with all the 

hospital routines is not normal for the patient. George added that hospital procedures 

may be routine for the nurse, but not for the patient, making communication a crucial 

aspect of care: 

But yeah, that would be nice to know exactly what is going on at a particular time. 

And if you're drawing blood, why are you drawing blood. I was in an accident. .. 

why are you drawing blood one more time? 'We're drawing blood because it's 

routine-we're drawing blood every day for everybody in the hospital'. The 

answer to that would be, well, no (emphatic). That was, to a patient that's 

probably one of the worst things. That should not be looked on by the nurse as 

some little ... normal operation. That should be looked upon as an extremely 

unpleasant thing to go draw blood. That would probably be my, one of the major 
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things that the nurse should understand is that that is not a routine thing. That is a 

very, very., very traumatic experienc_e. Every day.,-or for no reasoR 

Theme 3: Spiritual Care Expectations and Definitions 

While all participants were able to define what they believed to be spiritual care 

and spirituality., nine of the 11 participants did not expect spiritual care from their nurses, 

In fact, one adamantly did not want it. In general, spiritual care was defined in terms of 

religious affiliation or religious practices or rituals such as prayer. Nurse referral to a 

chaplain or minister was, in general, thought to be the extent of nursing involvement in 

spiritual care. When provided with my definition of spiritual care, developing a trusting 

relationship with the nurse so that those things that give meaning to life such as art, 

music, meditatio~ relationships, or faith are acknowledged, supported and facilitated, 

participants generally agreed that spiritual care, thus defined, would be good for the nurse 

to do, but did not expect it. Shorter lengths of hospital stay, that preclude developing a 

relationship with the nurse, and workload of nurses were offered as rationales for not 

expecting spiritual nursing care. 

Robbi had no expectations of spiritual care, but stated she would like to 

experience it, "I find it very comforting when I realize that the nurse and I have that 

connection." Lena also had no real expectations, but she articulated that "I usually think 

of it in terms as being requested by the patient. It sort of takes a request by the patient in 

a formal sense, someone to pray with or read literature with or whatever." 

George defined spiritual care as something to be referred to the minister and 

would not expect spiritual interaction from nurses, citing lack of time on the part of the 
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nurse. Even so, he gave the impression that nurses are not expected· to attend to every 

wish of the patient, but to their needs, and spiritual care was not considered to be a need 

in the hospital setting, 

[Nurses are] extremely busy. I think most patients realize that. It's sort of like 

you 're not expecting you know, a body servant or anything, or there as a personal 

kind of a counselor. You're mostly there as an individual patient that just has to 

wait their turn. You don't really look on it as the be all and end all. You don't 

see them really all that often. If you call on them they arrive, or something that 

has to be done procedurally they'll be there, but other than that, you hardly ever 

see them. They don't come in and say 'hi, how are you feeHng' or generally chit 

chat for a little while ... Well, I'm sure that if they had time, it would be nice. 

CPT 11 became tearful and was given the option of terminating the interview 

when spirituality was introduced as a topic. She was recently diagnosed with a terminal 

illness and had been in and out of the hospital for testing and pain management several 

times over the weeks preceding the interview. She began discussing the fact that she was 

not a deeply religious person. Although raised in a religious household, CPT 11 began to 

question the religion she grew up with when she stated college and "reading more", to 

include reading about evolution. She went on to describe her feelings regarding religion 

and a higher being, stating that it just "didn't add up", referring to creation theory and the 

presence of a higher being. When asked to describe spiritual nursing care she described 

emotional comforting, a 'being with' on the part of the nurse. However, her conception 
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of spirituality was mainly religion and religious practices, and the role of the nurse was 

limited to referral if indicated to a minister, 

I would think it would be a nurse coming in and telling me that 'you're going to 

get through this', possibly offering to get a minister in if I wanted one or 

something like that. I don't look on it as somebody taking my hand and saying a 

prayer with me. I don't look on it as that. I think if you want spiritual guidance 

or you want spiritual help that a nurse is going to know how to get it for you. 

After hearing my definition of spiritual care, CPT 11 was thoughtful, and agreed that all 

individuals have something that is important, that gives meaning, to them. She added 

that it is important to know sqmeone, to develop a trusting relationship with the nurse, for 

some issues related spiritual care, such as things that give meaning to life, to be shared 

with another. When a more personal relationship develops with the nurse, she believed 

that this more personal information, was shared because the patient feels more 

comfortable, 

Those things come out. Like you might say music relaxes me. You would you 

expect the nurse to pick up on that and offer to bring in a radio or something. 

That, to me would be providing spiritual care to you ... Some people are annoyed 

by music. Every person has something that is extremely important, to me." 

DP did not expect spiritual care from her nurse, but when asked what it was, she 

could clearly describe it. DP saw spiritual care as multidimentional. Elements of caring 

presence, 'being with', what she terms "people skills", such as being gentle, unhurried, 

developing a relationship, were included in her definition of spiritual care. She enjoined 
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that nurses should not det~act from the healing environment of the hospital. Basically, if 

the nurse can't help, at least he/she should not be harmful, and this is included in the 

spiritual care of the patient, 

... Like don't rush out of the room. Skills, actual people skills that could be taught 

that, and one is gentle tone of voice, touch gently. Maybe they don't give a hoot 

about you, but, you' re not worse for their coming in the room. You know, you 

are not worse for connecting with them. They [nurses] say, 'do you want 

anything' and you are trying to answer and then before you know it ... they're 

gone. [Laughs] Actually, now that you say it, connectedness is exactly what it 

takes. An actual concern, you know. l think you can draw pain away from people 

or do things for people. It's kind of a Christian based belief -that we can lift our 

burdens kind of thing. It's to form some kind of bond, [along] with that, empathy 

and sincerity. That you involve yourself enough to lift some of the burden off the 

patient. If someone can take you out of yourself for a moment. So, t~ere you go, 

Being recognized as an individual was considered to be part of spiritual care. 

CPT 11 related that being made to "feel human" was important to spiritual care and was 

important to her. She indicated that she was comforted when the nurse wanted to help 

her, even if she was capable of caring for herself, because she saw that as acknowledging 

her, that she was seen as having worth as a human being, 

Just make you feel human. . .. I appreciate that more than anything. You know, 

I'm not a problem patient. I'd just as soon do something myself than to ring a 

buzzer and have someone do it for me. And, I like to be acknowledged that way, 
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you know, like, 'Mrs. __ why didn't you call me to do that'. Oh, I'm fine. I can 

do it. 'Well next time call me.' [laughs] You know ... most of the nurses are 

like that. 

MG also found it helpful to be recognized as an individual. She recounted that nurses 

who cared for her when she was hospitalized for pneumonia treated her as a "whole 

person", which greatly enhanced the healing environment. This sense of 

acknowledgement as a human being was accomplished by nurses taking time to fonn a 

personal relationship with her. MG's perception was that the nurses were fully present 

with her in their interactions . 

. . . and the nurses who took care of me here at [hospital] really made me feel like 

they cared about me as a whole person. There was a man nurse and a number of 

women nurses and, I really got the impression that they didn't think of me as the 

lungs in room 406, that they thought of me as this real person, who's sick and 

we're going to treat the whole person and-try to get better. They would take the 

time to visit with me and I knew they had all the people they had to see and all the 

meds they had to get out and this enormous amount of work to deal with, and they 

would spend a few minutes to see how I was doing as a person in addition to 

dealing with the pneumonia. But they really made me feel like they cared about 

me as a whole person. 

MG further clarified that the sense of being treated as a whole person was enhanced by 

the fact that the nurses talked to her. In addition to the verbal communication, demeanor 

and body language contributed to the overall sense of being cared for by nursing staff, 
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Some of it was the talking itself. Some of it was the nonverbal communication, 

the looks on their faces, the, probably open body language although I couldn't tell 

you that~ So, I'm going to say probably it was the body language thing, facial 

features and open body language. But I really did feel like they cared about me 

more than just the lungs in 608. 

DL, self identified as atheistic, was told that spiritual care, as an element of 

holistic care would be included in the interview when he was recruited in an effort to 

ensure that DL did not feel entrapped as the interview progressed. As a result, although 

he consented to the interview, DL conducted the majority of his interview in a defensive 

mode in that he seemed to have prepared some comments prior to arriving at the 

interview. In fact, he brought an article printed from an internet site, written by a 

physician, supportive of atheistic beliefs. As the interview progressed, he seemed to be 

more at ease. At the conclusion of the interview, he continued to converse about atheism 

and spirituality. He strongly associated the word "spiritual" with religious beliefs, which 

he was strongly opposed to, and therefore was opposed to the word. He acquiesced that 

the term "meaningful" was more helpful than "spiritual", and that there were things that 

gave meaning to life, such as music. He did not expect any aspect of spiritual care, to 

include developing any personal kind of relationship with his nurse. He ~tated that 

providing comfort was appropriate but believed that nurses should operate under the 

axiom of"doing no harm", to include care that the patient might·"need" as opposed to 

"want". • The implication being that providing the patient with what they want might be 

doing harm. DL also stated that he did not have the expectation that the nurse be able to 
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intuit what the patient might want. If the patient wants something, according to DL, he or 

she must ask for it, 

I think there are great limits to that [ spiritual care] and great dangers that the nurse 

has to be aware of. You know.... should a nurse pray with a patient if the patient 

is praying for the strength not to get a blood transfusipn and they don't get the 

blood transfusion? If they might die-should the nurse aid and abet that wish to 

make the patient feel more comfortable with that? How does that conflict with 

the Hippocratic oath? And I think her duty to medicine and her duty to science 

and her duty to patient care should always supercede what the patient wants if 

there is a potential conflict. 

Although most participants identified religious aspects of spirituality such as 

prayer and developing a relationship to a higher being, definitions of spiritual care · 

included referral to nature, connectedness to self and others, and music. Robbi stated that 

the nurse conveys the spiritual side of care by her actions. In addition, she stated that 

spirituality includes getting to know someone and the "little things like family or pets that 

you're interested in." She also mentioned nature as spiritual, and important to her. She 

implied that nature was one of those "little things" which could be shared in building a 

relationship with her nurse, 

... don't you just love it when the trees leaf out? There are some questions that, 

on the surface, sound very unimportant, but I think they convey a lot about a 

person and how they connect with the earth and, you know, as a part of each of 

us. 
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Lena spoke of spirituality having a formal and an informal component. She 

described her early experience with what.she termed a fundamentalist religion with very 

strict and judgmental practices. She had since rejected those fundamentalist beliefs. Her 

life choices were not congruent with the religious practices of her childhood and of her 

family. She was divorced and entered into a lesbian relationship. These life choices 

continued to create angst in that her family members condemned her lifestyle choices 

based on their religious beliefs. Clearly, Lena was a spiritual person, but maintained no 

religious affiliation. Lena reflected that spirituality had a formal or religious component 

as well as an informal component that included sympathy, empathy and reassurance, 

I think the way I define spiritual for myself personally is a much more informal 

thing. And its much more about that sensitivity and providing someone empathy 

or reassurance. Or in cases you can't really reassure as much, because you've lost 

something you're not going to get bac~ but ... just offer to listen, and sympathy 

are much more important than that formal spiritual advisor or leader. I think if I 

was hospitalized today, I would still be the same way, I wouldn't necessarily be 

looking for anyone to come and pray with me or read the Bible to me but I would 

feel better just having someone to talk to for a little bit. Or to listen to me, or to 

let me cry, you know ... You know that informal [spirituality] I think is more 

important for me personally, because I think you spiritually minister to someone 

through those [listening and offering sympathy and reassurance]. And it's 

completely, its nondenominational, or not church affiliated in any way. And it 

wouldn't matter to me if the nurse were Christian, Jewish, Hindu, Islamic. I 

85 



mean, that part would not be important to me. These are their own personal 

beliefs. But you know I come from a very conservative fundamentalist Christian 

background and in my life I have found that [pause] that whole viewpoint as -

people from that kind of background tend to convert people, think that they can be 

saved, comfort people, aren't very comforting really at all and in fact are really 

offensive to me, you know. You know, all those things I have heard growing up 

over and over again. And that would upset me ifl had a nurse come in and say 

those kind of things to me. I would have a real problem with that. 

