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ABSTRACT 

The purpose of this case study was to explore, from the perspective of students 

enrolled in a baccalaureate evangelical nursing program, the process of learning to care 

as a professional nurse. A modified symbolic interactionist perspective guided the study. 

The specific research questions focused on identification of student conceptions of 

caring, social processes that may have an effect on student conceptions of caring, and 

the effect that diverse clinical rotations may have on student conceptions. 

Initially, a content analysis of selected institutional documents was conducted and a 

detailed description of the institution was reported to contextualize the distinctive nature 

of the evangelical institution. Following this analysis, students and faculty members were 

observed during clinical experiences and interviewed both formally and informally during 

one academic year. Twenty-three nursing students enrolled in medical/surgical, 

maternity and community health clinical nursing courses and their respective faculty 

members participated in the study. 

The process of learning to care was, for many students, influenced by their life 

experiences and Christian worldview. As students developed conceptions of 

professional caring, they identified issues and tensions related to trust, respect, and 

interpersonal balance. In relationships with patients, staff nurses and faculty members, 

students identified conflicting messages regarding professional caring. The reality and 

challenge of providing care as a nurse was most meaningfully realized and negotiated in 

the clinical settings. The general conceptions of caring students held remained stable in 

each of the clinical settings, although students identified selected clinical characteristics 

that had an effect on the implementation of professional caring. 
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CHAPTER 1 

STATEMENT OF THE PROBLEM 

10 

Caring has the attributes of a paradox. It is thought to give life its fundamental 

meaning and purpose. Caring is also undervalued, often uncompensated, and 

associated with "women's work". Consistent with the paradoxical nature of the concept, 

there are multiple definitions and theories of caring. That philosophers, theologians, and 

scientists have pondered the complex and multiple meanings of caring, from ancient 

Roman times to the present, speaks to the centrality of the concept to the human 

experience. 

As evidenced by theory development and research, caring in recent history has 

obtained a place in the core of many helping professions. Nurses in the past 20 years 

have proposed that the essence, or the fundamental nature, of nursing is caring 

(Leininger, 1981, 1984). The challenge in articulating the boundaries and domain of the 

nursing profession may be met in part by expression of both the obvious and the hidden 

essence of caring within nursing practice (Roberts, 1990; Watson, 1990b; Wolf, 1989). 

Nurse educators are charged with socializing students into the values and beliefs, 

boundaries and domain of the profession. This overt and covert socialization process 

occurs largely in clinical settings where student nurses are exposed to the reality of 

caring for patients. The manner in which student nurses are exposed to and interpret the 

essence of the profession of nursing from a caring perspective remains unexamined. An 

understanding of this process is of value for several reasons. First, it may assist 

educators in becoming more purposeful in their approach to clinical teaching and in 

their socialization of students to nursing. Second, it may assist students in processing 

their clinical experiences related to professional caring. Third, by exposing an aspect of 
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the hidden care in nursing, the domain and boundaries of nursing may be explored and 

shared with others. This study was designed to explore, from the student perspective, 

the process of learning to care as a student nurse. 

It is expected that the audiences who will find the study most illuminating will be 

those interested in the dimensions of caring as expressed clinically in the helping 

professions, students of the professional socialization process, and those interested in 

the very personal and human stories of interpersonal caring. 

Purpose 

The purpose of this single site case study was to analyze from a student perspective 

the process of learning to care as a professional nurse. The study was conducted at a 

Christian Northwestern university that offers a baccalaureate nursing program. During 

one academic year, a cross-section of sophomore, junior and senior nursing students 

and their respective faculty members participated in the study. Study participants were 

observed and informally interviewed during clinical experiences in medical/surgical, 

maternity, and community health nursing courses as students learned to provide nursing 

care. Formal Interviews with participants were conducted and audiotaped to assist in 

answering the research questions. In addition to clinical observations and Interviews, 

formal university documents were content analyzed for themes related to caring. 

Document analysis served to contextualize the educational environment. 

Conceptual Framework 

The conceptual framework assumed for this study is a modification of symbolic 

interaction. This social-psychological perspective, associated with the theoretical work 

of Cooley (1902), Mead (1934), Kuhn (1964), and Blumer (1969), focuses on the social 

process by which individuals cognltlvely determine appropriate behavior in society. 

There are two central traditions of symbolic interaction, the Iowa school and the 
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Chicago school. The Iowa school tradition, associated with the work of Kuhn, holds that 

the interactions of individuals in society are constrained by stable social structures. 

Individuals are further constrained by their stable core personality traits. 

The Chicago form of symbolic Interaction, used as a basis for this study, is 

associated most closely with the work of Blumer (1969). From this perspective, society 

is viewed as the collective actions and processes that take place between individuals. 

Individuals are thought to define and Interpret their environment based on their 

Interactions with others, a process that allows them to modify their actions to fit the 

context of the situation. In maintaining that individuals change within situations, 

traditional scientific measurements of attitudes and expected actions are viewed as 

inappropriate. It is more appropriate to observe human behavior in society within 

specific contexts to understand that behavior. As Hewitt (1984) stated, 

symbolic interactionists have adopted the pOSition that there are no 
shortcuts to an understanding of the meaningful worlds In which people 
act. These worlds must be experienced by sociologists, insofar as that is 
possible, and people must be allowed to tell their own stories in their own 
words (p. 267). 

SOCiologists have criticized the Chicago tradition of symbolic interaction because it 

does not fully account for the contextual and structural factors that shape human action 

(Stryker & Statham, 1985). An assumption underpinning this study Is that in addition to 

the Importance of Interpersonal processes, structural dimensions of the university 

experience also may have an effect on students. Therefore, the traditional Chicago 

school perspective was modified to take into account more fully the importance of the 

structure of the social environment. In this case, the structure of the educational 

institution and clinical settings were considered. 

Two central divergent theoretical perspectives of professional socialization have 

been advanced in the literature. Socialization studies based on an induction perspective, 
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or structural-functional approach, such as those reported in The Silent Dialog (Olesen & 

Whittaker, 1968) and The Student Physician (Merton, Reader, & Kendall, 1957), assume 

students are passive recipients of the educational socialization process. In contrast to 

this approach, Becker, Geer, Hughes, and Strauss (1961), In their classic study of the 

socialization of medical students, maintain a reactive perspective. They assume medical 

students have the ability, individually and collectively, to shape and control their 

behavior and socialization. Also assuming a reactive perspective, Bucher and Stelling 

(1977) reported professional students were selective in their socialization. The process 

of socialization is increasingly viewed in the literature as a reciprocal process between 

individuals attempting to socialize and those being socialized (Hurley-Wilson, 1988). 

Caring has been studied over time by individuals in many disciplines. As Smerke 

(1989) reported, psychoneurolmmunologists, socio-behavioral scientists, 

anthropologists, philosophers, artists, ethicists, theologians, and nurses have 

contributed to the exploration of caring. Within nursing, caring has been studied as a 

human way of being, a moral imperative or Ideal, an affect, an interpersonal relationship, 

and as a nursing intervention (Morse, Solberg, Neander, Bottoroff, & Johnson, 1990). In 

this study, professional caring was conceptualized as a way of being and interacting. 

The operational definition of caring adopted for this study was 

caring is one way of being in the world that may be associated with an 
individual's moral ideals, Christian beliefs, nursing actions, interpersonal 
relationships with others, emotional involvement, and/or self care 
practices. 

Assumptions 

Several theoretical assumptions undergird this study. First, it is assumed that 

interactions between student nurses and others in the educational and clinical 

environments may have an effect on the professional nursing behaviors students will 
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demonstrate. Students interact with peers, patients (individual and aggregate), faculty 

members, staff nurses and ancillary health care personnel during their clinical 

experiences. Through interactions with these individuals, students may be exposed to 

social cues about professional caring. Therefore, it is essential to observe these 

interactions. 

Second, it is assumed that characteristics within the structural environment of the 

university and the nursing program under analysis may directly or indirectly playa role 

in the way in which nursing students learn to care as nurses. It is important to explore 

these social structures and the effect they may have on students. In this study, the 

social structure of the university is explored and described through the analysis of 

formal institutional documents, demographic characteristics, and the Evangelical 

mission of the institution. The structure of the nursing program is analyzed through 

analysis of the philosophy statement, course objectives, student assignments and 

faculty feedback, demographic characteristics, and curriculum progression. 

Third, it is assumed that clinical settings may offer unique experiences in the 

provision of nursing care. Therefore, the experiences of study participants in three 

different clinical environments are included in the study. The experiences of students on 

hospital medical/surgical units, maternity units, and in the community are included to 

capture potential diversity in student conceptions of caring. 

Additionally, it is assumed that student nurses will tailor their actions in the clinical 

setting based on their interpretations of the actions of others. Therefore, students were 

interviewed to capture their interpretation of what is communicated about caring in the 

clinical setting. 

Finally, socialization is viewed as a continuous, dynamic process. There is an 

assumption that students may develop different notions of caring as they progress 



through the curriculum. Therefore, a cross-section of sophomore, junior and senior 

nursing students are Included in the study. It is recognized that it is not possible to 

isolate the effects of progression through the curriculum from student reactions to 

particular clinical environments. To explore the individualized process of socialization 

for nursing students, a longitudinal study design would be necessary. 

In summary, it is proposed that many factors may have an effect on student 

conceptions of professional caring. These include the interactions students have with 

others in the clinical setting, student interpretations of these interactions, structural 

dimensions of the educational institution, unique dimensions of different clinical 

environments, and the extent to which the students have progressed in the nursing 

program. The research questions build on this understanding. 

Research Questions 

The research questions posed for this case study are: 

(1) What are the conceptions of caring held by student nurses? 

(2) In what ways, if any, do social processes in one baccalaureate 
nursing program affect student conceptions of caring as professional 
nurses? 

(3) What, if any, effect do the experiences in diverse clinical rotations 
have on the conceptions of caring developed by student nurses? 

Summary 

In the dynamic process of professional education, socialization of future 

professionals into the essences of their discipline remains an important undertaking. 

Through both the careful systematic observation and inquiry into the personal "web of 

communication" experienced by student nurses and consideration of selected formal 

structural aspects of an evangelical Christian nursing program, this study brings a 

unique focus and perspective to the professional socialization of student nurses. 

15 
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In the following chapter a review of the literature focusing on professional 

socialization, caring, and the hidden curriculum is provided. Chapter three outlines and 

describes the methods used in this study. Chapter four provides the reader with an 

overview of the university including a description of the mission of the school, the 

structure of the curriculum, and the demographic characteristics of the faculty and of 

nursing students. Chapter five describes an overview of the central findings of the study. 

In this overview, the significance from the student perspective of the core concepts of 

trust, respect, and balance in professional caring is described. Chapters six, seven and 

eight are devoted respectively to the concepts of trust, respect and balance. The 

conclusions of the study and recommendations for further research are provided in 

chaptp.r nine. 
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REVIEW OF THE LITERATURE 

Introduction 
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The purpose of this study was to examine, from the student perspective, the process of 

learning to care as a professional nurse. The literature review focused on selected issues related 

to professional education and caring within distinctive contexts. Specifically, the professional 

education literature was examined as it relates to the professional socialization of students. Two 

perspectives of socialization were described, the reactive and inductive approaches, and the 

connection was made that the current study is aligned most closely with the reactive perspective 

of socialization. Literature on the hidden curriculum in education was also reviewed to develop an 

understanding of the sometimes hidden ways in which students learn the social values and mores 

of a professional culture. 

The caring literature was reviewed in the contexts of gender, nursing and 

Christianity. Because nursing is a profession composed predominantly of women, an 

understanding of the ways caring has been described based on gender was viewed as 

particularly salient. Gender-based caring was reviewed from the biological, 

psychological, historical, sociological, and feminist perspectives. The literature that 

specifically addressed Christian caring as a nurse was limited. The review therefore 

focused on the historical connections between Christianity and nursing, the evidence of 

a resurging interest in spiritual care in the nursing literature, and the scholarly work on 

caring that has been advanced from a distinctively Christian perspective. Finally, the 

literature on caring in nursing was reviewed as it related to patient perceptions of caring, 

nurse perceptions of caring, caring in a political, economic, and technological system, 

and caring in nursing education. 
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This review provided the researcher with both a general guideline for the 

development and design of the study as well as assistance in the analysis of the data. It 

was designed to provide the reader with a background to analyze the important issues 

related to the transmission of concepts, such as caring, to professional students in the 

context of evangelical Christian education. 

Socialization in Professional Education 

Socialization has been considered an essential dimension of professional education 

(Bucher & Stelling, 1977; Cohen, 1981; Hurley- Wilson, 1988; Simpson, 1979). It is 

through the socialization process that students "develop a sense of identity and 

commitment to the profession by internalizing the norms, values, knowledge, skills, and 

behaviors shared by members of that profession" (American Association of Colleges of 

Nursing, 1986, p. 3). Traditionally, two distinctive positions have characterized the study 

and research of professional socialization; these perspectives have been labelled the 

inductive and reactive perspectives. 

The inductive, or structural-functional approach to socialization, is characterized by 

the belief that students are passive partiCipants in the process of socialization. Faculty 

members are the primary socializing agents who actively and purposefully attempt to 

transform the student into members of the profession. It is the educator and educational 

institution who are responsible for the outcomes of the socialization process. As 

Simpson (1979) maintained, from an inductive approach 

Success of socialization depends on the educational program of the 
school, its fit with the professional culture, and the opportunities it 
provides for students to assimilate professlonal- role expectations 
through experiences that occur within professional- role contexts or can 
be related to such contexts (p. 8). 

Merton, Reader and Kendall (1957) used the inductive perspective to guide their classic 

study of the socialization of medical students. 
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In contrast, the reactive approach to socialization is characterized by the belief that 

students are active participants in the socialization process. The educational experience 

may have an effect on the socialization of students, but it is not necessarily the major 

influence. When socialization Is studied from a reactive approach, the focus is on the 

student and the part he or she plays in the process. As Simpson noted about 

socialization from the reactive perspective, 

Clearly, no amount of learning is likely to enter into students' 
orientations If It Is incongruent with their values or with the expectations 
of their training roles. In our view, an educational program will develop 
orientations consistent with Its objectives or with the students' 
predisposing values if it can successfully link faculty values as expressed 
in program objectives with students' values and provide training 
opportunities congruent with the students' values and with its own 
objectives (p. 32). 

In their classic study Boys in White, Becker, Geer, Hughes, and Strauss (1961) 

assumed the reactive perspective as they studied the way medical students responded 

to their experiences in medical school. Olesen and Whittaker (1968) also used the 

reactive approach to study socialization in their seminal study of the socialization of 

nursing students in the 1960's. This approach was also assumed by Malek (1989), who 

conducted an interesting study on the socialization of empathy in sophomore nursing 

students in academic and clinical settings. 

In general, over time the trend has been to study socialization from a reactive 

approach. In the current study, it has been assumed that caring is one component of the 

professional nursing role and that students are active participants in the process of 

becoming socialized into the professional role of caring nurses. It was further assumed 

that students are actively engaged in this socialization process through their interactions 

with institutional structures as well as with other individuals. Finaiiy, it was assumed that 
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student interactions would center on experiences with faculty members, peers, clients, 

and staff nurses, the students' primary reference groups (Lum, 1988). 

The Hidden Curriculum 

It is generally accepted in the education literature that many aspects of the 

curriculum are unintended, the outcomes of the educational process are at times 

unexpected, and the education that students experience is at times covert, or hidden 

from educators. Within nursing, Bevis (198gb), well known for her work in curricular 

development, produced a framework describing four types of curriculum in effect in 

educational programs. These include the legitimate, illegitimate, hidden, and null 

curriculum (pp. 74-77). The legitimate curriculum is the curriculum the faculty have 

openly agreed upon and consciously use to guide teaching and learning activities. It is 

generally behavioristic in nature and refers to that dimension of the educational 

curriculum that is presented to accreditation bodies. Not all areas of learning are easily 

measured in behavioristic terms, however. It would be difficult, for example, to measure 

compassion or creativity through standard behavioristic terms. The illegitimate 

curriculum is that dimension of the curriculum in which faculty members consciously 

attempt to teach such professional values. It may not be evident in the formal 

representation of the learning experience, but it is purposeful. The null curriculum is the 

curriculum that faculty members and administrators would like to believe exists, but 

does not, in reality, exist. For example, faculty members may verbalize the value and 

importance of providing an integrated liberal arts education when in reality such 

integration is nonexistent. The hidden curriculum, as Bevis defined it, refers to that 

dimension of the curriculum in which educators are unaware of the messages taught to 

students. She described the hidden curriculum in nursing in this way 

It is the curriculum in which we are unaware of the messages given by the 
way we teach, the priorities we set, the type of methods we use, and the 



way we interact with students. This is the curriculum of subtle 
socialization, of teaching initiates how to think and feel like nurses. It is 
the curriculum that covertly communicates priorities, relationships, and 
values. It colors perceptions, independence, initiative, caring, 
colleagueship, and the mores and folkways of being a nurse. It is taught 
by subtle, out-of-awareness things that pervade the whole educational 
environment; when classes are scheduled, how much time is given to a 
subject in relationship to other subjects ... and how teachers interact with 
students (1989b, p. 75). 
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As Belenky, Clinchy, Goldberger and Tarule (1986) noted, women have reported much of 

their learning in the academic world occurs not through the formal intellectual 

experience, but rather through their experiences and relationships with others, 

relationships that might be characterized as having hidden qualities. 

Christian educators have also addressed the potentially powerful impact of the 

hidden curriculum. Students in Christian institutions may be exposed to the historical 

Christian values underpinning the institution through the ordering and presentation of 

the content of the disciplines as well as through their interactions with others. Pazmiiio 

(1988) suggested that Christian teachers use the hidden, informal curriculum in 

conscious ways to facilitate the transfer of Christian values to students. He continued to 

list ways in which teachers may teach from a distinctively Christian perspective. 

Specifically, he suggested teachers rely on the grace of God, role model a Christian life 

for students, and teach in love and truth. Through interacting in an educational 

environment characterized by grace, love, truth, and Christian example, students, he 

maintained, may be exposed to ways in which academic topics are integrated and 

personalized in a Christian way. Pazmiiio included examples of values that evangelical 

institutions may seek to transmit to students in conscious ways. 

Each person in the community should have had a personal experience 
with Jesus as Lord and Savior. 

Scholarship, service, disCipline, or piety is the highest ideal in Christian 
ministry. 



If Jesus were alive today, he would be an evangelical (Pazmirio, 1988, p. 
217). 
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Groome (1980), also relating the hidden curriculum to Christian religious education, 

focused on the political power that is embedded in the hidden curriculum. Teachers use 

their power in the student- teacher relationship, he stated, to influence how students 

live. This power, often unexamined and thus "hidden" from the faculty member, should 

be used to "be with" the student in his or her learning rather than to overpower the 

student. The hidden curriculum is also present in the books and educational materials 

adapted for use through the world views of the authors. 

Within the nursing literature, the label "hidden curriculum" has seldom been applied 

to the educational process. There has been an increasing awareness by women, 

however, that contemporary education and health care have been affected in hidden or 

unexamined ways by a male dominated patriarchal society. In adapting to and 

functioning within a male dominated society, nursing faculty members have historically 

interacted in a hierarchical manner with students and have adopted the Tylerian, 

behaviorist tradition to education as opposed to a more feminine ethic of connections 

with others. Recently, there has been a conscious effort to move toward a more feminine 

approach to education. As Chinn (1989) wrote in her analysis of a feminist pedagogy in 

nursing education, 

Feminist pedagogy is based on a feminist praxis .... Feminist praxis is 
concerned with power. Feminist praxis consciously rejects "power over" 
forms of power, but seeks personal empowerment and exercise of 
personal power in the world that leads to growth, transformation, unity, 
justice, and peace (p. 12). 

At this point, nurses and educators appear to be increasing their level of awareness of 

the hidden political effects of surviving in a patriarchal society. This awareness may have 

had an effect on the extent to which nurses have become engaged in the humanistic 
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curriculum revolution in nursing and started to study more actively the traditionally 

feminine ethic of caring. 

The notion of the hidden curriculum applies to the current study in another way as 

well. Faculty members, staff nurses, patients, and peers may be unaware of the ways in 

which their interactions with the student and others influence student conceptions about 

caring. This issue is compounded by the fact that caring itself has been described as a 

hidden dimension of nursing (Miller, 1991; Roberts, 1990; Tanner, 1990; Watson, 1990b; 

Wolf, 1989). Miller (1991) suggested that caring itself is hidden as it is associated with 

the marginal status of women in our society. She explained her position in this way 

Feminist ideology holds that marginal persons in society are those whose 
roles threaten those In power. Marginals live at the edge of what is 
socially acceptable and culturally normal. Feminists use this term to 
describe the place of women in society. The notion of marginality is 
especially significant for conceptualizing the status of professional 
nursing. Nurses are marginal by virtue of their work, as well as by gender. 
What occurs as a result of nursing's marginal status is development of 
care modalities that are unspoken, unrecognized, and unappreciated by 
the dominant groups and, therefore, by society at large (p. 49). 

Roach also wrote about the hidden nature of caring, but noted that the quiet acts of 

caring occur in simple and routine ways and therefore may not be readily apparent. As 

she wrote 

Opportunities to care are not usually dramatic events. They most often 
come disguised in the simple, unobtrusive encounters of daily IIfe-- a 
smile, a helping hand, a word of encouragement, an expression of 
sympathy or sometimes caring enough to reprimand (p. 7). 

In yet another explanation for the hidden quality of caring, Roberts (1990) suggested 

that caring activities appear hidden not because they are marginal activities or routine, 

simple acts, but because the nurse elects to preserve the dignity of the patient by 

maintaining a private hidden environment. In this sense, she viewed hiddenness as a 

conscious virtue. As she stated 



Many caring dimensions of nursing are hidden, or invisible, by their very 
nature. This invisibility reflects the virtue of these actions and not 
necessarily their devaluation. This hidden ness of caring reflects the care 
givers' intent to preserve a person's Integrity during dignity-stripping, 
painful, and sometimes embarrassing situations (pp. 68-69). 

The current study is designed to uncover both the overt and hidden ways in which 

students engage in the socialization process to learn to care as professional nurses. 

Caring and Gender 
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It is generaliy accepted among scholars of caring that caring gives meaning to and 

orders the lives of people, regardless of gender or religious affiliation (Benner & Wrubel, 

1989; Mayeroff, 1971; Roach, 1987). Both men and women have maintained that caring 

is essential not only to developing and maintaining a purpose in one's life but also to the 

survival of the human species. Mayeroff (1971), in his classic text On Caring, described 

caring from his male perspective in this way 

In the context of a man's life, caring has a way of ordering his other 
values and activities around it. When this ordering is comprehensive, 
because of the inclusiveness of his carings, there Is a basic stability in his 
life; he is "in place" in the world, instead of being out of place or merely 
drifting or endlessly seeking his place. Through caring for certain others, 
by serving them through caring, a man lives the meaning of his own life 
(p.2). 

Yet caring is a paradox. At the same time caring has been described as essential to 

a meaningful life for ali individuals, it also has been associated with tender, sentimental 

and soft-hearted acts of love and labor that women in our society perform. Thus, 

although caring has been celebrated as a worthy, noble goal, through the association of 

caring with the work and roles of women in our society, caring has become marginalized 

along with the marginal status of women (Hill, 1990; Reverby, 1987). An understanding 

of the relationships between caring and women is particularly salient to this study which 

analyzes the caring perspectives of women engaged in an educational experience to 

enter into a traditionaliy female profession. As Campbeli (1984) stated "We shali 



understand the character of nursing care only when we free ourselves from the traps 

which sentimentality and sexism constantly set in our paths" (p. 35). 
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Several perspectives have been expressed in the literature in an effort to analyze the 

complex relationships between women, women's nature, and caring. These perspectives 

include biological, historical, psychoanalytical, sociological, and feminist views. These 

perspectives are neither exhaustive or mutually exclusive. Through an understanding of 

the historical and social influences on women, contemporary writers may develop 

additional comprehensive insights into caring from a feminist perspective. 

From the biological perspective, also called the reductionistic perspective, it is 

assumed that women have an innate biological drive to care for others. Gaylin (1979), in 

adapting this perspective, maintained that without a basic biological drive to care for 

others, infants would not survive lengthy periods of dependency and the human species 

would not have evolved. Basic survival of infants is dependent, for example, on a 

prolonged exposure to others who will care for them while meeting the basic human 

needs for food, warmth, cleanliness and touch. This "other" is generally the mother. 

Each human being, at an early age, learns what it means to be cared for through direct 

experience, generally from the mother. Noddings (1984) labelled this natural desire to 

care for another as "natural care" and contrasted it to "ethical care". Lowe and Hubbard 

(1983) argued that it is impossible to identify what is innate or natural about men or 

women since all individuals are products of their societies. They also maintained that by 

socializing women to accept their "human nature", women's views of themselves have 

become distorted and their visions constrained. Women have, in general, viewed the 

biological perspective as one way in which men have maintained a status of superiority 

in society. 
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A second perspective treats caring as a feminine virtue. Through caring for family 

members and others in a sacrificial manner, historically women have been identified as 

virtuous. The political, economic, and social forces in society have, to a large extent, 

maintained this link. These same societal forces have shaped both the professional 

development of nursing and women as individuals. Reverby (1987), in her study of the 

development of nursing from 1850- 1945, described the importance of understanding the 

history of nursing in a social, historical context: 

Much of this literature [on caring] runs the risk of universalizing caring as 
an element in female identity, or a human quality, separate from the 
cultural and structural circumstances that create it... Caring is not just a 
subjective and material experience, it is also a historically created one. 
Particular circumstances, ideologies, and power relations thus create the 
conditions under which caring can occur, the forms it will take, and the 
consequences it will have for those who do it (p. 202). 

Psychoanalytic perspectives have also been used to study the relationships between 

caring and gender. Chodorow (1978), in her analysis of the ways in which mothering is 

reproduced from generation to generation, maintained that individuals learn to mother 

through experiencing psychological processes that are outcomes of social structures. 

Daughters learn to nurture and "mother" from their mothers or other female mothering 

figures who, in turn, had been influenced by others and society. Schaef (1981) also used 

a psychoanalytic approach in her analysis of women's responses to living in societies in 

which women are viewed as inferior. Women, angry at their inferior position, may exhibit 

rage in a variety of ways. One way is through becoming "Good Christian Martyrs" 

through sacrificing and suffering for others in extreme ways (caring too much). These 

women induce guilt in those they care for and are thereby able to manipulate others in 

powerful ways. Schaef also maintained that women, as the subordinate group in society, 

survive by either adapting traditional female roles (striving to care) or by emulating men 

(striving for justice). Westkott (1986) also suggested that women may experience anger 
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and resentment as they are expected to care for others when at the same time they are 

devalued by society, She labelled the outcome as "compliant nurturance", 

Social identity theory (Skevington & Baker, 1989) has been used to understand the 

place of women and the position of nursing in society. Originally developed by Tajfel 

(1978), social identity theory attempts to explain the ways in which individuals develop 

their own identities based on their memberships within groups. According to this theory, 

individuals compare the groups they belong to with other groups (social comparison) 

and develop their personal social identities based on these comparisons. When the 

members in a group are dissatisfied with their social place, they may seek to change this 

placement through actions to merge with different groups, create a new positive image 

for themselves, or compete with those in power (Skevington & Baker, 1989). Social 

identity theory may offer several insights into the relationship between professional 

caring and women. First, as a group, women may have moved away from their desire to 

care for others in a connected way to merge with the dominant male perspective in 

society and health care. It may also be that, as contemporary health care delivery 

services become increasingly impersonal, nurses have more purposefully attempted to 

create a new, more positive image for themselves socially by linking their scholarship, 

literature, actions and public relations efforts to caring. 

In another socially oriented theory, Parsons, the founder of sex role theory, 

maintained that biology is not the primary influence on the way in which individuals 

develop gender roles, but rather social influences are the important determinants of 

behavior (Parsons & Bales, 1955). He remained generally uncritical of society and 

attempted primarily to understand the way society functions in order to maintain social 

organization. The meanings individuals gave to social interactions they experienced 



were not considered in his work and an assumption was made that gender roles were 

static. Consequently, his theory was limited. 
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Biological, historical, psychoanalytical, and social perspectives have been described 

in an effort to explain the relationships between women's nature and caring. However, 

the more predominant approach to the understanding of gender and caring in current 

literature is from a feminist perspective. Feminist theories have evolved to explain the 

reasons that women as a group have been oppressed in society and to create alternative 

solutions to the oppression. These perspectives have been labelled liberal, radical, and 

socialist feminism (MacPherson, 1991). 

Noddings (1984) and Gilligan (1982) are well recognized as contemporary scholars 

of caring from feminist perspectives. In her book In a pifferent Voice, Gilligan offered an 

explanation of the process of moral development from a female perspective. From her 

research, she asserted that the level of moral development women ultimately seek to 

attain is that of caring through their relationships with others. Within her three stage 

framework, she described women moving through stages of survival of self to 

seif-sacrifice for others to interdependence with others. She maintained that the moral 

imperative for women is that of caring and connectedness. Gilligan's model has offered 

an alternative view of moral development to that presented in Kohlberg's (1981) model, 

which was developed from a male perspective. Although Gilligan's model has generally 

been viewed as compatible with the purpose and meanings embedded in nursing 

(Cooper, 1989; Miller, 1984), it has been acknowledged that Kohlberg's male view of 

moral development more accurately characterizes the current hierarchical health care 

delivery system and educational system. 

Noddings, too, described the ethic of caring as it applies to interactions with others 

and moral education (1984). Like Gilligan, she argued that relatedness and caring are 
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dimensions of the female way of being with others. She viewed caring as both natural 

and ethical. Noddings described natural caring as an innate desire to care for others as 

the mother cares, a caring that is present In all individuals and is capable of being 

personally expanded through nurturance. The ethic of caring is that which encourages 

the development and maintenance of caring connections with others. The ideal of caring 

is nurtured through dialogue, practice, and confirming others through attributing 

positive motives to their actions. She maintained that radical changes in the educational 

system are necessary to develop an educational perspective based on the concept of 

caring. Clearly, the social structure and cultural environment in which women live, work 

and care offers constraints and challenges to living the ethical ideal of a caring 

individual. This, too, is true for professional nurses. 

Christianity, Nursing, and Caring 

This study examined the student perspectives of learning to care as a nurse through 

analysis of their interactions with others and the social structures In place at an 

evangelical university. The current nursing literature and research is limited in the extent 

to which contemporary caring as a nurse is linked specifically to Christianity. More 

often, nursing care is described and explored through the use of broad spiritual 

concepts and a humanistic philosophy. This section of the review of the literature initially 

focuses on the historical relationship between nursing and Christianity and then 

describes the ways in which spirituality is currently addressed in nursing literature. In 

the final section, literature about caring as a nurse from a distinctively Christian 

perspective is described. 

Nursing and Christianity have close historical links. As early as 300 A.D., the 

Christian ideals of altruism, charity, compassion. and selfless love were taking form and 

in so doing elevated caring for the sick to a sacred vocation. As Donahue (1985) noted. 
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"organized nursing was a direct response to these teachings [of Christ] and epitomized 

the concept of pure altruism initiated by the early Christians" (p. 93). This close 

association between Christianity and nursing continued through the education of nurses 

in Catholic sisterhoods through the late 1800s. It was also in the late 1800s that Florence 

Nightingale provided visionary direction to modern nursing through her reform activities 

and the development of a training school for nurses at St. Thomas Hospital. Nightingale 

incorporated selected traditional Victorian values of her time into her work for nursing. 

Notably, she maintained strong beliefs in personal perfection and the sacred mandate to 

-
use time well to work toward the improvement of society. To waste time was considered 

sinful (Widerquist, 1992). In the decade from 1890 to 1900, nursing leaders actively 

began the process of professionalizing nursing. Formal nursing education at that point 

began to take place within hospital settings (Poslusny, 1989). This history of nursing and 

nursing education in the context of Christianity may have led to some of the current 

values held by nurses in contemporary times. As Welch (1991) maintained, "modern 

nursing's birth stems from this conservative feminist position with its roots in Christian 

idealism and its emphasis on women's talents for doing rather than thinking" (p. 74). It is 

interesting to consider the extent to which this value of "doing" may have affected the 

values of contemporary nurses as they care for their patients. 

In recent years, there has been an increase in the extent to which spirituality is 

viewed as an integral part of nursing. Spirituality, although defined in a variety of ways, 

is often described as that which gives meaning or hope. It mayor may not include a 

religious component for each individual. As evidence of nurses' Increased interest in the 

spiritual dimension of nursing care, the North American Nursing Diagnosis Association 

(NANDA) accepted "spiritual distress" as a patient concern that falls within the domain of 

nursing care. Spiritual distress has been defined as "the state In which the individual or 



group experiences or is at risk of experiencing a disturbance in the value or belief 

system which provides strength, hope, and meaning to life" (Carpenito, 1992). 
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Although there is structural support for the inclusion of a spiritual dimension to 

nursing care, there is evidence in the literature that the implementation of this care is 

problematic. It is noted that the delivery of spiritual care is uncomfortable for some 

nurses and is viewed as existing outside the domain of nursing (Highfield & Cason. 

1983; Hubert. 1963; Piepgras. 1968; Ryan. 1984). Spiritual care may be viewed as "too 

personal" or "taboo" in some health care settings and by some nurses. It may also be 

that nurses are not educationally prepared to provide spiritual care. Highfield and Cason 

(1983) conducted a study to describe nurses' awareness of spiritual needs of patients 

through use of a questionnaire. Although 32 of the 35 nurse respondents claimed a 

Christian affiliation, the nurses were unable. to a large extent, to differentiate between 

psychosocial and spiritual care or to recognize signs of spiritual distress that a patient 

might exhibit. 

Much of the nursing literature related to spiritual care has focused on techniques 

and tools available to assist the nurse in providing spiritual care to others. Fish and 

Shelly (1983), from a Christian worldview. related the Significance of spiritual care to 

nursing and applied spiritual care to the nursing process. They offered suggestions for 

the use of self. prayer. scripture. and clergy in caring for patients. Peterson and Nelson 

(1987) offered guidance in spiritual assessment and nursing interventions to nurses who 

seek to meet the spiritual needs of mentally ill patients. Ryan, (1984). also from a 

Christian perspective. linked crisis theory to spiritual care and offered suggestions 

related to the provision of spiritual care in crisis situations. Shafer (1991) described the 

importance of spiritual care in acute care settings. Sister Rosemary Donley (1991) 

described caring as a nurse from a distinctively Roman Catholic perspective. Nurses 
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may provide care to suffering clients, she maintained, through compassionate 

accompaniment or being with the suffering individual, giving meaning to suffering, and 

alleviating suffering and the associated causes. Compassionate accompaniment, closely 

associated with caring, is related to the extent to which the nurse is present with and 

available to the patient in their pain. 

Few studies analyze the patient perspective of spiritual needs. In one such study, 

Clark, Cross, Deane, and Lowry (1991) qualitatively assessed patient-identified 

dimensions of spiritual care. Fifteen adults of Judeo-Christian faith traditions were 

interviewed about spiritual needs they experienced during recent hospitalizations for the 

treatment of heart disease or cancer. One third of the participants reported that nurses 

offered the most significant contribution to their sense of well-being while another third 

identified others such as family, clergy, and friends. Client responses indicated that 

trust, meaningful support systems, and a respect for personal beliefs are significant 

components of spiritual care. Miller (1985) assessed loneliness and spiritual well-being 

in 64 healthy adults and 64 adults with rheumatoid arthritis and concluded that 

loneliness was negatively correlated with spiritual well-being in both groups. Reed 

(1986) studied healthy and terminally ill adults to assess their religiousness. 

Nurses' experience in providing spiritual care has seldom been described in the 

nursing literature. Interestingly, it is in the final chapters of two nursing texts on spiritual 

care that the focus turns to the spiritual dimension of being a nurse rather than 

providing spiritual nursing care to others. In Spiritual Dimensions of N!I[sing Care, 

Arnold (1989) explored the importance of burnout as a spiritual issue for nurses caring 

for others and described ways to rediscover meaning in nursing practice. Burnout, 

defined as physical and emotional exhaustion, is a result of prolonged stress. Nurses are 

particularly at risk due to the demands of their work and the expectations others hold of 
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them as self-sacrificing in their dedication to others. To find meaning in nursing, Arnold 

recommended that nurses develop self awareness, achieve a balance in life, make 

deliberate choices, develop a detached concern for others, care for oneself as for 

others, exercise free will, develop goals to prevent burnout, and foster a hopeful attitude 

within themselves. 

Fish and Shelly (1983), writing from a distinctively Christian perspective, also 

concluded their classic text by describing the way in which caring for others as a nurse 

can predispose one to burnout. They reported 

Nurses can only continue to meet the needs of other people if their own 
needs are being met. Unless we are constantly refueled, spiritual care 
can be so personally draining that we either collapse in exhaustion or 
withdraw from the people who need us (p. 146). 