MG offered more insight into differences in religious and spiritual beliefs and 

indicated that, if the nurse held a different belief, spiritual care may be detrimental to the 

patient. She brought up a very salient point. She reinforced the point that all religious 

practices are not the same, even within the same religious heritage. MG self-identified as 

Episcopalian, a protestant Christian religious denomination. She admonished that 

denominational religious beliefs are not necessarily the same. She acknowledged the 

power of prayer and was concerned when anyone offered to pray for her. Because of the 

differences in beliefs, it was possible that, however well-meaning, the proffered prayer 

may be in contradiction with her beliefs. She defined spirituality as "a connection 

between myself and a higher power", but was clear that there was no expectation of 

spiritual care from her nurse, in fact, it would not be welcome, 

... and I don't expect my nurses to do anything related [to spirituality]. In 

fact. .. I'm Episcopalian. And, people of other denominations say they' re praying 
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for me, it often annoys me because their belief systems are so very different from 

mine, so no I really don't expect .spiritual care from the nurse. -

Because MG valued being treated as a whole person, I attempted to further clarify 

if spirituality was included in her definition of holism. When asked about her definition 

of holism from an education standpoint, she responded, 

That we educate not just the mind, ah, intellectually, but we are concerned with 

what we call the whole child. We're concerned with social relationships that the 

kids, about how he deals with his family, we're concerned that his physical needs 

be met - his nutrition, is he well. So we're concerned, but we draw a very sharp 

line between spiritual and non-spiritual kinds of concerns because of, if we step 

on the line, and I know some horror stories of... one that comes to mind right now 

is a little first grader whose dog died, and was crying and one of his teachers- The 

child said, 'my dog died, will he go to heaven?' and she said no, honey, I'm sorry, 

but dogs don't go to heaven. And, ~ of course this kid was traumatized. So, we 

draw a real hard line that we don't involve ourselves in anything spiritual. 

Physical self is cared for and the social self is cared for and certainly the 

intellectual self is cared for. 

Given her definition of holism, MG was asked if she expected that from her nurse. 

She responded in the affirmative, "Yeah, I expect that from my nurse. I expect her to be 

concerned and to be sure that, do I have any family, am I getting um, cards coming, and 

are people coming to visit me." 
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Lee referred to relationships in his definition of spiritual nursing care. Important 

. relationships for him included those offamily. Also important to him was developing a 

relationship with his nurse. He identified caring as the key component of spiritual 

nursing care. He also viewed coaching, encouraging and exhibiting genuine concern as 

key to spiritual care, 

... my family being there for some of my surgeries, you know, I really want them 

to know what's going on, Let em know 'he's doing fine'. M [pause]. As far as 

the music ... that doesn't play a part so much. Bottom line is caring. To me that's 

spiritual. Caring for your patient, caring for your [the patient's] parents, or your 

family that are asking questions also ... You know, you're flat on your back and 

pretty helpless. Having somebody there who's going to take care of you. Every 

factor. Whether it's you know, a sponge bath, or taking you to the restroom, or 

you know, waiting for you to come out, you know, wheeling you here and there if 

you have to. Pushing. That's a big thing too. Pushing me to get up and get 

around ... Coaching. Coaching me a little bit. And ah, wanting to see you get 

better, and wanting to see you leave. Not to get rid of you, but you know that 

you've made it through it and you're going to be fine ... I think you have to have 

kind of a bond, a rapport. If you get off on a bad foot, you may not get someone. 

You know, pain in the butt, you're not going to get anything. It goes with 

personality also. You know, personality of the patient and the nurse. 
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He added that he did expect spiritual care, developing a bond and coaching, from his 

nurse, but stated, "I think that it makes the recovery time and the hospital stay a lot 

nicer." 

Hammer defined spirituality as " ... kind of leans toward the religious aspect of 

things. But, I am not one who needs this." However, although he did not need or expect 

spiritual nursing care, he acknowledged that some patients do have religious needs when 

in the hospital and the nurse should have the skill to intuit such need, 

This is a case of a nurse needs to lea,m I think, to be able to read a person and 

read something along those lines ... To kinda bring the obvious out in the open. 

Give you a light you've never seen before. Give you an idea .... where you can 

help yourself. They can help you bring this out ... Of course if they know how, 

And it should be taught. 

Debbie, a nursing educator, did not expect spiritual nursing care. She defined 

spirituality more in terms of her own religious beliefs, to include prayer. She agreed with 

my definition of spiritual nursing care, however, and went on to describe an incident in 

which she allowed family members to visit a patient outside of visiting hours because she 

knew it was important and a comfort to her Hispanic patient. She added that, with caring; 

you are "sensitive to what that patient needs for support. And then you do as much as 

you can to give that support." 

DP saw religion as different from spirituality. This distinction was revealed at the 

end of the interview when gathering demographic data. When asked if she had a 

religious preference, she replied that religion and spirituality were two different things. 
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She defined religion as an "organized, group of same faithed believers who gather and 

share to express worship." She envisioned spirituality as, 

Well spirituality to me is connectedness to the whole, with God. First with God, 

and then, through that, is connectedness with everything, and that has nothing to 

do with religion. Although, I can see where you get there through religion, or 

that's a good way to teach about, faith, or God or the Bible, Talmud, but 

spirituality to me is that communication with God, connectedness with God or 

with [ something] larger than yourself. That there is, you know, life or being 

beyond your limits. Like we're all cells in an organism. The organism is God, 

maybe. When I hear, 'we are of God', I believe that. I feel a part of something, 

whether it's through my thoughts or deeds or actions, I feel like it affects 

everything around me almost. What we do matters. I mean, I don't go around, 

I'm not a peace nut or anything, and I have bad days, but I think it affects other 

people and I don't think its right to do those things. And the reason I think we're 

connected is because I don't have a way of not believing in God. I can't. We're 

all part of something bigger. We're all blades of grass. Mostly we're connected 

because of the world. We live on this planet together. If there are lots of 

possibilities there will be wars here or there or there are lots of possibilities there 

will be shooting, I just can't take the stress of the hostility and people are mean 

and the government doesn't care, and the first person they see on the subways 

spits on them. I understand that. I'm a part of that, so I have to care about it. Even 

evolution just blows my mind. Music is almost a direct line to spirituality. It's a 
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healing sort of thing. That's another thing. Some people heal better through 

some visual or auditory stimuli, at least for me ... That's another thing, talcing a 

walk it the morning. And music, almost puts you in a meditative state. The way 

to concentrate is to get out of your normal way of thinking and it's very external. 

When you walk, your senses, all that input from nature can overwhelm. Just to 

breath. But music, you hear as well as play. Right away, playing music can put 

me in a better state- calm. And if I'm not in a place to play music, then listening, 

but playing is a different thing. Listening's fine, but it's not the same. Falling 

into it. Music and art, why would you do that if you didn't have hope or being 

compelled to make something beautiful almost, or to create. What's the point of 

that if [voice trails oft]. There's something it does." 

DL, an atheist, objected to the term "spiritual" because of the religious 

connotations, but did see himself as a whole being, not distinguishing between mind, 

body and personality. He viewed spirituality as a label that had no meaning to him, 

I don't know what spirit means and I don't believe in the duality of body and 

mind. My brain is my mind. There is no such thing as of mind and of body. 

Without the body there is no mind so I don't see the point in splitting the two.,, 

I'm a very analytical, laid back kind of person, and I think labels like that would 

probably best describe my personality most of the time. Everybody has down or 

off days in terms of charact~ristics, but I can display the other ones at times, but 

those [ analytic and laid back personality] are probably my dominant ones. 
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When I related the definition of spirituality I had developed, he replied that the term 

"meaningful" as opposed to "spiritual" was a good label: 

Well then I would tenn meaningful as a good label there, and philosophical 

probably a better label as well, because the word spiritual has way too much other 

baggage attached to it that I don't buy into. So, ... if nurses are to provide 

fulfillment in patient's philosophical realm and help make their experience as 

being meaningful to them then, if that assertion is true then I think those are better 

labels to use. But if that is, if my definition is what you mean by spiritual then 

feel free to use it [the term spiritual] as linguistic shorthand [basically giving 

permission to use the term, spiritual] as long as we both understand what we are 

talking about." 

Toward the end of the interview, when responding to demographic data, DL 

identified religious preference as "atheist' and seemed to be watching me carefully to 

gauge my reaction to this. We both stood and moved toward the door. At this point, DL 

seemed to be less guarded and asked if there was anything else he could "spout off" 

about. It was as if he could relax now that the formal part of the interview was over. He 

suggested that using the word "mood" instead of "spirit" would be more appropriate, 

I still don't like the tenn spiritual, but I'm very uh, you know, who wouldn't be 

spiritual if it's defined the way you are defining it ... How's your mood. That's a 

way of assessing spirit. Feeding the spirit-keeping the mood stable and healthy, 

If you're somebody who's questioning some very deeply held beliefs - that can be 

a very painful disturbing process. Does that mean its bad? Should a nurse try to 
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alleviate that, or should she try to encourage you, or should she just stay out of it 

and stick to giving meds to make you feel better physically, and respect the 

boundaries of your personal conscious and thinking and decisions on matters like 

that? 

Theme 4: Time and the Nursing Shortage 

Nine of the 11 participants mentioned the concept of time in their interviews. 

Comments included that nurses didn't have enough time or seemed in a hurry. The 

interviews revealed a general sense that nurses were busy and that affected their 

availability to provide any care. Because of that, participants believed that patients 

shouldn't bother the nurse unless for good cause, because the nurse was busy, even to the 

point that patients should be protective of the nurse's time. Therefore, care expectations 

were limited in part because of a general perception of lack of time on the part ofthe 

nurse. 

George remembered few details of his hospitalization following an automobile 

accident, resulting in a closed held injury. One thing he did remember was that nurses 

would come into his room and always seem to be in a hurry. Pragmatically, he stated, 

"My point of view is that a nurse is very very very busy. Extremely busy. I think most 

patients realize that .... You're mostly there as an individual patient that just has to wait 

their tum." 

Sensing that nurses were busy, Lena was also protective of nurses time and felt 

she should call for nursing assistance only if really needed, 
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... I didn't want to bother them with little trivial things. Like if I called them, I 

wanted it to be for something that was a really good reason to call them. I didn't 

want to call them for little things. You know what I mean? 