Nurses can avoid burnout, they maintained, by being realistic about their 

self-importance and maintaining a sense of optimal spiritual, physical, and psychosocial 

personal health. They recommended that personal spiritual health can be enhanced 

through living in harmony with God, Bible study, prayer, and fellowship with other 

Christians. To assist in the development of spiritual growth, NUrses Christian Fellowship 

produced a series of Bible studies to assist nurses in linking scripture with nursing care. 

Sister Simone Roach (1984, 1987), a nurse educator and scholar of caring, published 

a book and a monograph describing her conceptualizations of caring, nursing, and 

nursing education from a Christian perspective. Caring, she maintained, is a way of 

being for all human beings; it is not the exclusive domain of nurses, Christians, or any 

religious group. Although essential to the human experience, the ability to care fully is 

an ideal that humans fall short of achieving, as evidenced by the violence and lack of 

care in many aspects of contemporary society. It is possible, however, to nurture caring 

in another individual. The goal of professional education, she maintained, is to 
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"professionalize the human capacity to care through the acquisition of knowledge and 

the skills needed to fulfill prescribed roles" (1987, p. 8). 

Roach (1987) identified five central manifestations of professional caring including 

compassion, competence, confidence, conscience, and commitment. Compassion 

involves engagement in another's experience. Competence includes the "knowledge, 

judgment, skills, energy, experience and motivation required to respond adequately to 

the demands of one's professional responsibility" (p. 61). Confidence fosters trust in 

relationships, and conscience is the state of aligning one's actions with morals and 

values. Commitment is related to harmony in the relationship between what one desires 

and one's obligations. 

From a theological perspective, Roach (1987) described caring in the Old Testament 

as the compassionate God who maintained a loving covenant with His people. In the 

New Testament, Jesus is the supreme manifestation of love and caring. Through 

participation in a Christian community, people are helped to reach out to others in a 

caring manner. Although humanistic professional educators have values, themes, and 

purposes that are similar to Christian humanists, the Christian perspective, she 

maintained, has a dimension that captures a transcendent dimension that leads to a 

divine expression of caring. 

Campbell (1984) examined, from a Christian perspective, the issues related to 

profeSSional caring in the professions of medicine, nursing, and social work. Christian 

caring, from his perspective, is involvement. The cross, he wrote, is "the revelation of 

love as involvement, and such involvement is a kind of knowing of personal reality which 

can be gained in no other way" (p. 90), i.e., individuals cannot know each another as 

completely or in the same way as the involvement of the transcendent with the 

individual. Given this assumption, professionals must be careful to acknowledge that 
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their understandings of the needs of others are limited and incomplete, and they must 

not misuse their power in an attempt to promote their perspective of the client's best 

interest. Nurses, therefore, must negotiate the tensions between involvement 

characterized by "being with" patients and "doing to" patients and enter into caring 

relationships with the gift of skilled companionship. This is particularly challenging when 

some patients need the care associated with the dependent care given to infants, such 

as bathing and feeding, and some patients, In a state of crisis due to health concerns, 

may exhibit childlike behavior. Nursing relationships 

combine tenderness and care for the body with respect for the 
individuality of the patient and a consistent effort to promote 
independence and self-maintenance. This Is also a form of mothering, but 
one which lets go and promotes growth rather than one that dominates 
and holds back (Campbell, 1984, p. 42). 

A central theme, then, In Campbell's conceptions of professional caring Is associated 

with the appropriate use of power. It may be particularly difficult for evangelical 

Christians to negotiate the tensions associated with respecting the rights of others to 

make choices and the desire to encourage others to develop a Christian worldview. Care 

that has been characterized by an appropriate use of power within the helping 

relationship is what Heidegger (1972) labelled "authentic care" as compared to 

"dependent care" (Bishop, 1990; Bishop & Scudder, 1991; Scudder, 1990). Campbell 

stated that there are three theological dimensions to this kind of caring relationship, a 

covenantal relationship, reciprocity, and grace. 

A covenantal relationship Is characterized by fidelity and a willingness to allow a 

relationship to grow beyond contractual limits. Reciprocity refers to the extent to which 

professionals may engage in helping relationships centrally to meet his or her personal 

needs to be needed. This form of caregiving may encourage dependency In those 

individuals who are the recipients of care. This need to be needed by others, described 
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in the contemporary literature by some as codependency, has led some caregivers to 

provide and experience dysfunctional caring relationships (Rinck, 1989). The dimension 

of grace within a caring relationship eludes clear definition. Campbell described a caring 

professional relationship characterized by grace in this way: 

graceful care refers to something that is not offered by anxious people 
trying to earn love, but by sensitive people who release us from the 
bonds of our own making in spontaneous and often surprising ways (p. 
108). 

In summary, nursing has close historical links to Christianity. Although distinctively 

Christian care is seldom described In the nursing literature, spiritual care is one 

dimension of nursing care that has gained recognition in recent years. Those Christian 

authors who have described professional caring have maintained that divine, 

transcendent dimensions may arise from caring as a professional and a Christian. They 

have also described tensions inherent in professional caring relationships. Christian 

caregivers, for example, struggle to balance the extent to which they become involved in 

the lives of others. Overinvolvment with others may lead to personal exhaustion and 

"burn-out" in the care provider or dependency in the client. 

It is important to note that the Christian worldview of caring has been viewed by 

some as inappropriate for and damaging to women In caring relationships. Noddings 

(1984), for example, maintained that Christianity is incompatible with caring from the 

female perspective. She argued that the essentially paternalistic relationship between 

God and the individual as expressed in the Christian faith is incongruent with a female 

perspective of caring. Women experience deep caring through interpersonal, connected 

relationships with other individuals rather than with God, a male image. She wrote 

women have no need of a conceptualized God, one wrought In the image 
of man. All the love and goodness commanded by such a God can be 
generated from the love and goodness found in the warmest and best 
human relations (p. 97). 
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Caring in Nursing 

Professional nurses as well as lawyers, educators, theologians, (Noddings, 1989) 

and physicians (Pelligrino, 1985; Sarason, 1985) have been involved in the development 

of models of professional caring. The development of caring as a central concept to the 

nursing profession has evolved at an accelerated pace over the past 20 years (Leininger, 

1990). This is evidenced through the development of the Center for Human Caring at the 

University of Colorado Health Sciences Center in 1986, the International Association of 

Human Caring in 1988, the growing number of texts on caring published by the National 

League for Nursing (Bevis & Watson, 1989; Krysl, 1989; Neil & Watts, 1991; Smerke, 

1989; Watson, 1985) and the increasing number of journal articles on caring published in 

the United States and internationally (Leininger, 1990). Caring, cited as an example of 

altruism in the Essentials of College and University Education for ProfeSsional Nursing 

document (1986), was viewed by a national panel as "essential knowledge, practice and 

values that the baccalaureate nurse should have" (p. 1). Caring has become the topic of 

many national and international nursing workshops and conferences. For example, the 

theme for National Nurses Week in 1991 was "Nurses Care for America". It is not 

surprising that caring has been called the core (Kurtz & Wang, 1991; Watson, 1985) and 

the essence (Leininger, 1981, 1984; Swanson, 1990) of nursing. 

Theoretical work on caring in nursing has been advanced through the work of many 

scholars. Benner and Wrubel (1989), Leininger (1984, 1988a, 1988b, 1990), Orem (1985), 

Watson (1985), and others have developed theories that remain central in nursing 

literature. The major theses of these theorists follow. 

Benner (1990) and Benner and Wrubel (1989) proposed that caring is central to the 

human experience and is a way of being in the world. Caring means that "persons, 

events, projects and things matter to people" (Benner & Wrubel, 1989, p. 1). When an 
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individual cares strongly about a person, project, or idea, that object or idea may 

potentially contribute more stress to an individual. If one cares deeply about right to life 

decisions, for example, Supreme Court decisions that have an impact on the legal 

standing for abortions may be particularly stressful. Caring occurs within a context, is 

associated with risks and vulnerability, and is related to those things an individual finds 

stressful. In caring relationships with others, individuals are vulnerable to others and 

move beyond interactions to a mutuality of being. What makes caring as a nurse unique 

is that caring is lived through the knowledge and practice of expert nursing. In the daily 

practice of nursing, nurses interact in connected ways with others through actions, 

feelings, and embodied meanings. Viewed in this wholistic manner, caring acts may be 

hidden and subtle, making them difficult to identify. As Benner stated, 

The daily practices of being embodied and caring for the body in 
weakness and breakdown are rendered invisible, or at least are 
temporary impediments for the promised cure. Care merely becomes a 
devalued means-- just as the body is an embarrassment for the 
transcendent mind. The self, constituted by care and connection, is 
socially embedded in daily, skillful health care practices. But these skillful 
nursing practices are relegated to the private and invisible spheres in the 
home, and the "invisible" public caring practices of nursing, social work, 
teaching, physical therapy, etc. (1990, p. 9) 

Watson, director of the Center for Human Caring and Dean of the University of 

Colorado School of Nursing, has written extensively about caring. She maintained that 

caring is a moral ideal in nursing with the goal to preserve the dignity of the patient. To 

be caring is to be committed to maintaining the patient's dignity, integrity, and harmony. 

Her work reflects a metaphysical, existential approach to the understanding of caring in 

relation to others. As she stated, 

Likened to Emerson's oversoul, caring acknowledges that there is a 
higher sense of spiritual wholeness. Caring affects healing and provides 
nurses with transforming perspectives on health, personality, and nature 
and allows nurses to pursue notions of spirituality, energy fields, and new 
ethics of caring. (1987, p. 16). 
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The spiritual component of care for Watson has two dimensions. First, individuals 

are to be assisted and supported in their work to heal themselves by drawing on their 

own inner spiritual powers. Second, when in relation with another, there is a potentially 

transforming, spiritual dimension to the interaction. She viewed caring as a goal and an 

ideal that is, in the most complete sense, unattainable. To guide nurses in providing 

care, Watson developed a list of "carative factors" that serve as a framework for 

understanding caring processes and the development of caring interventions. 

Orem's Self-care Deficit Theory of Nursing (1985) focused on the individual patient 

and the way in which nurses, through use of the nursing process, assist patients to meet 

the self-care needs that they are unable to meet themselves. The nurse's role is to do 

for, support, guide and teach others, and support the development of the individual in 

part by providing him or her with appropriate environmental conditions. The extent to 

which the nurse intervenes with the patient is related to the ability of the patient to care 

for himself. If the patient is unable to care for himself, the nurse may act for the patient 

in an extensive way until the patient is able to assume self- care activities. If the patient 

has not been severely compromised and has minimal needs, the nurse serves as an 

enabler or educator to facilitate the patient's ability to care for himself. 

Leininger, a forerunner in the study of caring and nursing, has studied care and 

advocated that caring is the essence of nursing and humanity since the 1950's. Her 

scholarly work as well as her political work in the organization of numerous national 

conferences on caring has led to her recognition as a pioneer in the study of caring. In 

her theoretical work on caring, Leininger used an anthropological perspective to 

produce a taxonomy of caring behaviors developed from a transcultural perspective. 

From her studies, she concluded that individuals in different cultures demonstrate caring 

behaviors in culturally distinct ways. It is important that nurses, she maintained, become 
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aware of the culturally appropriate manifestations of caring that individuals may exhibit. 

From her taxonomy of caring actions, she developed a culture care theory (1988b). 

Although nursing has been associated with a "ministering angel" image and the 

gentle image of a mother who cares for her children, the nursing theorists described 

above do not elicit those images of a caring professional nurse. Nursing theories of 

caring have not been sentimental. Rather, they have directed nurses to think about 

caring from the position of the patient, strive to maintain the dignity of the patient, and 

intervene in such a way as to allow the patient to maintain his or her optimal level of 

independence. A theme that runs throughout the scholarly work on caring is that the 

patient is best cared for on his or her own terms in a respectful, sensitive, and 

connected manner. 

patient perspectjves on Caring 

There has been an assumption that patients, nurses and students may have different 

perspectives and expectations about professional caring. To explore this assumption, 

numerous studies have been designed to identify patient, nurse and student perceptions 

of caring. The following sections provide descriptions of selected studies. 

Patient perceptions about caring are frequently described in the literature. In one 

such study, Brown (1986) interviewed 50 adult patients who had been hospitalized from 

two to five days for non-life threatening conditions. During the audiotaped interviews, 

she asked the patients to describe a situation in which they felt cared for by a nurse 

during their hospitalization. She identified eight themes related to caring from the patient 

perspective. These include recognition of individual qualities and needs, reassuring 

presence, provision of information, demonstration of professional knowledge and skills, 

assistance with pain, amount of time spent, promotion of autonomy, and surveillance. 

She concluded that 



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

Rieman (1986) also interviewed patients to develop an understanding of their 

perceptions of professional caring. Ten patients were instructed to describe their 

perceptions of caring and noncaring nursing behaviors and actions. The patients 

described primarily noncaring interactions. From a patient perspective, nurses were 
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noncaring when they were "just doing a job", focused on efficiency, hurried, rough and 

belittling, nonresponsive to patient needs, or treated patients as objects. Rieman 

proposed that nurses may behave in noncaring ways because they have been praised 

for their efficiency and task- oriented behaviors rather than for nurturing behaviors and 

because nurses themselves have not been cared for adequately by others in the health 

care system. 

Swanson-Kauffman (1986) interviewed 20 women who had experienced a 

miscarriage to understand the ways in which they wanted to be cared for by health care 

providers. Caring categories were identified as knowing (acknowledging her uniqueness 

and the uniqueness of the loss), being with (feeling the loss with the woman), doing for 

(helping behaviors), enabling (facilitating the grief process), and maintaining belief (that 

the woman will survive the loss and give birth). 

Henry (1975) interviewed patients in the home setting to elicit their perceptions of 

caring behaviors. Patients described evidence of caring, in order of frequency, as doing 

extra things, showing interest in the patient, enacting skills (giving injections, taking 

blood pressures), showing patience, being friendly, listening, and being gentle. 

Cronin and Harrison (1988) also conducted a study to identify the nursing behaviors 

that indicated caring from the patient perspective. Twenty-two hospitalized patients who 
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had sustained a myocardial infarction (heart attack) participated in the study. Patients 

first described things that nurses did to make them feel cared for and then completed a 

Likert-type instrument designed to rate caring behaviors. The acutely ill patients in the 

sample reported that professional competence and monitoring of their conditions were 

the most essential indicators of caring. 

The Caring Assessment Instrument (CARE-Q) has been the most widely used 

instrument to assess professional caring in nursing. Developed by Larson (1986). it was 

designed to determine the way in which individuals ranked behaviors associated with 

professional caring in nurses. The instrument has been used to compare the perceptions 

of caring held by cancer patients and nurses who care for cancer patients (Larson. 1987; 

Mayer. 1986). senior nursing students and their faculty members (Mangold. 1991). and 

nurse educators (Komorlta. Doehring & Hirchert. 1991). It was also used by von Essen 

and Sj6den (1991) in their Swedish study examining patient and staff perceptions of 

caring as a nurse. The instrument used the Q-sort method to force participants to rank 

50 behaviors on five caring subscales. The subscales included trusting relationship (16 

items). comforts (9 items), anticipates (5 items), accessible (6 items), monitors and 

follows through (8 Items). and explains and facilitates (6 Items). This instrument did not 

measure spiritual dimensions of caring. 

In her study comparing the perceptions of caring held by 57 cancer patients and 57 

nurses who cared for cancer patients. Larson (1987) found that nurses perceived the 

most Important caring behaviors to be those that indicated development of a trusting 

relationship and comforting behaviors while patients ranked monitoring. following 

through. and being accessible as most indicative of caring. Mayer (1986) replicated this 

study with a different group of cancer patients and elicited similar results. The study 

reported by von Essen and Sj6den (1991) was a replication of their previous work. They 
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gathered data from 86 patients and 73 nurses in medical and surgical clinics. Their 

findings were similar to those described by Larson and Mayer, patients viewed honest 

clear information and competent clinical expertise as most indicative of caring, whereas 

nurses maintained that expressive and affective behaviors were more indicative of caring. 

As a result of the above cited studies, it appears that patients in general hold similar 

expectations of nursing behaviors characterized by caring. Patients reported that caring 

was demonstrated through professional competence and skills, acknowledgment of the 

uniqueness of individuals, and through reassurance and a genuine presence. It also 

appeared that more acutely ill patients, such as those who had sustained heart attacks 

or had been diagnosed with cancer, put a higher value on technical skill than did those 

patients who were less acutely ill. It is important to note that in none of the reviewed 

studies that permitted doing so did patients report a transcendent or spiritual dimension 

to professional nurse caring. The absence of a patient- identified spiritual dimension to 

caring is contrasted to the theoretical work of caring scholars who frequently refer to 

caring as transcendent in nature. 

Nurses perspectives on Caring 

Several studies have explored the perceptions staff nurses hold of caring. Wolf 

(1986) developed the Caring Behavior Inventory (CBI) through a content analysis of 

nursing literature related to caring. Ninety-seven nurses who completed the Likert-type 

scale items ranked attentive listening, comforting, honesty, and patience as the four 

phrases that best described caring interactions with patients. 

Forrest (1989) interviewed 17 hospital nurses from medical, surgical, psychiatric and 

pediatric units to explore their perceptions of caring as a nurse. The majority of the 

nurses who partiCipated were female (15) and were educationally prepared at the 

diploma level (12). The nurses reported that caring was apparent through involvement 
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and interaction. Involvement was evidenced by being there, respect, feeling with and for, 

and closeness. Caring interactions were associated with touching and holding patients, 

picking up cues, being firm, teaching, and knowing patients well. Factors that nurses 

identified to have had an effect on caring included the nurse's own experiences, beliefs, 

self- appraisal, the extent to which they disagreed with the patient in values, if the nurses 

felt good about their work, and if they learned caring in school. Patient-identified factors 

that had an effect on caring included whether the patient was hard to care for, and the 

verbal and nonverbal messages patients sent. Finally, a lack of time, the positions of 

nurse administrators, the physical environment, felt responsibilities toward fellow nurses, 

personal stress, and the dilemma of caring too much or not enough had perceived 

effects on caring. Forrest further explained the ways in which nurses cope with caring 

issues and receive comfort and support. 

Through the use of the CARE-O, Mangold (1991) examined the perceptions of caring 

held by 30 professional nurses and compared these perceptions to those held by 30 

senior baccalaureate nursing students. The perceptions between the two groups were 

similar, with both groups agreeing that the most important caring behavior was "listens 

to the patient" and the least important behavior was "professional in appearance". This 

finding is similar to those reported in other studies of nurses' perceptions. The two 

groups differed with regard to the ranking of trust; the nurses ranked trust with the 

patient higher than did the students. 

Kahn and Steeves (1988) interviewed 25 nurses In a master's degree program to 

explore their perceptions of the meanings of care. Their findings centered on four 

themes: (a) caring is essential to the identity of the nurse, (b) caring is related to the 

extent to which the nurse likes or "clicks" with the patient, (c) praxis that occurred in 

encounters with the patient (during physical and nonphysical nursing actions), and 
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(d) attributes of the situation. The study participants reported caring was elicited when 

the patient was in dire circumstances, had multiple psychosocial problems, relied on the 

nurse, was alert and personable, and when the nurse could make a temporal investment. 

Caring was limited by time, factors that are the nurses' responsibility, patients whose 

actions cause problems, the patients unwillingness to communicate, and poor self 

images held by the patients. 

Parker (1990) used a creative approach to analyze the ethic of caring as perceived 

by a nurse. She analyzed one nurse's story about an interaction with a patient and 

related the challenges in that interaction to the moral ethics of caring from a biomedical 

perspective. 

When Komorita, Doehring and Hirchert (1991) used the CARE-Q to analyze the 

perceptions of caring behaviors held by 110 nurse educators, nurse managers, and 

clinical nurse specialists, the results were similar to those reported by previous studies; 

the participants generally indicated that behaviors related to trust and comfort were the 

most indicative of caring behaviors. There were no significant differences between the 

clinical areas in which the nurses worked or the type of educational institution where 

educators were employed. They did report that community health nurses ranked the 

item "realizes the patient knows himself the best" statistically higher than nurses in other 

settings (p = .05). Also, older and more experienced nurses ranked "listens to the 

patient" higher than younger, less experienced nurses (p = .004). The findings related to 

demographic variables such as age and experience were in contrast to findings reported 

in previous studies that did not find these variables had an effect on perceptions of 

caring. 

Clearly, both quantitative and qualitative attempts have been made to define what 

caring means to patients, staff nurses, students, and faculty members. The approaches 
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to this area of inquiry, however, have been limited. The qualitative studies have relied 

predominantly on interviewing techniques to elicit conceptions of caring and have 

omitted direct observations of nurse-patient interactions. The majority of the quantitative 

studies have used one instrument, the CARE-Q instrument, to examine perceptions 

about caring. This instrument, designed to measure perceptions of behaviors, has added 

a distinct slant on the body of caring research and the notion of caring as a behavior. 

Through consistent use with one tool, however, it is possible to assess the extent to 

which perceptions are consistent within and among groups, which does appear to be 

the case. 

It is important to note that caring has been conceptualized in a variety of ways other 

than through behaviors. Morse, Solberg, Neander, Bottoroff, and Johnson (1990), 

through a review of the literature, identified five perspectives from which caring may be 

studied. These include the conceptualization of caring as a human trait, a moral 

imperative or ideal, an affect, an interpersonal relationship, and as a therapeutic 

intervention (caring as a behavior). Caring has also been studied as an outcome from 

the patient's subjective experience and the patient's physical response. 

Health Care DeHvery Systems and Caring 

No discussion of the phenomena of care is complete without addressing 
economics, particularly the economic value of humanistic, caring 
behaviors of nurses (touching, listening, talking, providing comfort 
measures) and the economic environment in which that care is provided 
(Buerhaus, 1986, p. 13). 

Caring for each other in the discipline becomes more difficult as the 
whirlwind of technology dominates caring (Kurtz & Wang, 1991, p. 6). 

The spectacular rise of technology in health care has cast a shadow on 
the image of caring, especially caring that is posited as the essence of a 
professional relationship (Gad ow, 1985, p.31). 

Can 1.5 million nurses deliver care or be caring on a regular basis in their 
relationships with 26 million patients per year? Can they be caring in 
hospitals where the average patient stay is 3-5 days? Can they be caring 



when their priorities relate to monitoring technology, crisis intervention, 
reversing catabolic processes, carrying out physicians' orders and 
documenting operations and nursing actions (Norris, 1989, p. 548)? 

The literature is filled with the tensions that nurses experience as they describe 

interpersonal caring in a technologically focused health care culture shaped by 
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economics and politics. As noted above, the rise of technology in health care delivery 

systems has been described as whirlwind and spectacular; it has further been identified 

as a central constraint in the promotion of caring between patients and nurses in the 

health care system. It has been increasingly difficult for nurses to focus on the patient as 

an individual and to relate in an interpersonally meaningful way when the demands of 

monitoring highly technological equipment place great demands on the nurse's time and 

attention. 

In part, due to the escalating costs of high technology equipment and a focus on the 

treatment of illness rather than the prevention of illness, the health care delivery system 

nationally, state-wide and locally has been described as existing in a state of crisis. As 

reported in a bulletin from the Governor developed in 1991 in the state in which this 

study was conducted 

the state can't afford its current health care system. The state 
government can't afford it, businesses-- large and small-- can't afford it, 
and the citizens of the state can't afford it. ... Seventy-nine percent (of 
the citizens in the state) say the health care delivery system is in crisis. 
They are looking to the leaders of the state for a solution. 

In the same bulletin, it was reported that health care expenditures within the state 

increased 153.1 percent per capita between 1980 and 1990. This state of crisis has led 

to a competitive marketplace in health care and the implementation of systems such as 

diagnosis related groups, health maintenance organizations, and preferred provider 

organizations. These changes have each been identified as potential constraints on 

nurse's ability to engage in caring relationships with clients (Buerhaus, 1986; Leininger, 



1986; MacPherson, 1989). Leininger (1986) reported that a highly technological 

environment is a major constraint in the implementation of caring behaviors and also 

decreases the value some nurses place on caring. She wrote: 

With the marked interest and increased involvement of nurses in high 
technology, the nurse's attitude toward nursing and toward care as 
nontechnology has changed ... several nurses have said "Once you get 
hooked to the machine regime, it really governs your activities, time and 
nursing practices" ... Will nurses become high technology specialists 
rather than high care specialists (p. 8)? 

Minimal theoretic work and research has been conducted to analyze the actual 

effects on caring as a nurse in a highly technological health care delivery system. 

Nyberg (1990), as a result of her research, developed a theoretic model that depicted 

economics and human caring as the most important concepts that have an impact on 

nursing administrators. The two concepts were viewed as existing in dichotomous 
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positions; administrators are challenged, she maintained, to blend the two concepts in 

interrelated ways. Through the use of nursing theory, administrators may be assisted to 

make appropriate, wise decisions in their leadership positions. 

In another study, Ray (1984) used participant observation and interviewing methods 

with hospital administrators and staff over a seven month period of time to develop a 

taxonomy of institutional caring categories. She reported that "bureaucratization" had a 

negative effect on nurses within the hospital setting and led to burn-out and 

dissatisfaction. She concluded that "the political, legal, and economic systems of 

bureaucracy, although not negative in themselves, dwarfed the more universal, positive 

elements of ethico-spiritual-humanistic caring" (p. 110). 

Decisions that have been made as a result of power, politics and economics at a 

social structural level appear to have had an affect on the implementation of nursing 

practice and therefore on caring. The use and misuse of power has not been limited to 
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the social structural level, however. Power has been acknowledged as a significant force 

that effects caring interpersonally as well. Here, too, there exists a tension for health 

care providers, for by the very nature of the health care provider- client relationship, 

there is an imbalance of power. Campbell (1984) suggested that this fundamental 

imbalance of power may be contradictory to genuine caring in a professional context. 

He wrote: 

There is, at least, an ambiguity and, at worst, a deep dishonesty in the 
notion of professional care. Other people's iII- health, confusion and 
social disadvantage are sources of power, status and income for those 
groups in society who offer their services as professional helpers. What 
then are we to make of the high-sounding ethical codes of such 
self-styled caring professions (p. 5)? 

To misuse one's power while in a helping relationship with another has been 

recognized as the antithesis of caring (Campbell, 1984; Mayeroff, 1971; Noddings, 1984; 

Scudder, 1990; Watson, 1985). Stated another way, appropriate use of personal power is 

fundamental to authentic caring relationships. It is not surprising, therefore, that theories 

of care refer to the importance of respecting the dignity and rights of others rather than 

to sentimentality or romanticism. 

In summary, dimensions of the political, economic, and technological health care delivery 

system have been viewed as impediments, constraints and challenges to the development of 

caring nurse-patient relationships. The role of the professional caregiver and the associated power 

that is granted with that role may also have significant positive or negative effects on relationships 

characterized by care. The way in which these factors have altered the ability, desire, and manner 

in which nurses care for patients interpersonally has not been explored in depth. 



50 

Caring in NlJ[sing Education 

The extent to which caring has been addressed in the nursing education literature is 

impressive. Generally, the discussions have focused on either the process of creating a 

caring educational environment or on the way in which nursing students specifically 

learn or might learn about caring as a nurse. This body of literature on caring has 

increased significantly in the past five years in the wake of what has been called a 

curriculum revolution toward a more caring curriculum (Bevis, 1989a). A renewed 

interest in reclaiming a feminist perspective in teaching and nursing has also had an 

effect on the integration of caring into nursing and education. 

To a large extent, the curriculum revolution in nursing is about reconceptualizing the 

purpose of education as well as altering the way in which power has traditionally been 

used in student-teacher interactions. A need has been identified for the discipline of 

nursing to have a more cogent philosophy and framework throughout its practice, 

theories, research, and education. At the same time the discipline of nursing has 

expanded in scope from a quantitative, reductive model of scholarly inquiry and 

task-oriented practice to a more wholistic process model, nursing education has clung 

to the more traditional, behavioristic model for educating nursing students. The 

curriculum revolution intends to bring nursing education more into alignment with the 

growth of the discipline of nursing. In shifting the conceptualization of education from 

content and Tylerian-based objectives to a more interactive caring process, Diekelmann 

(1990) described one way in which teachers might talk about and conceptualize the 

curriculum: 

The sharing of our histories and our struggles to create and recreate 
communities of care will shift our conversations from the curriculum as a 
road map or pieces of a puzzle, to how we live out our lives as students, 
teachers, and clinicians in the context of schooling (p. 301). 
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Bevis and Watson (1989), in the introduction to their text Toward a Caring 

Curriculum: A New Pedagogy for Nursing, presented a more expanded list of 

characteristics that would represent a caring curriculum. The following characterizes a 

caring curriculum: 

1. It must liberate both students and faculty from the authoritarian 
restraints of empiricist/behaviorist models as represented by specified 
behavioral objectives and the teacher roles and functions necessitated by 
these objectives. 

2. It must acknowledge students as equal partners in the education 
enterprise so that it restructures the way faculty and students relate to 
each other. 

3. It must define curriculum as interactions between and among students 
and teachers with the intent that learning take place. 

4. It must faCilitate the structuring of learning differently so that the 
learner is actively engaged in scholarly pursuits, and through this it must 
support abandoning the dominance of lecture in nursing education. 

5. It must help faculty humanize the educational process so that the 
curriculum is not dominated and driven by a surfeit of content. 

6. It must support an alliance of students, teachers, and clinicians in the 
educational enterprise. 

7. It must restructure the focus of learning so that experiences are 
clinically grounded. 

8. It must provide practical guidelines to faculty without restricting 
individuality, creativity, and style. 

9. It must acknowledge the wide variety of ways of knowing and must 
legitimize those things that are not empirically verifiable. 

10. It must eliminate the education-based class and caste system in 
nursing by acknowledging and valuing contributions of all nurses and by 
making higher levels of nursing education more accessible. 

11. It must offer a criticism model for assessing learning (p. 1-2). 

Although the notion of a curriculum revolution has sparked a great deal of interest 

and excitement by nursing educators, the task of implementing this significant change 
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has been formidable (Donley, 1989) and discomforting (Moccia, 1989) to nurse 

educators. Concerns have been voiced, for example, about the effects the curriculum 

revolution might have on the accreditation process and the way in which nursing 

education would be viewed in the broader academic arena. Despite the concerns and 

challenges related to a change in educational philosophy and practice, however, the 

direction of movement is toward a more caring curriculum. As evidence of a significant 

commitment to care, an increasing number of nursing programs have adopted caring as 

a major dimension of their curriculum framework (Chipman, 1991; Forsyth, Delaney, 

Maloney, Kubesh, & Story, 1989). 

Noddings (1984) has written from a feminist perspective on ways to incorporate the 

ethical ideal of caring Into education. She proposed that teachers nurture the caring 

ideal in students through personalized and genuine dialogue with the student, 

role-modeling caring in interactions with students, providing opportunities for students 

to practice living in caring ways such as in activities that incorporate caring for the earth 

or others, and confirming students for their authentic strengths. These four processes, 

dialogue, role- modeling, practice and confirming, are the major ways in which a caring 

ideal is nurtured. 

Hughes (1992) used Nodding's conceptualizations of caring as a theoretical 

framework for her study that investigated the climate for caring as experienced by 10 

junior nursing students in five different nursing programs. Her findings supported the 

notion that these four processes were related to the climate of caring that developed in 

nursing programs. 

Several other studies have been designed to explore the relationship between 

students and faculty members from the student perspective (Appleton, 1990; 

Halld6rsd6ttir, 1990; Miller, Haber, & Byrne, 1990). Appleton (1990) interviewed two 
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doctoral students to elicit their descriptions of the meaning of human care and caring in 

the context of nursing education. From interviews with these students, she was able to 

conclude that caring had an expressive dimension, an environmental dimension, and 

was a process. Halld6rsd6ttir (1990) interviewed nine nursing alumni in Iceland to 

determine their perceptions of caring and non-caring student-teacher encounters. She 

found that caring encounters had four components: "the teacher's professional caring 

approach; the resulting mutual trust and professional teacher-student working 

relationship; and finally, the positive students responses to the caring encounter" (p. 

97). Miller, Haber and Byrne (1990) interviewed six senior nursing students and six 

faculty members to elicit their perceptions of caring encounters. Both groups agreed 

that caring was evidenced through a wholistic concern or philosophy, teacher ways of 

being, mutual simultaneous dimensions, and student ways of being. These qualitative 

studies shed light on ways in which nursing faculty live out and role model the 

expectations of an interpersonal relationship with students that may be based on caring. 

As a group, these studies had several limitations. Each relied completely on interview 

data rather than direct observation and exploration of caring encounters between faculty 

members and students. In two of the studies, a description of the university setting was 

not provided; the study reported by Miller, Haber and Byrne was conducted in a small 

liberal arts college on the east coast. There were no studies in the reviewed literature 

that related to caring as a nurse in a Christian nursing education program. 

From a different perspective, others have reported ways to integrate caring concepts 

and processes into the nursing curriculum. Symanski (1990) recommended a variety of 

creative curricular changes that might allow educators to highlight more clearly the 

centrality of the concept of care in the nursing curriculum. Metcalfe (1990) maintained 

that caring may be best learned in a clinical context with others through a gestalt 
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experience. Learning to care, she proposed, would be facilitated through promoting 

focused deliberation, discovery of care in the clinical context, confirmation of caring, 

transferability of caring, and insight dissemination. Gelazis (1990) offered concrete 

strategies to promote the teaching of care including role-modeling, humor, poetry, 

working with diverse patient groups, and encouraging a sense of wonder. Although the 

proposed strategies to teach caring are creative, interesting, and use many sound 

educational principles, they fail to address the way in which students interpret what they 

are being "taught". As Postlethwaite (1990) stated, there exists a "gap in nursing 

knowledge between what caring is and how the learning of caring is lived in practice" (p. 

274). 

Summary 

This is a fascinating and dynamic time in the development of the discipline of 

nursing. Health care delivery systems, nursing education and nursing practice are 

experiencing considerable change. There is an increasing awareness of the inadequacy 

of the current health care delivery system and concern about the potential effects that 

health care reform may have on the discipline of nursing. Within the discipline of 

nursing, there has been a call to revolutionize the way nursing education is 

conceptualized and Implemented to create a more caring foundation in the educational 

preparation of nurses. There has been a growing interest in defining the essence of 

nursing as a caring profession, and multiple theories have been developed to provide an 

understanding of what that might mean to individuals and to the profession. Also, in 

recent years the practice of nursing itself has changed, becoming increasingly wholistic 

in nature (Johnson, 1990). 

The literature reflects these changes. As nurses seek clarity in defining themselves 

and the discipline, caring has become a "buzz word" in nursing circles, the subject of 
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many national and international conferences as well as research projects and nursing 

theories. The majority of this growing body of caring literature in nursing has focused on 

the development of theories of caring, taxonomies of caring, and research that reports 

conceptions of caring as perceived by patients, nurses and students. 

Several gaps have been identified in the growing body of caring research. First, few 

researchers have attempted to capture and explore the process of caring in the 

nurse-patient relationship through direct observations in the clinical setting. Second, 

although there is an increasing awareness in nursing of the importance of a spiritual 

dimension in patient care, there is only a limited discussion about caring as a nurse from 

a distinctively Christian perspective. Third, researchers have to a limited extent 

compared the experience of caring as a nurse In clinical specialty areas. Having 

identified these gaps in the current literature, this study was designed to add 

incrementally to the body of caring research needed to fill these gaps. 



CHAPTER 3 

METHODS 

Introduction 
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Three sections are included in this chapter. The first section describes the purpose 

of the study, associated research questions, the design of the study, data collection 

techniques and procedures, and tensions associated with the role of the researcher. The 

rationale for the multiple sampling decisions made in designing and conducting this 

study is presented in the second section. The third section describes the procedures 

used in analyzing the data. 

Study Design and Data Collection 

The purpose of this study was to explore, from the student perspective, the process 

by which students learn about caring as a professional nurse. The specific research 

questions that guided this inquiry focused on exploring (1) what are the conceptions of 

caring held by student nurses? (2) In what ways, If any, do social processes In one 

baccalaureate nursing program affect student conceptions of caring as professional 

nurses? and (3) what, if any, effect do the experiences in diverse clinical rotations have 

on the conceptions of caring developed by student nurses? 

A cross-sectional case study approach was used to answer the research questions. 

Woods and Mitchell (1988) define case studies as "in-depth investigations of an 

individual, family, group, or organization of a larger social unit ... within its real life 

context" (p. 156). Case studies often utilize a combination of data collection procedures. 

In this study, data collection procedures included document analysis, partiCipant 

observation, and interviews. Table 3.1 highlights the way in which data collected through 

these procedures related to the modified symbolic interactionlst framework. 



Table 3 1. Data collection procedures 

Symbolic Interactionist Perspective 
(Modified) 

• interpersonal social processes in
fluence the behaviors individuals exibit 
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Data Collection Techniques 

• participant observation interviews 

• social structures influence the be
haviors individuals exibit 

• document analysis, selection of 
diverse clinical settings for observa
tions 

• individuals give meanings to the so
cial processes they experience 

• interviews 

An initial analysis of selected formal university and college documents was 

conducted to identify themes related to caring. Mission statements from two other 

institutions that offer baccalaureate nursing programs were also compared and 

contrasted to those at Evangelical University. Analysis of these three mission statements 

served to highlight the distinctive dimensions of each university setting. Following 

document analysis, formal and informal student and faculty interviews were conducted 

and study participants were observed in three clinical nursing courses during one 

academic year. Twenty-three nursing students and four clinical faculty members 

participated in the study. Senior nursing students in community health nursing were 

observed and interviewed in the Fall quarter, sophomore students in medical- surgical 

nursing in Winter quarter, and junior nursing students in the Spring quarter. Formal 

faculty interviews were conducted near the beginning of each respective clinical 

rotation. Students in the three clinical groups also provided examples of their nursing 

care plans for analysis of themes related to caring. Finally, documents of a less formal 

nature that were associated with the educational experience at the university were also 
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collected as they addressed topics related to the subject of caring and nursing. These 

included items such as greeting cards or newspapers. 

For a more meaningful understanding of situations, it was frequently informative to 

consider together the ideas embedded In interview data, documents, and field notes. For 

example, in the clinical setting it was possible to observe students interacting with 

others. However, the meanings students gave to these clinical experiences were often 

uncovered during the formal interview process. Similarly, during interviews students 

often described their impressions of the university behavioral standards and distinctive 

Christian programming. Therefore, to maintain a more contextual understanding of the 

students' perceptions of caring gathered in clinical contexts, data from all sources were 

used to answer each research question. 

Document Analysis 

Mission statements are designed to express the official beliefs and values held by 

members of an institution. Ideally, a mission statement serves several purposes. It gives 

direction to the Institutional vision and goals, sets the climate for the educational 

environment, and guides the curriculum process. Mission statements and official 

educational documents also set the image of the institution for the broader community. 

For example, they may be a part of the institutional accreditation process or serve as 

public relations tools for the recruitment of potential students, faculty, and 

administrators. Ideally, these documents evolve with broad institutional support and are 

generally stable over time. In reality, however, formal documents are not only the result 

of philosophical beliefs; they also reflect political, economic, and sometimes private 

religious forces operating within the system. Therefore, the official views of the 

institution mayor may not be supported by individuals within the system. 
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In this study, public institutional documents were analyzed to contextualize and 

explore the environment of the institution as they related to caring. The initial choices of 

documents served to bound the collection of data by focusing on those documents 

traditionally most central to and representative of an educational institution's 

philosophy. The official mission statement was first content analyzed. The nursing 

program philosophy statement, the conceptual framework for the nursing program, and 

the clinical nursing course objectives were analyzed next for themes related to caring. 

The documents from the nursing program were developed by the faculty and remained 

stable over a period of several years. 

A second document analysis was done on students' written care plans. The writing 

of nursing care plans is a tradition in nursing education. Careplans are designed to 

encourage students to assess patients methodically, develop goals with and for patients, 

determine appropriate nursing interventions to help patients reach their goals, and 

develop a mechanism for evaluation of the process and the outcome. Generally, nursing 

students wrote a care plan for each individual for whom they provided care. All student 

participants in the study were instructed to provide the researcher with a care plan they 

had developed for a patient. When more than one care plan was available, students were 

encouraged to select the one in which they "finally figured out what the faculty member 

wanted." The response rate for providing care plans was low (N = 11). To obtain a larger 

and more representative sample of care plans, notes were left in student mailboxes and 

on bulletin boards at the school. Those care plans that were submitted were analyzed 

for student conceptions of caring and faculty input related to caring as a nurse. 

Participant Observation 

Participant observation was selected as a data collection technique in this study for 

several reasons. First, direct observation provided the opportunity to observe 
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interactions in the clinical settings that students might not report during the interview 

process. Second, students may not have been aware of subtle interactions associatad 

with caring for patients and therefore have failed to describe these encounters. Direct 

observation captured some of these subtle interactions as well as the more overt 

actions. As Roach (1987) stated 

opportunities to care are not usually dramatic events. They most often 
come disguised in the simple, unobtrusive encounters of daily life -- a 
smile, a helping hand, a word of encouragement, an expression of 
sympathy or sometimes caring enough to reprimand (p. 7). 

Third, as a result of direct observations, it was possible to contextualize students' 

comments made during interviews about clinical experiences. Finally, rapport with 

students was built during clinical experiences. Following a "shared experience" in the 

clinical setting, students were often eager to talk about their experiences. 

Prior to data collection, a day of pilot observation was scheduled with a senior 

nursing student. Observing her provided me with an understanding of the feelings 

students might have about the presence of a researcher during their clinical 

experiences. It was also possible to identify situations that might later prove problematic 

during data collection. 

Spradley (1980) proposed that participant observation ranges from non participation 

to passive, moderate, active, and complete involvement. During data collection, the 

roles I assumed most frequently were characterized by moderate to active participation. 

Moderate participation is characterized by a balance between participation and 

observation, whereas active participants do what the people in the context are doing in 

order to learn the rules for behavior. For example, during clinical observations at a 

community clinic where flu shots were being administered, I sat near the students most 

of the time observing and recording their conversations and interactions with clients. I 
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also engaged more actively in this setting by occasionally securing additional supplies 

for the students and delivering messages. At no point did I provide direct patient care; 

this remained the responsibility of the students and clinic or staff nurses. 

Throughout the study, it was necessary to secure access repeatedly to the student, 

client, and the individual nursing units. In each new setting, introductions were made 

and the purpose of the study was briefly described. A typical introduction was, "My 

name is Donna Allis. I am a faculty member at the School of Health Sciences, and today 

I am working on a project to understand the ways students learn to become nurses." In 

each clinical rotation, students, nurses and patients were willing to facilitate observation 

of clinical experiences. On a few occasions, when a student or patient appeared 

uncomfortable with my presence during technical procedures or personal care, I 

excused myself from the setting. 

Several factors occasionally limited my ability to observe and record student 

interactions with others in the clinical setting. One such factor was my personal delight 

and interest in the events of the day. During the maternity health rotation, for example, 

the first birth I observed was so enthralling that I recorded only limited field notes. I 

mistakenly assumed that I would be able to recall and record the events at a later time. 

This, however, was not an accurate assumption. What I recalled most vividly was the joy 

of the event and the fond memories of having taken pictures of the father giving the 

baby his first bath. Consequently, during the second labor and delivery experience I 

observed, I was more methodical and left the room every 10 to 15 minutes to record 

observed Interactions while they were still fresh in my mind. 

Another challenge to the thorough observation of nursing students was related to the 

physical floorplan and design of the AIDS unit. Anterooms were located between the 

patient rooms and the hallways, and the doors to the patient rooms were often closed. It 
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was impossible to walk down the hospital hallway, make eye contact with the patient, 

and begin a casual conversation. To enter the room, the students either invited me in or 

I formally asked the patient for his permission. 

Interviewing 

Interviewing was selected as a primary method of data collection to allow for a 

deeper exploration of feelings and beliefs than would have been possible through other 

means such as a questionnaire (Catanzaro, 1988a). To elicit the conceptions of caring 

held by study participants, semistructured and informal interviews were conducted. 

Although my focus was on the student perspective, I also interviewed faculty members 

to provide further insights Into the Interpersonal processes in effect in the clinical 

courses. 

Four pilot interviews were conducted, two with faculty members and two with 

students, to assess the extent to which the Interview schedule was helpful in eliciting 

data to answer the research questions. During these pilot interviews it was also possible 

to identify potential concerns with the audiotaplng equipment and refine my interviewing 

techniques. One student who participated in the pilot interview later agreed to 

participate in the study. Her responses were included In the final analysis. 

During data collection, Immediately prior to each formal audiotaped interview, 

students completed a brief demographic survey (Appendix A). The student and faculty 

interviews that followed were guided by interview schedules (Appendices B and C) 

developed by the researcher. These schedules, designed to answer the research 

questions, gave form and direction to the interview process. Participants were offered 

the opportunity to have the interview conducted at a location of their choice. Each 

student elected to have the interview take place in my office at the School of Health 
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Sciences. The three faculty members I interviewed chose to have their interviews done in 

their offices. Most of the interviews were conducted over approximately one hour. 

There were several advantages to audiotaping and transcribing each of the formal 

interviews. First, it was possible to focus on the study participant rather than on the 

process of taking notes during the Interview. Second, it was possible to gain an 

enhanced understanding of ideas that emerged but that might have been overlooked in 

the process of conducting the interview. Third, during data analysis it was possible to 

return to the original interviews to consider If newly Identified themes were present in 

earlier interviews as well. Fourth, the process of transcribing interviews also facilitated 

an increased familiarity with the data. Finally, as Catanzaro (1988b) notes, complete 

transcriptions are necessary for secondary or independent analysis of the data. 

There were also disadvantages to audlotaping and transcribing the interviews. Due 
.f 

to a mechanical failure with one tape and extreme background noise outside the window 

during a second Interview, it was necessary to reconstruct two of the interviews from 

memory. In addition, It appeared that Initially several students were uncomfortable with 

being audiotaped. In these situations, the interview was continued after the tape was 

turned off. Finally, It was labor intensive to transcribe each audiotape. 

The timing of the formal student and faculty Interviews was purposeful. The faculty 

interviews were conducted during the first half of each academic quarter. Student 

interviews were not conducted until later in the quarter. By then, it was expected that 

students would have had time to develop an awareness of the clinical area where they 

were assigned. This process was followed as closely as possible. Due to scheduling 

difficulties and competing demands on their time, two students did not complete the 

formal interview. 
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Each interview was unique. In the initial interviews, I relied upon the questions in my 

interview schedule. As the study progressed, the interview questions were expanded and 

modified to include probes about caring derived from comments made by previous 

students. This practice allowed for consideration of the extent to which some student 

comments were typical of the student experience. Individual interviews also were 

modified to inClude questions related to interactions that 'had been observed in the 

clinical setting. This flexible approach to interviewing is consistent with the 

recommendations of Miles and Huberman (1984) and May (1989). As May wrote 

Consistency in qualitative research does not require that every informant 
be asked the same questions; rather, the goal is to assure that questions 
which appear to be important at a given point in time in the data 
collection phase are asked of as many Informants as possible so that 
subsequent interviews can be Informed by them (p. 175). 

The longer and more poignant Interviews were at the end of the project. In 

approximately half of the final interviews, for example, the students cried while 

describing their experiences associated with caring. Also at the end of the project, two 

students requested the opportunity to participate in a second interview to learn the 

extent to which their perceptions were similar to those held by other students and to 

expand upon their previous comments. 

Informal interviews were conducted with students during the clinical experiences, 

when time permitted, and at the School of Health Sciences, when meeting 

spontaneously in the halls or library. In the clinical setting, attempts were made to elicit 

the meanings students gave to interactions in progress. During informal clinical 

interviews, questions were designed to elicit the meanings that students gave to 

interactions in process. Students in each of the clinical settings appeared to enjoy 

"chatting" about their experiences in an informal, less structured manner. They told 

stories of their recent experiences in caring for patients at their places of employment, in 
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the academic clinical settings, and in caring for their families. These stories, when told 

during clinical experiences, were recorded in the field notes. When informal exchanges 

with students occurred on campus, the stories were recorded in a small notebook. 

Potential Bias 

During the process of conducting this investigation, I was completing my third year 

of part-time teaching at Evangelical University in the School of Health Sciences. 

Throughout the design, implementation, and reporting of this study, I was acutely aware 

of the potential bias and tensions associated with assuming two different roles 

simultaneously within the institution. The potential significance of this concern was 

raised by Stainback and Stainback (1988), who noted "the more integrally involved the 

researcher has been or is with the site for Investigation, the more difficult it is to see 

beyond what is expected. Preconceptions can interfere with the researcher's 

. observation attempts" (p. 27). I brought a distinctive perspective to the study by virtue of 

my personal philosophy about caring, my convictions as a nurse, and my role as an 

insider at the institution I was studying. 

One area of potential bias was associated with my preexisting philosophy and beliefs 

about caring. The choice of caring as a study topic, for example, was evidence of a 

significant interest in and concern with the concept. To allow you, the reader, to assess 

the ways in which my value system may have influenced this study, a description of my 

thoughts about nursing and caring follow. 

For me, caring connects us to other people, other things, and other causes. Caring 

gives life its purpose and people a sense of their place in the universe. My experience in 

caring about my family and friends, my work and our world has shown me that to care is 

to be involved, to be vulnerable and to be committed. To care deeply leads us to be 

overjoyed at times, and at other times to experience despair. I am in awe of the 
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complexity and intangibility of the concept, the many ways I have experienced being 

cared for and caring for others, and the diversity of ways others live the experience of 

care. I believe the ability of humans to care is a powerful force in the world and has the 

potential to do wonderful things. 

I care about caring. My basic beliefs may have led me to see caring where it did not 

exist. Moreover, as a nurse and a nursing instructor, I believe that nursing students care 

about nursing and providing nursing care to others or they would not continue in their 

professional education. Perhaps this is not so. I believe that when we are deeply 

touched by something, on some level we care. In observing the students experiencing 

and managing profound feelings and struggles in the clinical setting, I labelled this 

"learning to care as a nurse". Perhaps students would have labelled these experiences 

as learning how to survive pain, how to maintain hope, or how best to serve God. 

Despite this potential bias, I do believe that, through frequent clarification of the 

statements students made and careful observations of their interactions with others, the 

student perspective has been accurately captured and reported. 

Another source of potential bias was the extent to which students, patients, and 

faculty members interacted differently In my presence (Field, 1989; Patton, 1990). To 

assess the extent to which this might have been a problem, several students were asked 

if they had noted a change in the behavior of their faculty member when I was present in 

the clinical setting. Each student replied "no". Although students were friendly and 

appeared comfortable In my presence, It was difficult to assess the extent to which they 

might have altered their behaviors during clinical observations. 

Actions were taken to promote a comfortable relationship with the student 

participants and minimize the extent to which they might have perceived power 

differences in our roles. First, students were assured that the data collected in the study 



67 

would not be used in their clinical evaluation. They were also assured that I would not be 

their instructor in future courses. Also, in the clinical settings, students frequently had 

opportunities, as my informants, to be the "expert" in describing the routines of the day. 

To highlight my alignment with the students rather than the faculty member in the 

clinical setting, I physically remained in close proximity to the students. For example, I 

sat between students during postconferences and entered and left the clinical units with 

the students rather than with the faculty member. When possible, I avoided being seen 

alone with faculty members. An additional way in which students were empowered was 

through scheduling interviews at the students' convenience and remaining 

understanding when students forgot or cancelled the scheduled interview. 

I believe my efforts to win the trust of the students I studied were successful. 

Students were comfortable with me, joking In the clinical setting or making spontaneous 

comments such as "oh oh. .. here she comes" as the instructor came into view. 

Several students, when asked, reported that they did not sense differences in their 

clinical interactions with others when I was present. In a few situations, students used 

me as a counselor or advisor. When intervention was deemed necessary for the student 

in these situations, I refrained from assuming a counseling role until the interview was 

complete. 

Nevertheless, during the study my roles of faculty member and researcher were 

occasionally in conflict. In the medical/surgical rotation, for example, it was initially 

difficult to avoid mentally evaluating the students' performance or offering suggestions 

regarding patient care decisions. This might have occurred because I have taught 

sophomore nursing students in similar clinical settings one quarter out of each 

academic year. My guiding goal in facing clinical situations as a researcher/faculty 

member was to build a friendly, helpful relationship with the students without 
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questioning them on their knowledge base. Through frequent attempts to understand the 

students' perspectives during data collection. the tendency to evaluate students became 

less pronounced. In the rare situation when patient safety was a potential issue in the 

clinical setting. I did actively offer students assistance or advice. A description of one 

such incident follows. 

The student was assigned to an unconscious patient who was expected to die within 

a short period. The student was frightened, Immobilized, and transfixed on the woman's 

irregular breathing patterns through the morning. I remained with the student during the 

morning as she bathed the patient and took vital signs. During this time I attempted to 

provide a calm presence. I joined the student as she entered her patient's room to say 

good-bye at the end of the morning. It was clear that the patient's condition had 

changed. Her breathing was shallow and difficult to detect and the color of her face was 

pale gray. I encouraged and helped the student to obtain the patient's blood pressure, 

heart rate, and respiratory rate, and together we reported the findings to the staff nurse 

assigned to the patient. 

In the rare situation In which a faculty member discussed individual students or the 

dynamics of the clinical group with me privately. I consistently refrained from adding any 

input regarding student behavior or my impressions of student behavior. I did share, 

without reference to specific students. what I had learned about teaching and listening 

to students in the process of conducting this study. 

Finally, I confronted difficult decisions about what information I had as an "insider" in 

the organization that was appropriate for inclusion in the study. The difficulty of my 

choices was particularly acute because the faculty in this setting was composed of 15 

women who worked in geographically close proximity with each other, knew each other 

well, and were often emotionally in touch with each other through prayer and 
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conversation. During the year, faculty members shared stories informally with me about 

patients, themselves, and students that spoke to their values about nursing, caring, 

teaching and life. On several occasions faculty members were asked if their story, poem, 

or verse could be included in the data. Each person responded favorably. When faced 

with the difficult decision of bridging two roles, I reviewed the research questions to 

consider if the Information had a direct effect on student conceptions or interactions 

with faculty members. Ultimately, I respected the confidences of my colleagues. 

There were advantages to having an active status as a faculty member in the nursing 

program during the process of conducting this study. I was aware of ways to 

communicate effectively within the institution with students such as through the voice 

mail system, bulletin boards, secretaries, and mail boxes. Also, I was frequently present 

at the school and therefore was able to see students informally and frequently on 

campus. Finally, it was helpful to recognize university acronyms or program titles 

referred to by students. In summary, I negotiated the roles and tensions of investigator 

and faculty member through an awareness of the potential impact of my personal and 

professional perspective, by employing strategies to manage my roles as faculty 

member and investigator with student participants, and by attempting to provide 

accurate, thorough and sensitive reporting of the educational processes from the 

student perspective. 

A final comment is in order. It would have been difficult to immerse myself deeply and 

thoughtfully into the ideas central to human caring for over a year without growing personally and 

modifying my personal beliefs. I nurtured and celebrated this personal growth during the research 

process both as a teacher and as a researcher. 
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Sampling 

Several initial sampling decisions were made. These included selecting the 

institutional documents to analyze, the clinical courses from which to recruit students, 

and the student clinical group to approach for recruitment. 

Documents 

The official university mission statement, the nursing program philosophy of nursing 

statement, and the clinical nursing objectives were initially selected as documents 

central to the formal program philosophy. As the year progressed, other documents 

were collected because they appeared to address the research questions or highlight 

and contextualize the unique nature of the program. These included items such as 

clippings from the school newspaper, quotations on bulletin boards, programs from the 

student consecration and pinning ceremonies, poems written by students, words to 

songs sung by students at university functions, get well cards given to students from 

patients, pictures drawn for students by school children, and invitations to activities 

scheduled by the Nurses Christian Fellowship. At times these Informal documents were 

helpful in exposing or clarifying an idea with which I was struggling. 

Curriculum 

The courses that were selected for Inclusion in the study were in medical/surgical, 

maternity, and community health nursing. To provide a clear understanding of the 

curricular placement of these courses, a brief overview of the nursing curriculum follows. 

Prospective nursing students in their freshman year were enrolled in prenursing 

courses including chemistry, psychology, anatomy and physiology, and general 

education courses to prepare them for clinical nursing. They were then admitted formally 

into the nursing program at the beginning of their sophomore year. During their 

sophomore year, they took three sequential clinical nursing courses that focused on the 



71 

care of adults in acute hospital medical/surgical settings. In their junior year, students 

took three nonsequential clinical nursing courses that focused on nursing care of 

children in the hospital and daycare centers, mental health nursing in psychiatric 

hospitals, and in maternal/child nursing in obstetrics units in hospitals. In the senior 

year, students were again enrolled in one course with a clinical focus each quarter. The 

courses in the senior year included community health, leadership nursing in an adult 

medical/surgical hospital setting, and a wholistic nursing course. The wholistic course 

was designed to serve as a capstone course in a specialty area of their choice. Students 

had the opportunity to take the wholistic course on campus during the school year, or 

during the summer in either Taiwan or in Costa Rica for a transcultural nursing focus. 

The senior clinical courses were not sequential. 

Initially, I decided to recruit senior nursing students from the community health 

course, junior students in their pediatric health course, and sophomore nursing students 

in their second adult acute care course. The clinical rotations were selected to assure a 

cross section of the levels of the students in the program (sophomore, junior, senior) 

and to provide a diverse set of clinical environments. The clinical courses that were 

chosen represented settings in which there was diversity in (a) the extent to which the 

patients were sick, (b) variation in the educational levels of the staff nurses, and (c) 

representation of patients in different age groups. Although students were observed in 

only three clinical courses to allow for more extensive observations in each site, they 

often talked about their other clinical nursing experiences. 

After completing the second quarter of student observations and interviews, I 

decided to observe students the following quarter in maternity health rather than 

pediatric settings. This decision was based on several factors, the most important of 

which was student input. Although senior students had stated that a "lot of caring" goes 
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on with hospitalized children, they reported that a more distinctively caring atmosphere 

existed in maternity health nursing. As one student reported in attempting to describe 

the special environment 

I think It Is much easier to implement a caring environment in a maternity 
ward just because it is already there in a sense ... mothers caring for 
their babies and it is usually a happy time. It is a neat thing to be a part 
of. So I think that atmosphere is more easily started and seen on 
maternity units. 

Another student added 

OB is even further different. A lot of the nurses see the women patients 
coming in as peers. .. at least that is the sense I get. A lot of women on 
the floor were wanting to have children or were pregnant and it was peer 
support. There was a lot of caring and women coming in wanted a lot of 
support ... it was very intensive. There was probably more caring in OB 
but they are also more appealing which Is a sad commentary but they 
are. The baby is so cute and the mom is young and It's a more appealing 
image than someone who has smoked all their life and it's hard to feel 
sorry for them because they are still smoking and they are coming in 
every three weeks and cough and, I don't know. There is a real 
difference. 

Therefore, I chose to observe junior students in maternity health nursing. These 

junior students had previously enrolled in the pediatric nursing course and compared 

the pediatric and maternity environments during interviews. 

Sampling of the Clinical Group 

Students in each of the clinical courses I studied were together for the theory portion 

of the course and for skills laboratory exercises. Clinically, they were then divided into 

two or three groups of seven to 10 students and were placed in different hospitals or 

clinical settings with individual instructors. The criteria by which I decided which clinical 

laboratory group should be included in the study were: (a) the clinical faculty member 

had assumed a full-time tenure track position at the Institution for over one year, (b) the 

number of students in the group was largely compared to other student groups to 

assure adequate student participation, and (c) the clinical site was not new to the course. 
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These guidelines were followed as closely as possible. There were few exceptions. 

At the beginning of the senior community health clinical rotation, the opportunity was 

offered to recruit students from both clinical groups simultaneously. Both faculty 

members were employed full-time, the sites were not new to the course, and the clinical 

groups were the same size. Given my awareness that participant attrition is occasionally 

a problem, I accepted this offer. In the group of 20 students, 10 chose to participate, 

either by observation, interview, or a combination of observation and interview. Both 

faculty members were observed in the clinical settings and one participated in a formal 

interview. 

In the maternity health course, both of the clinical laboratory groups had an equal 

number of students and both of the faculty members who taught the course had been 

employed full-time at the School of Health Sciences for 10 or more years. Although one 

faculty member was teaching part-time during the quarter in which data were collected, 

her group was selected based on characteristics of the clinical experience. Selecting 

this clinical group provided the opportunity to observe students during afternoon hours 

(1 :00- 6:00) rather than in the early morning (7:00- 12:00). This was viewed as potentially 

significant since students had previously commented that during the evening hours 

nurses have more time to talk to and care for patients. In addition, it was anticipated that 

a health maintenance organization might have diverse approaches to caring as 

compared to public hospitals. 

faCilIty and Stlldent Becn Ijtment 

Permission to conduct the study was initially granted by the research review board 

at the School of Health Sciences (Appendix D). Student and faculty consents 

(Appendices E and F), designed to protect human subjects, were signed by all 

participants prior to data collection. Data collection, management, analysis, and 
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Prior to each clinical quarter, the faculty member responsible for the course was 

contacted and the study was introduced. Questions were answered and faculty granted 

permission to recruit students from the course for inclusion in the study. Each faculty 

member contacted allowed me to recruit students from their clinical group. Students 

were recruited the first week of class during orientation sessions to the course or 

post-conferences in the clinical setting. At each recruitment session, the purpose of the 

study and the procedures that would be followed during the study were described. 

Students who expressed an interest in the study were given consent forms to sign and 

return at their convenience. Students frequently signed the consents at the time the 

study was introduced or shortly afterward. One additional sophomore student was 

recruited to provide a sample that corresponded more closely to the nursing student 

population. This student participated in the formal interview but was not observed in the 

clinical setting. 

Although care was taken to recruit students from diverse clinical settings that 

represent a cross-section of the curriculum, it is not possible to state that the students 

who agreed to participate in the study were representative of all nursing students in the 

program. It may be, for example, that students who agreed to participate were 

particularly confident in their nursing practice or exceptionally committed to integrating 

caring into their nursing practice. 

Sampling at the Clinical Sttes' Time and Location 

In each clinical course, students were in the clinical setting two days a week. Time 

constraints allowed for observations to be conducted during one clinical day per week. 

When possible, this was the same day each week for the entire five hour clinical 
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experience. The students found my routine predictable and often took the time to fill me 

in on what I had missed. 

In the community health course, one day a week students were assigned to 

elementary schools, high schools, or adult day care settings. With only one student 

assigned to each setting, it was possible to observe only one student per day. On the 

second clinical day of the week, students gathered at the health department and made 

home visits to a family in the community. Although it was not possible to make home 

visits with the student, it was possible to observe the students at the health department 

prior to and following the home visit. In addition to the two scheduled clinical days a 

week, community health students were required to commit two hours a week to 

exploring community resources, reading in the library, or participating in community 

programs. The students were allowed freedom in scheduling throughout the quarter. 

During the community health rotation, each student was observed in the clinical setting 

a minimum of one time. Three of the nine community health students were observed at 

health departments, two at elementary schools, three at adult day care centers, and one 

at a community based clinic administering flu shots. Observations were also made one 

day in the classroom setting at the School of Health Sciences. 

The strategy of viSiting a variety of community health sites had advantages and 

limitations. It was an advantage to be exposed to a variety of student experiences. The 

disadvantages resulted from my position as an observer in the clinical setting for only 

one day, making it impossible to biend into the environment, to notice all that was novel, 

or to get a sense of what a "typical day" was like. On many clinicai days it was necessary 

to gain access to the new situation through introductions and explanations of the study. 

This is one limitation of the observations that were made in the community health 

rotation. 
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On rare occasions in community health, permission was not granted to observe the 

students or the setting in which they were participating. In one such instance, a nursing 

student leading a support group for pregnant high school students agreed to have me 

observe the group. When she asked the group members, however, they were not willing 

to open the sessior. te a member outside the group. In addition, the faculty in 

community health did not grant me permission to make home visits with the students. 

They explained that students occasionally found It difficult to build relationships with the 

families to whom they were assigned. The addition of an observer in the situation was 

predicted to have a potentially negative Impact on the student-client relationship. 

During the medical/surgical nursing course, sophomore students spent one week of 

the quarter observing in the operating room and one week observing in the recovery 

room. They were also assigned to four units of the hospital with two students on each 

unit. At midquarter, the students changed units to be exposed to different patient 

groups. Students were assigned to medical, urology, surgical, and isolation (AIDS) units. 

Each study participant was observed a minimum of one time and observations were 

made at each hospital unit. During the first clinical week, one student assigned to one 

patient was observed all morning. The intensity of observation appeared to be awkward 

at times for both the student and the patient. In the following weeks, observations were 

conducted with two students during each clinical morning. The decision was made not 

to observe students in the operating room because it was primarily an observation 

experience. Students were queried about their perceptions of that experience. Data were 

also gathered during the quarter at one theory lecture on campus and during a skills 

laboratory session in which the students were practicing insertion of urinary catheters 

on mannequins. 
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Students in maternity nursing had a variety of clinical experiences including two, 

five-hour days a week at one hospital unit, two days observing midwives and physicians 

perform prenatal checks in a clinic setting, two prenatal classes to observe and contrast, 

and a "follow- through family" to follow through prenatal classes, labor and delivery, and 

a postpartum visit. During the clinical hospital experience, the students were all 

assigned to one hospital unit and the nursing instructor was consistently available for 

them. The students were observed in their interactions with each other, staff nurses, 

patients, and their faculty member during the clinical experiences. 

Sampling and Field Notes 

Field notes were recorded during and after each observation session. Field notes 

may be described as "event-triggered" or "time- triggered" (Booth & Mitchell, 1988). In 

this study, event-triggered field notes were taken during or immediately following the 

clinical observations. When interactions, or "events" were observed that applied to the 

research questions, they were recorded in a small notebook. In addition, notes were 

generally recorded every 30 minutes and immediately following the clinical experience. 

In a few very intense situations, such as during the delivery of a baby, field notes were 

recorded more frequently. In other situations, such as at adult day care centers where 

the clinical site was "everywhere", notes were taken immediately following the 

observation period. 

In addition to recording events in the field notes, descriptions of the setting and 

unique dimensions of the day were included to contextualize student comments and 

interactions. For example, when observations at a grade school were made on holidays 

such as Halloween, the uniqueness of the day was highlighted. This offered an 

opportunity during data analysis to assess the extent to which the observations 

recorded were selected from typical clinical days. Each clinical site and observation 
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experience required a different strategy to manage notetaking adequately without being 

a distraction to the students. 

SampHng and Interviews 

During both formal and informal interviews, an attempt was made to record all 

student and faculty comments related to the research questions. In addition, general 

comments were recorded that participants made about their educational experiences, 

personal experiences, and dilemmas with patient care. By audiotaping and transcribing 

verbatim the semi-structured Interviews, all of the comments made by participants were 

included in the sample for data analysis. 

Data Analysis 

Today I believe the right thing to do Is to make peace with myself and 
the analysis procedure and cut the agonizing. Take a path and take some 
control of some movement- make a commitment to (an analysis) 
procedure. Theoretical memo, January 15, 1991 

Data analysis was conducted In four related, sometimes difficult, sometimes joyous 

stages. The first stage took place during data collection. During this stage, concepts and 

themes related to caring were identified in the institutional documents, analytical 

memos, field notes, student assignments, and interview transcripts. Observations of 

student interactions with others and student reports of these interactions were recorded 

and analyzed for patterns. Finally, student descriptions of the similarities and differences 

in professional caring in diverse clinical settings were gathered and impressions of these 

differences were recorded in field notes and theoretical memos. A sequential description 

of this process follows. 

Initially, the mission statement for the university and the philosophy statement for 

the School of Health Sciences was analyzed for themes related to caring. Particular 

attention was paid to the number of ways in which the word "care" or "caring" was used 
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in these documents, and the context in which it was used. The mission statement was 

also compared to statements provided by other regional educational institutions to 

highlight the most distinctive features of Evangelical University. Guidelines from the 

student handbook including the expectations of student behaviors and university 

programs related to the evangelical focus of the institution were also reviewed to 

provide a more wholistic perspective of the social structures students were exposed to 

during their educational experiences. An understanding of the student perceptions of 

these programs and the effect participation in these programs had on the educational 

experience was solicited during Interviews. Following this initial analysis, data collection 

focused on interviewing and observing students. The care plans that students provided 

for analysis were analyzed as a group and compared by clinical setting at the 

completion of the data collection process. 

By the completion of the first quarter of interviewing and participant observation, 

three lists of concepts related to caring had been developed to guide the ongoing 

process of data collection. The first list of approximately 20 student-identified concepts 

served to highlight elements of caring often described by students. The second list 

included potential or emerging themes and interactions related to caring to be explored 

in future data collection. The third list included ideas that students reported were not 

important in caring as a nurse. For example, students did not report and in fact rejected 

the notion that growth of the patient was associated with caring. 

Theoretical and in vivo terms were used to describe student perceptions with the 

goal of preserving the students' own language as much as possible. In vivo terms are 

words and phrases as they are used by the respondents whereas theoretical terms are 

ideas, behaviors, or concepts labelled by the investigator (Strauss, 1987). An example of 

an in vivo term nursing students used frequently was "burned out". The students, 
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through their professional education, were also familiar with and used theoretical terms 

from the literature to describe their experience. The final list of concepts is provided in 

Appendix G. 

Interactions students reported with others in the clinical setting were analyzed for 

their effect on students' conceptions of caring. It became evident during data collection 

that the majority of interactions in the clinical setting occurred between the students and 

the clients and staff nurses. Faculty and physicians were rarely present in the clinical 

setting. Students reported, however, that often the significance of the interaction was 

not related to the amount of time or the number of interactions the students had with 

others. For this reason, the focus during data collection remained on the students' 

perceptions of their interactions with all individuals. Many of the messages students 

received during these interactions were conflicting. These conflicts served to challenge 

both the students and the researcher in analyzing interaction patterns. 

During some periods of data collection, few new ideas were apparent which led to 

the thought that the data were saturated. These periods later were followed by another 

more fruitful period In which new insights occurred. By the end of the study, few new 

conceptions of caring or types of interactions between students and others were 

identified. A stable group of themes had emerged. 

After the Winter quarter, a master's student in the nursing program at Evangelical 

University was hired as a research assistant. Her primary responsibility was to review the 

data to identify themes related to caring. Initially she read the study proposal and an 

interview in which caring concepts had been identified. She was given a list of Identified 

concepts and independently began to search for themes in two additional sets of 

transcribed student interviews. The perceptions of the ideas embedded in the data were 



compared and frequently found to be similar. This second analysis of a portion of the 

data provides evidence of a more reliable interpretation of the data. 
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In the second stage of analysis, themes related to student conceptions of caring 

were collapsed into three central concepts and relationships between the concepts were 

identified. This process promoted a stronger, more cohesive understanding of the 

central elements of caring. Through this analysis, the central concepts of trust, respect, 

and balance were identified. Further conceptual work led to the development of a model 

depicting the core concepts in relation to each other in the context of the students' lives. 

This model is described in Chapter 5. At this point generalizations about the complex, 

often conflicting interactions students experienced in the clinical setting were developed 

and unique dimensions of the clinical sites were listed. 

In the third stage, with the computer software program The Ethnograph, most of the 

interview transcripts were coded. This process allowed for a second, more wholistic 

analysis of the data. Following this process, minor revisions in the model were made as 

new insights were gained and student conceptions were further refined. The powerful 

influences of the family and student life experiences on caring were also recognized and 

explored. 

The final stage of analysis took place during the process of reporting the findings. 

Ideas were further clarified in the process of articulating and illustrating the findings in 

meaningful, systematic ways. The four stages of analysis were overlapping in nature and 

sequential in only a general way. 

Trustworthiness of the Data 

Lincoln and Guba (1985) proposed four criteria that are useful in evaluating the 

trustworthiness of qualitative studies. These include the extent to which the study is 
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valid, transferable, dependable, and confirmable. Each of these criteria will be applied to 

the present study. 

Validity is the extent to which the findings of the study are true. Validity may be 

enhanced through several methodological techniques including prolonged and 

persistent engagement at the site; triangulation of methods, sources and investigators; 

peer debriefing; negative case analysis; referential adequacy; and member checks. 

Evidence of prolonged and persistent engagement is provided in the design of this 

study. Data collection took place over an academic year at Evangelical University. In 

each of the three courses selected for inclusion, data were collected throughout an 

entire quarter. This prolonged period of time allowed for trust and rapport to develop 

between the study participants and the researcher. It also provided adequate time to 

integrate impressions of the process of learning to care. Through the use of multiple 

research methods including document analysis, participant observation, and formal and 

informal interviewing, triangulation of methods is evident. Informal verbal member 

checks were also conducted routinely with all study participants to determine the extent 

to which individual comments were representative of conceptions held by others. 

The criterion of transferability is met through describing in depth the time and 

context in which a study was completed. It is the reader who takes this description and 

determines the extent to which the findings may be applicable to similar educational 

settings. In the current study, descriptions are provided about the mission and structure 

of the institution, the distinctive characteristics of the nursing program, and the students 

who attend Evangelical University. Factors both internal and external to the institution 

that may have had an effect on the university atmosphere are also highlighted. This 

information will assist the reader to determine the extent to which the findings related to 

this educational program may be transferable to another context. 
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Dependability and confirmability are related to the extent to which the study is 

reliable. Lincoln and Guba (1985) propose that audit trails are effective means of 

enhancing dependability. Additionally, it is helpful to have multiple investigators in the 

study who are in close communication with each other to discuss and compare the 

findings. Through the use of a graduate student to analyze selected interviews, a 

beginning step toward dependability was initiated in the current study. 