Lena also indicated that some nurses were so engaged, so busy, in what they were doing 

that they seemed at times to be unconcerned about basic comfort needs of patients. She 

remembered noise at the nurses station at night (her room was directly opposite), 

I strongly remember that I got irritated because I thought what they were doing 

out there was more important than us [patients] getting any kind of rest .... I 

remember sometimes they would come in with a flashlight, but I remember many 

cases where they would come and throw on the light switch over the sink and it 

was like [put hands, palms out, over eyes]. It was like, you know, they didn't 

seem to have any regard or sensitivity in that. 

CPTl 1 agreed that nurses were busy, and was protective of nurses' time. She 

referred to the nursing shortage several times stating that "some of them [nurses] are 

shorter than others, but I know there's a nursing shortage, you know, but [long pause and 

does not continue the thought]." Although she preferred to do what she could do on her 

own, she stated, "Ifl need something, I will ask for it. They're so busy and they can't 

anticipate what everybody wants." 

Also concerned with nurses' time, Lee voiced reluctance to ask for help, not only 

because he recognized how busy the nurses were, but because other patients might need 

them more than he did, 
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You know I'm not a demanding individual. I have a high tolerance to pain, but I 

also like for them to be able to keep it under control. If I ring or need something, 

I know they're busy. There's a shortage of nurses .... and, ah, not prompt. They 

don't have to be [snaps fingers] that quick. Some of the other patients probably 

need them more than I do. 

DL took responsibility for his own care needs. He did not expect nurses to intuit 

his needs. Rather he saw his role as identifying his own needs. I got the impression that 

this belief was not rooted in an attempt to be protective of the nurses' time, although he 

conceded that nurses were busy, but was a personal trait of self-control and personal 

responsibility. In describing an incident in which he believed there was too much noise 

on the floor during the night shift, he stated, "It's up to the patient to say something. You 

can't put that on the nurse. They have enough things to worry about." 

Lena sensed that time was an issue in the care provided by nurses, specifically 

spiritual care. She was also aware that nurses who wanted to make the time to provide 

spiritual care, seemed to find the time to do so. Lena indicated that nurses gave visual 

cues that they were in a hurry by the way they moved in and out of the room. 

The ones that want to, they seem to make time in a sense. But, for lots of um; 

they're too busy, that's the reality. They've got tons and tons of things to do. But 

also the way they move in and out of the room. The pace, you can tell that they're 

in a hurry. That they have to see x number of patients and [ sing-song voice] da.

da,da-da, da-da. You can just tell they don't seem like-- they can't just stay. 
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MG seemed both surprised and grateful that nurses took the time to establish a 

· relationship with her and treat her as a "real person". Interestingly, just a "few minutes" 

was all it took to give MG the sense that she was "cared about". She credited nurse, 

stating, 

They would take the time to visit with me and I knew they had all the people they 

had to see and all the meds they had to get out and this enormous amount of work 

to deal with. And, they would spend a few minutes to see how I was doing as a 

person in addition to dealing with the pneumonia. 

Acknowledging nurses were very busy, yet took the time to comfort him was very 

meaningful to Hammer as well, 

Coming in and just checking on me when I knew they probably had something 

they had rather be doing [ such as] taking a break 'cause they were always · 

overworked. Every .one I've ever known has been understaffed and 

administration would just tighten up a little bit on the old belt buckle .... I've never 

known a nurse to shortchange a patient because of a workload ... .I don't see how 

in the hell they do it. 

Debbie, herself a. nurse quickly identified taking time with the patient as a key 

component of caring, specifically physical care, asserting, "Well, I think talcing time with 

you. Providing the physical care that you need in a way that doesn't seem rushed so that 

you feel like they are taking care of you alone, and not just doing a job and getting out." 

DP identified the nursing shortage or staffing shortage as an issue in 

hospitalizations, as well as shorter hospital stays under managed care. DP prefaced 
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several answers with statements about staffing shortages or layoffs, almost as if offering a 

rationale for decreased expectations from nursing staff Referring to the overall hospital 

environment, DP stated, 

. · .. it's kind of a fast paced world, and again, when they cut nursing staff. .. I just 

think that's the last place they need to cut in the hospital, because, you know, 

nobody else is there. It's maintenance people or your lab people, and they don't 

have anything to do with the front line patient care. They have no idea of what's 

going on in there. 

Summary 

A total of seven women and four men participated in the study. The age range of 

participants was 36 to 59 years. All participants self-identified as Caucasian. All 

participants graduated from high school and attended at least 2 years of college. The 

range of number of hospitalizations of the participants was I to 13 times with at least one 

overnight stay. Religious preference of the participants included Protestant (two Baptist; 

one Methodist, one Desciples of Christ, one Presbyterian, one Episcopalian, and one no

preference), Catholic (one), Agnostic (two), and Atheist (one). 

Participants were able to articulately describe the event(s) of hospitalization, both 

their own and those of loved ones. The nature of the disease process and the number of 

times hospitalized varied with the participants, but it was clear that each experienced a 

sense of vulnerability, exacerbated by uncertainty that contributed to the event of their 

hospitalization being a very significant life event. Although each related experience was 

unique, there were some commonalities among participants in the experience of 
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hospitalization and with the nurses who provided their care. Four major themes emerged 

in data analysis: 

1. Definitions of"good" and "bad" nursing care 

2. Expectations of surveillance and competence 

3. Spiritual care expectations and definitions 

4. Time and the nursing shortage 

All participants had a definite sense of what comprised both good and bad nursing 

care, and the defining characteristic of good nursing care was nursing presence. 

Conversely, bad nursing care was characterized by a lack of nursing presence, 

particularly 'being with'. Sub-themes that emerged regarding good nursing care included 

a mutual sharing of self and touch. 

Expectations that participants had of their nurses centered around activities of 

surveillance and competence. In addition to knowing what they were doing, technical 

competence, the participants expected a nursing knowledge base. This included a 

knowledge about the disease process itself as well as treatments and updates regarding 

the patient's health. The participants expected the nurses to keep watch over them, and 

know what they were watching for, so that they could contact the physician in a timely 

manner if needed. Additionally, there was a general expectation of professional 

behaviors from nursing staff, such as courtesy and communicating with the patient in a 

kind friendly manner. 

While all participants were able to define what they believed to be spiritual care 

and spirituality, nine of the 11 participants did not expect spiritual care from their nurses. 
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In fact, one adamantly did not want it. In general, spiritual care was defined in terms of 

religious affiliation or religious practices or rituals such as prayer. Nurse referral to a · 

chaplain or minister was, in general, thought to be the extent of nursing involvement in 

spiritual care. 

Time and the nursing shortage was a surprising theme that emerged in the 

interviews. Of note, nine of the 11 participants mentioned the concept of time in their 

interviews. Comments included that nurses didn't have enough time to provide care or 

seemed in a perpetual hurry. The interviews revealed a general sense that nurses were 

busy and that affected their availability to provide any care. Because of that, participants 

believed that patients shouldn't bother the nurse unless for good cause, because the nurse 

was busy, even to the point that patients should be protective of the nurse's time. 
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CHAPTER VI 

CONCLUSIONS AND RECOMMENDATIONS 

Humanistic nursing is predicated on the assumption that, while each person is 

unique, and each patient will respond uniquely to care, humans are more alike than 

different and value is placed on that common humanness (Patterson & Zderad, 1985). 

Benner (1985) affirmed that nurses can not understand health and illness by studying 

only the mind and body, but by studying the whole in context. Because of the existential 

nature of humanistic nursing, what nurses do should be perceived by patients in their care 

(Patterson & Zderad, 1985). 

The purpose of this phenomenologic study was to explore the expectations that 

patients have of nurses and how patients describe good nursing care. Specifically, do 

patients perceive holistic care, particularly the spiritual aspect of nursing care? What are 

patient perceptions of the meaning and constituents of good nursing care, and more 

primarily, of spiritual care by their nurse? Four research questions were developed to 

address the purpose of this study: 

1. Are the explicit and implicit actions of nurses to address body, mind and spirit 

recognized by their patients? 

2. Are the actions of nurses to address spiritual health perceived by patients as 

fulfilling their expectations? 
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3. What actions by nurses are perceived as spiritual interventions by patients? 

4. How do individuals define spiritual care? 

Eleven participants were recruited using conceptually driven sequential sampling 

for maximum variation. Verbatum transcripts were transcribed from the audiotaped 

interviews. 

Methodological rigor was supported by several processes. Credibility was 

established by this investigator's 18 years of nursing experience and having prolonged 

engagement. Each interview lasted between 30 minutes and one hour 20 minutes. In 

addition, member checks were accomplished by requesting elaboration or clarifying 

concepts with each participant during the course of their interview. In addition, a nurse 

colleague reviewed the interviews and provided feedback regarding her impression of the 

interviews. She and I also discussed emergent themes and patterns. This peer debriefing 

was ongoing throughout the data gathering and analysis process. 

Transferability was addressed as planned by eliciting rich description and utilizing 

thick description of the interviews. Any pertinent noises, sights, facial expressions, 

gestures and tones were included in the exemplars and the description of the interviews in 

order to convey as much information as possible from the interviews. Sampling was 

purposive to insure maximum variability of the phenomena of perceptions of 

hospitalization. 

Dependability and confirmability of the data were addressed by an audit 

trail to include audiotapes, transcriptions of the interviews, field notes of the investigator 

and notes of the pe.er debriefer, interview summaries of each interview, and notes of 
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consultation with the dissertation chair. Human Subjects Review application, approval 

letter and approval extension letter were maintained~ I did not maintain a reflexive 

journal during the data generation and analysis process. Instead, I made notes on the 

interview transcript and added to those notes each time I reread the transcripts as 

warranted. These notes addressed general impressions of the interviews, the settings, 

collaborative data, and historical data that might impact the tone of the interview. 

Data were analyzed using the reflective method described by Giorgi (1970). 

Four themes were discerned in data analysis and are discussed in relation to the research 

questions: 

1. Definitions of"good" and "bad" nursing care 

2. Expectations of surveillance and competence 

3. Spiritual care expectations and definitions 

4. Time and the nursing shortage 

The themes are first discussed in the context of the research questions. The theme 

of "time and the nursing shortage" was not anticipated by research questions and is 

discussed separately. Second, conclusions and implications of the findings are addressed 

within the context of society as a whole, and within the context of the nursing profession, 

to include both practice and educational conclusions, implications and recommendations. 

Third, limitations of this study are presented. Fourth, recommendations for future studies 

are offered. 
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Findings and Discussion 

· 1. Are the Explicit and Implicit Actions of Nurses to Address Body, Mind and Spirit 

Recognized by Their Patients? 

Participants in this study were able to discern actions by nurses, both implicit and 

explicit, which addressed holistic care as well as implicit and explicit actions by nurses, 

which detracted from holistic care. Actions addressing physical care (the body) were 

readily discernable and described. Actions which addressed mind and spirit were also 

readily discernable and described, but not necessarily using the terminology of mind and 

spirit. In stories of hospitalization in general, and when asked to relate a story of good 

nursing care, patients were able to distinguish qualities of good nursing care and bad 

nursing care. Good nursing care included descriptions of concepts congruent with 

holistic nursing care, to include spirituality. Participants described being made to feel 

special or being treated as a human being, and good nurses as being kind, caring, and 

willing to share themselves. Of note, the stories of both good and bad nursing care were 

very vivid and detailed, even though some of the instances occurred over 30 years ago. 