Summary 

Included in this chapter are a description of the research design, data collection 

techniques, sampling decisions made for the current study, and data analysis 

procedures. A discussion of the trustworthiness of the data concludes the chapter. In 

the following chapter, descriptions of Evangelical University, the nursing program, and 

the nursing students who were involved in the study are provided. 
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CHAPTER 4 

AN INTRODUCllON TO EVANGEUCAL UNIVERSITY 

Introduction 

This chapter provides an introduction to Evangelical University. Descriptions of the 

university setting, the School of Health Sciences, the clinical nursing experiences, and 

the students enrolled in the nursing program are provided. Student comments related to 

the educational experience are also included to analyze the extent and ways in which 

the university environment influenced student perceptions. The results of the content 

analysis of formal institutional documents such as the university mission statement, the 

nursing program philosophy statement, the conceptual framework model adopted by the 

School of Health Sciences, and clinical course objectives are analyzed as they relate to 

the research questions. 

Evangelical University 

This study examined the perceptions of caring held by undergraduate nursing 

students attending a liberal arts evangelical Free Methodist university in the Pacific 

Northwest. The university, for the purpose of this study, is called "Evangelical 

University". A fact sheet published by Evangelical University in 1990 Is the source of the 

following statistical data. 

Evangelical University, founded 100 years ago, is located on a 35 area campus in a 

large metropolitan area. It is composed of nine academic schools including business 

and economics, education, fine and performing arts, health sciences, humanities, 

natural and mathematical sciences, physical education and athletics, religion, and social 

and behavioral sciences. There are 56 undergraduate majors and 12 areas of graduate 

specialization. In 1989-90, 461 bachelor's degrees and 205 master's degrees were 
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awarded. University enrollment by headcount in the Fall quarter of 1990 included 2,268 

undergraduates and 1,153 post- baccalaureate and graduate students. The university 

also enrolled 24,309 students annually in off-campus continuing education programs. 

There were 142 full-time and 100 part-time faculty, 75% of whom held doctoral degrees. 

In the Fall of 1990,88% of the student population was Caucasian; the median age of 

undergraduate students was 21, and 55% of the student population was Christian. 

Student- identified denominational preferences were ranked first as Non

Denominational/independent (9.1%) followed by Baptist (7.9%), Presbyterian (7.2%), 

Roman Catholic (6.6%), and Lutheran (5.9%). Students self-identified as Free methodist 

composed 5.3% of the student body. Seventeen percent of the students reported "other" 

as a denominational preference and 27.6% reported "no preference". 

The faculty at Evangelical University are all Christian. Evidence of faculty's Christian 

faith is gathered at the time of employment. Prospective faculty members are required to 

write a statement of their personal Christian faith. Initial employment interviews are 

conducted with faculty members from various disciplines and with university 

administrators. As a part of these interviews, faculty members discuss ways in which 

their faith informs their teaching. 

In my experience as a faculty member, I have been given many indicators of the 

distinctive Christian environment at Evangelical University. Faculty senate meetings 

begin with devotions prepared by a faculty member, as do the monthly general faculty 

meetings at the School of Health Sciences. In my experience, individual committee 

meeiings in the School of Health Sciences consistently start with prayer as do meetings 

scheduled tor a sophomore level team taught course. Often the devotions lnciude a time 

of open prayer for students, faculty members, community members, and world events. 

During the devotions, faculty members have frequently referred to or read from books 
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they found meaningful or applied scripture to issues related to the educational process. 

Occasionally music has been included In the devotional time. 

In addition to prayer prior to meetings, there are other opportunities for Christian 

worship and fellowship. Faculty are encouraged but not required to attend regular 

chapel services during the academic year. Frequently faculty members in the nursing 

program experience a conflict in the timing of the clinical nursing courses and the 

chapel service and are unable to attend chapel. Also, since campus classes are not 

scheduled during chapel time, faculty members involved in courses taught across 

disciplines use the time set aside for chapel to meet with each other. In addition to 

chapel, faculty members are invited to lead cadre groups. These groups are designed to 

assist students in their spiritual growth. 

There has been a predictable flow of special events with a Christian focus during 

each academic year. For example, each year begins with a message from the university 

president that Is delivered In the Free Methodist church on campus. Following the 

president's message, communion is served. Also at the beginning of each academic 

year, faculty and their family members participate in a two-day retreat at a 

university-owned camp. In planned sessions during the retreats, time is spent talking 

about the process of integrating faith and learning. Also during the retreats, faculty 

members occasionally walk alone or in pairs in the early morning with a book of 

devotions or gaze at the stars at night. The retreat generally concludes with a church 

service at a local church near the camp. During each academic quarter, a variety of 

university sponsored courses relating to Christian faith and education are available to 

faculty. At the end of the Fall quarter, a Christmas tree lighting ceremony has become a 

popular tradition. Also during the Christmas season, there are university-sponsored 

vespers at the Free Methodist church. 
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In addition to the structured activities with a Christian focus, the mission and stated 

purpose of Evangelical University retains a strong Christian tradition. During data 

collection and analysis, the stated mission of Evangelical University was based on a 

Christian-servant- scholar model. The model was described in the mission statement in 

this way 

Students and faculty are challenged to follow this [Christ's] example by 
developing a scholar's mind while turning their classroom knowledge into 
acts of service in the world. 

The Evangelical University mission statement was compared to the mission statements 

of two other universities in the same region that offer baccalaureate nursing programs. 

The statements were compared in the ways they defined the ultimate goals, service, and 

scholarly focus of the respective universities. For State University A, a public Research I 

university, there were two primary goals: to generate and disseminate knowledge and to 

provide services to the community. For Private University B, a Jesuit liberal arts 

university, the ultimate goals were modeled on the core values of person, society, world, 

truth, and action. The mission statement indicated the university was committed to 

humanistic education with the ultimate purpose of enhancing wholistic growth in the 

students as persons. The stated purpose of Evangelical University was to study God's 

creation. Within the context of a liberal arts education, students and faculty seek to 

develop the perspective of a Christian scholar-servant. 

The mission statements of each of the three universities referred to community 

service. For State University A, there was brief reference to providing services to the 

community. For Private University B, the statement maintained that the goal of the 

university was to prepare students to "build through service [a] just and peaceful 

community". The mission statement of Evangelical University used the term servanthood 
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rather than service. Servanthood was viewed as an outcome for those who seek to 

follow Christ. 

The mission statements also differed in their descriptions of and purposes for 

scholarly work. The mission statement for State University A described a strong focus on 

the generation and dissemination of knowledge. For Private University B, the statement 

referred more specifically to a teaching focus for scholarly work. Research was to be 

specifically centered on the support and enhancement of teaching. In the mission 

statement of Evangelical University, scholarly research was viewed as both a divine 

responsibility to study God's creation and as a way to develop Christian leaders. 

A comparison of the three mission statements is outlined in Table 4.1. In the 

comparison of these mission statements, the distinctive features of Evangelical 

University are highlighted. Specifically, the stated mission of Evangelical University is 

distinctively focused on God and the following of Christ. 

The extent to which the mission statement had an effect on nursing students and 

their impressions about caring is not clear. Few of the students in the study directly 

mentioned the mission statement of the university during the student interviews or 

observations, leading to the impression that the statement was not central to students' 

perceptions. Also, students may not have had a clear understanding or awareness of the 

mission statement. The following example serves to illustrate this possibility. 

Today I showed ___ the comparison of mission statements. She stated 
she had read the mission statement prior to selecting Evangelical 
University as it was important to her. As she reviewed the comparison of 
the three statements, however, she thought the Jesuit mission statement 
was the mission statement adopted by Evangelical University and was 
surprised to learn otherwise. 

Although students did not appear to be aware of the mission statement, several were 

aware of another university policy that affected them more directly, the criteria by which 



Table 4 1. Comparison of mission statements 

ULTIMATE GOAL: 

State University A 

Private University B 

Evangelical University 

SERVICE: 

State University A 

Private University B 

Evangelical University 

FOCUS OF SCHOLARSHIP: 

State University A 

Private University B 

Evangelical University 

* development and dissemination of 
new knowledge 

* promote wholistic growth in students 

* study God's creation 

* provide service to the community 

* prepare students who can help 
build a just and peaceful 
community 

* ultimate life-product of all who 
follow Christ 

* generation and dissemination of 
knowledge 

* support and enhancement of 
teaching 

* divine responsibility to study 
God's creation 
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students were accepted to Evangelical University. Two students compared Evangelical 

University to other Christian Universities they had attended. They both viewed 

Evangelical University as more liberal in the acceptance of nonchristian students than 

other Christian universities and thought the outcome of this liberal acceptance policy on 



the environment was positive and refreshing. In the following quotes, they described 

their views. 

I have been to two other Christian colleges that were both very small, and 
you didn't get in unless you wrote a paper on how you came to the Lord 
and so forth. At Evangelical University you didn't have to write that. You 
had the opportunity, and it might look better on your admissions, but you 
didn't have to write it. I thought "Oh! Wow!". Coming here I have learned 
there are Christians and non-Christians. I think that is a very healthy thing 
for the campus because you don't have a lot of people who are trying to 
impress each other with what good Christians they are. But you have 
people who are legitimately Christians who are trying to grow and nurture 
each other and you have people who don't care. I think it is a great 
outreach opportunity for our campus. 

~:---o--: is a deeply founded school. It has an Incredibly strong unifying 
faith. A lot of great evangelists have gone there; it is like the Harvard of 
Christian colleges. It was strong spiritually. A prerequisite to the school 
was a strong Christian faith. It is different here because it is more liberal. 
Not ali students are Christians. Not all of them are at , but they 
said they were [laughs]. I have enjoyed the change. Most people come 
here and it is more of a Christian atmosphere than they have been in 
before. But I have enjoyed the change. There are people here who are 
looking at your life to see what kind of an example you are. Everyone is 
real encouraged to learn by Christian principles. 
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Occasionally individuals in the community expressed an awareness of the mission of 

the university in their interactions with students. One student reported an interaction she 

had with a surgeon in an operating room after he became aware of her association with 

Evangelical University. She described the comic incident in this way: 

When I was in the O.R., there was this doctor who had been in the Army 
most of his life and he ... and a couple of interns were going at it with 
rude jokes. And the scrub nurse was a male. So here I was with this 
group of males and [laughs] the patient and they were getting rude about 
certain things. Then the doctor looked at me and said "Ohl You go to 
Evangelical University!". I said "yeah" ... it was on my nametag ... I 
didn't know what he wanted ... he goes "I didn't mean to offend you. I 
have some good friends that go to school there and I know they have 
some strong religious beliefs. I didn't mean to offend you". After that he 
just seemed to want to talk. He asked me if what he said was O.K. with 
me and I said "Well, it was kind of rude, but O.K.". He seemed to have 
respect. 
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During the year in which data were collected for this study, there was discussion 

about changing the mission statement but no changes were implemented. A new 

mission statement was, however, presented at the beginning of the following academic 

year. The revised mission statement was concise and included a focus on scholarly 

excellence. The students did not appear to be aware of these impending changes during 

data collection. No changes were made regarding the policy of accepting nonchristian 

students. 

Formal Curriculum 

Structurally, the Christian perspective Is evident within the courses, programs, and 

social expectations at Evangelical University. Within the formal curriculum, all students 

are required to take five credits of Christian thought, meaning and values and 10 credits 

of Biblical heritage. Students reported a variety of responses to these requirements. 

Several nursing students, for example, offered examples of the ways In which the 

courses either supported, expanded or rocked their belief systems. In this first example, 

the student described the way in which one professor, through his own caring for others 

and enthusiasm for life, expanded her vision of what It might mean to serve others. Her 

comments also serve as an example of how one faculty member, through the "hidden 

curriculum", influenced the way In which a student viewed her own life work. 

I took a new testament and a psalms course by cassette, so I don't know 
they had a direct effect on what I think about nursing. My study of the 
Bible always encourages me to care more for others and to be a more 
gentle, kind, loving person. Having that effect on my life effects how I 
deal with others, and I know I will take that into my nursing practice. A 
course I took at Evangelical University that doesn't have much to do with 
religion or nursing was an Eastern European literature class. A lot of that 
literature had a religious tone to It, and we talked about the Russian 
people and their religion. He as a professor effected me greatly just by 
his enthusiasm for life, his deep caring for people and his trying to get all 
out of life that he could. As far as applying it to nursing, I didn't think 
about it until just now but I think his philosophy of life really appeals to 
me. Giving all I can to serving the people I meet in nursing. 
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Another student noted that only selected faculty members integrated their faith into 

their teaching interactions with students. She noted that her perceptions might be 

related to the amount of time she had been enrolled at Evangelical University and the 

teachers she had been assigned to in the clinical setting. 

I have found the faculty to be very reticent. Maybe they are afraid they 
will communicate a brand of Christianity. Only one or two were willing to 
bring much into the classroom or the clinical setting. I have not been here 
for the entire time-- this is my fourth quarter-- so I have not experienced 
that many ] professors). When I have shared that concern with other 
students, they have said "Well ... you didn't have such and such a 
teacher and she was that way" and that is true; I have not experienced 
them all. I would not judge them and say they do not have that. I guess I 
feel they are reticent to express it and encourage it in the students. 
There; I don't know. I just imagine that just as I would want to pray with a 
nursing student when they had a conference or one-on-one, if the student 
came in upset or distraught or was having a difficult day, that it would be 
an appropriate response. But I have not experienced that. And I can't say 
none of the others have, but if they have, they have not shared it with me. 

Another student talked about the ways in which scripture was brought into the nursing 

coursework in general and offered one example of this integration. 

My sophomore nursing teachers are all super as far as praying with us 
and being keenly aware of where we are coming from spiritually- in 
particular praying with us and relating the scripture to our studies ... 
One instructor came to lecture about the heart and she brought a few 
scriptures about the heart and how the heart was the- they spoke to the 
importance of the heart-- out of the heart comes life. She related it saying 
"Since we are on the heart, scripture says it is an important part of the 
body". Then we went ahead into the physiology of it and how If there Is 
no heart there is no life. To me that particular day spoke to me as a 
Christian nurse to keep the emphasis there and say yes, as a matter of 
fact, there is no contradiction between what God says and what medicine 
studies. It is nothing more than studying His laws that have been set 
down. 

Several days after the student made the above comment to me, I saw the faculty 

member she referred to in the hallway at school. In passing, I mentioned that the way in 

which she had integrated scriptural references about the heart into her cardiac lecture 

had had a powerful effect on one student. She was delighted with that input. She also 
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commented that she was preparing to teach the neurological unit, but did not have 

enough time to cover all of the crucial content. She was trying to decide if she should 

delete the introductory scriptural readings to allow time to cover the content more 

thoroughly. In hearing the student comment, however, she reported that she had 

strengthened her commitment to take the time to introduce the topic with scripture. 

Communication, then, is reciprocal. The meanings that students give to faculty actions 

may inform and reinforce faculty behaviors. Moreover, although there is a commitment 

to expressing a Christian worldview to students in the classroom, there are obstacles, 

such as the amount of time available in the course, that may temper the extent to which 

faculty can incorporate their views into the curriculum. 

In the following passage, a student describes an example in which one faculty 

member laced a Christian perspective with the content that he was teaching. In this 

case, she was able to think about a selected aspect of pathophysiology and how the 

particular condition might account for the outcome in a biblical story. 

When we talked about giantism he talked about David and Goliath and 
talked about acromegaly where the bony growth around the eyes is so 
prominent. Even as a giant he probably cOUldn't see very good-
especially from below. He laced humor and Biblical stories in lecture. 

Another student talked not about her personal interactions with faculty members, but 

about her surprise at being assigned to read a textbook written by a woman with an 

Eastern philosophy. In this example, the hidden and overt curriculum, expressed 

through text selection, was not consistent with the student's expectations. The student 

was, however, willing to expand her perspective and temporarily suspend judgment. 

I have been surprised with how many unorthodox spiritual ideas have 
been coming in. I struggle with things like that. One of the books, and I 
can't critique it yet as I haven't finished it, but in adult development we 
are using a book in which the author talks about her spiritual walk using 
an Eastern philosophy. I want to get to the end of the book and see 
where she goes with it. When she gets to the section on spirituality, I 
wasn't sure and I didn't expect that at Evangelical University ... I'm not 



sure it is wrong. It just means I am being stretched and maybe I need to 
reevaluate my conservative background. 

This same student reported struggling with other topical issues in class such as the 

appropriate use of therapeutic touch. 
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Another student, also from a conservative background, reported that the questions 

that were raised in her philosophy classroom were challenging her previously held 

beliefs. In this example, the faculty member challenged the students to reevaluate their 

beliefs about the wrongness of homosexuality. It was a particularly applicable topic for 

this student, assigned to the AIDS unit for her clinical experience. 

I grew up in a real strict family and went to a Christian high school and 
another Christian college before I came here, and I have not been 
exposed to a lot of things. I have lived a pretty sheltered life and have not 
experienced a lot of difficult things. I still have strong feelings about how 
homosexuality is not right but those feelings have been real unstable. I 
have taken a philosophy class where they challenged a lot of those 
things- Why is it immoral? Why is it unnatural? That kind of thing and you 
don't know what to think. 

This same student continued on to talk about her perceptions about the religion 

department at Evangelical University: 

I have heard negative things about the religion department. I don't know 
exactly where the school stands as far as the Bible goes. In just talking to 
people the thing that I have heard is that the Bible department is just a 
little unstable. All of the professors think a little bit differently, and when 
you get out of a Bible class you are a little bit more confused than when 
you went in. Even some of the professors do not believe in the absolute 
truth of the Bible and some professors have different philosophies. I'm 
glad I got my Bible where it is really strong for a foundation. Maybe it is 
good to be stretched but what I needed was. .. sound Christian doctrine. 

Two comments are offered in concluding this section. First, students, through their 

interactions with instructors in the classroom setting, were able to identify specific ways 

in which a Christian perspective was integrated into the coursework. The extent to which 

students were satisfied with this integration varied. Second, students were exposed to 

alternative spiritual and biblical perspectives. They reported being challenged to 



95 

suspend judgment on the extent to which they might judge others negatively based on 

differences. 

Chapel Cadres and SPRINT 

In addition to coursework, all full-time undergraduate students are required to attend 

chapel or special chapel events 15 times during the course of the quarter. The student 

handbook states about chapel, "The overall goal is to further equip students for a 

lifetime of service through the exercise of their spiritual gifts and God-given abilities" (p. 

4). Failure to meet the chapel attendance requirements, or to petition for reduced or 

waived requirements, results in probation after the first quarter and suspension from the 

university after the second quarter. Students have responded to the chapel requirement 

in a variety of ways. This first student speaks of her boredom with the experience. 

I have been part-time until this year, so I didn't have to go to chapel. Now 
that I'm full-time I have some "forced religion". When I went to chapel 
today, I read a book. It's just the chapel topics don't Interest me. 

She did continue, however, to talk about the ways in which she had been affected by her 

experiences at Evangelical University: 

I'm a new Christian, since I started coming here, and I haven't been real 
religious. Within the nursing program specifically, the Christian focus has 
been very obvious. Spirituality is an important part of the [curriculum] 
model and being a nurse is the way you demonstrate and live your 
Christian faith. It's your expression of your Christianity. 

In contrast to the above cited student's boredom in chapel, another student 

described a powerful time in chapel when she felt led to engage in missionary work 

during the summer. In this situation, she became Involved with a university sponsored 

SPRINT team. As described in the student handbook, 

SPRINT is a student organization established to encourage missions 
activities on a worldwide scale. Throughout the year, regular prayer 
groups, missionsfests, speakers, International student friendships, and 
fund-raising events help to challenge, equip and enable students in 
cross-cultural ministry during the summer months (Student Handbook, 
1991-1992, p. 5). 



One student described her calling to participate in the SPRINT event in the following 

way: 

When I grew up, I told myself I would never be a missionary because they 
couldn't wear make-up or nice clothes and I appreciated those things in 
life. So it was like I will never, ever be a missionary. When I came to 
Evangelical University, at the end of my freshman year, I was sitting in 
chapel listening to a missionary. It was like God just said I want you to do 
this, and even if I don't call you to I want you to. He wanted me to say 
yes. I will go anywhere you want me to, and I will obey anything you tell 
me to do. I will do it. And I said that to Him; I am willing to go anywhere. 
Then the next year, I knew some people who were going to Africa on a 
SPRINT team. I applied, and I am going this summer to work with AIDS 
children and to sing. 
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It was interesting to talk to this student after her return from the SPRINT missionary 

experience. When asked how she felt about the experience, she reported she enjoying 

the experience, but returned disappointed with herself. 

I'm still me. I still have faults, I still do things wrong. Somehow, I guess I 
thought that when I went I would come back better, a better Christian and 
a different person. I learned that no matter what good works a Christian 
does, they will still have faults and will be imperfect. 

It appears the transformation she was expecting or hoping for, in this situation, was not 

realized. Perhaps she gained a different understanding of the process of Christian 

servanthood. Her example illustrates how one student grew in her faith through her 

experiences with structured programs at Evangelical University. 

Only one other study participant reported an experience with a SPRINT team. There 

is not enough data to determine the extent to which the SPRINT experience offered 

experiences that influenced student perceptions about caring. 

As an alternative to the chapel requirement, students may elect to participate in a 

cadre group. Cadres are "small groups of students who meet together with a faculty 

member for Bible study, discussion, or sharing and prayer" (Student Handbook 

1990-1991, p. 4). These groups, orchestrated through the Office of Campus Ministries, 
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are formed each quarter. Each cadre may be organized around a specific issue or theme 

or be open to discussion. Occasionally cadres have been led by nursing faculty. 

In addition to formal chapel and cadre groups, spiritual life takes on a variety of 

forms. All-campus days of prayer and prayer chains are organized, and students are 

encouraged to participate in urban involvement programs which focus on serving others 

in the local community. The students in this study did not comment on the effect any of 

these activities had on their visions and perspectives about nursing. 

Social Expectations of Stlldents 

It is made clear in the University Handbook that 

your admission to the university is based, in part, upon your agreement 
to abide by these [social] expectations. In other words, by enrolling at 
Evangelical University, you agree to live according to the behavioral 
expectations outlined in the catalog and thoroughly explained in the 
Student Handbook (p. 6). 

The catalog continues to outline that the university does not permit cohabitation 

and/or sexually immoral conduct, violation of local, state, or federal laws, disruptive 

activities at the university, use of tobacco, alcohol or illegal drugs, gambling or 

dishonest behavior, or acts associated with racial or sexual harassment. Dancing events 

have not been sponsored by the university. As one might expect, students expressed a 

variety of responses to these guidelines. Some students expressed full support while 

others related a sense of quiet Indifference to the expectations. 

When I came up against swearing and profanity- the type of words I 
would not expect to come out of a Christian'S mouth and smoking and 
the type of behavior ... dancing, things I would not have expected at 
Evangelical University in the past. I was appalled! How could this be 
happening on our campus? How did these people get in here? Then I had 
to back off and say not all denominations are like mine. Not all 
denominations have the same lines. My denomination is "we don't smoke, 
we don't chew, we don't go with girls who do". I was appalled when I first 
came and heard girls swearing. Things good little girls and educated 
people didn't say. Then one of my friends who was sleeping in a situation 
that wasn't healthy made me think "This is not the behavior I expectl". It 
was very judgmental on my part. I have shifted my mode of operations for 



myself by saying maybe they are here because they have not been 
enlightened yet. 

Because I don't live on campus, I hear of things from people who live on 
campus. They accepted me as I am and this is what I am to do and if they 
don't like it then they will deal with It however they want, but so far I am 
doing fine. I'm still here. I don't make a lot of trouble. Like the dancing 
and drinking and stuff and I just turned 21 and so it was to me, I don't see 
anything wrong with drinking in moderation. It is nice to be able to go out 
and do that. It was always a fun thing to make fun of at the school. You 
can't dance, you can't drink, you can't do anything. That's how they want 
the community to be. I'm not going to force people to go out with me. I 
accept how they do things, and I'll just continue to do what I want and be 
quiet about it. I think about It sometimes and think it may be good for 
students who may not have the kind of structure or guidelines that the 
school provides. Sometimes it is good to have choices made for them. 
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The social expectations may not always be realized. However, I have not observed 

the use of drugs, tobacco or alcohol on campus or at university sponsored events by 

either faculty members or students. Although I did not ask either directly or indirectly, 

three participants In the study told me they had never tasted alcohol. Several others 

reported going out to drink upon occasion. The extent to which drugs, alcohol or 

tobacco have been used by students on campus is unknown, but they are not used 

overtly. 

I am aware that there have been several instances in which a single nursing student 

turned to a faculty member to talk about her unplanned pregnancy. In talking with 

faculty members, they described that in comparable circumstances they generally 

served as supports to the student who was facing difficult decisions. One faculty 

member described what she does when students come to her for counsel: 

I get surprisingly aware of a lot of things that are going on because I 
hope, and I think it is because, I don't judge people and I hope they 
figure it out. They know they can't go to the health center, but they can 
come and talk to me. I don't make decisions for them; I help them make 
decisions for themselves. 
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There are limited resources for students with sexual concerns on campus. Although 

students may report to the counseling and guidance department or faculty members for 

guidance, If they report to the health center on campus for well woman care, the 

evaluation of sexual diseases or AIDS testing, they are referred to resources in the local 

community. Although there are firm guidelines about sexual conduct on campus, I am 

not aware of any instances in which a student with an unplanned pregnancy has been 

reprimanded by the university or suffered direct academic consequences as a result of 

the pregnancy. 

In addition to contextualizlng the university setting through analysis of the behavioral 

guidelines, it is informative to consider the general environmental Influences that were 

prominent during the year in which data were collected. It was a year of celebration--the 

Centennial celebration for the university focused on "Spirituality and Higher Education" 

and many special speakers and events were in progress throughout the year. It was also 

a year of turmoil, both internally and externally. 

Internal changes in the general education requirements for undergraduates were 

institutionalized in which foreign language courses and a well ness course became 

mandatory for graduation. The university faced budget shortfalls secondary to an 

enrollment drop, and the goal was set to cut $1.2 million from the university budget. In 

meeting this goal, the largest cuts were targeted in the Office of Academic Affairs, the 

Office of Business and Finance, and the Office of Student Life. Thirty-one professional 

staff members and some of their positions were eliminated by administrators to 

decrease institutional expenditures. There were no staff or faculty pOSitions eliminated 

within the School of Health Sciences. At the end of the difficult 1990-1991 academic 

year, the University president retired. 
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Externally, the war in the Persian Gulf produced a sense of uncertainty, sadness, and 

fear among the students and faculty members on campus. The bulletin board in the 

School of Health Sciences listed alumni who were overseas and those who might be 

affected by the crisis. A university bulletin board in the student union focused its 

message regarding the war on the words from Ecclesiastes 3:8 "He sets the time for love 

and the time for hate, the time for war and the time for peace". As reported by a faculty 

member in the commentary section of the school newspaper on January 18, 1991, 

Like many of my friends, I am numb, mesmerized by CNN reports of 
panic-stricken doves fleeing the bombs, paralyzed by accounts of Scud 
missiles, helpless to know what to say, what to do ... I do not know what 
to do but pray for peace, and march, and pray for peace, and donate 
blood, and pray for peace. And teach, not in helplessness, but in defiance 
and hope. 

A student also wrote in the same commentary section: 

I have been reminded over and over of the words of Jesus in Matthew 
24:6, "And you will be hearing of wars and rumors of wars; see that you 
are not frightened" ... I do not know what this means in light of the 
current situation, but this passage provides some comfort. As a Christian, 
I am realizing there are things I can do. I can pray. 

A special day was also set aside to address issues related to the war. During this day, 

letters were solicited to send to military personnel overseas, prayer vigils took place and 

open discussion forums were organized. 

Influences of the war, economic crisis, and academic administrative revisions had the 

potential to affect the feeling and mood students experienced on the campus. The students did 

not, however, comment on these events as they talked about caring or their roles as nurses with 

clients. It was evident, however, that the students cared about those fighting in the war, as they 

were upon occasion included in student group prayers. 



101 

School of Health Sciences 

The School of Health Sciences (SHS) at Evangelical University is one of nine 

academic schools on campus. It is accredited by the National League for Nursing (NLN) 

and has been in existence for 15 years. It offers a four-year baccalaureate degree in 

nursing, a curricular track for registered nurses returning for a baccalaureate degree in 

nursing, and a master's degree in nursing leadership. Baccalaureate nursing students 

are admitted into the program at the beginning of their sophomore year after they have 

completed prerequisite courses. There are opportunities in the nursing curriculum for 

students to complete a part of their coursework during the summers in Costa Rica with a 

focus on community health or in Taiwan with the focus on acute care skills in 

transcultural contexts. 

The Christian perspective was evident structurally in the nursing curriculum through 

functions such as convocation, a time in which newiy accepted sophomore nursing 

students commit themselves to nursing within a Christian context. In 1990, the theme for 

the student- planned convocation ceremony was "Here am I Lord". The convocation 

ceremony took place in an auditorium at the university. The sophomore nursing 

students, dressed in their new blue nursing uniforms, dedicated themselves to nursing 

during this ceremony. Family members, friends, and faculty members were present to 

support the students in their commitment. During the evening, Bibles were presented to 

the students by the Gideons' group, and individual and group pictures were taken of the 

students by a professional photographer. Sophomore nursing faculty presented flowers 

to the students in their clinical laboratory groups, solos were sung, and hymns were 

sung together. One sophomore student sang the song "Do You Feel Their Pain", 

recorded by Steve Camp. The words to this song, written with AIDS patients in mind, 

follow. 



Have we failed again? Talking about the love of God. Judging those who 
need it most! Oh, these afflicted ones. They feel their lives just fade away. 
Left to face the end alone. 

So we say a prayer for their need. Afraid to touch, to hurt, to bleed. 

Do you feel their pain? Has it touched your life? Can you taste the salt in 
the tears they cry? Will you love them more than the hate that's been? 
Will you love them back to life again? 
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As a person in the audience, my impression was that the song was meaningful to the 

student because it was sung powerfully and with conviction. Interestingly, the student 

later agreed to participate in the study, and I had the opportunity to ask her about it. 

She responded quickly with a laugh, saying "I have not thought about that all year". She 

went on to talk about ways in which her singing had, however, become central to her 

caring for patients. This point is brought up to highlight two issues. First, it was not 

possible to know the meanings students gave to their actions or the environmental 

stimuli without listening to their Interpretation of the events. Second, caring came in 

unexpected forms. In her case, singing was a central dimension to caring as a nurse. 

During the study interviews, none of the students or faculty members initiated a 

discussion about the consecration ceremony as It related to caring. One male student 

reported commiserating with another male student, however, about feeling alienated as 

a male during the ceremony. In his experience, 

Here I am a guy and we are all up there singing a song, and I really didn't 
feel comfortable being up there. He [my friend] said I know what it's like 
to be the only guy singing a stupid song but when you get out of there 
things are different. 

It appeared, from the data available, that the consecration experience may have been 

individually meaningful to some students, but it did not appear to have a direct effect on 

student perceptions about professional caring. 
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In addition to the convocation ceremony, the Christian element of the nursing 

program was also evident in other ways. For example, throughout the year Nurses 

Christian Fellowship (NCF) remained an active group within the School of Health 

Sciences. This international group seeks to support nurses and nursing students in the 

development of their Christian faith and assist in the integration of faith with nursing. At 

the national level, NCF publishes texts and study guides about Christian nursing. At the 

local level, it is linked to schools. At the School of Health Sciences, a local nurse led the 

group with the cooperation and support of a faculty advisor. The meetings were held 

one evening a week and special events such as student- faculty potlucks, the 

presentation of a video series about spiritual care, and discussions on spiritual care 

were sponsored. I requested the opportunity to observe the students during the spring 

quarter in one of their series Involving caring as a Christian. My request was denied by 

the leaders of the group who did not consult the students on their decision. One 

student, in her interview, offered some insight into issues that might have been involved. 

As she noted, the presence of faculty members might tend to limit the spontaneity of 

student dialogue. She stated 

There were like Bible study things and questions they would hand out of 
things to think about for yourself-- it helped me to focus and still give 
time to myself and God. And having a place to talk about what was going 
on-- there is nothing wrong with the Instructors or anything, but it is kind 
of nice to talk about it when they are not around. It is just different. I can't 
think of anything specific I wouldn't say. I might complain about a nurse 
or something that I wouldn't talk to my Instructor about. 

Other students briefly made reference to the NCF group as well, as the following 

quotes illustrate. 

Certain groups are available-- I know Nurses Christian Fellowship is 
there, but I have never been because I cannot go on the night they meet. 

I went to NCF once. It was O.K., but I didn't care for it too much. We 
more just talk among ourselves. 



I have been to a few NCF meetings. The leader is a nice lady and they 
have a lecture series I would like to go to, the spiritual, scriptural nurse. I 
just don't have time, and I'm involved in another group. 
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As a group, although students did not report frequent, indepth involvement with this 

group, the NCF members did remain visually apparent on campus. During the year, for 

example, they elected to wear T- shirts stating "PROVOKE" from Hebrews 10:24 

"Provoke one another to love". The leader of this group was also invited to present the 

keynote address at the pinning ceremony for graduating seniors. 

The pinning ceremony took place in the Spring. During this ceremony, which took 

place in a lovely and impressive local church, graduating nurses were presented with 

their nursing pins. Again, the event was student-planned. The theme in the Spring of 

1991 was: 

So we fix our eyes not on what is seen, but on what is unseen. For what 
is seen is temporary, but what is unseen is eternal. II Corinthians 4: 18 

During the ceremony the students, dressed in white street clothes, were seated as a 

group in the front of the church. Again, as in the consecration ceremony, they prayed 

and sang together. The invited keynote speaker challenged the students to decide if 

their professional identity would be placed on society, others, or Jesus. Later, awards 

were presented to outstanding students. The graduating students were finally presented 

with their nursing pins and a reception with cake and punch followed. A poem about 

Christian nursing was included at the end of the program for this ceremony. The 

unknown author wrote 

To be a nurse is to walk with God 
Along the paths our Master trod, 

To soothe the aches of human pain, 
To faithfully serve for little gain, 
To lovingly do the kindly deed, 
A cup of water to those in need, 
A tender hand on fevered brow, 

A word of cheer to the living now, 
To reach the soul through his body's woe, 

This is the way that Jesus would go. 
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This is perhaps further evidence of the traditional and sentimental values held by some 

of the graduating students. 

The School of Health Sciences is located on the university campus. The clinical 

settings were selected from sites available in local hospitals and public health 

departments in the greater metropolitan community. The building in which the nursing 

program is located has two stories and had previously been the university infirmary. It is 

composed of a reception area, the offices of the nursing faculty, a conference room 

which is often reserved for student seminars or faculty meetings, and a single 

classroom. There is a small lounge and kitchen for faculty use, but a student lounge is 

not available. Upstairs, there is a skills laboratory where students practice the skills they 

are learning in class. Students have the opportunity to practice how to take a patient's 

blood pressure, change dressings, insert catheters, make beds and give baths, and 

regulate intravenous fluids. The inside walls in the School of Health Sciences building 

are white, newly painted, and clean. The retention committee, composed of students and 

a faculty member, secured funds to provide fresh flowers and plates of cookies or candy 

on the file cabinets In the hallways on a regular basis. Religious symbols such as 

plaques or crosses are not evident, but pictures and verses on the bulletin boards show 

evidence of the Christian focus. On one bulletin board, for example, there was a picture 

of a bear holding onto balloons with the caption "It Isn't faith unless It is all you are 

holding onto". 

The philosophy of the School of Health Sciences is consistent with the larger 

university. As stated In the University 1991-1992 catalog, "The aim [of the university] is 

to foster the development of self- understanding, caring, compassion, sensitivity, 

intellectual curiosity, and critical thinking, as well as the integration of Christian faith 

with scientific knowledge and clinical expertise" (p. 60). A further analysis of this 
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statement is provided in the second section of this chapter in the context of document 

analysis. 

Nursing Students 

During the 1990-1991 academic year, there were 107 nursing students in the nursing 

program. Ten nursing students were male and all but one student was Caucasian. Data 

regarding the religiOUS preferences of students in the nursing program were not 

available. Prior to being admitted into the School of Health Sciences, seven students 

had earned bachelor of arts degrees, one held a bachelor of science degree, and five 

were certified nurses' aids. The ages of the students upon enrollment in the nursing 

program as sophomores were compared to the ages of the study participants in Figure 

4.1. 

In this study, originally nine senior nursing students out of 20 enrolled in the 

community health course agreed to participate. Seven of the 10 sophomores in the 

medical/surgical clinical group and six junior nursing students out of seven in maternity 

health agreed to partiCipate. Of these 22 initial student-participants, 20 completed the 

interview portion of the study and were observed during their clinical experiences. 