Bad nursing care, as described by the participants, was the antithesis of good nursing 

care, and included behaviors suggesting lack of kindness and lack of caring, such as 

talking about a patient in a derogatory manner in the hall, not meeting basic care needs, 

addressing the patient with a lack of respect, and not seeing the patient as an individual. 

Good and bad nursing care seemed to have such an impact on the participants that 

incidents of good and bad nursing care were easily and vividly recalled. As Cathy, who 
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recalled neither good nor bad nursing care from her hospitalization pointed out, " You 

know, you remember things like that, and I have no negative memories ... ". 

Good nursing care was described very clearly and articulately. Data were similar 

to those reported by Sellers (2001) in her study of Christian patients' perceptions of 

spiritual nursing care. Participants in that study were also able to describe effective and 

ineffective nursing care. Effective care reflected elements such as caring presence, 

compassion, active listening, respect, and a sense of humor. Sellers reported ineffective 

care as participants perceiving they were not being seen as a person; that nurses were 

insensitive or focused on procedures. Body, mind and spirit were addressed in the 

concept of presence as described by Benner (1985), to include both 'being there' and 

'being with', and were described by patients in their narrativ~s about good nursing car~, 

Benner, in her description of expert nursing care found that the personhood and dignity of 

the patient were recognized by the expert nurse and the resultant actions of the nurse 

were perceived by the patient. Physical presence, 'being there', involves touching, 

assessing, doing, hearing and represents the routine level of physical nursing care, 

whereas psychological or therapeutic presence, 'being with', involves the therapeutic use 

of self, to include both verbal and nonverbal communication, with the intention of 

establishing a meaningful connection with the patient (Taylor, 2002; Watso~ 1999). 

Participants in this study had an expectation of competence of their nurses which 

was addressed in the physical presence, 'being there', of the nurse. These participants 

expressed an expectation of nursing knowledge and skill, correct, prompt attention to 

physical needs, administering medications in a timely manner, and assessing and 
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attending to pain. Sourial (1997) proposed that physical care was perceived as more 

important to patients than psychosocial or existential care, and that nurses may take 

physical care for granted, in that physical care was seen as an imperative, whereas 

psychosocial or existential care was only provided if there was time. Eriksson (2001) 

likewise identified professional skill as important to perception of care. Latham (1996) 

reported that, overall, physical care was of more value to patients than spiritual care. 

This was certainly reflected in the stories and expectations verbalized by participants in 

this study. Physical care was a universal expectation and was universally valued by the 

participants in this study. Participants expected physical care more than they expected 

spiritual care. 

Brush and Daly (2000) use the terms 'being here' and 'being there', and assert 

that presence is essential in spiritual caregiving. Although not specifically identified as 

elements of spirituality, study participants stressed that being seen as an individual, as a 

human being, was important. 'Being there' was a cardinal element in participants' 

descriptions of good nursing care and reflected 'being there' as described by Brush and 

Daly or the more common tenn in the literature, 'being with' (Benner, 1985; Burkhardt & 

Nagai-Jacobson, 2002; Chase-Ziolck et al, 2000; Nelms, 1996; Taylor, 2002; and 

Watson, 1999). Arthur Frank (1991), a trained sociologist, was profoundly affected by 

his own experience with illness and wrote of this experience with illness and 

hospitalization. He asserted that care only begins when differences (individualities) are 

recognized. Participants in the current study described good nursing care as being see·n 

as individuals, as a human being. Caring was perceived as more than attending to 
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physical needs in a technically competent manner only if the participants were seen as 

individuals. These data indicate that while the commonality of being human gives value, 

being seen as an individual allows persons/humans to feel valued; and the feeling of 

value is predicated by being cared for as an individual with a disease or health condition, 

not treated as a disease or health condition of a human. Most poignantly, "The common 

diagnostic categories into which medicine places its patients are relevant to disease, not 

to illness. They are useful for treatment, but they only get in the way of care (Frank, 

1991, p. 45)". 

Sharing of self by the nurse was a recurrent concept in the data. It was described 

as an integral part of being accepted as an individual by the nurse and of developing a 

trusting relationship. This humanistic holistic perspective, to include compassion, was 

also reflected as being considerate, kind and pleasant by participants. These 

characteristics were also described by Appleton (1993) as desires of patients. More than 

performing tasks, presence requires an openness on the part of the nurse to 'being with' a 

patient (Burkhardt & Nagai-Jacobson, 2002), and that openness reveals both the being of 

the nurse and the being of others, to include the patient (Nelms, 1996). 

Appleton (1993) conceptualized the 'other' aspect of presence.- that of patient 

presence, and the patient's way of being there as someone needing care and feeling 

vulnerable during hospitalization. The response of the nurse to the patient's presence 

would then result in comfort and reduced vulnerability. The participants' desires for 

touch, both touch needed for physical care, and comforting touch, are explicit in the 

concept of caring presence. Touch is identified in the theoretical literature as an element 
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of presence (Burkhardt & Nagai-Jacobson, 2002; Swanson, 1999; Watson, 1999) and in 

research literature as indicative of caring (Fredriksson, 1999; Mulaik et al; 1991). 

Participants in the current study described being vulnerable and of being comforted in 

their descriptions of good nursing care. Data suggested a lack of comfort and a continued 

sense of vulnerability in stories of bad nursing care. I conclude that the hallmark of the 

conceptualization of good nursing care seemed to focus on existential spiritual care 

activities that the nurse performed that helped to reduce those feelings of vulnerability, 

specifically, not only seeing patients as human beings, but treating patients with kindness; 

gentleness and comforting touch. The mutuality of presence, both recognizing patients' 

presence as described by Appleton and _offering nursing presence, is consistent with the 

existential nature of humanistic nursing and my assumption that nursing is holistic. 

Recognizing the presence of the patient and responding with caring presence, to iriclude 

interventions of comforting touch, kindness, gentleness, and recognizing individuality are 

not expectations of patients when hospitalized, but are certainly recognized and 

appreciated as elements of good nursing care. 

Adamsen and Tewes (2000) found a discrepancy in patient perception of the care 

they received and the care perceived as being giving by nursing staff. Perceptions of 

pain, sleep and rest, and problems that impact quality of life, although generally 

recognized by nursing staff, were underestimated by nursing staff according to patient 

perceptions. There was some evidence that this perception of care also occurred in the 

narratives provided by participants in this study. While pain management was not 

brought up as an issue, some participants reported such issues as noise in the hallways, 
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nursing activities that interfered with sleep and having to wait an inordinate amount of 

time for assistance with nausea. The collective tone of the narratives was that nurses 

were very busy, not that there was a discrepancy in the perception of needs. If care was 

not perceived, participants were quick to defend the nurse by acknowledging the nurses 

were too busy. In addition, participants felt the need to be protective of nurses' time, 

almost a reverse-caregiver role. Patients were aware of problems that impacted quality of 

life while in the hospital such as waiting for a nurse to respond to a call light, or 

perceptions of noise in the hallway that interfere with rest. Patients were also protective 

of nurses' time, and quick to offer excuses (lack of time) for issues that affected the 

patients' quality of life while in the hospital, such as inordinate noise and not responding 

in a timely manner. 

The phenomenological study by Kralik et al (1997) considered what patients 

perceived as important about nursing care, and identified two major themes: engagement 

and detachment. Engagement was supported by the minor themes of nurses approaching 

the patient in such a manner that conveyed that nothing was too much trouble in their 

care, consulting with the patient, smiling and using humor, having the qualities of being 

kind and compassionate, knowing what was needed without having to be asked, being 

available, friendly, warm, and using a gentle touch. The theme of detachment was 

supported by such perceived behaviors as "treating the patient as a number" 

( depersonalization}, being too efficient or busy, conveying that the patient should "try 

harder'' or encouraging to the extreme, not sharing information with the patient, even 

when asked, having "rough hands", and approaching the job of nursing as "just a job" or 
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"just doing what they are told". Similarly, Tumblin and Simkin (2001 ), Larrabee and 

Bolden (2001) and Radwin (2000) identified physical comfort, emotional support, 

providing instruction and information, attentiveness, coordination of activities, 

individualization and technical skills as expectations of the nurses' role by patients. Most 

of the behaviors identified by Kralik et al, Tumblin and Simkin, Larrabee and Bolden, 

and Radwin were also identified by the various participants in this study as elements of 

good nursing care. Individualization and "treating me as a human being", being seen as a 

unique individual, but also the commonality of being human, was repeatedly mentioned 

as exemplary of good nursing by participants in this study. However, participants did not 

identify all behaviors as having been exhibited by their nurses. Specifically, the concept 

that the nurse should convey that nothing is too much trouble in their care was not 

generally perceived. In fact, body language and demeanor of nurses toward the 

participants indicated that the nurses did not have time to be fully present. Participants 

believed they should be protective of the nurses' time because they did not want to 

trouble the nurses. Hewison (1995) described nurse/patient interaction as being 

superficial and routine, and suggested nurses had a 'power over' relationship with 

patients in their care. This superficiality is not conducive to communication or 

relationship building, and could explain in part the tendency of patients in the current 

study to believe they were infringing on nurses' time if they requested anything perceived 

to be outside the routine. 
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2. Are the Actions of Nurses to Address Spiritual Health Perceived by Patients as 

Fulfilling Their Expectations? 

Although not couched in the same terminology, participants in this study 

perceived actions that address spiritual health and described these actions in their 

descriptions of good nursing care. Conversely, actions that did not off er caring presence 

were often defining characteristics of bad nursing care. In their own conceptualization of 

spiritual nursing care, participants generally believed that spiritual nursing care involved 

attending to religious aspects of spirituality. Although actions to address caring presence, 

'being with', were certainly appreciated, they were not an expectation. In addition, 

actions to address any religious aspects of spiritual care on the part of the nurse, were not 

only not expected, they were often unwelcome. 

"Spiritual care begins with presence" (Burkhardt & Nagai-Jacobson, 2002~ p. 86) 

and is the basic way that spirituality is integrated into nursing care (Davidhizar et al., 

2000). In addition, the spiritual component of presence has two distinct aspects, the 

existential qualities and actions such as kindness, touch empathy, and connectedness, and 

spirituality as expressed by religiosity to include religious rituals and prayer. The North 

American Nursing Diagnosis Association (NANDA) now recognizes the distinction 

between existential spirituality and religious spirituality, and has revised nursing 

diagnoses to reflect spirituality and religiosity separately (Burkhart, 2001). 

Of note, although elements of both 'being there' and 'being with' were described 

as good nursing care by the study participants, and were certainly perceived by the 

participants, only physical presence, 'being there' was expected. Participants described 
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the expectation of competence and watchfulness over physical needs as being important 

and a characteristic of good nursing. However, spiritual and psychological care, 

described in the 'being with' aspects of presence, was not an expectation. Participants 

described aspects of existential spiritual care, 'being with', such as touch, empathy, 

relatedness, eye contact, and kindness, as welcome and helpful, but not expected from the 

nurse. The aspects of 'being with' associated with religiosity, such as prayer, were 

expressly not expected, and in some cases, potentially detrimental, according to study 

participants. 

Expectations are commonly based on experience. Participants expressed that the 

nurses were too busy or did not have time to do more than attend to physical needs. 

Hewison (1995) observed that most nurse/patient interaction was superficial, routine and 

talk-oriented and suggested that nurses had a 'power over' relationship with patients, 

which was a barrier to any meaningful communication between nurse and patient. Data 

generated by Hewison's study reflected that 'power over' and being treated in a routine 

manner as opposed to as an individual was indicative of bad nursing care. Indeed, some 

participants identified such behavior as indicative of bad nursing care. Perhaps this could 

be an explanation for participants in this study having no expectation of existential 

spiritual care, and emphatically not being desirous of any religious aspects of spiritual 

care. Because patients in the hospital have a sense of vulnerability, it would neither be 

expected nor wanted for anyone seen as having 'power over' to delve into anything that 

in essence defines them as a human being. 
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3. What Actions by Nurses are Perceived as Spiritual Interventions by Patients? 

Spiritual interventions perceived by participants in this study were centered 

around the religious patterns of spirituality such as prayer or referral to clergy, and 

knowing when to make such referral. Activities of presence such as touching, exhibiting 

care and concern, communicating to include listening and explaining medical care, 

making the participant feel less vulnerable, and sharing of self were also perceived, but 

not necessarily labeled or recognized as being spiritual by participants. However, such 

activities were recognized as elements of"good" nursing care. One participant identified 

the act of caring to be spiritual and described such attributes as coaching and exhibiting 

. humor as evidence of spiritual care from his nurse. This was consistent with the 

humanistic framework. The existential nature of care includes an element of reciprocity; 

meaning that what is conveyed should be perceived as being conveyed (Appleton·, 1993; 

Burkhardt & Nagai-Jacobson, 2000; Patterson & Zderad, 1988; Taylor, 2002). 

Touch was identified as conveying caring, connectedness and a sense of 'being 

with' by two participants. Results of the study conducted by Mulaik et al (1991) also 

indicated that patients viewed touch as indicative of caring and that touch by the nurses 

was important in care. The study by Mulaik et al also indicated that 59% of respondents 

also reported that touch indicated control on the part of the nurse and should not be used 

often. Although, specific questions about touch were not included in the current study, 

participants did not mention perceiving touch as a means of control. 

Two qualitative studies (Concho, 1995 and Sellers, 2001) that addressed patient's 

perceptions of spiritual care described spiritual interventions consistent with those 
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described in this study. Participants in both Sellers' and Conco's studies were self

identified as being Christian, and described establishing a caring relationship, presence, 

listening and giving of self ( sharing) as included in effective nursing care. In addition, 

they reported that people feel connected to others who share the same spiritual beliefs and 

examining meaning or purpose in life was described as spiritual caregiving by 

participants. This finding was not borne out in the current study, which, via sampling for 

maximum variation, recruited both religious and nonreligious participants. While one 

participant in the current study reported finding comfort if she and the nurse had common 

religious beliefs, other participants reported not having any expectation of spiritual care, 

other than to be referred to clergy. In addition, one participant in the current study, an 

atheist, expressly did not want the religious aspects of spiritual care and objected to the 

word "spiritual". Of note, another participant, self-identified as Episcopalian, reported 

being leary of nurses who offer to pray for her because they may not share her specific 

religious beliefs and may pray for the wrong thing, even if they are Christians. 

4. How Do Individuals Define Spiritual Care? 

Spiritual care was defined by participants in this study mainly in terms of 

religiosity - religious beliefs, prayer, needs provided by a minister, and connection to a 

higher power. Three individuals defined spiritual care as caring and went on to describe 

behaviors associated with nursing presence such as empathy, sympathy and "being there 

for you". Two participants specifically differentiated between religion and spirituality, 

identifying religion in terms of a belief pattern and spirituality in terms of nursing 

presence. These same concepts were identified by participants in the Sellers (200 I) 

113 



study, in which spiritual care was characterized as nurses understanding the unique 

human experience by . establishing a caring relationship to include being present, 

listening, respecting and giving of self. Conco (1995) reported that spiritual care was 

given when caregivers shared their own beliefs in a supreme being with the patients. This 

idea of sharing of beliefs was identified by two participants in this study, who went on to 

indicate that spiritual care as described by Conco would have been welcomed. As was 

also found in the current study, both Conco and Sellers reported spiritual care as having 

strong religious connotations. I found that spiritual care was defined by patients mainly 

in tenns of religiosity, and is neither expected, nor desired, from nurses in the hospital. 

To a lesser extent, spiritual care is defined by behaviors consistent with nursing presence 

as described in the literature. 

Religious aspects of spirituality are addressed in the literature by studies using 

various Likert type questionnaires to describe or measure components of spirituality such 

as purpose in life, life salience, ego strength, self image, perceived well-being, religious 

orientation, and existential wellbeing (Ellison, 1983; McCutcheon, 1998; O'Neill & 

Kenny, 1998; Shek, 1991). Religious aspects of spirituality dominate the content of 

these questionnaires. In defining spirituality, participants in the current study also 

discussed some of the same concepts measured in the various questionnaires including 

belief systems, religious orientation and practices such as prayer, and meaning or purpose 

in life. However, the majority of participants defined spirituality in terms of religious 

affiliation, belief in a higher being, and religious practices such as prayer. They 

acknowledged that that which gave meaning or purpose to life could be important, but 
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- primarily, spirituality was synonymous with religiosity. Of note, those participants who 

self-identified as agnostic and atheistic identified spirituality in terms of religion as 

strongly, or more strongly than participants who self-identified as Christian. Other 

consistent themes included in definitions of spirituality were appreciating nature, music, 

taking time to determine what is meaningful to the patient, active listening, being with; 

sharing self, demonstrating that the patient was valued and seen as a human being, and 

connection to others and to a higher power. 

Reker and Peacock (1981) and Drolet (1990) utilized questionnaires designed to 

explore concepts associated with spiritual beliefs such as life purpose, death acceptance 

and symbolic immortality. Interestingly, these concepts were not mentioned as elements 

of spirituality_ by participants in this study. On the other hand, no participant specifically 

excluded these concepts from spiritual beliefs either. 

The defining characteristics of spiritual care are also consistent with definitions of 

spiritual care in the theoretical literature. Quantitative studies of spirituality have been 

conducted largely with regard to religiosity (Giblin, 1997; Reed, 1987; Richards, 1991). 

Spiritual care is often confused with, or used interchangeably with religiosity. Given 

that, spiritual needs are often referred to a chaplain or minister. Burkhart (2001), in her 

report for the Spirituality and Religiousness Diagnosis Working Group, North American 

Nursing Diagnosis Association (NANDA) acknowledged that, in clinical nursing, 

spiritual nursing care has historically been defined in terms of religious preference or 

practice. Recognizing that this conceptualization does not address patients who do not 

have religious affiliations, this working group developed separate definitions for 

115 



J 

spirituality and religiosity. The new definition of spirituality encompasses the concepts of 

purpose in life, connection to self: others and a higher being, art, music, literature and 

nature. 

In summary, consistent with the literature, participants in this study defined 

spirituality primarily in terms of religiosity or religious practices such as prayer. Other 

concepts used to define spirituality included appreciating nature, music, taking time to 

determine what is meaningful to the patient, active listening, being with, sharing self, 

demonstrating that the patient was valued and seen as a human being, and connection to 

others and to a higher power. 

5. Time and the Nursing Shortage. 

The concept of time was a recurrent element. in the data of the current study that 

had a tremendous impact on patients' expectations of nursing care. Time is a key 

component of scientific inquiry and a source of wonder and mystery in philosophic 

thought. Objectively, time is measured by a defined measuring device - a clock, a 

calendar, a metronome, a season. Objectively, time has no meaning other than a specific 

quantification. However, subjectively, time is a collection of experiences and of human 

'being' in the world (Hale, 1993) and it is these experiences of being that give meaning to 

time. Hutt (1999) asserted that, in keeping with the phenomenology of Edmund Husserl 

(trans. 1966), the subjective experience of time was not based on one single sensory input 

nor one single event but a "flux" of remembered events from the past, and planned events 

in the future, each in relation to the other. Hence, the present can only be experienced in 

terms of the past and the future. 
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The concept of time holds different meanings, and is inextricably connected to 

space and ofbeing in that space. On the other hand, Wilber (1979) contends that there is 

no recognizable beginning to the present and no recognizable end to the present moment, 

therefore there is no past or future, only the present, and because there is no past or 

future, there is no time. The present is therefore timeless or eternal. Furthermore, 

because there is no time, measuring it ( chronological objective time) is an illusion; and 

the eternal present, the subjective, is real. Hale (1993) called this authentic time, the rich 

present moment in which selfhood unfolds. A third viewpoint purports that, of past, 

present and future, future is most important (Minkowski, trans. 1970). The past then is 

something to be overcome in the progression to the future. 

There is no concensus of the meaning of time. Time, like beauty, is in the eye of 

the beholder, but is modified countless times a day as the constant flux of the anticipation 

of future events and remembrance of past events affect human understanding of how one 

is at any given place in time. And, each person's collection of lived temporal experiences; 

varying depending on cultural mores, religious beliefs, age, and other factors (Hale, 

1993) will necessarily have components of temporal experiences of those persons are in 

contact with, often with different views of time (Friedmann, 1990). Friedmann described 

experiments in which subjects were asked to complete tasks of various cognitive 

complexity. Data revealed that subjects, when asked to prospectively predict how much 

time it would take to complete identical tasks give longer estimates than when asked to 

estimate time to completion in retrospect. In addition, more numbers of tasks and more 

complex tasks increased the estimation of time to completion prospectively. This could 

117 



explain the scurrying rushed behavior perceived by patients of nurses intent on 

completing multiple complex tasks in what they perceive to be a short amount of time. 

All humans have a sense of experiences of time, both individually and 

collectively, typically categorized as past, present and future. Patterson and Zderad 

(I 988) identified the relationship of nurse to patient as occurring in both measured tim~ 

and lived time (objective and subjective) but differing based on perspective. Time then 

takes on other characteristics. The nurse may refer to time as flying or not having enough 

time or making time while the patient may believe time is standing still while awaiting a 

procedure or is wasted while in the hospital, or when waiting for visiting time. 

Humanistic nursing recognizes that, in the transactional nature of nursing, there is an 

intersubjectivity between nurse and patient that results in a timing of behaviors aimed at 

developing the patient's human potential. There is a rhythm, a sense of timing that the 

humanistic nurse employs, predicating interventions on patient readiness. Because it is 

an intersubjective phenomena, timing is not solely based on nursing expertise or patient 

behaviors, but something between. 

Zerubavel (1979) studied patterns of time in the hospital from the sociological 

perspective. He noted a clear rhythmic pattern of nursing activities that defined the 

temporal boundaries of the day with a focus of chronologic time. Certain events were 

sacrosanct - time for report, medication administration and vital sign assessment. He 

also observed that nursing tasks were generally perceived as mechanical and easily 

transferable from one nurse to another with duties assumed or assigned in a relatively 

abrupt manner. Temporal boundaries of duties were rigid, with greater relative value 
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placed on objective chronological time than subjective time. Although the study was 

conducted over twenty years ago, these same temporal boundaries are recognizable in the 

routine of nurses in the hospitals today. 