It is unclear why a lower percent of senior community health nursing students 

agreed to participate in the study as compared to sophomore or junior students. There 

are several potential explanations for this difference, however. It is possible, for 

example, that I was not as proficient at generating interest in the study and recruiting 

students in my first effort. It is also possible that senior nursing students, in general, are 

less interested in caring as compared to sophomore or junior nursing students. Or 

perhaps it was due to an environmental influence. The students in maternity health and 

medical/surgical nursing were recruited in the hospital settings, whereas the community 
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health students were recruited In a classroom on campus during their orientation to the 

course. 

As the study progressed, two additional student interviews were included. The first 

student interview was added late in the Winter quarter when it appeared that the study 

participants were not representative of the age groups of students in the curriculum. A 

sophomore student in medical/surgical nursing who met the criterion of "over-forty" 

participated in an interview but was not observed in the clinical setting. During the study 

a senior nursing student who had participated in the pilot interview for the study was 



108 

contacted and asked if her comments could be included in the analysis and reporting of 

the findings. The rationale for this decision was that her comments were representative 

of many other student comments but were stated in a particularly articulate and clear 

manner. 

In general, the attrition of all study participants was low. This might be because data 

were collected over a long period of time. Further, if it was not convenient for a student 

to schedule an interview, it could be and sometimes was completed at a later point in 

time. At the same time, there was evidence of a strong interest in the project by the 

students. They often stopped me in the hallways to ask about the progress of the study 

or share a recent story about a patient and what they learned about caring. 

Demographic data about the students, collected in written form prior to the 

structured interviews (Appendix A), indicated the student respondents were 

representative of the greater student body at the university in several ways. Twenty of 

the 21 students who completed the demographic information forms prior to the interview 

were female and all were Caucasian. As noted above, the distribution of their ages was 

similar to that of the general student nurse population. The extent to which the study 

participants were similar to the population of nursing students in regard to religious 

preference is unknown. In retrospect, it would have been helpful to collect data on 

religious preferences of the study participants. Although this data were not collected in 

written form, in the process of interviewing students, all but one student made reference 

to their personal Christian faith. To maintain confidentiality in this study, student files 

were not reviewed to obtain information about denominational preference. 

Regarding marital status, 14 students in the study were single, two were divorced 

and five were married. Three of the five married students were married to men in the 
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ministry. Two married students had two children and two students had three children. 

The ages of their children ranged from eight to 21. 

Student participants in the demographic profile of the study responded to the 

questions "Why did you decide to become a nurse" and "Why did you choose the 

nursing program at Evangelical University?". These data were solicited to obtain an 

understanding of how students Initially viewed nursing and provided a means of 

considering the extent to which the Christian focus of the school drew a unique student 

body to the university. 

Responses to "Why did you decide to become a nurse?" fell Into six categories 

including personal faith, direct and intimate contact with people, an interest in medicine 

and the body, childhood dreams and family history, the characteristics of the job such 

as ability to travel, and a means of contributing to society. Most often, students reported 

they selected nursing in order to integrate their faith with their professional career. 

Typical student responses to the question "Why did you select nursing" were 

I felt God's call to be one [a nurse] and I possess the gift of mercy. 

I felt I could be marketable as a missionary. 

[I wanted] to take to the mission field. 

Also frequently mentioned by students was the fulfillment they attained through direct 

contact with people. Students responded with statements such as 

I like the opportunity it allows me to become involved in others' lives in a 
meaningful way. 

I desire to be in a service profession with direct contact with people, 
giving all I can to serving the people I meet in nursing. That is what I 
really want to do or I wouldn't be a nurse. I'm fascinated by the body, it is 
an awesome creation. And I am fascinated with babies and that area of 
nursing, but what draws me to nursing is the caring and service 
oriented ness of the profession. I kind of think of it as my own ministry. 
Hopefully, that is what I will do with It. 
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Selecting nursing was a process for many students. They talked about the reasons 

they selected nursing over medicine or social work and reported on how the reasons 

they chose nursing have been, at times, modified. One student noted that as a child she 

wanted to "wear whites and a hat, but now it is to shine God's light through me". Another 

described how she selected nursing initially in order to serve in the mission field 

overseas and travel. Her goals in nursing, she reported, had changed: 

My goals have changed from being overseas to being in the U. S. and 
[knowing] that nursing can affect people here in the United States. Now I 
see that nursing-- what I enjoy about it is it gives you the opportunity to 
get involved in people's lives and to get intimate with areas of knowledge 
you would not know about on a friendship basis. I enjoy that. I realize, 
too, that it's a certain personality-- you have to enjoy caring for people. 
Another reason I chose this profession is that it allows me to give and 
that is a means of fulfilling me too. I realize my own needs are being met 
at the same time I am working for the patients. 

Another student also reported that her perceptions of nursing changed during her time 

at Evangelical University. Initially focused on treatments for patients, she came to realize 

that there is an affective dimension to nursing. She acknowledged that the process by 

which she came to understand that caring is an affective dimension of nursing was very 

subtle. 

It's interesting. When I first came to nursing school, I don't think I really 
thought about caring and nursing. I thought about the kinds of things you 
do for patients like treatments. I didn't think about how nurses feel about 
their patients. Caring was a hidden part of nursing, one we didn't talk 
about. When I first started thinking about it with this study, I wondered
caring is part of nursing, but where is it? Did I miss that lecture or section 
called "caring"? 

The above quotes were representative of many others. Student nurses, by and large, 

expressed that their awareness of the importance of the nurse-patient relationship and 

the way in which nursing is provided was heightened during the nursing experience, that 

is, professional nursing encompassed more of a caring component than expected by 

many when they initially selected nursing. At times there was a critical incident where 
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insight was gained, at other times their perceptions about the profession of nursing 

evolved slowly. Often times, students developed their notions about caring through their 

interactions with patients in the clinical settings. 

Students reported selecting Evangelical University for two reasons. They were 

impressed by the quality of the program, and they also wanted to experience a 

distinctively Christian environment. Students expressed their desire for a high quality 

education in the following ways 

I wanted an Evangelical university with a nursing program of reputable 
quality. 

The program has an excellent reputation in the community. 

I heard that almost everyone passed boards. 

Others described the ways in which they came to select Evangelical University for 

personal spiritual growth: 

How did I come to Evangelical University? It is a long story, but I believe I 
was led. I was accepted into four schools and didn't know what to do or 
where to go. For the first time in my life, I did some heavy-duty praying 
for guidance. The next day I got a phone call from student financial aid, 
and they had money for me and asked if it was enough. They transferred 
me to housing; I got my house and they transferred me to child care and 
that got taken care of. One call took care of everything, and I knew it was 
where I belonged! 

During a later interview, this same student continued to discuss her initial expectations 

of the evangelical environment: 

I was looking for spiritual growth In my life. I knew when I first came that I 
would grow and I would learn more about the Bible through the Bible 
literature classes- I would get more exposed. I had a preconceived notion 
of the kind of student that is here ... more Christian as a group. Anyway, 
I wanted to be exposed to a lot of Christians. 

Another student agreed that the environment was an important factor in the selection of 

the university. 

We pray in class; we discuss spiritual things, and we discuss the spiritual 
aspects of nursing and health care. I have only been here a year, but I 



have experienced the viewpoints of the other nursing students and the 
program is more focused on God and it is more incorporated into the 
lifestyle here. I like it. It is the real attraction in coming to this school, and 
I like the idea that you can go to Taiwan and Costa Rica and be like a 
missionary for a short time. 
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Although the students frequently referred to the Christian environment at Evangelical 

University and participated in religious ceremonies and Christian groups, many still 

reported they learned the most about giving professional care as a Christian and as a 

nurse through their interactions with patients. In the following passage, the student 

explained how one Christian patient described to her the qualities that characterize 

Christian nursing. 

This woman said mainly that a lot of Christian nurses are not afraid to 
open up the topic of spiritual care and spirituallty- it just becomes part of 
a natural language for them. That was intriguing to me to me because it is 
one of the things I have been working on-- how do I incorporate the 
spiritual care of my patients without crossing all those boundaries of 
discrimination, prejudice, and everything else. And understanding their 
sector of faith- whether it be Christian or otherwise. The things I do not 
know much about-- the Buddhist religion or other things. So it Is hard to 
give good spiritual care. And she said [the patient] that there' were times 
that she wondered If a nurse was Christian. But the ones that are touch 
you more and talk to you more about spiritual things. They aren't afraid to 
come out and talk about commitment or Bible passages or so be It. 
Especially if a patient brings It up. With me, once I started talking about it 
we spent 45 minutes talking about the spiritual aspect of nursing, what 
makes a good spiritual care nurse, and what she thought was Important. 
She just thought that talking with people and recognizing everyone has 
their own individual beliefs and own approach to God and trying not to 
put my own personal beliefs onto her-- allowing her to worship in her own 
way. Not guide her way, but allow her the freedom to choose to spend 15 
minutes having Bible study without having to have her IV delt with. 

Descriptions of Clinical Settings 

Medical/511rgical 

During a typical clinical week in the medical/surgical course, students arrive at the 

hospital on Sunday afternoons to get their patient aSSignment for the next two days. 

They are to review the chart, look up and be able to recite the medications the patient is 
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taking, develop two nursing diagnoses for their patient, and introduce themselves to the 

patient. In their introductions, they are to tell the patient they will be providing care to 

the patient for the next two mornings. 

Students and faculty arrive back at the hospital in the lobby on Monday morning at 

6:45 for a short time of organization and prayer as a group and then report to their units 

by 7:00, in time for the change of shift report on most units. Early in the quarter, they are 

responsible for providing direct nursing care to one patient. As their organizational 

skills improve, they are later assigned to two patients. Nursing care includes giving or 

assisting with baths, taking vital signs, changing dressings, giving oral medications and 

injections, making beds, and helping patients to ambulate. Students are encouraged to 

use therapeutic communication techniques to develop a wholistic understanding of their 

patients with their patients as they deliver nursing care. Students are responsible for 

informing the staff nurses about the care they will provide to the patients and reporting 

the care they have given at the end of their shift. 

At 11 :30, the students leave the hospital unit and report to a hospital classroom for a 

postconference that is scheduled until 12:00. Post- conference time is generally spent 

with organizational tasks such as setting times for student evaluations or clarifying 

expectations for student assignments. Students are also encouraged to relate their 

experiences from the clinical morning. The conference concluded with group prayer. 

Maternity 

On a typical clinical day students arrived shortly before 1 :00 in street clothes and 

entered the locker room to change into scrubs. Once on the unit, they congregated near 

a board about 3 feet by 5 feet in the nurses' station that listed: the patients on the unit, 

their room number, how many children the mother had previously delivered, how many 

weeks pregnant the mother was, if the baby was in the nursery, general comments, the 
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name of the nurse who was assigned to the laboring mother, and the physician or 

midwife to call as the labor progressed. Mothers who had not delivered were indicated 

by the use of red markers, those in labor with green and those who had delivered their 

infant with blue. This board was the "pulse of the unit" that kept everyone updated on the 

progress of all patients in the unit. The students came to the board at the beginning of 

the shift to be given an assignment or negotiate for a particular experience. 

At the beginning of the quarter the first student to arrive was given a mother in labor 

who was likely to deliver. This was considered the "choice assignment". Due to the 

drama and excitement of observing a delivery, students appeared to enjoy this aspect of 

the clinical the most. During a delivery, it was not too unusual, particularly early in the 

quarter, to see several students congregate outside the door of a mother during her 

delivery. The instructor, after observing a student focused on observing a delivery at the 

expense of being available to her own patient laughed and said 

I will have to get after her if she doesn't stop walking around looking for 
deliveries and not attending to her own patients. 

After assignments were made, students went about independently requesting permission 

from the nurse and the patient to "have a student nurse with them". In all but one 

instance the students were allowed to work with the patient. 

The one exception proved to be an interesting situation. On the first clinical day of 

the week, the student approached the patient and requested permission to care for her 

during the next two afternoons. The patient agreed but put limits on the participation; 

the student was allowed to observe her in labor and after the delivery, but she was 

specifically told she was not to observe the delivery. The student agreed with this 

arrangement. The student reported that during the first clinical afternoon, while the 

patient was in early labor, they developed a good relationship. As she stated, "We talked 
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about make-up, getting fat, shopping ... we had a good day". On the second day, 

however, as the student entered the hospital unit, she observed the patient being rolled 

into the operating room to have a cesarian section performed. The student, in her 

scrubs, washed her hands and prepared to enter. The patient's mother, however, 

stopped her and reminded the student that the patient did not want her to observe the 

delivery. The student left the operating room angry, hurt and in her words, "rejected". 

Later, after the delivery, she resumed caring for the patient. The situation was addressed 

in the postconference, with the instructor asking how she felt about that experience. The 

student replied 

Not too good. I thought [after the delivery] when it was time to take her 
blood pressure, I would just go in there and do it and say "THERE
GOOD-BYE" [angrily]. But when I got in there the woman was happy and 
excited and the anger went away ... I hate being a student nurse-- they 
won't be able to send me out when I am a real nurse. 

In this sItuation, the student was not willing to advocate for the patient's right to privacy, 

but rather focused on her own hurt. The other students in the group talked about how 

they felt at times when they were rejected by patients and offered suggestions and 

support to the student. 

Students were assigned to mothers admitted in attempts to stop early labor, mothers 

in labor, and mothers and babies after delivery. They were generally assigned to one 

patient, a mother or mother and baby, each week. Many of the patients were discharged 

within 24 hours of the delivery, however, so often students cared for different patients on 

their second clinical day. 

Students communicated with staff nurses, took vital signs, helped with jacuzzi baths, 

coached laboring mothers, did patient teaching, gave medications to mothers and an 

occasional tylenol to a father, demonstrated and instructed parents in infant baths, 

conducted physical assessments on Mothers and infants, and generally observed the 



processes of bonding and breastfeeding. In addition to direct patient care, students 

were scheduled to observe prenatal examinations performed by midwives and 

physicians in office settings. 
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Students were observed during their second clinical day of the week. This day was 

selected because it was expected that students would readily be able to recall and 

describe the events of the first day. It also allowed me to be present at clinical 

postconferences which took place only on the second clinical day of the week. During 

postconference, students gathered In the conference room on the hospital unit at 5:00-

5:15 to process the events encountered during the week and discuss health care issues 

in general. The conferences concluded promptly at 6:00 P.M. 

The hospital unit at this health maintenance organization appeared to have been 

recently remodeled. The walls and carpeting were mauve, the hall lighting was indirect 

and pleasant, and the bedspreads were pastel. Several stuffed animals were placed at 

the nurses' station with diapers, bottles, and pacifiers on them. Often there were gifts of 

food at the nurses station with notes of thank you. One thank-you card was 

representative of the many others' expressions of gratitude: "I couldn't have done it 

without you!". There were locker rooms for changing into scrub uniforms, family practice 

sleep rooms, and an anesthesia sleep room. 

In this setting, mothers were admitted into a room In which they labored, delivered 

their babies, and remained with their infant until they were discharged from the hospital. 

If the infant was sick or required observation, he or she was placed in the nursery 

located one floor above the maternity unit. Individual patient rooms had hardwood 

floors, rocking chairs, reclining chairs for sleeping fathers or "Significant others", T.V., 

telephone, small refrigerator, a sink designed to accommodate bathing a baby, and a 
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private bath. All but three patient bathrooms also had a jacuzzi for laboring and 

recovering mothers. 

On first inspection, when entering a patient room, I had the sense of being in a hotel 

room. However, as the woman's labor progressed, I realized the extent to which there is 

hidden "pop-up technology". A "closet door" opened to become a mini-nursery near the 

time of delivery with heat lamps, equipment to resuscitate a baby if necessary, suction, 

oxygen, and a place to put the baby. A "nightstand" behind the mother opened to 

produce oxygen and a blood pressure cuff. 

Students during this clinical rotation were also connected to a "follow-through 

family". This assignment involved the student contacting an expectant mother and 

requesting permission to meet with her and her family prior to the delivery of the baby. 

The student was to meet the mother at clinic visits, to make a home visit, to be 

contacted in order to observe the delivery, and to make a home visit after the delivery. It 

was expected that the student would spend approximately 30 hours with this follow-

through family and write a paper about the experience. The purposes of this assignment, 

as described in the course syllabus, included: a) to observe the effect of the 

childbearing experience upon the family; b) to assess the selected needs of the family 

during this experience; and c) to identify the nurse's role in assessing health in 

pregnancy and in planning therapeutic interventions". During the maternal-child faculty 

interview, the faculty member discussed an additional advantage that she perceived was 

present in this long-term relationship with a follow-through family. Students who are able 

to build rapport with their patients, she maintained, often have more intense and 

meaningful experiences. 

In all the years-- unless I get too busy, every birth for me is a peak 
emotional experience. The more rapport I have with the patient, the more 
I have been involved, the more peak it is. I want the students to capture 
that. If they get going with their follow- through family, they all get that 



experience to some degree. The grief and loss at not being a part of that 
experience is intense. When it is all together, they almost always cry, but 
they have enough rapport to know it is O.K. 

Thus, through a structured assignment, students are encouraged and given the 

opportunity to become involved with their patients. 

Commllntty Health 
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Students spent one clinical day a week at a public health department and one day a 

week at either a school or adult day care center. It would be exhaustive to provide 

indepth descriptions of the multiple schools and day care centers. These descriptions, 

as appropriate, have been integrated into the discussion of the data. Likewise, a "typical 

day" is difficult to describe as experienced in the three adult day care centers, flu shot 

clinic, and schools in which observations were made. This is particularly true when the 

single day of observation was scheduled on holidays such as the day before 

Thanksgiving at an adult day care center or during the Halloween celebration at a grade 

school. When data collection took place on special occasions, the field notes 

documented the holiday activities and the students were asked about the extent to 

which that day was representative of other clinical days. 

The one day a week in which the students were at one of two health departments, 

however, was more predictable. Students arrived at the university for a theory class and 

then, at approximately 9:00 arrived at the health department to which they were 

assigned. The students were given the freedom to schedule the home visit with their 

client at any point during the day and spent the rest of the day at the health department 

preparing for their visits, charting about the progress of their patients, or discussing 

concerns with each other or their faculty members. At the beginning of the quarter the 

faculty member was often present; as the quarter progressed they were often out 

making a home visit with the student. In one clinical group students were allowed to 
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leave when they were finished charting. In the other they all remained until the end of the 

scheduled clinical hours. 

During the student nurses' home visits they assessed neWborns, assisted pregnant 

teens to find housing, assessed the growth of children, made referrals to the community 

resources as appropriate, and engaged in patient teaching. In the grade schools and 

high schools, students taught classes on topics such as hand washing and how AIDS is 

contracted, led support groups, assisted the school nurses in screening procedures for 

height, weight, vision and lice checks, and assisted in the infirmary. At the adult day 

care centers, student nurses led exercise groups, partiCipated in the administration of 

medications at one site, monitored patients who might choke at lunch, administered 

mental status exams, and worked on special projects such as helping elders make 

pumpkin bread. 

This section will conclude with a discussion of selected ways in which faculty 

members in the three clinical rotations integrated a Christian perspective into their 

clinical teaching. The way in which faculty members included prayer into clinical time 

serves as one example. In the maternity and community health sections, faculty 

members did not include prayer sessions as a clinical activity on a regular basis. In the 

medical/surgical section, however, students prayed in a group at the beginning and at 

the conclusion of each clinical morning. The following is a description of one prayer 

session that was observed during a postconference with students assigned to the 

medical/surgical unit. 

At the conclusion of one particularly difficult clinical day, the instructor 
asked the students if they wanted to conclude postconference with a 
group hug or a prayer. The students did not respond. [This was despite 
the fact that the group had been praying together before and after clinical 
for several weeks previously]. After waiting a moment, she encouraged 
them to form a circle and hold hands for their prayer time. As they formed 
a circle, I asked if I could join their prayer circle and several said "Yes
you are part of our group". The students took turns praying aloud for 



strength and wisdom in the coming days, and for the ability to comfort 
their patients. They also expressed prayers of thanksgiving for their many 
blessings. 
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This faculty member encouraged student prayer and provided a safe and comfortable 

space for prayer to be included in the clinical day. She initiated the prayer in the above 

instance. I did not observe any students who appeared uncomfortable during the prayer 

time; all students appeared to participate. 

The other faculty participants were asked if and how they thought a Christian 

perspective was integrated into nursing practice with students in the clinical setting. 

One reported it was through informal interactions with students as opportunities 

presented themselves. As she stated 

It almost always comes up in an informal setting. I don't think I have ever 
structured it into orientation. It comes up out of situations. I think what 
every preacher hopes [Iaughs]-- People don't stand up and walk out of 
church from hearing moral challenges. Changes come out over time in 
their lives and in situations. 

Another faculty member discussed the tensions associated with integrating a 

Christian perspective with students. Although she expressed that Christianity informed 

her life and her world views, she was reticent to impose her views on the student. She 

was acutely aware of her power and authority over the student in terms of assigning 

grades, and did not want to misuse that power in the student-faculty relationship to 

promote her own convictions. 

I guess because in my own background, I do not want people to tell me 
what I should believe about my Christian faith. I translate that to I should 
not be saying to the student if you do not believe in such and such, that 
is not a Christian way to think. It is almost saying I am God and I have 
that authority ... It is hard to say what is Christian caring except for 
myself. It would be hard to say to the student you are not being 
Christian-- that trip as well as the A-B-C one [grading]-- I think that is kind 
of heavy and doesn't show much caring for them as a person. They need 
to grow at their own pace. 
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She continued to describe that faith integration was occasionally explored with students 

as they wrote to her in their clinical logs and that she, too, talked informally with 

students about faith issues. 

Faculty members did differ in terms of the extent to which they elected to formally 

structure Christian activities into their teaching activities. In none of the three sections 

were faculty members observed imposing their religious convictions on student nurses. 

Likewise, student nurses did not suggest that faculty members forced personal religious 

perspectives on them. However, the faculty were consistent in their expectation that 

students should be aware of and attend to the spiritual needs of their patients in a 

nonjudgmental manner. 

Content Analysis of Documents 

Mission Statement 

The university mission statement was a seven paragraph, 341 word document. In this 

document, it was clear that the Christian perspective informed and guided the purpose 

and goals of the university. More specifically, the stated purpose of the university was to 

study God's creation and prepare Christian scholar-servants. In each paragraph, 

reference was made to the Christian faith. An awareness of the importance of caring was 

also expressed through the mission statement. The specific refel ence to caring was as 

follows 

Care and concern for other human beings and for creation take on new 
meaning. Through acts of caring we learn by following Christ's example 
that to lead is to serve (Evangelical University Catalog, p. 2). 

Through this statement, several notions specific to Christian caring have been implied. 

First, caring as a Christian is distinctive. That is, caring takes on "new meaning" in a 

Christian context. Second, caring may be expressed through acts with others and with 

creation. Third, Christ served others, and in so doing provided examples of caring acts. 
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Philosophy of the School of Health Sciences 

The philosophy statement of the School of Health Sciences, developed and revised 

occasionally by the faculty members within the school, was a nine paragraph, 712 word 

document. There were no substantive changes in this document in recent years. The first 

sentence supported the commitment and congruence of the philosophy of the School of 

Health Sciences to the university mission statement. Many general faculty beliefs were 

expressed in the philosophy statement. Examples included the beliefs that people are 

integrated, wholistic and unique; societal systems are complex and dynamic; well ness 

and illness are important concepts to nurses; and nursing is an art and a science. A 

fundamental assertion underlying the philosophy of the faculty was that God was the 

active and supreme force in the events of the world. 

The tone of the philosophy statement was positive. Humans, for example, were 

described with positive qualities such as having the capacity to reflect goodness, love, 

grace and self-determination. Consistent with the tone, words such as evil, sin, sinner, 

or punishment were absent from the philosophy statement. 

There were two links identified between the views of caring expressed in the 

philosophy statement and the comments offered by the students about professional 

caring. There appeared to be little discrepancy between faculty and students. When a 

nurse cares for patients, she ideally cares for them as wholistic people. Humans were 

repeatedly described as wholistic and multidimensional. As specifically expressed in the 

statement 

It is this holistic person, in the context of the enVironment, who is the 
focus of professional nursing care. 

Student partiCipants readily adopted this language and repeatedly used the term 

"wholistic" as they described the act of caring for their patients. Students also noted that 
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it was in the process of their education that they first came to appreciate that a wholistic 

perspective was integral to professional caring. 

Second, the faculty maintained that caring as a Christian nurse was expressed 

through service to others. As expressed in the philosophy statement 

To the Christian nurse, nursing is an expression of God's love, through 
service to others. The nurse provides holistic, optimal health care in an 
environment of hope, based on a belief in God's plan. 

Many students in the study agreed that Christians are called to serve others. They also 

talked about tensions related to serving others, the importance of preparing themselves 

to care for others, and described a way of being that was characterized as distinctively 

Christian caring. This way of being was often described as possessing or projecting the 

feeling of God's love. One student described the phenomenon this way 

I would also like to feel that somehow the patient would feel my love and 
difference and maybe not know how to put a finger on it but would 
somehow feel God's love while I was doing it even if they could not 
identify that it was Christian love. 

Student and faculty perspectives about caring and Christian service appeared to be 

similar. There was no assumption, however, that students developed this perspective as 

a result of interactions with faculty members. Several students reported, in fact, that 

they initially selected nursing in order to provide service to others as an expression of 

their Christianity. 

Conceptual Framework for the Curriculum 

The conceptual framework for the School of Health Sciences is adapted from the 

Betty Neuman Systems Model (Neuman, 1982). It has been labelled the Evangelical 

Nursing Systems Model. This framework guides and directs the development, 

implementation, and evaluation of each of the core nursing courses. Level objectives, 

course objectives, and learning experiences are all consistently analyzed in terms of this 
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framework, and the language used in the framework is used frequently and consistently 

with students. A brief description of the model follows. 

The Evangelical Nursing Systems Model is a systems model. A system may be an 

individual, a group, or a community. Viewed wholistically, a system is characterized by 

physiological, psychological, sociological, cultural, spiritual, and developmental 

dimensions. Systems are viewed as semipermeable and exist in relation to other 

systems. Systems attempt to maintain a balance between actual and potential stressors 

and resources. Nurses intervene at three levels of prevention with actions designed to 

enhance the systems strengths or promote adaptation to stressors. Nursing actions are 

described as goal and outcome oriented. Nurses relate to systems through 

communication/interaction, defined as 

a means of transmitting, receiving, and interpreting human thoughts and 
behavior ... by verbal and nonverbal communication, interpersonal 
relationships, interviewing, teaching/learning, therapeutic use of self, 
group dynamics, collaboration, and consultation. 

The framework is global in nature and does not address in depth the interpersonal 

relationship of systems with professional nurses. Caring as a process, an outcome, or an 

individual trait in the nurse is not integrated into the model. 

When students talked about caring as a nurse, they repeatedly used one term found in both 

the philosophy statement and the conceptual framework for the program, wholistic. Relating to 

patients or clients as "whole people", rather than as individuals with medical diagnoses, appeared 

to be one hallmark of caring from the student perspective. It is noted that although "holistic" is 

another accepted way to spell the term, in the current study, a conscious effort has been made to 

consistently adopt the spelling used by Neuman {1982}. 
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Clinical Course Objectives 

The clinical course objectives are listed in the course syllabi. The medical/surgical, 

maternity and community health courses have between four and seven course 

objectives each. The word "care" is used in the course objectives in the context of 

"providing nursing care" or within a "health care system". Caring is not described as an 

ideal, from a Christian perspective, or as an affective student response in the nursing 

role. There are several similarities in the course objectives. Each set of objectives, for 

example, centers on appropriate use of the rational decision-making model (the nursing 

process), the use of the Evangelical University NurSing Systems Model in providing care, 

and the observation or examination of the interactions nurses have with others on the 

health care team. 

In the community health course objectives, several distinctive dimensions of nursing 

care are evident or implied. First, there is an objective related to the development of 

self-care strategies for students and clients. Second, there is an implied shift of power in 

the nurse- patient relationship. It is assumed that clients in the community retain the 

personal responsibility for meeting their own needs through mutual planning with the 

nurse. Third, the care recipient is labelled a "client", which may be an individual, family 

or community. In the other courses, the care recipient is the patient. Finally, in 

community health the student is directed to provide culturally and psychologically 

sensitive health care. 

From this analysis, one may conclude that students are to provide rationally sound 

theoretically based wholistic care. In community health, self-care was an added 

structural dimension to the course. Also, it is implied that in caring for clients in the 

community, care involves facilitating the clients' ability to make personal decisions in a 

culturally and psychologically contextual way. 
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Summary of Document Analysis 

Based on the content analysis of these institutional documents, several points can 

be made. First, caring for others is supported at the university and school level as a 

Christian ideal. Caring, in these documents, Is described as central to following Christ's 

example. Christian caring is enacted through serving others. Second, the philosophy 

and conceptual framework for the School of Health Sciences highlight the importance of 

viewing individuals, groups, and communities in a wholistic manner. Students in this 

study reported this perspective was central to caring. 



CHAPTER 5 

OVERVIEW OF RNDINGS 

Introduction 
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An overview of the study findings is presented in this chapter. In the first section of 

this chapter, the framework and model by which the research questions are answered is 

presented. The model, generated during data analysis, highlights the core concepts 

students identified as central in learning to care as a nurse and places them within 

contexts. The core concepts identified by the students are trust, respect, and balance. In 

the second section of this chapter, the study results are outlined. Each research 

question is presented and the major findings associated with that question are listed. In 

the third and final section, the students' descriptions of their life experiences and the 

effect they believe these experiences have had on their ability to care as a nurse are 

examined. 

A Model: Dimensions of Professional Caring 

The model Dimensions of Professional Caring (Figure 5.1), developed during data 

collection and analysis, is the framework from which the research questions are 

Fig!J[e 5 1. A model for caring 
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answered. The model depicts both students conceptions related to caring and the 

relationship of these conceptions to the interactions students experience with others in 

three distinct contexts. 

Findings related to the first research question, "What are the conceptions of caring 

held by student nurses?" are located in the central circle of the model labelled Christian 

nursing education. Students, when describing professional caring, often refer to the role 

of trust, the importance of respect, and the necessity of maintaining a sense of balance 

in the nurse-patient relationship. These caring conceptions are placed within the domain 

of Christian nursing education to indicate that although students develop conceptions 

from a variety of sources, this study focuses on perceptions from a student perspective 

within the context of a Christian nursing program. Operational definitions for the 

concepts of trust, respect and balance are adapted from Webster (1983). The definitions 

are 

TRUST: Confidence; a reliance or resting of the mind on the ability and 
presence of another 

RESPECT: Regard for another as a unique and complex individual with 
rights 

BALANCE: The physical and psychological equilibrium students attempt 
to maintain when in relation with others 

The second research question, "In what ways, if any, do social processes in one 

baccalaureate nursing program affect student conceptions of caring as professional 

nurses?" is answered in part through the model. These notions of caring are the result of 

the interactions students have with individuals in a variety of settings. The interactions 

that students experience in nursing school, through life experiences, and in their work 

settings all serve as important referents in the socialization of students. Students use the 

knowledge they gain in one context to inform their perceptions of interactions in other 
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contexts. For example, students report that interactions they experience in caring for 

patients as hospital employees give them insight in processing their experiences in the 

clinical academic setting. To indicate that students' conceptions about caring are 

affected by interactions they experience in their private lives and in their work 

environments, the domain of Christian nursing education is flanked by these domains. 

Each of these three areas is depicted with a semipermeable boundary to indicate their 

interrelated nature. 

The third research question is "What, if any, effect do the experiences in diverse 

clinical rotations have on the conceptions of caring developed by student nurses?". 

Within the model, the placement of the circle labelled "health care systems" suggests 

that diverse clinical specialty areas both inside and outside the formal educational 

program possess unique characteristics that influence conceptions of caring. 

Characteristics of health care systems may constrain or promote the students' ability to 

manage the tensions frequently related to trust, respect, and balance. Characteristics of 

client groups within these settings also have an effect on student conceptions. The 

relationship between clinical characteristics and student conceptions of caring is 

represented by multidirectional arrows. Stated another way, the students' conceptions 

of caring may have an effect on the nurse-patient relationships within diverse settings 

and characteristics of the settings may also affect student conceptions. The 

characteristics of the clinical settings in which students were observed and the 

relationship of these settings to students' conceptions of caring are described in the 

study findings. 

Several assumptions undergird the model of learning to care from the student 

perspective. First, learning to care is a process, not an outcome. Students enter nursing 

programs with preconceptions about professional caring that may be challenged during 
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the educational process. There is no assumption that the professional socialization 

process starts upon enrollment in the nursing program or is completed at graduation. 

Learning from interactions with others In different contexts is a lifelong process. 

The second assumption is that the model reflects the students' perspective about 

professional caring. There is no assumption that practicing nurses or nurse educators 

would describe professional caring by the same concepts or in the same manner. The 

novice status of the student nurse also may elicit a distinctive perspective of caring as 

contrasted to perceptions held by seasoned nurses. 

A third assumption about the model is that the core concepts associated with caring 

are not hierarchical or sequential in nature. Trust, for example, is not more important 

than either respect or balance. Also, although trust may be a precursor to some caring 

relationships, it is not necessarily the first concern In all relationships. The extent to 

which trust, respect and balance concern a given student is related to the context of the 

situation, the student, and the context of the student-patient relationship within a health 

care delivery system. 

Findings 

The following overview of the study findings provides structure in linking the findings to each 

specific research question. This focused reporting is also helpful in identifying for the reader those 

findings considered most significant in this study. Students expressed many perspectives related 

to professional caring. The following outline highlights selective conceptions that students 

reported frequently. No attempt was made to compose an exhaustive list of ali student 

perceptions. 



Research Question 1 

What are the conceptions of caring held by student nurses? 

TRUST 

1. Trust is an essential component of nurse-patient relationships 
characterized by care. 

2. Nurses build trust in the nurse-patient relationship in part by 
demonstrating competency in performing technical skills and through 
building rapport with patients. 

3. The appropriate use of humor, the giving of gifts, and the presence of a 
reciprocal dimension to the nurse-patient relationship are indicators of a 
relationship characterized by rapport. 

4. The amount of time the nurse and patient have known each other and 
the intensity of the interaction between them are factors that may have an 
effect on the development of trust in the nurse-patient relationship. 

RESPECT 

5. Professional caring relationships are characterized by respect. 

6. Tensions exist for some students in respecting the rights of patients 
who select lifestyles or spiritual perspectives different than their own. 

7. Respectful care may involve upholding the patients' rights to privacy, 
independence, and the right to make informed treatment choices. 

8. A component of professional respect involves viewing the other 
whollstically. For example, to a caring nurse the patient ceases to be "the 
asthmatic in room 200" and becomes the woman struggling with a family 
crisis who is experiencing an asthma attack. 

BALANCE 

9. To care for others effectively, nurses also must care for themselves. 

10. To survive in nursing, nurses must maintain a sense of emotional and 
physical balance as they relate to patients. 

11. Emotional balance may be threatened by caring too much for patients. 

12. Becoming overly involved with patients may be related to 
codependent personalities of the nurses, guilt, and inadequate internal 
processing of experiences related to nursing. 
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13. Touch may be an effective means of providing comfort and 
communicating care to patients. 

14. Christian caring as It relates to nursing has unique dimensions. These 
include (a) a divine calling to serve others through caring as a nurse (b) 
the ability to seek comfort through prayer for self and others when facing 
difficult situations (c) a desire to witness God's love to others through 
personal actions (d) the ability to make behavioral decisions based on 
scriptural guidelines (e) the use of touch as described in the Bible to 
comfort or heal others. 

Research Question 2 
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In what ways, if any, do social processes in one baccalaureate nursing program affect student 
conceptions of caring as professional nurses? 

1. Students report their life experiences have been central in shaping 
their conceptions of caring. 

2. To a large extent, the initial conceptions of caring students hold remain 
stable. 

3. The microsociological processes students experience have the most 
significant effect on their conceptions of professional caring. Students 
report they learn how to be a nurse and care primarily in the clinical 
setting while assigned to patients. 

4. Interactions in clinical settings promote students awareness of their 
conceptions and occasionally challenge these conceptions. 

5. Students report patients, staff nurses and faculty members do not 
provide consistent guidelines regarding the nature of professional care. 
(Table 5.1 provides more detail). 

6. Students respond to the conflicting messages they receive by 
acknowledging that they will need to make independent decisions about 
some behaviors as nurses. In so doing, students assume an active role in 
their professional socialization. 

7. The evangelical focus of the university has a varied effect on students. 
Through participating in missionary work overseas and involvement in 
formal religious experiences, some students report significant spiritual 
growth and understanding. For other students, the expectations of 
conduct and religious practices within the school setting are barriers to 
tolerate during the educational process and have limited if any effect. 