Tasks to be completed or events that occur are given meaning and value based 

upon a time frame (Peat, 1987). Because meaning and value are placed on events and 

tasks, an effort is made within a social structure to categorize these events or tasks 

according to a consensual definition, objective time or clock time. Paradoxically, this 

categorization of the 'flux' of time results in change of the relative event or task, thereby 

changing both meaning and value. 

From the nursing perspective, Young (2002) reported that most nurses identified 

that they were acculturated to manage time in a linear, chronological way and were 

comfortable with that, but complained that linear flow compromised caring. She found 

that linear time management objectified caring into tasks rather than subjectified caring 

into building relationships. Young asserted that caring demanded a change in the 

habitual linearly prescribed work routine. 

Time as a barrier to providing quality nursing care is evident in the literature 

(Brush & Daly, 2000; Davidhizar et al., 2000; Gibson, 1994; Sourial, 1997; Williams; 

1998). Whether implicit or explicit, time, having time or making time conveys meaning. 

From the nursing perspective, when time was limited, basic nursing care including the 

technical aspects of care was provided, but there was insufficient time to 'be with' 

patients, to listen and "do the things that make a difference" (Williams, p. 6). The nurses 
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in Williams' grounded theory study characterized 'being with', listening and "doing 

things that make a difference" as unmet needs and "extra" care needs. . 

Time constraint or nursing workload as described by the nurses in the Williams 

study was also perceived by participants in the current study as nurses scurrying down the 

hallway, not making eye contact, and asking the question, "how are you?" but not waiting 

for the answer. Such things as importance, status and priority are communicated by time 

allotted for care (Gibson, 1994). Highfield (1997) reported that vulnerable patients do 

not want to burden the nurse who is perceived as being too busy, and even try to protect 

the nurse by not making requests. The participants in the current study also described 

being reluctant to make any requests of the nurse, whom they perceived as being too busy 

and not having enough time. As discussed previously, they did not want to add to the 

nurse's workload; in fact were protective of the nurses' workload. Because of this 

perception, only basic care needs, addressing physical care were expected. Sourial 

(1997) concluded that nurses viewed physical care as an imperative, whereas 

psychosocial or existential care was only provided if there was time. 

The concept of time was a recurrent element in the data of the current study that 

had a tremendous impact on patients' expectations of nursing care. The nursing shortage 

is a separate issue, but seems to be related to the issue of time. As with time, participants 

offered the nursing shortage as a rationale for not expecting existential spiritual care. The 

implication bein~ with fewer nurses, there was less time, or not enough time for nursing 

care, certainly coloring patient expectations of care, perhaps even lowering it. Perhaps it 
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is not so much that physical care was more important, but because of a perceived lack of 

time, it was all that was expected by patients. 

Conclusions, Implications and Recommendations 

Based on data analysis, my conclusions, the implications of those conclusions and 

recommendations related to those conclusions and implications will be presented within 

the context of society as a whole, and of the nursing profession. Societal conclusions, 

implications and recommendations are related to those who have or could anticipate 

finding themselves in the care of nurses. Conclusions, implications and 

recommendations related to the nursing profession will be discussed in terms of 

professional nursing practice and professional nursing education. 

Societal 

A ubiquitous expectation of persons living in the industrialized world would be 

that at some point, they or their loved ones will be hospitalized and be cared for by 

nurses. Therefore, society as a whole is a stakeholder in the care provided by nurses in 

the hospital setting and concomitantly in the care to be expected from nurses in the 

hospital setting. Based on the narratives of the participants in my study, I concluded that 

physical care and surveillance by nurses were universal expectations and were 

universally valued by the participants. Spiritual care, however, was not expected, but it 

was valued if received. In addition, the term spiritual was very value laden, and used 

interchangeably with the term religion, and the main expectation of spiritual care was that 

the nurse be able to recognize spiritual needs and refer them to a minister or other 
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religious caregiver. Participants defined spirituality in terms of religiosity or religious 

practices such as prayer. . 

Knowing the expectations patients have when hospitalized has far reaching 

implications. Everyone is touched by illness and suffering to some degree. Whether as a 

patient or as a significant other, everyone can expect to make contact with nursing staff in 

the hospital or home setting at some point in life. All too often, expectations are based on 

experiences and on informal reports of experiences. Experiences includes both actual 

observations and observations based on depictions of nurses in literature and 

technological media. 

Given that expectations play such an important role in perceptions of care, public 

education regarding what to expect regarding nursing care could be greatly improved. 

Because the tenn spiritual is so value laden, I recommend that terminology in public 

education could include concepts related to spiritual care such as kindness, comforting 

touch, gentleness and recognizing individuality. Nurses could undertake to provide such 

education in the form of orientation tours of the hospital in the case of scheduled or 

elective health care, which would include an overview of what nurses do and what can be 

expected regarding nursing care. Nursing staff could reinforce their role and their own 

expectations within the caring environment during the course of the hospital stay. 

Public service announcements could be designed and implemented, outlining 

patient rights with regard to nursing care. Such announcements could depict nurses 

acting as holistic providers of care, and explaining the care they want to provide and care 

that should be expected by patients and their families. 
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Increasingly, hospitals are business oriented, wanting tangible actions easily 

reflected on a business report. Actions that involve physical care are tangible, whereas 

those addressing psychosocial or spiritual care are not as tangible, therefore less likely to 

be viewed as important, and as included on the 'bottom line'. However, the business 

orientation also includes marketing strategies and competition to provide patient care 

services. A current marketing strategy is for hospitals to seek and achieve magnet status. 

For hospitals to achieve magnet status, they must adhere to standards set by the American 

Nurse Credentialing Center (ANCC) designed to indicate quality patient care and nursing 

excellence. Magnet status could become the benchmark for quality care for prospective 

patients and their families. With this in mind, knowing expectations patients have of care 

and their perceptions of hospitalization could potentially lead to policy adjustments at the 

hospital level, to include staffing patterns and nurse/patient ratios to enhance competition 

to provide services. I recommend that nurses spearhead efforts to make the public aware 

of what they can expect from nursing in magnet hospitals. Maintaining magnet status 

could then impact managed care decisions. 

Nursing Practice and Education 

Participants in this study told rich stories of hospitalizations and of experiences 

with nurses while in the hospital. Most of the experiences that were related reinforced 

nursing care professional standards of practice, while others provided an insight into 

potential areas of improvement in nursing caring practices. These areas of improvement 

are particularly important in both professional practice and in educational preparation for 

professional practice. Conclusions, implications and recommendations based on these 
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stories related to the nursing profession will first be discussed in terms of professional 

nursing practice and then discussed in terms of professional nursing education. 

As previously stated, physical care by nurses was a universal expectation of 

hospitalized patients while spiritual care was not. Furthermore, any actions to address 

religious aspects of spiritual care on the part of the nurse were not only not expected, they 

were often unwelcome, and described as potentially detrimental. I conclude that even 

though not expected, recognizing the presence of the patient and responding with caring 

presence, to include interventions of comforting touch, kindness, gentleness and 

recognizing individuality were appreciated by patients as elements of good nursing care 

described in this study. In fact, these elements of existential spiritual care were the 

defining attributes of good nursing care. The mutuality of presence, recognizing the 

presence of the patient and offering nursing presence in return is consistent with the 

existential nature of humanistic nursing. Furthermore, patients were aware of problems 

that impacted quality of life while in the hospital such as waiting for a nurse to respond to 

a call light, or perceptions of noise in the hallway that interfere with rest. Patients were 

reluctant, however, to place blame on nurses for lack of perception or lack of attention to 

issues that affected quality of life. In some cases, patients were protective of the nurses, 

offering excuses such as lack of time for nurses' lack of attention to their needs. These 

findings support my assumption that spirituality is a dimension of health in that 

existential spiritual care enhances well-being. 

The practice implications of existential spiritual care are explicit. First, because 

existential spiritual care is definitive of good nursing care, nurses make a conscious 

124 



choice to seek to provide good nursing care. Knowing what patients expect can help 

nurses to define the care they give, and to be aware of how they are perceived. For 

example, knowing that patients are reluctant to ask for assistance when hospitalized 

because they perceive the nurse as being too busy might cause the nurse to reevaluate 

her/his demeanor and offer assistance based on anticipated needs and holistic assessment. 

Participants in this study described nonverbal cues given by nurses, such as scurrying 

down the hallway, not waiting for the patient to answer a proffered question, and failing 

to make eye contact. Knowing the effects those nonverbal cues have on patient 

expectations could cause the nurse to re-evaluate his/her behavior with patients. I 

recommend that nurses be encouraged to discuss with patients and their families what the 

patient can expect of nursing staff at the time of admission and reinforce this assumption 

at each shift change. Patient satisfaction surveys could be designed to address how 

specific expectations of nursing staff were met, or not. 

An assumption, based on my experience as a nurse and nurse educator is that 

sharing of self is generally discouraged both in nursing schools and in hospital settings. 

However, based on the data from this study, I conclude that sharing of self was 

appreciated from the patients' perspective and aided in the development of a therapeutic 

relationship with the nurse. The implication of not sharing self is an increase in the 

feelings of vulnerability on the part of the patient. Clearly, from the stories offered by 

study participants, sharing of self occurs. A recommendation for further research would 

be to explore the extent to which nurses "share self' with patients. Knowing that patients 

are put at ease, that they feel less vulnerable if the nurse shares with them personally, this 
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sharing interaction should be encouraged. Educational offerings both in schools of 

nursing and in the form of workshops and inservices could be developed to delineate the 

fine line between professional therapeutic sharing and non-therapeutic sharing of self 

Encouraging more interpersonal interaction might lead to a more caring environment, and 

hence, more satisfactory outcomes for both the nurse and the patient. 

There is an ambiguity in what constitutes spiritual care in nursing practice. I 

conclude that nurses need to be made aware of patient expectations regarding spiritual 

care in the hospital. Although existential spiritual care is not expected, it would 

definitely be welcomed. However, beyond recognizing the need for spiritual care and 

referring the patient to a minister as warranted, the religious aspect of spiritual care was 

neither expected nor wanted. In fact, findings in this study revealed that such care could 

be detrimental to patient care. 

Patients want to be seen as individuals. The implication is, first, the 

commonality of being human gives value, and second, being seen as an individual 

imparts a feeling of being valued. The feeling of value is predicated on being cared for as 

an individual with a disease or health condition, not in the treatment of the disease or 

health condition itself Patients are inherently valued as being human, but they want to 

feel valued because of their being as a human, being in the sense of how they are in the 

world - what defines them as unique. 

The concept of time holds different meanings, and is inextricably connected to 

space and of being in that space. Although patients do not expect spiritual care because 

they do not perceive the nurse as having time, aspects of spiritual care seemed to be 
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defining attributes of a "good nursen. Conco ( 1995) found that spiritual care was not 

time consuming, yet the literature suggests that nurses believe they don't have time for 

spiritual care (Taylor, 2002), or do not feel adequate providing spiritual care (Ross, 

1995). I recommend that a series of ongoing mandatory inservices regarding the delivery 

of spiritual care could be implemented to increase knowledge ot: and confidence in 

nurses' abilities to provide spiritual care. Continuing education in spiritual nursing 

interventions could also be implemented, emphasizing that spiritual care can be 

performed concurrently with physical care, thereby not necessarily requiring more care. 

Care of physical, mental and spiritual needs is not necessarily a discrete act in holistic 

nursing practice. Spiritual care does not have to be something extra that is provided only 

if there is time. 

Finally, I strongly believe that intentionality, a purposefully directed mindset or 

thought pattern, is important in establishing a caring connection with patients. 

Intentionality includes both purpose for and motivation to provide nursing care and is 

reflective of nursing presence (Burkhart & Nagai-Jacobson, 2002; Watson, 2002). 

Allowing time after report for nurses to set their intentionality for the day ( via meditation, 

prayer or reciting a mantra for example) could enhance the delivery and perception of 

spiritual nursing care. 

Related to the issue of time, the nursing shortage is offered as a rationale for 

patients' not expecting existential spiritual care. The implication being, with fewer 

nurses, there was less time, or not enough time for nursing care, certainly coloring patient . 

expectations of care, perhaps even lowering it. It is possible that patients expected 
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physical care activities, but not spiritual care activities, not because physical care was 

more important, but, as discussed earlier, because of a perceived lack of time on the part 

of nurses. 

I conclude that the notion of spiritual care has strong religious connotations. 

Definitions of spiritual care as well as expectations of spiritual care are largely couched 

in terms of religious beliefs and practices. Because of this, patients' spiritual needs may 

not be voiced or recognized as contributing to overall health by the patient, and may be 

unrecognized or inappropriately addressed by the caregiver. Introspection about personal 

belief patterns regarding spirituality on the part of the nurse is a starting point for 

attaining a deeper awareness of the spiritual needs of patients as part of their overall care, 

as well as intervention strategies for meeting those needs. 

Stories of nursing care provided by the participants in this study also lead to 

conclusions, implications and recommendations for professional nursing education. I 

conclude that the expectations of patients regarding spiritual care as outlined above in 

nursing practice are all also relevant to nursing education. Because lack of educational 

preparedness is cited as a reason for nurses not being comfortable with providing spiritual 

care (Highfield, 1997; Piles, 1990), there are clear implications for schools of nursing to 

examine how spiritual care is presented in the curriculum. This study resulted in several 

interesting findings, some in conflict with what is currently being taught, that need to be 

discussed in formal nursing education settings. 

Elements of nursing presence were seen by patients as important and elements of 

presence were used to describe good nursing care. 'Being there', including the elements 
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of nursing competence (knowing what is going on and technical proficiency) as well as 

surveillance (keeping track, notifying physicians as warranted, watching carefully) was a 

universal expectation of nurses. 'Being with', the existential spiritual element of 

presence (kindness, gentleness, caring touch, sharing of self) was the most defining 

characteristic of good nursing care as described by participants, but it was not expected. 

All participants were able to define spirituality, most frequently in terms of religiosity 

and religious practices such as prayer. Spiritual nursing care was most frequently 

described as recognizing the need to refer the patient to a minister. The religious element 

of spirituality was not expected, nor wanted, by some, adamantly. I recommend that 

patient expectations regarding spiritual care from nurses should be included in learning 

_ activities related to holistic nursing practice. The implication is that, if practicing nurses 

do not feel comfortable providing spiritual care, they may be reluctant to address spiritual 

care issues. I recommend that nursing curricula be examined to insure that both the 

existential elements of spiritual care and the religious aspects of spiritual care are 

addressed. 

Establishing trust is a part of existential spiritual care. Creating a therapeutic 

milieu with patients begins with establishing trust. A key component of a trusting 

relationship is sharing of self In my experience, sharing of self is generally addressed in 

nursing schools as something to be avoided, or at least minimized. Nursing students are 

cautioned to answer personal questions posed by patients quickly and succinctly and 

redirect the patient back to answering questions. Sharing of self was identified as an 

important element of good nursing care by participants in this study, and is part of 
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spiritual nursing care. I conclude that nursing faculty should examine how sharing of self 

is addressed in nursing curricula. The implication is that, because sharing of self is not 

encouraged in schools of nursing, students will carry the notion that sharing of self is not 

encouraged into the practice setting. Therefore, I recommend that nursing faculty explore 

the concept of sharing of self fully with students, to include therapeutic and holistic 

parameters for sharing of self 

Time was a strong recurrent theme. Perceptions of nursing not having time 

(scurrying in the hallways, not talking to the patient when in the room, not making eye 

contact) were mentioned by 9 of the 11 participants. Perceiving the nurses as too busy 

led to patients not requesting care. They did not want to "bother" the nurse unless it was 

absolutely necessary. I conclude that this perceived lack of time was then offered as a 

reason for not expecting existential spiritual care. The implication is that patients ·may 

not request the care they need. I recommend that nursing faculty include in the 

curriculum a sensitization of students to the perceptions patients may have based on 

nonverbal cues, such as scurrying in the hallway, from the nurse. The discussions should 

also include the importance of insuring that nonverbal and verbal communication match, 

to insure a therapeutic holistic care environment. Discussions could begin with a 

sensitization of students to the concept of time and the perception of time. 

It is imperative that schools of nursing fully address holistic care, incorporating 

research findings and provide students with intervention strategies for providing holistic 

care. The distinctions between the new diagnoses related to spirituality and religiosity 

(Burkhart, 2001) can be reinforced throughout the curriculum. Spiritual care practices 
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could be presented in didactic coursework and reinforced in clinical coursework. 

Clarifying the concept of spirituality should be ongoing throughout nursing programs. 

This could include seminar discussions of case studies or computer simulations. 

Discussions of spiritual care should begin with self-care and develop into care of others. 

Relative to providing holistic care, to include spiritual care, the concept of intentionality 

and setting intentionality should not only be taught, but demonstrated. Setting 

intentionality should be an expectation in clinical practice. Clinical assignments such as 

reflective journal writing activities could provide a forum for contemplating intentionality 

in relation to observed or reported patient outcomes with regard to spirituality. In addition 

to formal education, these concepts of spirituality, religiosity and intentionality would be 

excellent topics for continuing education for practicing nurses. 

Limitations 

I will now present possible limitations to the study. While I do not consider it to 

be a limitation, in fact, I consider it to be a strength, it must be remembered that 

phenomenologic studies do not result in finite data .. Phenomenology is a description of an 

experience based on the ideas, beliefs, knowledge and context of the moment. These 

internal and external factors do not remain constant. Time or subsequent life events may 

color an individual's perceptions of an event. The complexity of intrinsic and extrinsic 

factors will always exist, therefore alternate descriptions of an event will always exist 

(Van der Zalm & Bergum, 2000). Because of the possibility of a multiplicity of 

perceptions, it is not possible to assign inference or meaning, or to explain the events of 

the lived experience of another, but the recounting of the event, one to another, the "being 
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with" and intuitive knowing as described by Patterson and Zderad is important in the 

discovery process. 

Although the data generating strategy for this study was to achieve maximum 

variation in respondents, the majority of the respondents self-identified as Christian, 

limiting responses, particularly in defining spirituality, to those reflecting Christian belief 

systems. Even those participants self-identified as agnostic or atheistic responded based 

on their own knowledge base or background, which was in all cases, Christian. The 

resulting data was rich, but the particular perspectives of Islam, Judaism and Eastern 

teachings and beliefs were not represented and could further enrich the understanding of 

spirituality and spiritual care. 

In addition, all the respondents were Caucasian. Even within the same religious 

belief system, here Christianity, there are a wide variety of interpretations and practices 

among different ethnic and cultural groups. _That variability was not reflected in this 

participant group. Because both religious and spiritual practices are largely influenced by 

cultural and ethnic traditions, the lack of variability related to culture and ethnicity is a 

limitation of the current study, particularly in understanding the phenomena of spirituality 

and spiritual care. 

Questions in this study related specifically to caring practices of nurses in a 

hospital setting. One of my assumptions was that the participants would respond 

truthfully. I have no reason to believe that participants did not respond truthfully during 

their interviews. However, because I was known to the participants to be a nurse, it is 

possible that the participants told me what they thought I wanted to hear. 
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Lack of time on the part of nurses and the nursing shortage were repeatedly 

mentioned in patient narratives. It is possible that the issues of lack of time and the 

nursing shortage could have arisen as a result of media coverage as well as personal 

experience and observation. The nursing shortage has been an issue described in a variety 

of media (newspaper, magazine, television) to which participants have had access. The 

shortage is not only a national issue, but is particularly felt in the area in which this study 

was conducted. Another possible contributing factor for mentioning time and the nursing 

shortage is that one of the participants was herself a nurse, and other participants 

mentioned having friends or family members who were nurses. It is possible that the 

issues of time and the nursing shortage that arose during the interview process were 

empathetically motivated. 

Many hospitals in the United States have religious sponsorship or affiliations 

while others are secular for profit and not for profit institutions. I did not ask, nor was it 

apparent in the collection of data for this study if participants were hospitalized in 

religious or non-religious affiliated hospitals. Examining responses to the study 

questions and narrative stories in light of whether or not participants were hospitalized in 

a religious-based institution could have added to a deeper understanding of the 

phenomenon of patient expectations of spiritual care by their nurses. 

Recommendations for Future Studies 

Further research is warranted to explore the concept of spiritual care as part of 

holistic nursing practice. Participants in this study were able to describe good and bad 

nursmg care. Based on the responses of participants in this study, one of the most 
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compelling conclusions I have reached with regard to spiritual care is that existential 

spiritual care is the hallmark of good nursing care. Conversely, lack of existential 

spiritual care was a definitive characteristic of bad nursing care. Clarifying and exploring 

the meaning of spiritual nursing care is therefore imperative in investigating quality 

nursing care practices and nursing education. 

One of the potential limitations of this study, was that a nurse conducted the 

interviews, and participants responses were influenced by that fact. It is equally possible 

that participants were more considered in their responses because a nurse cared enough to 

ask questions about their hospitalizations. To address the potential for biased responses, 

either positive or negative, during the course of the interview, a non-nurse researcher 

could ask the interview questions. There may then be no reservations about the veracity 

of the responses in that there would be no reason to believe that participants were· telling 

the researcher what they wanted to hear. Comparisons could be drawn between . 

responses elicited by a nurse, as in this study, and those elicited in a future study by a 

~on-nurse. Hypothetically, responses elicited by the non-nurse researcher should be 

comparable to those elicited by the nurse researcher. 

The lack of variability related to cultural and ethnic traditions is a possible 

limitation of the current study. Both religious and spiritual practices are largely 

influenced by cultural and ethnic traditions. Although one participant was atheistic and 

two were agnostic, the religious and cultural tradition of all participants in this study was 

Christian based. It would be appropriate to address spiritual care perceptions through the 

lens of cultural and ethnic traditions. It would also be interesting to solicit respondents 
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with more diverse religious backgrounds. It would also be exciting to explore 

perceptions of spiritual care among children of various spiritual developmental levels. 

One research hypothesis could be that there is no difference in existential spiritual care 

needs provided by nurses to Christian patients and to non-Christian patients. A second 

research hypothesis could be that there is a difference in religious care expectations from 

nursing staff between Christian patients and non-Christian patients. Finally, 

hypothetically, there should be a difference in how spirituality is defined between 

Christian respondents and non-Christian respondents. 