8. Faculty members clearly and consistently discourage students from 
attempting to evangelize patients in the clinical setting. 
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Table 5 1. Affects of social processes 

CONCEPTIONS OF PATIENTS FACULlY STAFF PEERS DOCUMENTS PROGRAMS 
CARING MEMBERS NURSES 

trust is an important dimen- + + +/- + ND ND 
sion of caring 

technical skills are impor- + + + + ND ND 
tant to earn patient's trust 

rapport is enhanced +/- +/- +/- +/- ND ND 
through humor, giving gifts, 
reciprocal dimension to the 
relationship 

time has an effect on + + + + ND ND 
development of caring 
relationships 

client-nurse differences can + + + + ND ND 
inhibit a caring relationship 

upholding patient rights is a + +/- +/- +/- +SHS ND 
dimension of caring for philosophy 
patients statement 

a wholistic perspective is im- +/- + +/- + + SHS ND 
portant to caring philosophy 

statement & 
student care 

plans 

self care is important to ND +/- ND +/- + course ND 
allow one to care for others objective 

nurses can care too much + + + + ND ND 
and lose their sense of emo-
tional balance 

touching may be a dimen- + + + + ND ND 
sian of caring 

Christian caring has distinc- +/- + +/- +/- + mission + SPRINT 
tive dimensions statement chapel 

NCF 

I 
ND=Nodata + = Individuals actively supported this concept - - individuals did not actively support this concept 

I + /- = some Individuals supported this concept while others did not 



Research Question 3 

What, If any, effect do experiences in diverse clinical rotations have on 
the conceptions of caring developed by student nurses? 

1. The general conceptions of caring students hold remain stable 
throughout the educational process and are not changed in diverse 
clinical settings. 

2. Characteristics of the clinical settings serve to inhibit and promote the 
realization of caring relationships. Clinical characteristics include (a) the 
complexity of the technical care patients require (b) the amount of time 
the patients are hospitalized (c) the extent to which the clinical 
environment is characterized by hope, sorrow, or joy. 

3. Patient characteristics have an effect on the ability of nursing students 
to develop caring relationships. Patient characteristics that affect the 
caring relationship include the extent to which the patient (a) trusts the 
student (b) has values and a life style that are acceptable to the student 
(c) requires physical care and is comforted by interpersonal touch (d) is 
desirable to touch based on age and illness and (e) is willing and abie to 
engage meaningfully with the students. 

4. Other Individuals in the clinical settings also directly or indirectly affect 
the ability of students to develop caring relationships with patients. Most 
importantly, (a) when students are supported in their learning by staff 
nurses and faculty members, their anxiety decreases and they are better 
able to focus on the patient rather than their own fears. (b) in two of the 
three clinical settings, faculty members are present to Interact with and 
support the students to a limited extent. (c) students observe staff nurses 
engaged in nurse-patient Interactions that they perceive as both caring 
and noncarlng In nature. It is easier In some situations to identify 
professional caring by its absence rather than by its presence. 

5. It is important to note that in this study design there was no attempt to 
determine if students reported that conceptions of caring in diverse 
clinical areas are the result of characteristics of the clinical site or of the 
students' progression through the nursing program. It is acknowledged, 
for example, that senior nursing students may interpret their clinical 
experiences differently than they would have as sophomores. 

Summary 

Although students interact with many individuals in the clinical settings and in 

nursing school, their conceptions of caring remain relatively stable. Conceptions are 

formed as a result of students' interactions from three domains, personal life 
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experiences, work experiences in health care settings, and the formal educational 

program. Rather than changing notions about caring during nursing school, students 

become more aware of their personal beliefs about caring and the effect these beliefs 

may have on their interactions with others. Students also become aware of techniques 

that are effective in building caring relationships and situational variables that constrain 

or enhance caring nurse-patient relationships. At the same time that students are 

learning to build relationships with patients, they develop the technical skills necessary 

to provide safe nursing care. Given the importance of the students' life experiences, the 

next section of this chapter is devoted to describing those experiences students report 

are important. 

Student Life Experiences 

No professional program introduces caring to students for the first time. 
The capacity to care can be enhanced, called forth, or inhibited by the 
educational experience ... and by the presence or absence of caring 
models (Roach, 1987, p. 8). 

Student nurses entered nursing school with a variety of life experiences. These 

experiences informed their perceptions of the role of nurse and influenced their ideas 

about caring and their ability to engage in caring relationships with patients. The life 

experiences students often referred to included the roles they assumed in their family, 

particularly the roles of daughter and mother, their previous exposure to health care 

providers, their experiences with illness, and their religious backgrounds (Figure 5.2). 

Life experiences were important referents to students as they interacted with patients 

and health care providers in clinical settings. They frequently referred to these 

experiences and described the ways in which the experiences facilitated or inhibited 

their ability to relate to patients and function In the health care system. Students also 

observed nurses occasionally sharing their personal life events with patients. 
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Figure 5 2. Dimensions of life experience 

FAMIIX ROLES 

LIFE EXPERIENCE iE"'--------i 

This sharing of life experiences between nurses and patients was not necessarily 

deep in nature. At times nurses shared the simple joys and experiences of life with their 

patients in an effort to bring a bright moment into the patient's day and help them feel 

cared about and liked as a person. In the following example, a nurse shared a simple yet 

animated story of her activities during the week-end with an elderly bedridden woman. 

She personalized the story to include her thoughts and warm feelings about the patient 

in a sensitive way. The reader will see elements of both humor and a wholistic 

perspective in this example, taken from field notes. 

On the medical/surgical unit, the staff nurse was aware that the 80 year 
old woman she was assigned to had grown up on a ranch. She entered 
the room the student was already in the room. The nurse said to the 
patient: "I thought of you this week-end ... I went horse- back riding and I 
just wish I could have put you in my backpack so you could have come 
along". She told the patient she was "saddle-sore" and they both 
chuckled. As the nurse left the room later she said to me "I just love that 
woman ... It must be fun for her to hear about the world, even if there are 
things she cannot do now". Unfortunately, the student may not have been 
aware of this interaction, so involved was she with her own procedures. 

Experiences in a Family 

Students often related their experiences as mothers and their feelings as women who 

intend to become mothers to situations in the clinical setting. They talked about their 

experiences with labor, delivery, breastfeeding, and the challenges, joys and frustrations 

of child rearing. Experience with motherhood was used to gain credibility and build 
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rapport with patients, enhance the ability to empathize with laboring and delivering 

mothers, and anticipate the concerns some hospitalized parents might experience. 

Students reported that their experience as mothers readily allowed them to gain 

credibility with patients who were either new mothers or parents of hospitalized children. 

In the following quote, the student relates the interactions she experienced with parents 

when she told them she, too, was a mother. 

In pediatrics it certainly made a difference in that I know how to comfort a 
child and I also know what a parent is going through when a child is sick, 
and I think you convey that even if you don't say anything. I have almost 
visibly seen parents relax when I said I have children as if OK- she knows 
what she is doing- even with things like changing a diaper or taking vital 
signs ... it is as if they trust you to touch their child if you have raised 
children of your own ... it gives you some authenticity. 

The credibility granted to this student in a pediatric hospital was denied to another 

childless student in community health as she attempted to develop a professional 

nurse-patient relationship with a new mother. 

Actually my client ... the first day when I went out to see her with my 
public health nurse ... the first thing she asked the nurse was if she had 
children. The nurse said yes and the patient said GOOD! Then YOU can 
understand what I am going through. Then the client was turned over to 
me and the first thing she asked was "00 you have children?" and I said 
"No" and it was immediately a closed case ... (laugh). If you want to 
keep coming, I will tolerate you. So for the next three weeks she said "No, 
no ... I am busy ... I can't meet with you." So finally the last week I 
called and said "Listen! This is my last week! Do you want me to come or 
not?" (I didn't quite say It like that). But in a sense I was asking Please let 
me come! I want to care about you! I wanted to help her-- she had 
identified herself that she wanted to learn more about infant safety and 
well ness issues and so I thought I have had this on my agenda now for 
three weeks, so I said would you like me to come? This is my last chance 
to do it ... would you like me to come and talk about your baby? I 
suppose, she said, if you really want to come out ... one more visit is 
O.K. It can be difficult. 

In addition to gaining or losing credibility with patients, students were able to use 

their experiences as mothers and family members to anticipate the potential needs of 

hospitalized parents. One student described the way in which her life experiences with 
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motherhood made her sensitive to the potential needs of hospitalized patients. Through 

relating to her own life experiences, she was able to assess patients more wholistically 

and provide more sensitive care. As she stated 

SN: I think it has helped me immensely to have done some living. The fact that I have 
children and have gone through childbirth gives me some experience others 
cannot relate to. Being in the relationships I have been In, going through a 
divorce, having had some other psychology education before I came in, and 
understanding a little about dynamics of relationships and things. I use that in my 
nursing A LOT. I bring in my own personal experience a lot in nursing. For 
instance, dealing with a single mother who is in the hospital who has little kids at 
home. She could probably care less that she is sick. Her biggest concern is that 
someone is taking care of her kids, that someone is getting them to school O.K.
how soon can she get out of here to start taking care of her children. That is the 
approach she is taking and I have to deal with that in order to give her the best 
care and I can relate to that. Being a single Mom, having to go to clinicals when I 
have a sick kid at home, I really don't want to go to clinicals and just this week I 
did not go to clinicals because of a sick child at home. 

ME: Do you think your patients respond to you differently because of your life? 

SN: Usually after a little bit of discussion, I have no qualms, especially if the situation 
dictates it, of admitting or sharing with someone I am a single Mom with kids. 
Most people identify with kids. I say "Yeah... I have them ... kids do that." I only do 
it when the person is open to it- it Is an instinctual thing. If you look at their kardex 
and see they are 25 and have young kids I can go back to drawing on the things 
that happened to me and how I felt in a situation. 

One student, in describing the way caring is different in each setting, reported that 

sometimes professional caring takes on a maternal dimension. From her perception, 

maternal caring is caring for those who cannot care for themselves. Here is her 

description of types of caring: 

I have seen lots of caring In nurses at different levels in different settings. 
I have seen nurses who really seem to respond to a crisis with caring and 
suddenly their adrenaline starts to flow when someone's blood pressure 
is up or something evokes that. For others It seems like it Is in meeting 
the daily needs for the patient that he cannot meet for himself - his self 
care, his bath, and they seem to come through with almost a maternal 
instinct that you can't do this for yourself and so I will do it for you. And I 
think I have seen it, perhaps more subtly, when a nurse is researching a 
patient problem. 
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At the same time that professional caring may have a maternal dimension, the two 

types of caring are not the same. The same student quoted above described interactions 

she observed in a clinical setting which raised her awareness of the distinctiveness 

between maternal and professional caring. Assigned to an adolescent psychiatric 

setting, her initial response was to "mother" the patients. Through the rules set at the 

institution and in observing interactions with staff and patients, she came to understand 

it is not always appropriate to mother a patient, even if they need a mother. Professional 

caring is different than caring as a mother. This notion was supported, the student 

stated, by her faculty member as well as the staff nurses. 

SN: Actually on the adolescent unit they had a lot of physical lines drawn. They kept 
putting patients on restriction where they had no contact- no physical contact
with the opposite sex- even counselors and nurses because of their problems. To 
be able to get the patient to stop acting out enough to start working on what his 
issues were. 

ME: They could not touch at all? 

SN: Yes. At first, I thought this was strange, but as I watched I started to see their 
reasoning for it and that It was probably necessary in that setting although it was 
hard for me and it went against my feelings to do that. Partly I guess if I err .. on 
the part of being a mother, it is by not doing enough of being open and 
responsive to my child's needs. I think about the fact that I have teenagers and it 
is hard to remember to hug them every day. They are gone so much and we have 
such different schedules and we get in bed and I think I hardly even got to see my 
daughter today- other than just at the dinner table for a few minutes. Sometimes 
it is just grab a piece of pizza and go downstairs to watch T.V. That is kind of 
frightening because I have a feeling they really need a lot of affection. And my 
reaction to the teenagers [on the psych unit] was to mother them. I wanted to just 
be their mother and respond to them in motherly ways and that- even though 
many of them had lacked mothering- at that point It was not going to help them 
but it would actually feed into their problem. 

ME: Did you get feedback on motherly behavior from the staff- did they say "Oh ... be 
careful?" 

SN: Our instructor did say you will have to convey caring in ways you are not used to 
doing it-learn new ways. 
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The messages students received from others about the extent to which it was 

appropriate to "mother" patients were conflicting. Faculty members were known to say 

both "I mother the students- I like to" and "Don't mother your patients; your goal is to 

make them independent." Although students reported faculty members demonstrated 

maternal behaviors such as concern over student well- being, they tended to see faculty 

members not as mothers but as authority figures. As one student stated 

ME: Do you think faculty mother students or is the line of faculty clear? 

SN: I think there is a clear line. Some days I would like for them to be my Mom ~aughs) 
because that is how I am, but I realize there needs to be a healthy line. 

Students need not have assumed the role of mother to have "mothering" feelings 

about patients. For example, a young single student who did not have children was 

asked how she felt toward the children in the pediatric rotation. She was prompted with 

the question "Do you feel like a big sister to them?" and she said "no ... more like a 

mother", a role she had not assumed. She also reported wanting at times to bring stuffed 

animals to the babies and follow their progress after their discharge. 

Five student participants in this study were mothers and others expected to assume 

the role of mother. One student, while articulating a very traditional view of the role of 

mother, described the extent to which a vocation of nursing is compatible with 

motherhood. Nursing, for her, is a form of security to complement the role of mother. 

One reason I chose nursing is that I always wanted to be a Mom because 
my Mom was the best. I always wanted to be the kind of mother she was
to be home and be able to devote the time and energy to her family. 
Nursing seems to be the perfect way to do this. I can quit working for the 
time I am raising my kids and I can come back to it later and I can use it 
as a cushion in case something happens to my husband. It seems to be 
good for a lot of things. 

Only one student described her role as a daughter and the connections she made 

between professional caring and caring as a daughter. In the following dialogue she 
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described how the physical dimension of professional caring may be easier for some 

mothers to accept from nurses than care given by family members. When this student 

physically cared for elderly female patients, she tried to imagine that another nurse, just 

as tenderly, was caring for her mother in the same way. She also, in this example, 

mentions the importance of maintaining the respect and dignity of patients in the 

delivery of nursing care: 

SN: I have worked on an orthopedic unit, so we have lots of broken hips and 
replacements and knees and so forth. I thought they would be difficult. Actually, I 
just find myself ... Partly because my mother is in a nursing home ... During the 
past year she had to have a hip replacement. She fell and fractured it and she has 
since developed incontinence and she has had many hospital stays in the past 
years over one problem or another and I think I ... I might even cry saying this. I 
think I see myself taking care of her and I can't be there to do that (begins crying) 
because she is so far away so instead I take care of someone else's mother. 

ME: This is difficult for you. 

SN: Yes, but it is kind of nice. When I have been there and watched the nurses that do 
take care of her it is actually more therapeutic for her sometimes to not have to 
receive that kind of care from her own children. Even though you sense it would 
be better for your own children to do this for you, change your diaper or 
whatever, in a sense you can maintain your dignity better when it is a stranger or 
someone who is doing this for pay, not because they are your child. I certainly 
think it is easier to take care of someone else's mother. It is less emotional. 

This student was at a point in her life in which she was taking responsibilities for her own 

disabled mother. Perhaps if the other students in the study were experiencing a similar 

life passage, this theme would have been reported more frequently. 

In retrospect, given the extent to which women assume care-giving roles in families 

in our society, it would have been helpful to ask more students about their personal 

expectations relating to caring as a mother, a daughter, and a spouse. The data 

available suggest that notions about caring as a mother, in particular, may have 

important influences on conceptions of professional caring. This comment is made 

cautiously, however, as there is no assumption that the study participants were 



142 

representative of the beliefs of all nursing students. Their choice of attending a nursing 

program centered on traditional Christian beliefs may be evidence that their views of 

motherhood and of women's roles generally are traditional. 

Experiences with Illness 

Students discussed their life experiences with illness and personal familiarity with 

circumstances similar to those experienced by their patients and clients. The following 

excerpts from student interviews describe several of their life experiences with illness 

and the ways these experiences affected their perceptions about caring as a nurse. 

When students or someone they loved had personally experienced a loss similar to the 

loss experienced by a patient, they were able to empathize and feel more compassion 

for the patient. This theme of compassion was reported often, and was ultimately 

included under the label "balance". 

ME: Do you find you reflect on your own life experiences when you are dealing with 
patients who are having hard times? 

SN: Yeah. I think so definitely. Even seeing some people like-like seeing people when my 
Grandfather was sick or seeing someone who looks similar. Like when someone 
is dying or something, you do have more compassion. I think you think back 
about how you felt at that time. Definitely. 

The following student also talked about losses that she expected to experience that 

were lived by patients in the clinical setting: 

When I went into nursing I didn't know all the aspects of my life would 
become a part of nursing- like I would be dealing with death and so the 
death I have experienced in my own life would come into play when I was 
experiencing another patient who died, or would die, or might die. I took 
care of a patient who had multiple sclerosis and my aunt has multiple 
sclerosis. I was really sad because I was seeing where my aunt would get 
to that point. Lots of things ... nursing students don't just go to the 
hospital and take care of someone and go home. It is emotional and 
sometimes it is hard to balance it out. 

A final student example follows. 

ME: Do you think that your husband having had cancer has had an effect on your nursing? 



SN: I think so. The second time he had cancer we were dating at the time and so I heard a 
lot about the different effects of chemotherapy. It didn't really hit me how he was 
feeling until now when we go through some of this that specifically we are talking 
about chemo-. We talk about it and he is able to express himself better than he 
was at that time. And the emotional factors that he was going through at that time 
are not there now and since he can express himself better I realize that the illness 
has a lot more side effects than the physical effects. There is more you will hear 
about from your patients- especially they have a lot more drugs. There is more to 
know about than what your books tell you. Drugs can make you a different 
person. Things are exaggerated. These are not as logical as you think, the way 
drugs effect you. I am more supportive of their feelings with the illness and the 
family- how they are feeling. There are a whole range of things we have not dealt 
with in the nursing field. 

ME: Your life experience has changed you. 

SN: yes. 
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Through having experienced the profound effects that cancer can have on an individual 

and his/her family, this student first began to realize that caring for cancer patients 

involves more than administering the appropriate chemotherapy. Caring for patients 

involved for her seeing them in their own context, the context of their family and their 

feelings. This is an example not only of the way in which family experiences affect the 

students' ability to care, but also on the importance students placed on caring from a 

wholistic perspective. 

In the above situation, the student processed and reprocessed her experience of 

being married to a man with cancer. This processing ultimately made her more aware of 

her feelings and sensitive to those feelings that patients or clients might experience. In 

the following example, the student reported she was attempting to avoid her own 

personal painful issues. When she encountered patients with similar situations, she did 

not reach out to them in empathic ways, but rather turned to the provision of 

task-oriented nursing care. From her words one senses a helpful, technical, and yet 

impersonal nurse. 



I hated psych. You have to deal with your own issues there and I have 
issues. You just talk to the patients- I want to do things for them; not just 
talk and NOT have to face my own issues. 

Some students were acutely aware that to gain credibility with the patient, it was 
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important to have experienced similar life events. Perhaps this is related to the patient 

perception that others cannot meaningfully understand or empathize with them unless, 

they too, have experienced similar pain. In the following quote the student expressed 

feeling limited and inadequate in her ability to understand the patient's experience with 

substance abuse. In this example, it was difficult for her to develop rapport with the 

client without this bonding experience. 

I guess probably the place where I felt most inadequate was in substance 
abuse because the patients really came out and said that. They did not 
appreciate the counselors that were not themselves recovering abusers. 
The ones who could help them were the ones that were [former abusers] 
and I just felt like oh boy, I just better keep my mouth shut here. Maybe I 
abuse caffeine or sugar, but it was hard for me to relate. I really wanted 
to and I felt I really cared for them but there was a real wall there. If they 
came right out and asked me have you ever had a problem with drugs or 
alcohol I would have to say no, I have never touched it. I have never had 
my first drink. How could I really possibly understand what they are going 
through? 

Students sometimes used their own experiences with pain to judge the pain another 

person was having, a common phenomenon with nurses (McCaffery, 1979). Identifying 

with physical pain was observed primarily in medical/surgical nursing and maternity 

settings. The community health students did not describe times when they observed 

clients in physical pain. At times, students would attempt to imagine what it would be 

like to have different life circumstances and faculty encouraged them in these empathic 

exercises. As one faculty member noted, however, it was not as effective as hearing and 

engaging in another's story. 

Those caring issues ... you try to teach them but they are very hard. 
Maybe your statement what would it be like to be pregnant or what would 
it be like if you were 90 and couldn't move very well? What would it be 



like compared to how you are now? It is hard for students to see it before 
they start engaging with people in conversation. 
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In the following excerpt from a student interview, the student attempts to describe the 

way in which she empathizes with patients based on her experience: 

Getting [patients] out of bed and stuff like that... I'm more afraid I am 
going to hurt them in that way than with injections. Maybe it is because I 
figure they have had so many injections, and I have had quite a few 
myself, and so I know what it is like to get them. It's not that bad. Maybe 
mentally people get more nervous about getting them. But I've never 
been in a situation where I have been confined to a bed and it has been 
so painful for me to get out of bed that I cried out in pain. I've never had 
that situation. I guess it comes down to common ground. 

Students, sometimes at a loss for something else to say, discussed a personal 

experience with their patient in a conversational tone. One sophomore medical/surgical 

student used this technique in an awkward situation for her. She had followed her 80 

year old black patient with diabetes mellitus down to the whirlpool. The patient, who had 

recently had a toe amputated, was reflecting on the fact she had purchased $200.00 

shoes to prevent foot complications, but she had not been wearing the shoes and now 

this happened. The student, rather than helping the patient to process her feelings and 

potential guilt said 

My brother got his toe stuck in the lawn mower and lost one. They tried to 
replace it but they couldn't find It. 

The patient dropped the subject and was silent. 

Overall, although it was best presented with a therapeutic intent, faculty members 

commented that the sharing of a life experience by a student with a client was 

sometimes pivotal in transforming the relationship. One faculty member observed the 

outcome of this type of interaction and sharing in this way 

Students who I see converting from nervousness to engagement usually 
say that happens when all of a sudden they just start being real. They just 
say I was really nervous last week and I just want to start over again. 
They get up-front with their anxiety and say they would really like to get 
to know the client better and these things that they need to know to be of 



some assistance. Once they can do that, and I find them sharing some 
personal things, the caring comes across better. Like they will teli some 
simple kind of thing about their situation to the client. Not a big scenario; 
just something simple that helps the client see they have some 
understanding of what it must be like for them. Like they might say I 
remember when I thought I was pregnant once and It was scary for me 
because I wasn't ready. Something that doesn't unload a lot of need to 
the other person, but does say I am a real person. I have heard these 
things back and forth by students and then I think the caring gets 
conveyed. 
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The above excerpts provide examples of shared experiences between students and 

patients. Several points can be made from these examples. First, shared experiences 

were powerful. They had the potential to alter the nurse-patient relationship. The way in 

which they were shared served as either a therapeutic or nontherapeutic intervention. 

Second, students drew on their life experiences as they assessed the level of physical 

and mental pain an individual patient might be having. In some instances, this facilitated 

the students' ability to empathize with patients. At other times It may have resulted in an 

insensitivity to another's pain due to the uniqueness of the experience of pain. Third, 

through seeing the way in which others manage their illness and through an expanding 

knowledge base, students mayor may not reevaluate their own life situations. The 

consequences to the students were sometimes painful and unwanted and at other times 

informative as they processed their own lives. 

As personal life experiences continued during the three years in nursing school and 

as the students were exposed to different situations clinically, their perceptions were at 

times modified. A particularly powerful example occurred when a student working on the 

AIDS unit sustained a blood exposure from a needle stick on her last clinical day on the 

unit. This is her description of the incident 

ME: What has this done to you and your ideas about nursing? 

SN: It was a good experience for me. It was a situation that could have been a lot worse. It 
was a peripheral needle into the I.V. with antibiotics in it and there Is such a small 
chance that I contracted AIDS but I still had to come face to face with it and the 



experience the feelings. The most frightening part of the whole experience was in 
the first five minutes when I was waiting for a nurse to come and help me and I 
was not real sure what the chances were and all these things went through my 
mind. And I thought if someone had told me that you will die from choosing to be 
a nurse, would I still make the same decision? In that first five minutes I 
completely knew that I would. Missionaries go off and work with individuals with 
leprosy and sometimes die. If someone told me today that I would die because of 
the nursing profession, I would still choose it. 

ME: Do you think it happened for a purpose? 

SN: YES. And I am glad I experienced it. Not only did I gain that insight but I had a chance 
to experience what the patients go through when they have to be tested and 
when they have to tell their families- I had to tell them I have been exposed. I 
experienced a lot of the feelings- embarrassment and humiliation. There were a 
lot of feelings I had. Even going into the clinic to get tested. The receptionist 
asked why I was there and my heart just dropped- I was just like uuugggh. I had 
to tell her I am here to be tested for AIDS. I couldn't really explain my case- I just 
had to tell her that and it was demeaning. And I thought these people must 
experience this one hundred times worse. Even when I came back. My friend 
started to give me a part of her apple. It was interesting to see their 
reactions-most of them were hush-hush. When I talked to them they would make 
it a point to say "I won't tell anyone" and I thought I am not ashamed. My other 
friend hesitated in taking some of the apple I was eating. It was almost a joke but 
it wasn't really. She laughed it off but she really hesitated when I offered it to her. 
She asked if you can get AIDS that way and I just laughed and said no you can't, 
but I was just shocked from that reaction from her. I wondered how other people 
with AIDS feel and it was good to see- to experience in one small level- the 
reactions. 

ME: Why do you think people did not want to talk about it? 

SN: I felt like they thought I should be ashamed of this. They thought it was a shameful 
thing. It was the first time my friends knew they were with an exposed person and 
they didn't know how to react. Immediately after it happened the nurse took me 
down to the emergency room to see what the protocol was and then they 
decided to let the school know. [instructor] spent the whole day with 
me taking the steps that needed to be done. She took me to the health 
department downtown, and I got a lot of shots and immunizations and whatnot 
and started some medicine. It was a long day. 

ME: I understand you talked to your lab group as a whole on Monday. Did that go well? 

SN : The students in my clinical group kind of heard about it through the grapevine. They 
were very interested in knowing what happened because they are obviously faced 
with the same things but they didn't ask me. __ [instructor] encouraged me to 
make that my teaching project, and I was anxious to do that because if I was in 
their position I would want to know exactly what happened. Exactly how I felt and 
what went along with it. I told them of the dangers involved. When I thought of a 
needle stick the last thing I thought of was the LV. line. I thought more about 
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when you give an Injection or recapping a needle or something like that. I told 
them about the other dangers and what to do and how to prevent it. [She had put 
her hands under a patient to move him and the needle was lying in the bed]. Then 
I told them about my experience and exactly what happened ... what had gone on 
and what the steps are. They had a lot of questions. It was good. I have to be 
tested three times. The first time is within a week of when it happened and they 
encourage you to do it as soon as possible to know if you already have it. 
Obviously that one was negative. In three months I get another one and in six 
months another. Those are because it does not show up in your body for that 
long. I don't have fear that it will come back positive. It was interesting. I went 
back to get the results from the first one and I looked at the paper and it said 
negative and it was underlined. Just seeing that word underlined, I wondered 
what if it said positive and was underlined. No matter how much I knew it was not 
possible I wondered how willi tell my parents? boyfriend? How willi go on with 
life? I know my chances now are 1 % but there is still a chance. I am sure I will 
think about that from time to time until I get the results back. A lot goes back to 
what I told you happened that first five minutes- it just happened that this 
happened on the very last day on the floor with my very last patient. I am glad it 
happened then instead of with my first patient. I had six weeks of interactions with 
these people that was rewarding and loving. If I hadn't had that, I don't know if I 
would have survived it the same way. 

The third way in which life experiences played a role with students in the clinical 
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setting was with the contacts they had experienced with health care providers. These 

experiences, both positive and negative, influenced the kind of nurse the students 

wanted to become. As the following quotes Illustrate, students remembered poor, sloppy 

nursing skills or feeling un cared for from the patient perspective. They also remembered 

what was helpful, such as nurses who stayed with them as a patient during bathing and 

nurses who prayed with them or taught them. Students used these remembering tactics 

to form, as a consequence, the kind of nurse they wanted to become. 

I never have doubted that nurses care but the communicating! As a 
patient, my first experience was as a twelve year old with a tonsillectomy. 
Out of all the nurses I experienced during those days, I can only think of 
one that cared and she was the one that stayed in the room with me as I 
bathed. When I had my first child, I went through three shifts of nurses 
before I got the baby delivered. At the very end a little nurse came in to 
be with me. In those days your husband was not allowed in the delivery 
room, and she ended up staying with me through the delivery. She 
prayed with me and I had not had lamaze classes and she showed me 
some breathing and showed me how I was working against my 
contractions instead of with them. But she is the only one. In post partum 
I had none that I thought cared at all. Maybe I was not responsive or I 



was not needy enough for them. Nurses--they all care but to 
communicate that is a rarity. 

One of the main experiences that helped me decide to become a nurse 
was when I was 9 years old I was hospitalized for a knee injury. I had a 
nurse come In and give me the worst thigh shot I have ever had in my 
whole life. Even my Mother was very upset and ended up going to the 
head nurse about It. I also wanted to help heal people and make people 
feel better as a child and even now as an adult. 

My experiences have been mostly with nurses. My Mom is a nurse but 
she did not work while we were growing up. My exposure was more 
through my Dad. He works with a team of cardiovascular nurses. 
Probably since I was twelve, I was going in with him and following him on 
rounds. I went in with him at night to see patients and I would chat with 
the nurses. And going to parties. At first it was strictly medical. I have 
experienced a lot more In nursing school. I am really happy with nurses 
from what I see at Evangelical University. When I go into clinical and I see 
other nurses, I feel confident about what I am dOing as far as the kind of 
nurse! will be. 

This same student continued 

I had an experience In an emergency room with my roommate who had a 
stick on her finger. It was amazing how ideas I have come across learning 
in this program ... and Immediately saw things I would do differently. She 
[the nurse in the emergency room] didn't care enough, touch enough, 
communicate enough, didn't smile. I thought about all the things I would 
do differently if I was a nurse. I thought if everyone had been trained at 
Evangelical University things would be different. I am happy with the way 
I will come out as a nurse. 

One student in the maternity rotation had extensive exposure to a birthing center 
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prior to her nursing education. She frequently processed and discussed the differences 

in the philosophy of health care between the hospital and the birthing center. In this 

passage, she discusses the manner In which she began to feel it was safe to discuss the 

differences between the two with her faculty member. 

At first, when I started the quarter, I didn't want to say stuff- I have my 
own opinions from my own experience and they are very different than 
staff opinions. They are used working in the hospitals. Once I found out 
how much __ [instructor] knew, I knew how much I could share with 
her about how frustrated I was about it and that was great. I do it and she 
totally understands. At first I could not do it- if I was In there saying "This 
doctor is doing this and it is really bothering me ... ". I could not just tell 
her that not knowing her. 
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The rationale the student provided for her initial hesitancy in openness related to clinical 

grading. This "checking out the instructor" tactic provided the student with some control 

over her grade by testing faculty responses in incremental fashion. In this instance, the 

student found the faculty member to be receptive to alternative viewpoints based on 

experience. 

In each of the clinical settings where students were observed, they used their 

knowledge base from past experience with health care settings and providers to 

interpret and make sense of the situations at hand. The senior nursing students reported 

being strongly influenced by their outside work experiences as student nurses in 

hospitals during the summer. In discussing nurses who were caring or uncaring or 

dilemmas in caring, for example, the senior students often referred to situations at their 

places of employment rather than those that occurred in the clinical education setting. 

Students have a longer exposure over time to their patients and nurses in the work 

environment than they do with patients, nurses or faculty members during a ten week 

quarter. Students also valued their work experience as it assisted them to set realistic 

expectations for the nursing role and sharpen their clinical skills. One student discussed 

the role her employment experience had on her expectations of the role of nurse in this 

way 

I have been thinking about caring since I first knew you were working on 
this. I think as sophomores everything is so intense you just care more 
and get more involved in everything- you only have one or two patients 
and you don't have your own defenses up yet. Now that I've worked as a 
student staff nurse I know you can only do so much. 

In summary, students experience some powerful interactions in nursing school, 

particularly in the clinical settings. The impact of these experiences is framed by their 

experiences as individuals in families, as health care consumers, as health care 

employees and as Christians. The consequences of nursing education related to caring 



151 

as a nurse are thus modified in the context of the students' own life stories and 

experiences. This finding is consistent with that reported by Belenky, Clinchy, 

Goldberger, and Tarule (1986) who maintained that women, indeed, process what they 

learn in the context of their lives. As they reported 

For many women, the "real" and valued lessons learned did not 
necessarily grow out of their academic work but in relationships with 
friends and teachers, life crises, and community involvements. Indeed we 
observed that women often feel alienated in academic settings and 
experience "formal" education as either peripheral or irrelevant to their 
central Interests and development (p. 4). 

Each of the following three chapters Is devoted to a core concept identified by 

students as central to professional care. Student stories are used throughout these 

chapters to illustrate the process of learning to care as a nurse from the student 

perspective. Story-telling has been recognized as a valuable research method of 

conducting and communicating nursing research (Boykin & Schoenhofer, 1991; 

Sandelowski, 1991) and understanding caring (Picard, 1991). It has been selected as a 

method to present the findings of this study for several reasons. First, story-telling 

provides the opportunity for "Illuminating rather than obscuring the uniqueness, subtlety 

and depth of nursing knowledge" (Boykin & Schoenhofer, 1991, p. 245). This ability to 

capture the subtle is particularly helpful In describing caring, often described as hidden 

in nature. Second, strong evidence Is provided to the reader that the concepts of trust, 

respect and balance reported by students are grounded in the data. 



CHAPTER 6 

ANDINGS AND TRUST 

It seems impossible to think of caring without at the same time thinking 
about the importance of a trusting relationship. It is equally impossible to 
imagine achieving the goals of nursing without at the same time assuming 
that nursing will be practised within an environment and under conditions 
of mutual trust and respect (Roach, 1987, p. 23). 

Introduction 
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Students discussed trust and the role it played in their ability to facilitate a caring 

relationship with patients. If the patient did not trust them, the experience was often 

awkward, embarrassing, and painful for the student who was struggling with clinical 

skills and the nurse-patient relationship. Students were also acutely aware, even if not all 

patients were, that patients have the right to refuse to allow a student to care for them. 

Thus, without some level of trust, there might be no relationship, and certainly not a 

caring relationship. Factors that had an impact on the extent to which patients and 

students developed a relationship characterized by trust centered largely on time, skills 

of the student nurse, and the rapport that developed between them (Figure 6.1). Often 

when students were able to spend more time with their patients, conquer their own 

fears, demonstrate confidence in their ability to perform nursing skills, and develop 

Figure 6 1. Dimensions of trust 
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rapport with the patients, the relationship had a component of trust. The personality of 

the patients and their willingness to be cared for by a student nurse were also factors. 

Students reported that the development of trust in the nurse-patient relationship had 

unique challenges in each of the clinical settings. In the sophomore medical/surgical 

rotation, trust issues centered on the technical abilities of the student. In the maternity 

health rotation, trust was enhanced by the intensity of the experience but limited by 

short hospitalizations. In community health, trust issues were related to psychosocial 

trust between the student and the client (Table 6.1). 

Table 6.1. Trust compared by clinical rotations 

TRUST MEDICAL/SURGICAL MATERNITY COMMUNITY 

SKILLS • psychomotor skills • important, but less • psychomotor skills 
frequently a concern central less problematic 

TIME • increasingly • intense experiences • seldom a constraint 
problematic increase trust in short • problems are long-

amounts of time term 

RAPPORT 
Humor • humor initiated by • patients and nurses • no reports of 

patients tease, joke often joking, humor with 
• patients joke about families 
losses and disabilities • humor used in 

adult daycare 

Gifts • frequent gifts of lis- • frequent gifts of • occasionally 
tening, hand holding, food, cards, flowers reported 
praise 
• occasional gifts 
given and received 

Reciprocal • patients teach stu- • share life experien- • not reported 
dents and students ces 
care for patients 
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The relationship between trusting and caring is an interesting one. Although trust has 

not been extensively researched in the nurse- patient relationship (Morse, 1991), there is 

evidence of a link between trusting, caring, and developing professional relationships. 

Morse (1991), in a study of nurse-patient relationships, maintained that trust is one 

determinant of the type of relationship that develops. The four types of relationships 

identified were labelled as clinical, therapeutic, connected, and over-involved. Factors 

that influenced the type of relationship that evolved included the duration of contact 

between the nurse and patient, the needs of the patient, the commitment of the nurse to 

the patient, and the willingness of the patient to trust the nurse. 

In the clinical relationship, described as courteous and superficial, importance is 

placed on the ability of the patient to trust the nurse's clinical competence. In the 

therapeutic relationship, the patient who has limited and routine psychosocial needs is 

cared for efficiently by the nurse. In therapeutic relationships, the patient focuses on 

trusting the clinical competence of the nurse and the extent to which the nurse is 

trustworthy. To test the trustworthiness of the nurse, for example, the patient may call 

for him or her frequently to determine if he or she will respond promptly. In connected 

relationships, a professional perspective is maintained however the patient is viewed by 

the nurse first as a person and then as a patient. In connected relationships, patients 

trust the nurse and share confidences. In the over-involved relationship, there is 

complete trust between the nurse and patient and the relationship moves beyond a 

professional status. 

Roach (1984), Watson (1985), and Mayeroff (1971) all maintained that caring 

relationships are characterized by being "connected" to the other within the relationship. 

Using the framework described above, in connected, caring relationships, the patient's 

ability to trust moves beyond focusing on the technical competencies of the nurse to 
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trusting enough to share confidences. Those studies that focus on the nurses' 

perception of caring support this notion that caring involves the interpersonal dimension 

demonstrated by listening to the patient, touching and comforting, and allowing 

expression of feelings (Komorita, Doehring, & Hirchert, 1991; Larson, 1986; von Essen & 

SjDden, 1991). 

Studies have Indicated that from the patient's perception, however, professional 

caring is often associated with technical competence and a clinical relationship. Brown 

(1986) interviewed 50 moderately ill hospitalized patients using a critical incident 

technique to identify factors patients associated with professional caring by nurses. 

Eight themes were Identified including "demonstration of professional knowledge and 

skill" and "amount of time spent". Professional knowledge was particularly important in 

acute, life threatening situations. 

Cronin and Harrison (1988) interviewed and administered the Caring Behaviors 

Assessment (CBA), based on Watson's carative factors, to 22 hospitalized patients 

recovering from heart attacks. The purpose of the study was to determine patient 

perceptions of important nurse caring behaviors. Patients reported It was most 

important that nurses (1) know what they are doing, (2) make me feel someone Is there if 

I need them, and (3) know how to give shots, I.V.'s, etc. 

The Caring Assessment Instrument (CARE-Q) was developed and used by Larson 

(1986, 1987) with cancer patients, von Essen and SjDden (1991) with medical/surgical 

patients, and Mayer (1986) with cancer patients, to identify patient perceptions of caring 

behaviors. In each of these studies, patients consistently reported the importance of 

"monitoring and following through" as essential to caring. Nurses In these studies 

consistently reported "comforting" was the most important caring behavior. 
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Each of the above studies focused on patients in acute care settings. In comparison, 

Henry (1975) interviewed home health patients to assess their perceptions of nurse 

caring behaviors. In the home setting, patients frequently described the ways in which 

nurses perform nursing care. Descriptions included patiently, gently and kindly. 

Rieman (1986) interviewed 10 patients to describe their perceptions of caring. She 

did not report the medical diagnosis of all of the study participants or the acuity of their 

illness. She found patients were able to describe non-caring relationships better than 

caring ones. Non-caring was associated not with lack of technical ability, but with the 

nurse being in a hurry, doing a job, being rough and belittling patients, not responding, 

and treating patients as objects. 

Several pOints can be made from the above discussion. First, in some studies patients and 

nurses have had different perceptions of professional caring. While patients in acute care settings 

generally view caring relationships as ones in which the nurse is competent, nurses view caring 

relationships as involving an emotional, interpersonal dimension. The implications for students in 

the clinical setting are that they may be exposed to diverse and conflicting notions of caring and 

trust. The second point is that trust appears to be different in diverse settings. It may be that trust 

in the nurses' technical abilities is more important in the hospital setting than in the community 

setting. Third, it may be particularly difficult for students to develop a trusting relationship with 

patients when their technical skills are in a developmental stage. This may result in a clinical rather 

than a connected relationship with patients. In the following section of this chapter, the 

sophomore nursing students caring for acutely ill adults describe their experiences in caring as a 

nurse and their notions about trust. 
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Medical/Surgical Nursing 

Sophomore nursing students in medical/surgical nursing discussed the role of trust 

in their interactions with patients more than students in other clinical settings. This may 

have been due to their relative unfamiliarity with basic nursing tasks such as taking a 

blood pressure, or the extensive needs of acutely ill adults. They often discussed how 

patients responded to them as novice learners or imagined how the patients might be 

feeling about being cared for by a student. The following quotes highlight this point 

Sometimes I feel bad in that I am just a student. I shouldn't feel bad, 
because I am too young to be a nurse. I just got out of high school, so I 
can't expect myself to be a nurse right away. But I feel guilty that they 
don't have as much confidence in a student nurse as a nurse because 
they know we are just learning. I feel bad in that I do not know all a 
normal nurse [does] and when they have a question sometimes I cannot 
answer it. And sometimes I feel like they are skeptical having a student 
nurse work on them like "This girl hasn't been doing this for that long--I 
hope she does everything right". The things we are doing right now we 
can't, except for the injections and meds .... the injections and meds are 
the things I feel most, I WOUldn't say guilty, but scared that they [patients] 
are skeptical of my abilities to do, because it is something that is 
technical and very important and you can overdose easy. They probably 
wonder when they get an 10M. [injection] "Is this girl going to hit a vein or 
nerve or something?". They think a lot of things when someone is treating 
them that does not have a degree and hopefully knows what they are 
doing [laughs]. 

One of my first patients was an older lady and she was just great. She 
thought it was wonderful students were working on her; she had interns 
and people working on her and she just loved it. She was an unusual 
case. They would come in and joke with her and she said it was all O.K. 
They could come in and poke around all they wanted. Ten people were 
better than two people looking over her chart and looking over things. 
She felt it was good. If I didn't know the answer to a question, she would 
say "You just go find out, honey, and come right back and tell me". She 
was really great because she allowed me to learn. Sometimes people 
acted like they didn't like a student nurse. 

I took care of a lady three weeks ago and after the first day she said 
"They told me I was going to have a student today and I was so scared 
you would come in here and do everything wrong and I just didn't think 
you would be very good. But I think you are great and you are going to 
be a really great nurse". That really encouraged me, but I wondered why 
didn't you think I was going to do a good job? But I think we all do that. 



When someone is learning and they are practicing on someone, we don't 
think they will be very good at it. We have good reasons to be afraid. 

In each of the clinical rotations, but particularly at the sophomore level, students 
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reported feeling anxious as they prepared to meet their patients for the first time. In their 

anxiety, sophomore students used a variety of tactics to put off introducing themselves 

to their patients. For example, at times they stood by the nurses' station waiting and 

hoping to be introduced to the patient by the patient's nurse. At other times, the student 

repeatedly walked past the patient's room just to peek at the patient. After walking past 

the door several times, they would convince themselves it was not an appropriate time 

to introduce themselves. For example, they might state "Oh, she's sleeping" or "the 

doctor is in" or "he looks busy". The student then returned to the nurses' station to 

review charts and try introductions later. To make matters worse, from the students' 

perspective, some instructors required students to ask the patient if he or she was 

willing to be cared for by a student. This was viewed, and often experienced as, an easy 

way for the patient to reject the student. One student reported that during her 

sophomore year following several rejections by her potential patients, she changed her 

approach. Upon entering the patient's room she stated "I have been reviewing your chart 

and I have come in to talk to you to see if I will take you as a patient". She seemed 

somewhat embarrassed by this approach, but attempted to justify it by saying "I really 

needed to gain some confidence". 

During the sophomore year, the students spent a great deal of time focusing on 

psychomotor technical clinical skills. They learned how to administer medications orally 

and by injection, perform urinary catheterizations, change dressings on wounds, and 

perform basic care measures such as bathing and feeding patients. Students were 

fearful that they would not be able to perform the skills and that the patient would not 



accept them. In the following quotes, the students describe their anxiety about 

performing technical skills, and the extent to which this anxiety influenced the 

nurse-patient relationship. 

I don't know. I am just as anxious as the young girls and I am just as 
intimidated. I am not intimidated age to age but experience to lack of 
experience. Like for instance I drew up a heparin shot. The skill part is 
like fine. I drew it up and went in to give it and I got a flashback. Even sub 
Q which is unusual, so I went to draw another one. I was really 
intimidated to start with because it was my first sub q, but I was handling 
it O.K. The second time I went In to give it, the nurse who was over my 
patient stuck her head In my door while we were giving it. It freaked me 
out so much I flipped the syringe, It landed on the bed, and we had to 
draw a third one. In that case there was no more confidence than the 
younger girls. I didn't end up crying or anything, but I don't think they do 
either. There is still a measure of intimidation and I don't know how you 
can overcome that. 

She went out of her way to teach me what probably is common sense. 
But you get up there and, like the night before, I kind of get nervous 
about going up there. I think what will my patients be like? Will there be 
something I can't deal with? Will I do this or that wrong or something? I 
think we learned so much in theory and skills lab, but you get up there 
and you forget. You blank out because you are under stress. 

ME: Has the novice status had an effect on your relationships with patients? 

SN: At first it is unavoidable. You want to portray confidence and experience and you are 
responsible for the care of this person and there is other staff who has experience 
and you don't want to give the patient any more stress than they already have. 
Anxiety escalates things ... I had one patient who had high anxiety and I tried to 
take her blood pressure but I had the stethoscope turned around backwards and 
when I went to take it and she wouldn't let me take it again. She wanted a nurse. I 
said OK 

Several points can be made from the above quotes. First, some patients, in their 

interactions with students, give very direct messages that clinical competence is 
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essential. Without this competence, the relationship is not characterized as caring by 

either patient or nurse. Second, students report it is difficult to develop a caring 

relationship with others when they are personally anxious, tense, and focused on their 

own abilities. 
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The clinical faculty member, when on the hospital unit, also focused on technical 

skills. She was often observed checking medications with students and assisting in 

procedures. Although cheerful and buoyant, characteristics many students reported 

enjoying, she was also very busy. One student, preparing medications prior to her 

arrival, stated "I don't like to keep her waiting ... she is busy". Students reported that the 

previous quarter, in the same hospital with the same instructor, the faculty member was 

able to spend more time with each student as they interacted with patients. They 

attributed this to the fact that they were not administering injections or performing 

treatments that required her supervision during that first experience. As one student 

stated "We really need two clinical instructors this quarter--one to do just meds". 

Another student added 

Sophomore faculty aren't around much. They come to watch you give an 
I.M. injection and then they are off for another procedure. They have too 
many students. 

During the quarter, this faculty member was responsible for the actions of 10 

students on four units of the hospital. This factor may account for the extent to which 

she focused on observing technical, potentially dangerous procedures. On the first day 

of observations she showed me her "schedule" for the clinical morning. She had listed 

each of the injections students were to administer that morning so she could be present 

during these initial procedures. That morning, four students were scheduled to 

administer their first injections at 8:00 A.M. A description of the interactions between the 

student, patient and faculty member during one of these injections follows. 

The student had already been observed by the faculty member attempting 
to take the patient's blood pressure. The student was awkward and 
unable to hear the blood pressure and the patient, predictably, asked if it 
was the student's first time in the hospital. The student looked 
embarrassed and said "No, I have been here for four months". It was in 
this setting that the student began to prepare her medications and 
administer the oral drugs and the insulin injection, a task that required 
about 30 minutes. 



The instructor began with an open-ended question: "Tell me about the 
drugs your patient is receiving". Students were required to know the 
names of the drugs, and the actions, interactions, side effects and correct 
dosages of the drugs that were ordered for their patients. This question, 
therefore, was expected. The student did not remember all of the drugs 
she was to administer and did not know all of the techniques related to 
insulin administration. The instructor loaned her a drug book to look up a 
medication prior to administration and wrote a list of things the student 
was to know about insulin prior to the injection to be given the next 
morning. 

The instructor asked the student "Would you like to review the sites for 
injections?" outside of the patient's room. All misunderstandings were 
clarified in the hallway, with the student frequently saying "I'm sorry ... " 
when she did not know the answer. They agreed on the site, the patient's 
right thigh, and entered the room. The room was very quiet during the 
procedure, which was executed without incident. After the injection, the 
instructor asked the patient "How was that?" and the patient replied "not 
bad". As they left the room, the patient called out "Thanks, guys", a 
comment that neither the student nor faculty member heard. I shared the 
comment with them. The student later reported being embarrassed with 
her inability to recite the drugs. "I know them, but they just fly out of my 
head", she stated. 

The point made from this description is that students had limited opportunity to 

spend time with their faculty member and often that time centered on tasks and 

161 

procedures. Seldom was the faculty member able to engage in lengthy dialogues with 

patients in my presence although she, in post-conference, demonstrated an awareness 

of many of the patients' life-stories. This finding is consistent with those reported by 

Bradby (1990). She studied four cohorts of British nursing students over a one year 

period of time to determine the ways in which student nurses process reality. She 

concluded 

Entering clinical practice in the wards is the most exciting yet 
anxiety-provoking part of the status passage into the nursing role ... 
Caring for patients ... is fraught with feelings of confusion, anxiety, and 
of being overwhelmed. Students, in the main, had to chart their own 
status passage in undertaking patient care, with the possibility of 
providing perfunctory and incorrect care (p. 1368). 
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Students throughout the program described several ways in which they perceived 

faculty members In these tense, high anxiety situations as they learned and performed 

new skills as sophomores. Generally, students stated that in the clinical setting they 

were attempting to gain the trust of patients, staff, and instructors. When the faculty 

member was present to observe the student interacting with his or her patient, they felt 

the patient lost confidence in the student. The following student comment illustrates this 

point. 

The first quarter I always felt like my instructor was the vulture waiting to 
get me, to catch me making a mistake to grade me down. It had nothing 
to do with the Instructor--It was my own feeling of insecurity. It is less 
with this instructor, but I stili feel like the nurse or someone is out there 
waiting for me to blow it. Patients, too, ask "Is this the first time you have 
done this procedure?". No matter how many times you say "no", 
sometimes it seems you elicit this response like "sure, sure, I am your 
guinea pig". So you are nervous and they are nervous and it is like if this 
is not the first time you are doing it, why is your instructor looking over 
your shoulder watching you do this? [sarcastic] We are all keenly aware 
we are being evaluated and we might blow it and I don't know everything 
and I feel like I should know everything and what happens if I miss 
something on this patient and they die? I think that is consistent. The fear 
that I am responsible. Do you ever feel like you know it? 

In contrast, in the following quote the student describes a time when the instructor 

remained with her and supported her as she provided nursing care. This support did not 

interfere with the student-patient relationship and may have, indeed, enhanced the 

interaction. 

She [the patient] looked at me In the eyes and held my eyes for a long 
time, which was scary in a way, because she looked so afraid and lonely. 
Also my instructor __ was showing me how to feed her because I was 
the only one who could get her to eat for a couple of days. I found by 
asking her if she could do things she was much more helpful. Like if I 
needed to take her blood pressure, I asked her "Please, may I take your 
blood pressure?". And she was very helpful then. I asked her if we could 
do things together and she said "yes". Before I left, I was on one side of 
the bed and __ [instructor] was on the other feeding her with the 
suction and whatnot near by because she was afraid she might choke. 
__ [instructor] said I did a good job feeding her and changing her. I 
tried to leave, she [the patient] would not let go of my hand. I said "I have 
to go now", but she held on so tight. I just wanted to cry because I did 



not want to leave her, but I didn't want to stay in the hospital all day, 
either. 
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In discussing the distinctive aspects of nursing adults on medical/surgical hospital 

units, the faculty member emphasized the traditionally task oriented dimension of 

care-giving. In the following quote, however, she described the tension she felt in 

balancing both technically safe competent care and psychosocial care. From her 

perspective, there is a developmental sequence in caring that moves from technical, 

safe care to interpersonal care. 

Here it is so challenging because you can get so involved with the 
technical things you can totally let the interpersonal part of dealing with 
your patients fly out the window [because] there isn't time for it. They 
heard it all the time from the nurses. It is more challenging to set your 
priorities on getting to know your patient and finding out what their real 
concerns are, which may not be related to why they are in the hospital. 
They [students] get real focused on the technical parts. That is what they 
want to get down, and that makes sense. Personally, I felt I had to be 
technically competent before I could allow myself the privilege to start 
looking at things that were not so technical. 

Staff nurses also appeared to focus on technical care when they talked to students. 

Patients were assigned to a staff nurse who was responsible for their care during that 

nursing shift. When a student was also assigned to the patient, a great amount of 

dialogue took place over who was going to complete which tasks. The students would 

often go to the staff nurses with technical questions about their patient's conditions or 

procedures, or even simple tasks such as how did the telephone intercom system work. 

This occurred, in part, because of the limited availability of the faculty member. 

Staff nurses would consistently seek out the student who was assigned to their 

patient to clarify who would complete which tasks. They asked the student which tasks 

he or she was able to perform, identified medications the students would administer, and 

reviewed how long the student would be on the hospital unit. Nurses asked students if 

they would chart on the patient and always wanted the student to "give them report" 
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before they left the unit. In addition to identifying the tasks the students would perform, 

the nurses occasionally offered suggestions about patient care. For example, they 

reminded the students of special procedures scheduled for the patient and described 

the effect these procedures would have on the morning care and the patient's needs. 

For example, one nurse reminded a student that her patient was scheduled for X-rays 

mid-morning and it would be wise to assist the patient in bathing early. Often the 

interactions between staff nurses and students centered on the performance of technical 

tasks. 

Staff nurses were a potentially wonderful resource to students. A helpful staff nurse 

who was interested in student learning was sought after and treasured by the students. 

Students who felt comfortable approaching a staff nurse often asked many questions 

and, in return, offered to help him or her as much as possible. They followed the nurses 

in order to observe them performing procedures and working with IVs. This mutually 

friendly relationship did not always exist, however. There were those staff nurses and an 

occasional ward secretary who the students, as a group, were afraid of because of their 

perceived abrupt, insensitive or non-supportive attitude toward students. As one student 

stated 

It is interesting. This week I have been very disappointed with the nurses 
on the floor where I am at. I was working with two nurses and I thought I 
felt little cooperation or encouragement from them. On Tuesday I felt like 
I had to fight for every ounce of attention from my nurses and it was 
really discouraging. I watched them run in and out of the rooms not even 
making eye contact with their patients, just doing their tasks and not 
helping them. That was hard to see. I am seeing a lot of what I do not 
like. On the AIDS floor it was a different story. The people on that floor 
were extremely helpful to me and encouraging to me. 

One senior nursing student reported she actively and consciously looked for a nurse 

mentor on the hospital unit who would help her. This was necessary, she reported, 
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because the staff nurses were more readily available than the faculty member, and they 

also had refined their technical skills to a greater extent. 

The staff nurse is pretty much who you do your skills with. Sometimes I 
wonder about the clinical instructors because they have not done It so 
much, and even they are Iowan their skills, IV things. It is kind of funny 
sometimes [laughs]. I don't question their abilities, but I realize they are 
not the most skillful because they are not in the hospital every day and 
you lose those skills. Usually I find it is me and the R.N. I like to develop a 
mentor, and that was what really helped me. Especially the first quarter or 
two. I would develop a mentor on each floor. And even if I was working 
with another nurse, I would sometimes go to that mentor just to keep that 
relationship. I found that to be really beneficial. I work hard to create a 
good atmosphere with the R.N. I am working with. The instructors are just 
not there for a lot of It .... I valued their [the mentor's] experience and I 
valued their ability and their patience and willingness to take the time to 
work with me. 

This point about helpfulness on the part of the nurses is brought up as it appeared to 

have a very direct effect on the comfort level of the student on the unit. The staff nurses 

had the potential ability to calm and support the students. When this happened, the 

students relaxed and were better able to perform well and give a more confident, 

trustworthy impression to the patients. The potential for a caring relationship was thus 

enhanced. 

Students carefully observed staff nurses performing technical procedures. They soon 

realized, however, that not all nurses performed procedures the same way, and not all 

nurses practiced by the same standards the students were taught to uphold. Students 

reported that ultimately, they would determine for themselves how to approach these 

tasks. One student talked about this process of coming to determine personally what 

technical reality would be for her as a practicing nurses: 

There Is a lot you learn from what the other nurses do. I have already 
figured out. It didn't take long to figure out that we are taught by a much 
stricter standard than most nurses practice. I guess it will be a personal 
decision. We are taught the right way and we will have to Individually 
decide how we will become. Will we start slipping? It is really necessary 
to be as cautious with aseptic technique when I see these other nurses 
just loose, or is there a danger to the patient? There is a point where we 



will have to evaluate what is reality and what is theory, and what is 
important to maintain this reality. 
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Sophomore students occasionally were in contact with their client's physician as he 

or she made morning rounds. Some students reported that they talked to the physician 

about changes they had observed in the patient, or they encouraged their patient to ask 

questions. More often, the student left the patient's room when the physician arrived. 

This may have been due to an attempt to preserve the privacy for the patient in the 

physician-patient relationship. It may also be because students were afraid the physician 

would ask them a question that they could not answer. 

Over the course of the 10 week rotation, the anxiety level of the students began to 

decrease in the clinical setting. The students learned to perform their procedures and 

the routines of medication administration became more comfortable. As one student 

remarked 

An eagerness to do things right. That is an exciting feeling. It is exciting. 
We are doing something that matters in someone's life. I like seeing 
growth in knowledge and ability from last quarter as well. Injections are 
getting smooth. I have improved tremendously and I do things with more 
confidence and it Is exciting to see progress. Before all you could do was 
change the bed and that was neat, but MEDICATIONS! 

Clearly, the sophomore students struggled with technical competence in the 

development of a trusting relationship with some patients. They practiced and rehearsed 

procedures, and attempted to convince patients that they were not "guinea pigs" and 

faculty that they were prepared. They looked for helpful nurses and avoided some 

nurses and physicians. Students looked back and took pride in their accomplishments 

and imagined what it would be like to be a "real nurse". Although the situations 

concluded in a variety of ways with patients, the general consequence was the students 

as a group improved In their skills and developed a beginning foundation to technically 

practice nursing and earn the trust of their patients. As student anxiety became more 
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manageable, students were then able to concentrate on the words and actions of the 

patients, and begin to form connected, caring relationships. 

Time was also important in the development of caring relationships and the 

development of trust. Sophomores, assigned first to one patient each morning and later 

two, had more time to spend with each patient than more advanced students. Although 

they did not see the patients generally over a long period of time, they did have more 

time with each assigned patient. This was seen as valuable, but not always adequate. A 

sophomore interviewed during her third quarter described the difficulty and tensions that 

exist when there is not enough time to spend with each patient. 

One lady Tuesday who was in the bed next to my patient, and I really 
should not have been spending time with her, those should's and 
ought's! But I was standing there, washing my hands getting ready to exit 
the room, when she was on a telephone conversation and started to tear 
up and started to bawl. It was like here I am standing there looking at her. 
If I turn around and walk out of the room at this point, even though she is 
not my patient and I have another patient down the hall that I really need 
to be getting to, I need to stop and spend time with this lady. And so I 
had a chance to do some therapeutic communication with her, and as I 
was getting ready to leave I said "I do have to leave now, but I will pray 
that God will be here with you and comfort you". She started opening up 
and saying "yes, that is the only way I have gotten through the last few 
years is with God being there". It is so surfac-y, but it is all I can do as a 
nurse unless I go to a mission hospital, right? [laughs]. 

The first day the students were assigned to two patients was viewed as challenging 

and discouraging by the students. Now faced with organizing their time, they began to 

experience what it is like to have inadequate time to care for a grieving patient. During 

the post-conference that day, the clinical instructor asked the students, in a circular 

pattern, to talk about what was hard about caring for two patients, what techniques were 

effective in meeting the challenge, and what surprised the students about caring for two 

adults. Students responded "I thought I did my vital signs, then I would remember I have 

more to do"; "I was lucky! One patient slept all morning, so I spent all my time with the 



other". The third student had mismanaged her time, and was greatly upset at having 

been scolded by the staff nurse for not caring for both patients adequately. 

I spent almost all my time with one patient. She cried all morning. Well, 
she cried for an hour. The doctor said she needed an amputation, and 
she was so upset and kept having to get up and down and up and down 
to the bathroom. I couldn't leave her, and I couldn't really see the other 
patient. Then I got royally yelled at by the nurse [student begins to cry]. 

Another student Immediately went to this student and put her arm around her. Other 
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students nodded. The instructor asked If she wanted to talk about it and she said "no". 

Later in the conference, when the topic of midterm evaluations came up, the student 

began sobbing again. Immediately, she and all of the other students began to laugh. As 

the conference concluded, the students all circled the one who was most upset with the 

activities of the morning. The faculty member talked to her and said to the group "Don't 

be ashamed if you cannot get your work done. It happens sometimes. But what you 

have to do is see it coming and tell your nurse you need help earlier than when you are 

leaving. The nurse's response was probably due to being told at 11 :30 and not before". 

The student stopped crying and the entire group prepared to leave. 

Over time, students had Increasing responsibilities for their two patients. In the 

following situation, the student talked about her feelings as her responsibility increased. 

Again, the limited extent to which faculty members were present provided a challenge to 

students who were learning new skills. 

Then second quarter, we started doing some skills that were new and 
different and specialized, and that was pretty easy. I kept up and learned 
quicker. Then we jumped from managing two patients pretty well and 
giving meds and getting meds. All of a sudden we are doing total 
responsibility. The cardiovascular assessment, full charge. In this case, 
no one is checking on me anymore. What happens if I do miss something 
now? My charge nurse is not coming In checking on me any more 
because I am a third quarter student, and they assume I know more. 
What if I didn't hear those lung sounds correctly? It Is by guess or by 
golly. Do I really hear it or not? And now all of a sudden __ 
[instructor] is going crazy trying to get around to everyone for IVs and po 



[oral] meds and special procedures. So she doesn't have time to hold my 
hand anymore. I feel dropped and isolated. It is scary. 
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Sophomore students, as the year proceeded, did not always have adequate time to 

provide task-oriented nursing care and engage in interpersonal dialogue with their 

patients. They recognized that, In reality, professional nurses do not always have 

enough time to care adequately for all of their patients. Students found they were less 

able to engage in lengthy personal dialogues with their patients, and were challenged to 

develop caring relationships under these circumstances. 

The third concept related to trust is rapport. In addition to skills related to technical 

care, students in all three clinical rotations described the importance of open and 

congenial communication patterns with patients in the development of caring 

relationships. Morse (1991), in a qualitative study of 44 Canadian nurses, identified trust 

as existing at both the technical and psychosocial levels in nurse- patient relationships. 

As applied to this study, in building rapport in the student-patient relationship, 

psychosociai trust may be nurtured and a more connected reiationship built. Students 

reported rapport was facilitated or enhanced in the clinical setting through the use of 

humor, the giving of gifts, and the acceptance of a reciprocal dimension to the 

nurse-patient relationship. 

Some sophomore students in medical/surgical nursing initially were uncertain about 

the use of humor and its appropriateness by health care professionals. They reported 

being surprised when patients joked with them or when they observed nurses teasing 

and joking with patients. No interactions are recalled of the sophomore faculty member 

either using or discouraging the use of humor with patients or students. In observing 

other interactions in the clinical setting, students began to recognize that humor may be 

one useful dimension of the nurse- patient reiationship. In the following example, the 



student relates the way in which humor was used by the patient to build a common 

ground between the student and patient. 

We did funny things. Like he would speak in Polish, he was fluent in so 
many languages, and I'd go "HUH?". And we would laugh because I didn't 
understand it. But he actually taught me some words in Polish. 
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Students reported patients often joked about their disabilities or losses. The elderly, 

in particular, joked about their loss of function. Students were aware that sometimes 

patients attempt to cope with their losses through the use of humor. The student in the 

following example described an incident with an elderly, slightly confused man who was 

unable to put on his socks. During their interactions, she came to understand that 

teasing may be one way to communicate acceptance with some patients in some 

situations. 

SN: Patients use humor on me more than I use it with them. I find they like to joke around. 
It makes me jump back a little. 

ME: Can you think of any examples? 

SN: One older man was joking with me the last two hours I was with him. What a riot! I 
was washing his foot and I said "I am going to put a little lotion on your foot 
because it Is dry. Is that alright?" He said ''Yeah! That way I could slip my socks 
on easier!". There was no way he was going to be slipping on his socks. That type 
of thing. He gives me a hard time and I think is he serious? Does he think he is 
going to put on his socks? I never know what they are going to do. I am just 
trying humor out on you. From then on I knew he was OK to joke with. Like he 
was going to run out of his room. 

The following example also Illustrates the way in which one young man with AIDS coped 

with loss through humor. In the relationship with this student, his humor and teasing 

also served to protect him from allowing her to get too connected to his deeper feelings. 

They covertly negotiated the use of humor between them to an acceptable level of 

disclosure for both of them. 

He would like joke about what a drag it was to wear diapers. He wouldn't 
talk about his condition, but he did cute things. He had a teddy bear and 
he would take it's paw and wave at me, or he would talk to me through 
the teddy bear. Just little things like that. When I started talking to him, he 



started getting more and more comfortable. When I started asking him 
about his disease and how he felt, he did not want to talk about it and I 
clearly got that message. From then on it was pretty much all just fun 
talk. He went to a hospital early last week for AIDS patients where he had 
been on a waiting list. I have been unable to go there, but I plan to. It is 
funny. He started selling Mary Kay when he was in the hospital and I use 
Mary Kay [laughs]. I said "Great! You can be my Mary Kay man!". We 
joked about that and he said he would give me a total facial and all this 
stuff, so I am hoping to find him. 
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Students occasionally were unable to assess their clients adequately to determine if 

inappropriate patient responses were the result of mental confusion or an example of 

patient teasing. In the following situation, recorded in the field notes, the student did not 

appear to make the connection between confusion resulting from oxygen deprivation 

and humor. 

The student removed the oxygen from a woman with lung disease as she 
gave her a bath. The patient mentioned several times to the student that 
she could not be without her oxygen for long and began to ramble and 
mumble saying "everything here is higgily-pigglly". The student did not 
appear to know what to make of this and wondered If the patient was 
being silly. I ended up suggesting to her that the woman might be 
confused because she needed more oxygen. 

Students also observed staff nurses teasing patients. In the following quote from an 

interview, the student noted her initial uncertainty with the use of humor and related that 

perhaps it is appropriate in some circumstances, such as when the relationship is 

already built. 

ME: When I was at the hospital I saw one nurse say to your patients "Oh, you ladies look 
so good today! Now I can get you to do whatever I want!". 

SN: A lot of it [was] she knew those patients. A lot of patients, that wouldn't go over real 
well. You wouldn't say something like that. I think she built the relationship. When 
I heard her say that I went "uuggg" [laughs]. That is going across a fine line in my 
book. She knew them so well they laughed, so I knew it went over O.K. I certainly 
wouldn't have come in and said something like that, especially without knowing 
them. They would say "Who is this nursing student?". 

It is interesting to consider the reason humor is generally Initiated by patients or staff 

nurses rather than students. It may be that students in this setting, generally younger 
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than their patients and staff nurses, do not consider it respectful to tease older adults. 

Students may also hesitate to tease because they are taught in classroom settings to 

maintain a formal relationship with the patient until he or she indicates otherwise. 

Students are taught, for example, to address their patients as "Mr. or Mrs.", until their 

patients give them permission to use their first name. Also, it may be that in their 

anxiety, students sense that patients have the power in student-patient relationships, 

and therefore will follow the lead of the patient. Lastly, it may be that students are so 

concerned and anxious about the welfare of their patient and the responsibility they 

hold, they do not feel comfortable joking and teasing. As relationships developed with 

patients, however, students appeared to enjoy this component of the relationship. 

None of the students reported feeling angry or insulted when patients teased them. 

They did not feel it was disrespectful for patients to tease them. Rather, humor in the 

nurse-patient relationship was viewed as a positive indicator of a connected, caring 

relationship. 

HUmor has been approached differently in the nursing literature. Raines (1991) 

argued that students come to learn through the educational process that humor is 

unprofessional. Sumners (1990), found In her research that professional nurses 

generally demonstrate positive feelings about humor in personal and professional 

practice settings. 

In the following example, the student described the way in which a caring 

relationship formed between herself and a paraplegic woman. The relationship began to 

form on the first day as they talked and laughed together during the morning. The next 

day, when the patient needed psychosocial support and a connected caregiver, the 

student felt better able to provide a caring environment because they had developed a 

sense of rapport. 



One woman was very open. We laughed and joked and we were friends, 
like I had known her all my life. She was a paraplegic and I had to keep 
reminding myself she couldn't stand. She taught me all about her 
condition. It was good we had the first day because the second day when 
I came in she said things had gone downhill since the day before. She 
was crying but it was O.K. because we already had a relationship, and I 
told her she didn't always have to laugh and joke. She could express 
herself and she taught me a lot. 

In this situation, the student learned to provide physical care to patients and 

overcome some of her anxiety. The patient was given the gift of being a teacher and 

encourager of a new student. This was a common phenomenon, particularly with the 
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sophomores and has been labelled the reciprocal nature of caring. Students treasured 

praise and acceptance from patients who cared for them and "beamed them with a 

smile" at the same time they cared for the patient. Hear the excitement in these student 

stories: 

He was NPO [nothing by mouth] and he said "I don't understand why I 
am not eating ... I am going to the bathroom". I told him I would ask his 
nurse and write a note in the chart asking why. He was just so grateful for 
that. Just little things all day. When I left, his girlfriend grabbed my hand 
and said "You are going to be the best nurse" and what was just 
WWHHHOOOO! O.K.! I CAN GO ON! And then my other patient was a 
great guy. A 60 year old Chinese guy and his wife. Every time I went in 
there he just beamed me with a smile! I could have done anything and 
they would have thanked me. Every time I took his temperature they said 
"thank you, thank you". I felt like YES! THIS IS WHAT IT IS ALL ABOUT! 
The patient kept me going. 

My very first patient ever was an elderly woman with a hip replacement. 
She was the most! I was amazed that my first day was so wonderful and 
rewarding. She was a Christian, she encouraged me, she just wanted to 
take me home with her. She asked my teacher if she could take me home 
with her. It was just wonderful. So I got a good taste in my mouth at first. 

The notion of reciprocity has received increasing attention in the literature. Marck 

(1990) operationally defined therapeutic reciprocity as a "mutual, collaborative, 

probabilistic, instructive, and empowering exchange of feelings, thoughts, and behaviors 

between nurse and client for the purpose of enhancing the human outcomes of the 
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relationship for all parties involved" (p. 57). This reciprocity may take the form of humor 

or mutual support, as described above, or through the giving of gifts. The students were 

grateful and delighted with praise and the way in which patients cared for them. This 

verbal praise was considered a gift they accepted without reservation. The appropriate 

response to the physical giving of gifts as a way to build a relationship and say "thank 

you" was not as clear to the students. 

One lady tried to give me flowers and I didn't want to accept them. She 
kept asking and finally I took them and put them at the nurses' station. 
One man tried, too, to give me money but I said NO WAY. 

This same student also, when touched deeply by a patient's story, brought him a gift. 

Her 91 year old patient, depressed and hopeless, was the recipient of a picture of 

Mickey Mouse she colored for him. She reported writing her name in big letters on the 

bright picture to "Help him know I was thinking about him". 

Another student reported it was the Idea behind gift-giving that was rewarding: 

It has not come up too much for me. I had one patient who wanted my 
address to send something for Christmas. She wanted to make these 
ornaments, but I never got one. It was just the fact that she wanted to do 
It that made me feel cared for and as If a relationship had been built and 
that what we had shared was Important to her. 

The faculty member was not heard talking directly to students about gifts during the 

quarter and the Instances previously described took place the first quarter. During our 

interview, however, the sophomore faculty member discussed what a gift is to her in a 

relationship with a patient, and ways in which nursing interventions can be 

conceptualized as gifts to patients in this way 

Sometimes what you can do for someone who is end stage, and it comes 
out frequently, that just sitting with someone, letting them talk, holding 
their hand, taking the cue from them. That aspect of caring is probably 
the best gift they can give as far as their interventions go. It was exciting 
today. __ [student] told me about a patient she had taken care of last 
week. He had been unresponsive, was on a morphine drip, end stage 
AIDS. Getting him to wake up enough to take his meds was one heck of a 
challenge. And __ did all these loving things for him last week and 



didn't get that much response. She went in today and sat with him and 
talked with him and held his hand, and he responded enough to express 
appreciation to her and appreciation for last week. She was so thrilled 
because he was so sick. I didn't hear anything from him and so you go 
away thinking "Did I do anything for him?" I hope, and I think she does 
see, that she really gave him a gift. I find it very exciting. 
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The topic of giving gifts first became obvious in this study in observations made during 

the maternity nursing rotation. No situations were recalled in which staff nurses were 

given or gave gifts personally to patients in the medical/surgical clinical rotation. 