Spiritual care perceptions in this study were investigated from the perspective of 

the patient. Having a better understanding of the expectations regarding care in general 

and spiritual care specifically from the perspective of the patient, it seems logical to 

interview nurses regarding their perceptions of the care they provide, to include spiritual 

aspects of care. I recommend that nurse participants be asked to identify the best nurse 

on the unit and then asked to describe the qualities that nurse demonstrates in his/her car~ 

that makes them exemplary. It would also be interesting to present the findings of this 

study to a focus group of practicing nurses and discuss practice implications. A series of 

focus groups discussing spiritual care interventions could then be conducted. Within the 

framework of humanistic nursing, there should be no difference in the perceptions of 

spiritual care between nurse respondents and patient respondents. In addition, nurses 

descriptions of exemplary nursing characteristics should parallel the characteristics of 

good nurses as described by the participants in the current study. The hypothesis would 
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be that there is a relationship between nurses' descriptions of exemplary nursing and 

patients' descriptions of good nursing .. 

Because time was such a strong concept that emerged in this study as a barrier to 

care, it would be interesting to study time perception from the viewpoint of the nurse. 

How much time does caring presence take? Do nurses view caring presence as 

something "extra" that is done only if there is time? From the nursing perspective, are all 

actions bounded by a discrete time period? For example, when the task of medication 

administration is being accomplished, can other tasks or events also take place 

simultaneously? Patricia Benner' s (2001) theory of novice to expert would suggest that 

as nurses become more experienced with the role of the nurse, intuitive actions would be 

accomplished outside the regularly scheduled activities as warranted. Could such actions 

occur simultaneously? 

Given the implications of the concept of time and the barriers to caring that the 

structure of time around objective clock time seems to pose, I believe the time has come 

to discuss, as a profession, how routine care is organized in a hospital setting. A 

framework for studying the concept of time with relation to patient care is provided in the 

theory of humanistic nursing (Pattrson & Zderad, 1988). Humanistic nursing recognizes 

that, in the transactional nature of nursing, there is an intersubjectivity between nurse and 

patient that results in a timing ofbehaviors aimed at developing the patient's human 

potential. There is a rhythm, a sense of timing that the humanistic nurse employs, 

predicating interventions on patient readiness. Because it is an intersubjective 

phenomenon, timing is not solely based on nursing expertise or patient behaviors, but 
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something between. Such an inquiry could begin with a Delphi study to identify 

important elements of time and routine in the hospital setting. 

Many scientific studies have been conducted that indicate there is a relationship 

between stress and the immune system. Does spiritual caregiving have a measurable 

effect on stress? Do religious beliefs or lack of a belief system have an effect on stress or 

perception of stress? Given that there is a measureable effect of stress on the immune 

system, if stress is ameliorated by spiritual care, the immune system would be enhanced. 

On the other hand, if stress is exacerbated by a lack of or inappropriate spiritual care, the 

immune system would be weakened. Religiosity of the patient may have a similar effect 

on stress perception and therefore the immune system. A future study could be 

conducted exploring the relationship between spirituality and religiosity, stress, and the 

immune system. 

Summary 

This study resulted in several interesting findings. First, nursing presence was 

seen by patients as important and elements of nursing presence were used to describe 

good nursing care. 'Being there', with elements of nursing competence (knowing what is 

going on and technical proficiency), as well as nursing surveillance (keeping track, 

notifying physicians as warranted, watching carefully), was a universal expectation of 

nurses. 'Being with', the existential spiritual element of presence (kindness, gentleness, 

caring touch) was the most defining characteristic of good nursing care as described by 

participants, but was not expected. Sharing of self, and element of existential spiritual 

care is generally discouraged in my experience as a nurse, both in nursing schools and in 
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hospital settings, but was clearly appreciated from the patients' perspective. All 

participants were able to define spirituality, most frequently in terms of religiosity and 

religious practices such as prayer. Spiritual nursing care was most frequently described 

as recognizing the need to refer the patient to a minister. The religious element of 

spirituality was not expected, nor wanted, by some, adamantly. 

Time was a strong recurrent theme. Perceptions of nursing not having time 

( scurrying in the hallways, not talking to the patient when in the room, not making eye 

contact) were mentioned by 9 of the 11 participants. Perceiving the nurses as too busy 

led to patients not requesting care. They did not want to "bother" the nurse unless it was 

absolutely necessary. This perceived lack of time was then offered as a reason for not 

expecting existential spiritual care. Sourial (1997) concluded that nurses viewed physical 

care was an imperative, whereas psychosocial or existential care was only provided if 

there was time. 

The framework for investigating the concept of time with relation to patient care 

is provided in the theory of humanistic nursing (Pattrson & Zderad, 1988). Humanistic 

nursing recognizes that, in the transactional nature of nursing, there is an intersubjectivity 

between nurse and patient that results in a timing of behaviors aimed at developing the 

patient's human potential. 

It was such an honor to interact with the participants of this study and gain such 

insight into what they expected or did not expect from nursing staff in the hospital 

setting. In general, the findings of this study were congruent with the literature with the 

exception of patient expectations of spiritual interventions by their nurse. In addition, the 
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theoretical framework of humanistic nursing was appropriate to describe the phenomenon 

of spiritual care and. supports continued analysis and implementation of spiritual care. 

The research questions of this study were addressed in the narratives of the 

participants. Findings of this study contribute to the understanding of the role of the 

nurse in providing spiritual care within a holistic nursing care framework. The 

opportunity to continue to research spiritual care, to include clarifying and reinforcing 

spiritual aspects of care as it relates to individuals and to populations is illuminated. 

I am fascinated by the concept of time and how the spiritual aspect of care can be 

transformed from something· extra the nurse provides if he/she has time, to the basic care 

for which the nurse makes time. Lau Tzu, ancient philosopher and purported author of 

the Tao te Ching said, "Time is a created thing. To say 'I don't have time' is like saying 

'I don,t want to'. 
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Demographic Data 

Case Name: -------

Case Number: -------

Age: 

Sex: 

Rage or ethnicity: 

Highest level of education: 

Occupation: 

Marital status: 

Number of children: 

Age: 

Still living in the home: 

Number of times hospitalized: 

Admitting diagnosis: 

Religious preferences: 
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TEXAS WOMAN'S UNIVERSITY 
S~JECT CONSENT TO PARTICIPATE IN RESEARCH 

Title: A Phenomenological Study of Patients' Expectations Concerning Nursing Care 

Investigator: Lisa Davis, RN, MS, MPH ..................................... 940/397-4681 
Advisor: Tommie P. Nelms, PhD, RN .................................. 940/898-2433 

You are being asked to participate in a research study conducted by Lisa Davis as part of 
her nursing doctoral study at Texas Woman's University. The purpose of the research is 
to explore the expectations that patients have of nurses when they are hospitalized and 
their descriptions of good nursing care. The researcher will ask you about what you 
expected from your nurses when you were hospitalized, and how you would define or 
describe good nursing care. You will also be asked to tell a story about a nurse who 
provided the best care when you were in the hospital. The researcher will interview you 
at a place of your choosing and the time involved will be no more than two hours. The 
interview will be audiotaped for transcription purposed only. Only the investigator and 
advisor will have access to the tapes that will be kept in a locked filing cabinet in the 
investigator's office and will be destroyed by February 25, 2007. Tapes will be broken 
and transcripts will be shredded. 

Confidentiality will be protected to the extent that is allowed by law. There is a risk that 
discussing your hospitalization may cause you some distress. If that happens, let me 
know and we will stop the interview. You have the right to stop the interview at any 
time. You may withhold any information that you think is embarrassing or private. The 
tapes will be transcribed with a fictitious name of your choosing used in place of your 
real name. Any publication or presentation based on the findings of the study will not 
identify your by name. Data gathered from the interviews may be discussed with other 
nurse researchers in order for the researcher to better understand meanings, but you will 
not be identified to them by your name. 

At the completion of the interview, as a token of my appreciation, you will be given a gift 
certificate to Hastings bookstore. If you want a summary of the results, a copy will be 
mailed to you. 

If you have any questions about the research study you should ask the researchers: their 
phone numbers are at the top of this form. If you have questions about your rights as a 
participant in this research or the way this study has been conducted,, you may contact 

154 



Ms. Tracy Lindsay in the Office of Research & Grants Administration at 940-898-3377 
or e-mail IRB@T\VU.EDU 

Initial 

Your participation in this study is voluntary. You may withdraw from the study at any 
time, with no penalty or loss to you. If you have any questions, please contact the 
investigators at the phone numbers provided at the top of this form. You will be given a 
copy of this dated and signed consent form to keep. 

Signature of Participant Date 

The above consent form was read, discussed, and signed in my presence. In my opinion, 
the person signing the consent form did so freely and with full knowledge of its contents. 

Signature of Investigator Date 

If you would like to receive a summary of the results of this study, please provide an 
address where the summary can be sent. 

/ 
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TEXAS \VO.l\,1AN'S 
UNIVERSITY 

March 29, 2002 

Ms. Lisa Davis 

Wichita Falls, TX 76308 

Dear Ms. Davis: 

INSTITUTIONAL REVIEW BOARD 
P.O. Box425619 

Denton, TX 76204-5619 
Phone: (940) 898-3375 

Fax: (940) 898-3416 
~mail: IRB@twu.edu 

Re: A Phenomenological Study of Patients' Expectations Concerning Nursing Care 

The above referenced study has been reviewed by a committee of the Institutional Review Board (IRB) 
and appears to meet our requirements in regard to protection of individuals' rights. 

If applicable, agency approval letters obtained should be submitted to the IRB upon receipt prior to any 
data collection at that agency. A copy of your newly approved consent form has been stamped as 
approved by the IRB and is attached, along with a copy of the annual/final report. Please use this 
consent form which has the most recent approval date stamp when obtaining consent from your 
participants. The signed consent forms and final report are to be filed with the Institutional Review 
Board at the completion of the study. 

This approval is valid one year from the date of this letter. Furthermore, according to HHS regulations, 
another review by the IRB is required if your project changes. If you have any questions, please feel free 
to call the Institutional Review Board at the phone number listed above. 

enc. 

cc Dr. Carolyn Gunning, College of Nursing 

Dr. Tommie Nelms, CoJlege of Nursing 

Graduate School 
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Sincerely, 

s:1½ c/3ru¼_s 
Dr. Gail Davis, Chair 

Institutional Review Board - Denton 



DENTON DALLAS HOUSTON 

March 10, 2003 

Ms. Lisa Davis 

Wichita Falls, TX 76308 

Dear Ms. Davis: 

Institutional Review Board 
Office of Research and Sponsored Programs 
P.O. Box 425619, Denton, TX 76204·5619 
940-898·3375 Fox 940·898-3416 
e-mail: IRB@twu.edu 

Re: A Phenomenological Study of Patients' Expectations Concerning Nursing Care 

The request for an extension of your IRB approval for the above referenced study has been reviewed 
by the TWU Institutional Review Board (IRB) and appears to meet our requirements for the 
protection of individuals' rights. 

If applicable, agency approval letters must be submitted to the IRB upon receipt PRIOR to any data 
collection at that agency. A copy of all signed consent forms and an annual/final report must be filed 
with the Institutional Review Board at the completion of the study. 

This extension is valid one year from March 29, 2003. According to regulations from the Department 
of Health and Human Services, another review by the IRB is required if your project changes in any 
way. If you have any questions, feel free to call the TWU Institutional Review Board. 

cc. Dr. Carolyn Gunning, College of Nursing 

Dr. Tommie Nelms, College of Nursing 

Graduate School 
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&£~ 
Institutional Review Board - Denton 