In summary, students reported rapport was an important dimension or condition in 

developing a trusting relationship with patients. They observed interactions between 

nurses and patients, interacted with patients and faculty members, and developed from 

these interactions some notions about rapport and the role it plays in nursing. Tactics or 

strategies they employed included following the patient's lead in the use of humor, 

allowing the relationship to grow through the acceptance of gifts, particularly verbal 

gifts, from their patients, and taking the time to sit and listen and hold a patient's hand. 

In addition to building trust with patients, the reciprocal dimension of the patient-nurse 

relationship gave them the encouragement to "go on". 

Maternity Nursing 

The nursing students in the maternity nursing clinical course also discussed issues 

of trust with patients. In general, the students had less difficulty establishing trust with 

patients than they did as sophomores. Trust seemed to be more "natural" in the 

maternity setting for a variety of reasons. Several students reported that being able to 

wear "scrubs", like the staff nurses do, was helpful initially in gaining the respect and 

trust of patients. 

The uniforms make a difference. Half of our class is at __ [another 
hospital], and they don't have money for scrubs. So the students wear 
their uniforms, and the students say they don't have any more respect 
than usual. We wear scrubs and even though we tell them [patients] we 



are students, we have more credibility since we are dressed the same as 
nurses. 
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The students continued to express some anxiety over the possibility that patients 

would not accept them. They were in the position of again having to ask both the staff 

nurse, the patient, and possibly the midwife if they wanted a student to be present. As 

one student said about entering the room of a patient 

It is their room. I am in there asking them to let me learn, be my guinea 
pig. No one has said "no", but I would feel different if I was being paid to 
be there. It would be my right to be in their room. 

In most situations, patients were willing to have a student. When the student was 

not allowed to work with a patient, or the patient refused to allow the student to observe 

the actual birth, they were hurt and angry. In one particular instance, the student was 

assigned to an expectant mother on Wednesday who specifically said she did not want a 

medical student at the delivery. She agreed to the presence of a student nurse but said 

she did not want the student nurse at the actual delivery. When she carried out this wish, 

the student was hurt and disappointed. 

Technical skills and fear associated with lack of skills were not reported as issues by 

maternity nursing students as compared to sophomore students. This may be due to the 

evolving skills of the students or to a distinct dimension of the maternity health clinical 

setting. In this setting, birth is generally viewed as a "normal process" and the patients 

are considered well. The instructor described the normal environment of labor and 

delivery this way 

Some of the students have not been around babies per se, let alone 
newborns. If they have been to peds, most of them have had a little bit of 
baby care, even though it is not this ultra new, but they calm down a lot. I 
think the other thing is if they think it is normal and OK to have a baby. I 
don't know how many times we say this is what the body is meant to do. 
We just have to watch it, support it and look for abnormalities. They back 
off and do not see these people as sick. You don't worry about doing 
damage to non-sick people or killing them or whatever. Postpartum there 
is little they could really do wrong. They might not watch a woman close 



enough and she would lose a little more [blood] with her uterus boggy, or 
we might forget to give her her doss [medication] and she might have a 
little more constipation. What can you do wrong? Not much. Even if they 
mess up on the teaching, they are probably in the ballpark. I had a 
student once who got cord care [umbilical cord] and circ [circumcision] 
care mixed up. The nurse heard her telling the Mother to put alcohol on 
the circ! Even that would not have hurt the circ. The kid would have just 
screamed. So what can they do wrong here? The other thing that is part 
of orientation, and you didn't see that part, is that rarely are they alone in 
patient care compared to other settings. In labor and delivery they are 
never alone unless the nurse feels the situation is stable. Then she will 
leave the room to take a break, and not even that if pit [pitocin, a 
medication] is running. Then she will get another nurse to come in. So 
they are never responsible for deliveries. In post partum, given the 
census and the staffing they have now, the staff nurses are around. The 
most they ever have is three mothers and three babies. The staff nurse is 
in and out of the rooms with the patients. When you put me on the floor 
circulating all the time, it is a very secure learning environment. 
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The students occasionally administered a medication, but more often the patients 

themselves were self-medicating. When students became fearful of a technical 

procedure, they were able to get support from the nurses or the faculty member who 

was always on the hospital unit. Students were, with supervision, held responsible for 

such tasks as monitoring patient reflexes, taking blood from infants, assessing 

newborns, teaching infant bathing to parents, and being aware of laboratory values and 

their implications. Students also observed staff nurses taking responsibility for the actual 

delivery of an infant, patient teaching, monitoring infant heart rates during labor, and 

coaching through labor. 

The more central skills in maternity nursing, however, centered on psychosocial 

sensitivity and physical support of the patient. As the instructor stated, her goal in the 

nursing relationship with patients was 

I think looking back it has been a long-standing theme of mind. I see 
women in labor in an extremely vulnerable state, moment in time, and 
they need to have surrounding them that support and nurture and just 
holding them up so they can do their best through this process. To me, 
that is the heart and soul of labor nursing. Just surrounding them with 
your comfort and your care, and at the same time you are doing your 
physiological assessments to see that the baby is within the parameters 



of normal. They should not even be aware that I am doing it. They should 
just feel it .... Postpartum, in our culture, we are very independently 
oriented. Mothers are expected to love their infants instantly and just get 
up and take care of them whether they had a c-section or 4th degree 
laceration. They are all expected to get up and care. I believe firmly that 
there are horrendous dependency needs in these patients, and they are 
able to care best when they are allowed to be dependent and totally 
nurtured in the postpartum. I think they ought to be treated like queens 
and waited on hand and foot. I taught nursing and, as the instructor, was 
told by the head nurse [fifteen years ago] "Do not let your students 
pamper these patients because then they expect it from us and we don't 
have time". I ignored her because I wanted the students to learn these 
patients deserve pampering, loving care, and to be waited upon. The 
more they are nurtured, and the more their needs are met, the more they 
are able to turn and meet the baby's needs. That is what I believe is 
critical in caring in both labor and delivery and postpartum. That every 
solicitous thing you can do for this mother ... pushing her out of bed 
and pushing her through this is stupid. Giving her enough to relieve her 
anxiety so she will not worry and will survive is good nursing care. The 
pampering is the heart of it. 

ME: Do students have a hard time with that? 

FAC: No, they love that. I found students are pamperers, and they are allowed to be 
pamperers because they rarely are so overloaded they cannot pamper. So, for 
the most part, they are solicitous and helpful. It did pose a problem in those days. 
I see the nurses I work with today in postpartum as much more solicitous. 
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The students were asked in the maternity clinical rotation if they agreed that being 

solicitous to patients was an appropriate role in that setting. They agreed. They also 

agreed with the extent to which it was encouraged by their instructor. This dimension of 

caring for a healthy patient as a nurse through nurturing, pampering, and upholding was 

unique to the maternity rotation. Described another way, maternity nursing offered 

distinctive conditions in which nurturing, supporting, and being solicitous towards 

patients were important and effective strategies for nurses in caring for laboring and 

postpartum patients. Students came to this conclusion through the observations of 

interactions with patients, faculty, and staff nurses. 

Time was at a premium on the maternity unit where mothers were generally 

discharged within 24 hours following uncomplicated deliveries. It was not unusual to see 
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a mother with eight video tapes on infant care in her room. Often these tapes were not 

viewed due to time constraints and their level of fatigue. A nursing intervention 

frequently discussed was to allow the mother to sleep in preparation for her discharge. 

This need for the mothers to rest also limited the amount of time the students had to 

develop a caring relationship with an awake patient. One student talked about the 

challenges in caring for patients who had short hospital stays this way 

Now on maternity, as far as trying to help mothers get as much as they 
can in 24-36 hours, and teaching! The nurses are trying to help them, but 
it is like if you have any questions, you know, call us. There is always 
someone at the phone, 24 hours a day. Call us back. It doesn't matter 
what the question is, it is O.K. to call us back. To me it is important to 
give them that reassurance. I know that if It was me as a patient, I would 
not be getting all this information in that short amount of time. I am sitting 
here holding a new baby. I am not going to listen to you. 

Often the amount of time required to develop a trusting relationship with a laboring 

mother, however, was reduced. Connected relationships developed quickly between 

nurses and the women they cared for during labor and delivery. This student comment 

was heard frequently In maternity: 

Anyone in labor loves you. I was talking to __ [instructor] about It. She 
said she went into labor because the patients love you whatever you do. 
You could be in the room for like five minutes and they say "I couldn't 
have done it without you" and you are like right [sarcastic]. It is true with 
labor and delivery. I don't know what it is about labor, since I have never 
been through It myself, but they are just like, they bond. Maybe it Is 
because you share something so intense with them. Maybe because they 
are vulnerable in a way. You are serving them, I guess. I don't know. 

With the follow-through families the students worked with over the course of several 

weeks, and with some situations in which patients were hospitalized over prolonged 

periods of time, a different type of sensitivity and intensity in the relationship often 

developed. The following is a description of one student's experience with her 

follow-through family. 

SN: The home visit really allowed me to develop a trust with them. The father especially, 
because I didn't meet him the first time. It was kind of nice. I had just met him on 



Thursday for an hour at their house. He looked nervous at first when I got there 
and started talking, but it went great. I helped them adjust their carseat and talked 
and answered questions and they knew I had done these things at the birthing 
center and so when I finally did get to the hospital he was so excited I was there. 
He was really [to his wife] "Oh! __ [student] is here!". Like they felt more 
comfortable with me there. I don't know. That was the impression I got, that he 
felt more comfortable that I was there for them. 

ME: You understood where they were coming from. 

SN: Yeah. They didn't know the nurse, but they knew me and I understood them and 
knew their pregnancy a little bit. He just seemed ... it was his expression. When 
he told his wife I was there she was just like "Yeah, I knoW". She was totally 
focused on her labor. When she ended up having an epidural, she was happy and 
talking. They knew what time my parents were coming [in at the airport] and kept 
saying we have to have this baby by 10:30 at least. When she started pushing it 
was time [for me to go]. They said "Don't you have to leave?" and I said "I will stay 
a little longer". The nurses knew and said "Don't you have to leave?" and I said "I 
am going to wait". I finally just decided my parents can just wait. They are not 
going to go anywhere. My Dad was getting concerned I was in a car accident or 
something, but I was only 35 minutes late. I took pictures of their birth for them. 
So even though there was like 15 hands around- there were two doctors, a 
medical student, two nurses, the mother and father in the room- just ridiculous. 
So I popped pictures, handed him the camera, and said I'm going to go get my 
parents. I will be right back. I took off and went over there, running through the 
airport in scrubs and all, I said MOM! I took them [my parents] back and just saw 
her [the new mother] for a few minutes. Just to see them settled down. I didn't 
want to just leave the birth and not talk to them afterwards. I took my Mom in 
there, and she was breastfeeding when we got there. So my Mom went in and 
looked around and talked to them for a little while. It was nice. Hearing all about 
my parents coming and they got to see them. Here is my Mom!!! [laughing, 
animated]. I will see them [the clients] at home this week and do a second one 
[home visit] some time before school lets out. It will be nice. He [the husband] did 
not know I was supposed to come out, and he said "You can come out and see 
us in a week or so". She [the mother] was like "She HAS to come". I was just like 
"OK". We were all laughing. It was nice to be welcome. It was cute. They were 
nice. I felt good sharing it with them. 

ME: Was it the best experience of the quarter? 

SN: Definitely. 

ME: The others have felt that way? 

SN: Some of the others have not delivered yet, and that is where they are really going to 
grow their bond, at the delivery. Or they delivered so early they didn't have time to 
bond first. __ [student] did. Her patient was with a midwife and had a wonderful 
experience. _ [another student] did not make the birth. She did not find out 
about it until later. 
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Students also learned that time alone does not facilitate a close, caring, open 

relationship. In one instance, an 18 year old single pregnant woman was hospitalized for 

over a month due to high blood pressure related to the pregnancy. Several nursing 

students were assigned to this patient; over the weeks they monitored the patient and 

learned the baby was to be adopted after birth. They observed the nervous, waiting 

adoptive parents meeting the biological parents a week prior to the birth. They observed 

the expectant woman monitoring her infant's heart rate each shift per hospital protocol 

as she listened to the heart beat. They wondered what it would be like to be placing your 

baby up for adoption and why she and her boyfriend who visited nightly did not keep the 

baby. They went up to the special care nursery to see the baby after he was born early 

prior to his discharge. They were encouraged by their instructor to be sensitive about 

the woman's need for privacy in this private time. And they wondered why the woman 

did not talk to them over the weeks about her feelings related to this adoption. It was on 

their nursing care plans and, from their perspective, important to talk about. 

In a care plan on this patient, one student labelled the problem, in nursing diagnosis 

format "potential grieving related to loss of baby because of adoption" and/or "potential 

altered family processes related to giving the baby up for adoption". The goals the 

student developed for the patient included that 1) the patient will grieve and 2) she will 

verbalize her anXiety, frustration, and fears regarding adoption. The nursing 

interventions proposed by the student included: 1) allow her time to grieve 2) be 

supportive, 3) be an advocate and get outside support if the patient requests it 4) be 

available to the patient if she wants to talk, and 5) ensure that the patient and significant 

other have uninterrupted time to provide grieving time. In the student's evaluation of this 

process, she stated "the patient expressed no desire to discuss adoption process or 
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grieving at this time: monitor". The faculty member responded by noting "she may be 

doing so with others such as the social worker". 

After the infant was born the quiet tension continued. The instructor related that the 

nurses brought the baby to the biological mother to hold and she abruptly gave him 

back, saying she had too much pain. Similarly, she signed the adoption papers quickly, 

"because she had too much pain". 

It was only after the birth of the infant that a nursing student serendipitously met the 

father of the baby at the hospital and, through a sharing of personal life experiences, 

made some genuine personal connections with the family. She gained an understanding 

of the dynamics in the couple's relationship. She also developed an understanding that 

some patients only confide with selected health care providers. 

As the examples illustrate, when time with patients was limited, interactions with 

patients were limited. However, interactions were frequently intense and powerful. The 

strategy used by students In adapting to this intense time period was to offer follow-up 

availability and services available through clinic visits at the hospital. They frequently 

complained about this dilemma, discussed ways of advocating longer stays for patients 

who were not in stable conditions physiologically, and modified their expectations of 

nursing care. Facilitating the patient's ability to rest became a priority intervention. 

Extended contact over time with patients had the effect or consequence of highlighting 

the experience for the student and enhancing the rapport in the relationship with some 

patients. 

Rapport between student nurses and patients generally grew quickly In this 

pampering, nurturing environment. Gifts of food, flowers, and cards from patients were 

frequently visible at the nurses' station. Patients wrote on their cards to the staff nurses 

"I COUldn't do it without you" and students would comment on cards patients had given 
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to them. One senior student, reflecting on her maternity nursing experience, reported 

that one particular family she assisted in coaching in labor brought her a corsage the 

next day. The general environment was characterized not by "mistrust", as the 

sophomore medical surgical students experienced, but rather by joy, overall. 

Humor was evident in this clinical setting, but it did not appear to be used primarily 

as a technique to build patient-nurse relationships that were generally already strong. I 

queried the instructor about the use of humor in the clinical setting, and she related that 

sometimes humor can help the patient cope with a difficult situation. These are her words 

I think one thing I see working with DB patients is their body and their life 
is sort of out of control right now. In order to keep perspective, humor is 
one way of doing that, seeing the lighter side of it. And usually when 
remarks come out related to humor it takes the seriousness out of it and 
makes them realize hey, everything is going to work out! I mean you 
know you are gOing to survive and this baby is going to survive and 
lighten up; go with the flow. The right humor at the right moment can 
bring them back down a bit. 

In addition to helping patients cope, it may be that humor also helped nurses cope in 

their work. Humorous quotes were frequently found posted at the nurses' station with 

messages such as "If men were the ones to give birth, paternity suits would be a line of 

clothes". The students enjoyed these quotes and were observed copying several into 

their notebooks. Students were not observed teasing patients or being teased by them. 

Students did share some personal stories with patients and engage in "small talk" as 

they enhanced rapport in the relationships. 

Several points are made here regarding the contrast between the clinical nursing 

experiences in maternity and pediatric nursing. First, although some profoundly sad 

things happened in maternity nursing, it was generally characterized by a joyful 

environment. In pediatric nursing, in contrast, students reported the feeling was more 

often sad and less focused on well ness. Although students spend four weeks in a 
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well-child daycare prior to their six weeks in the children's hospital, each student who 

commented on pediatrics, discussed the hospital experience. Hospitalized children were 

sick and some were dying, and students had to face these situations. 

In the pediatric rotation, one faculty member is assigned to each of two units, one 

unit for infants and the other for older children. It is more likely that faculty will be 

available to students than faculty in the medical/surgical rotation, but they were less 

available as compared to maternity nursing. The ratio of nurses to patients in pediatrics 

is less than that with medical/surgical patients, which may have an effect on the extent 

students observe staff. Although there may have been more support for students in this 

setting, students were challenged by the situation. It called for a different level of caring 

on their part as they faced sad issues. As one student stated 

There is probably more rejoicing [in maternity) because it is a more alive 
experience. People come in basically well, so you are working with 
rejoicing parents or happy kinds of situations. So it is real easy for people 
who are not Christians to go ahead and be upbeat and more caring. On 
the peds unit, where they are sick, you try to be understanding. 
Sometimes you have a minister come into peds for a child they wanted 
baptized because they were assuming it was going to die soon. So, to 
have that kind of grieving, and trying to support the parents ... trying to 
be there for that is more on a Christian caring role, where people are sick 
or obviously dying. More than on a rejoicing floor. I have a different 
response to children and adults. The kids who were on the chemotherapy 
floor, they were so open and honest in saying "I am going to die". You 
have to face it yes; you are going to die. They don't give you any chance. 
I am going to die. The first time a kid said that to me it was like a total 
shock. I have worked with other people that, like late stage things that are 
going to die, but they don't say that. It is all quiet. The kids are like "I am 
going to die ... my parents know I am going to die". Sometimes they had 
not told the children because the parents were trying to protect the kids, 
but the kids know it. I found that I just wanted to go hug these little kids 
because they are being so honest with you. You are so honest, why can't 
I sometimes be more honest with how I am feeling? There is a difference. 

Another student reiterates this theme: 

ME: How is nursing and caring the same or different in peds and 08 with the babies? 

SN: As far as the babies ... these are healthy babies to me, even if they are not always 
treated that way. All labor and delivery is a healthy, normal thing. Peds. .. when 



these kids are in __ they are pretty sick. I think I don't know. You feel more 
for the sick babies and you feel helpless, too. There is a lot with a sick baby and 
hoping they are doing OK 

ME: Is hope different? 

SN: It is different with _ [pediatrics] because like all the parents and staff really have a 
lot of hope for these kids and have really bonded and have been into caring for 
these kids. Even when you see a child up there who they say is not going to 
recover, is going to die, it is terrible. It is a horrible feeling. In labor and delivery, 
you have this healthy kid. At _ [pediatric hospital] those parents seem to be 
really knowledgeable about what is going on and want to know everything. In 
labor in delivery, the parents were the same way. They are not as knowledgeable, 
but they want to know what is going on. So there is a lot of teaching going on. It 
is really good. You get a sense you are really affecting their lives and how they will 
take care of their baby. They are going to be taking this kid home with them and 
what you tell them they are probably going to want to know. 

Not only was the environment different between the two areas, but the level of 
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technical skills necessary to care for very sick children was different from the maternity 

rotation. Students reported it was more difficult to obtain the trust of children, parents, 

and staff nurses in the pediatric setting in which the children were acutely ill. This was 

one student's experience in such a situation: 

ME: You talked about children dying. Did you take care of dying children or observe 
parents who took care of children who were dying? 

SN: No. Kids that were there were pretty OK They were on chemo, but not close to dying. 
One child had leukemia pretty bad and I went in there before [the clinical day] 
and the nurse said "Yes, this child is OK to work with". The next day, the nurse I 
was with was angry a nursing student was working on this child because he was 
so sick. The parents were paranoid. They wanted the absolute best care because 
there was not much time left for the child. The nurse was double checking 
everything I did. She ended up giving nystatin twice. [It is] just a mouthwash kind 
of thing, no big deal. She didn't check my charting to see I had already done this. 
She just assumed I didn't because I was just a nursing student and I was not 
competent to do this. So I was like OK For the sake of the child, I will just step 
out of this and, as an RN, you may take care of this child. She was paranoid 
because she was close. One step one way and she could die. She was not 
certain on how to trust a nursing student to take care of her. So I was more than 
happy to do this. "You have already double checked everything I have done". I 
have not felt comfortable in this situation. 

ME: You have to gain trust from patients, staff, charge nurses, faculty ... 



SN: It takes time. It takes awhile to feel comfortable ... I like working with people. When 
you are on the floor awhile I am more comfortable to walk up to them and ask 
questions. When I worked on the floor at __ [hospital where employed], I was 
there on a regular basis, so it was easy to talk to people. As a student nurse, it is 
always trying to get the trust of the patient. And then the family and the nurses. 
Short and long term. 

She continued on describing the trust between children and students: 

They [children] are not as forgiving. If you break their trust, you are 
history. You cannot even go back in. As a student nurse, you go in and 
talk to an adult. Say they ask you a question and you ho-hum and say "I 
will go find out the answer for you" and you go out and get the answer 
and come back and tell them. If you do that with a child, they say "I want 
the answer now. I want to know what this means to me". They will keep 
hounding you, and you cannot get out of that situation. [laughs] And you 
can't give them just a small tidbit of the answer. They know you are not 
giving them the whole scenario. I don't know how they know this, but 
they know. If you say you have to go out and finish getting the answer 
kind of thing, it is history. I think they think you are not strong enough, or 
that you are lying to them. Because they do not understand that you do 
not know the answer, the trust Is just gone. They don't trust you to do 
anything. It puts more responsibility on you to make your answers 
convincing [laughs]. When you don't know everything they ask you, 
answer what they want to know, convincingly. 
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In circumstances where students are not trusted or did not feel trusted in pediatric 

nursing, they followed the cues from parents, children, and staff. They described using 

tactics such as leaving uncomfortable situations, acknowledging their limitations, and 

attempting to be trustworthy in their knowledge base. Tactics students reported using in 

developing rapport with children and enhancing the trust in the relationship included 

reading stories, holding the children, and playing games. One student said "you can 

almost become a parent to this child". 

Community Health Nursing 

Students were granted a significant amount of freedom during their clinical time in 

community health. The students used their time to visit clients in their homes, work with 

nurses in schools and adult day care centers, explore community resources, serve at 

clinics In the area, and take care of themselves. During the quarter, the faculty members 
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directly observed students interacting with their clients on only two occasions; once was 

on a joint home visit and the other time was in the school or adult day care center where 

the student was assigned. Faculty members were also available to consult with students 

as the students were planning their activities at the health department or charting on the 

progress of their family. Compared to the other clinical settings where students were 

observed, faculty in community health had fewer opportunities to interact with students 

as care was provided to clients. Although the students were required to document their 

activities in a clinical log, the clinical environment of the community health rotation was 

characterized by trust between the students and their faculty members. 

Students worked closely with school nurses in screening students, attending 

meetings on earthquake prevention, making home visits, and attending 

cross-disciplinary case conferences about families and children in distress. They 

conducted the screening exams with the nurses and presented teaching projects to the 

children with the nurse in attendance. 

Each morning at the public health department, the student talked with the public 

health nurse who was assigned to his or her family to plan Interventions and 

problem-solve. The public health nurse and the student spend one day together making 

home visits. Only one student specifically talked about her public health nurse and the 

messages she received about caring from her. 

I don't think she likes her job. She doesn't expect anything really 
productive to happen for my client and after awhile I wonder then why am 
I doing this? She must be burned out. And no matter what I tell her, she 
just comes up with more questions for me to figure out the answer to. 
She wants me to know about housing for pregnant teens. She thinks it is 
my role, and my instructor says I should get the patient to do all she can. 

Although the student sensed she was unable to please the public health nurse, in 

observing their interactions the nurse often stated the student had a "good plan" or a 



188 

"good idea" or commented "that was well thought out". The nurse stated the client was a 

"little flakey", however, and therefore needed more structure. In this situation, the 

student faced what she perceived as conflicting messages from her faculty member and 

the public health nurse. The student appeared insecure in her role, and unclear what 

caring might mean in the community health context. 

The discussion now focuses on the role of trust in the clinical community heaith 

setting in relation to time, skills, and rapport. Overall, students did not describe time as 

a constraint in their community health experience. They worked with the same 

individuals over a 10 week period of time and were not pressured to complete multiple 

tasks or procedures. Neither did students report a basic change in their interpersonal 

relationships with their patients due to the extended contact. One of the instructors, 

when a student noted she was not "getting anywhere" with her patient commented: 

You are the ones who throw the seeds and someone after you leave will 
see if they grow in part by the relationship you start with your clients. 

What students were able to do, in some situations, was to sharpen their nursing 

assessment skills through seeing their patients in a variety of situations over time. For 

example, they worked with families before and after the birth of their babies. They also 

observed elders in different situations as they exercised, sang, or participated in pet 

therapy, depending on the weekly programs in their adult daycare. 

The technical clinical skills students had acquired in previous quarters were not the 

focus of this rotation. One student described being at a loss, in fact, with the change in 

focus away from technical procedures: 

Last week I took the patient's blood pressure and I felt real good about it. 
It is what I know how to do. I don't really know what I am supposed to be 
doing there [in the client's home]. It is so different. The patient watches 
MTV and her boyfriend drinks beer while I am there and they fight 
sometimes. She is eighteen and knows everything there is to know. She 
knows all about nutrition but only eats one meal a day. Right [sarcastic]. 
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Students learned how to conduct mental status exams, remove ear wax from elders, 

measure children, test their vision and hearing, inspect children for head lice, conduct 

support groups for pregnant teens, visually diagram family structure and dynamics, 

organize exercise groups for elders in adult daycare settings, and teach their patients 

about community resources and well ness issues. 

The issues of trust in community health nursing surfaced in the development of 

rapport with clients. Particularly in situations that involved abuse, trust was difficult for 

students to cultivate. One nursing student assigned to a high school described a 

situation in which she reported feeling forced to break the trust of a student who 

appeared abused. The following description of the incident comes from a conversation 

the student asked to have with the instructor to process her thoughts and feelings about 

the incident. 

SN: I was at the high school yesterday with the school nurse. Things were going well, so I 
felt ok when she asked if I wanted to stay in the clinic while she went to a meeting. 
I wanted to do some triage, so I said yes. Things were going fine. I was handing 
out ice bags and maxipads when in came a girl with a note from her teacher to 
have her face evaluated. The girl had been bitten twice, once under each eye on 
the cheek. [She] was bruised, but you could see the bite marks, although the skin 
was not broken. She wouldn't tell me what happened and finally said something 
like she was just fooling around with a friend and she sort of got bit. I asked her if 
it was like a passion bite, and the girl said yes, but wouldn't say more. I told her 
she would need to tell the nurse about the incident and released her to her 
classroom. I had to tell lots of people in the system, and before I knew It, I was 
talking to the assistant principal of the school. 

FAC: You were thrown into the system 

SN: Yes. And I had to finally call child protective services. I feel terrible because what I did 
had ramifications for her and I didn't even warn her. She trusted me. 

FAC: This is what we call an ethical dilemma. Two equally appealing right answers. You 
are damned if you do and damned if you don't. Since It is a law to report child 
abuse the scale is tipped on one side, though. Did you sleep last night? 

SN: Not too well. I keep wondering what I should have done. Last summer I had to call a 
faculty member because a student in the dorm was suicidal. She [the stUdent] 
trusted me too, and I had to call in help. I don't even know what happened to her 



and this brought it all back, what happens when you have to tell and they trusted 
you. 

FAG: Have you thought what would have happened if you were not there? 

SN: The same thing, I think. But I didn't know what to do. Just that morning the school 
nurse had taken me to an Inservice about child abuse and here it was. I hope she 
doesn't take me to a class on gunshot wounds next week. I'll get shot! [laughs] 

FAG: You are right [about no change in the outcome]. You were one person in a string of 
events. The teacher started the process by a referral. The nurse would have done 
the same thing. But you still feel bad, and I don't have any wisdom for you. When 
wicked things happen in the world, they have a ripple effect. You were hurt and 
affected by someone else's wicked deed. Not that everything bad that happens to 
us is because of wickedness. Heart disease, diabetes, sometimes it Is just that we 
have imperfect fragile bodies. I am sorry that you were hurt, but I am glad that 
you are hurting. Suffering and love are so mixed. If you didn't care about what 
was the right thing to do, and the repercussions of this act for the girl, you 
wouldn't be suffering now. 

SN: I don't see other nurses upset about this stuff. I wonder if I should be a nurse. 

FAG: Sometimes to function in a crisis you just have to put your feelings aside for awhile 
or you aren't any good to anyone. [She continued on with a story]. 
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In this situation, the student was exposed to a number of messages or ideas. First, 

trust sometimes has to be broken when one practices in a service profession with legal 

constraints. It is a legal duty and obligation to inform authorities when abuse is 

suspected. It is not an option. Second, It may be that caring about someone or 

something cannot or does not exist without the possibility of accompanying pain and 

suffering. Garing deeply about anything may at times be painful. Third, when profound 

thoughts or feelings are not processed during an event, they may reappear In another 

form. Reflecting on the power of the students' life experiences, caring in given situations 

may be more or less difficult based on the extent to which the issues are or were 

resolved in the students' life. 

StUdents were faced with situations in community health in which their clients from 

the health department did not trust them because they represented a system. In these 



191 

situations, students used a variety of tactics. Students observed nurses bringing out 

six-packs of formula or condoms to clients as a way to gain entrance to the home. This 

strategy, found effective, was adopted. Students also learned to meet their clients, when 

necessary, in more public places such as at the health department or at clinic 

appointments. 

As members of the health care system, students also were placed in the position of 

occasionally breaking the trust of clients who were suspected of selling drugs illegally 

from their homes or of abusing their children. These actions did not facilitate caring 

clinical relationships interpersonally. Rather, they serve as indicators that community 

health nurses care not only for individuals, but for the well-being of the community as a 

whole. 

Frequently throughout the clinical rotation, students were reminded by faculty 

members that clients fail to keep appointments with them for a variety of reasons that 

are not related to trust. Becoming sensitized to the factors that have an effect on the 

lives of the community health clients was one way in which students expanded their 

understanding of others and gained an appreciation for differences. It was this thrust of 

respecting others, their rights and their differences that was more central than trust in 

community health nursing. 

Summary 

In general, student nurses reported that trust played a part in their caring 

relationships with patients in each of the clinical rotations. Trust and its association with 

caring was described differently by students in each of the clinical rotations. As 

sophomores in medical/surgical nursing, students focused on their ability to develop 

their technical skills and gain the trust of patients, staff nurses and faculty. Caring 

relationships in this setting developed due to the rapport that students were able to 
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develop with their patients, the time they had with their patients, and their desire to care. 

Minimal technical skills were a significant barrier to some students in building caring 

relationships. As juniors in maternity nursing, students discussed the joyous trusting 

relationship that developed "naturally", in their perception, during their experiences in 

observing the intimate experience of birth. A focus of well ness and a supportive learning 

environment also fostered trusting relationships. Caring relationships developed despite 

the limited time available with patients after the delivery of the infant. patients. 

Community health nursing students learned that not all clients trust them in the role they 

represent. Trust and rapport take time to develop, and students occasionally were faced 

with having to break the trust of a client when abuse was suspected. 



CHAPTER 7 

RNDINGS AND RESPECT 

Caring is a stance of respect for all living things that requires knowledge, 
trust, hope, honesty, and courage (Gaut, 1991, p. 5). 

Introduction 

In this chapter, the concept of respect and the role it played in caring as a nurse 

from a student perspective is presented. Students reported that caring relationships 

were characterized by respect for the patients. Respect had three dimensions. First, 
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students described the Importance of respect for the complexity and wholistic nature of 

people. In professional caring relationships, patients are viewed as people within the 

context of their multidimensional lives first, and as patients second. Second, students 

acknowledged that, although it was difficult at times, in caring relationships nurses 

respect patients who hold personal values different than their own. Some students were 

particularly troubled as they attempted to develop caring relationships with homosexual 

patients or patients whose values they did not understand. Third, students reported that 

in caring relationships, nurses respect the rights of patients as consumers of health care 

to independence, knowledge, and privacy (Figure 7.1). 

Figure 7.1. Dimensions of respect 

RIGHTS 
TO KmII' 
PRIVACY 
INlEPENIEt-l:E 
TREATMENT 
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There were unique dimensions of respect in each of the three clinical rotations (fable 7.1). In 

the medical/surgical experience, students first described the importance of viewing the patient 

wholistically. In the maternity unit, the wholistic perspective was enlarged to include the family 

unit, and at the community health level, the "client" was viewed as either an Individual or as a 

community. In each rotation, students were faced with different challenges in supporting the rights 

of patients. They were also exposed to patients with different types of lifestyles in the three 

rotations. 

Table 7 1. Respect compared by clinical rotations 

RESPECT MEDICALJSURGICAL MATERNITY COMMUNITY 

WHOLISTIC • complexity of the in- • focus on psychoso- • client viewed in the 
dividual recognized cial aspects of families context of their en-
• hospitalized adults vironment 
viewed wholistically • focus on well ness 
within hospital context • unit of care: com-

munity 

RIGHTS 
to know • S.N. offer limited • patient education • education for 

patient education central in importance clients central impor-
(infant care) tance 

privacy • physical privacy en- • frequent attempts • physical, personal 
couraged to maintain privacy privacy less of an 
• personal questions issue 
asked 

independence • encourage patients • mothers allowed to • strongly en-
to be independent be dependent for a couraged 
• restraints used oc- time • treat elders like 
casionally • self medicating adults 

DIFFERENCES • frequent issue: • occasional differen- • socioeconomic, 
homosexual, religious ces: AIDS, abortions, homosexuality, abor-
differences cultural tion 
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Medical/Surgical Nursing 

Students reported that during their experiences as a sophomore in medical/surgical 

nursing, they learned that patients should be viewed wholistically. That is not to say that 

they accepted practices associated with wholistic medicine, such as therapeutic touch 

or acupuncture. Rather, the students reported that the patient was to be viewed as a 

wholistic, multidimensional being. The students also associated the wholistic 

perspective as a caring perspective, a notion that is supported in the literature (Benner 

& Wrubel, 1989; Holden, 1991; Kobert & Folan, 1990; Watson, 1985). 

A tension exists in the nursing profession between a wholistic perspective and a 

more reductionistic, rational perspective (Kobert & Folan, 1990). A wholistic perspective 

has been associated with the "art" of nursing and associated with a more a feminine 

perspective. The more reductionlstic point of view is associated with the "science" of 

nursing, the nursing process, and a masculine perspective. This contrast has led to a 

sense of tension in discussions of "ways of knowing" as a nurse. This tension is 

articulated in the words of Kobert and Folan (1990). 

As a developing profession, nursing is faced with a set of competing 
questions that must be answered before it can move on: Should nurses 
embrace the linear, reductionistic and mechanistic masculine world view, 
which provides a great measure of power, tradition and acceptance from 
science, and particularly medicine? Or, as nursing comes of age in a 
modern culture in which feminine ways of knowing and being are 
increasingly being defined and accepted, should nursing, with its 
predominance of female members and emphasis on caring, opt for the 
feminine world view that Is reflective, relational, and organismic? (p. 311). 

At Evangelical University, students used a rational problem-solving process as they 

wrote their weekly nursing care plans. During the first weeks of nursing school, they 

were instructed to view all systems wholistically. More specifically, they were taught that 

individuals, groups, and communities each have six dimensions. These include the 

developmental, physiological, psychological, social, cultural, and spiritual dimensions. 
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To provide comprehensive care to patients, the nurse must be aware of and assess all 

dimensions of the client. Students reported, however, that they first developed a true 

understanding of the importance of a wholistic perspective in the clinical setting. 

Students also reported that the wholistic perspective was important to the development 

of caring relationships. In the following quote, the student responded to the question 

"Tell me about a particularly caring nurse". The nurse she was referring to was a faculty 

member in the School of Health Sciences. 

I found to be very special. I have had the chance to talk to her 
personally, and I think she stands out because of her wholistic way of 
looking at people. When we were going through the first courses In 
nursing, she taught us to do things and the importance she placed on the 
client-- the person we were working with. Listening to them, asking them 
questions, being sensitive not only to their physical needs but also 
spiritual problems. That is a good way to draw a person out. 

Initially, it was difficult for some students to ope rationalize a wholistic perspective in 

patient care settings. Students often stated "individuals are complex, we must view them 

wholistically" in the interviews, but clinically they were unable to put this wholistic 

perspective into practice due to their limited knowledge base and clinical experience. 

One student, for example, tried very hard to develop a personal link with her patient, to 

know him as a person. They had a pleasant interaction, but she was unable to provide 

professional, wholistic care to her patient as she did not understand the meaning and 

implications of his medical diagnosis. 

A senior nursing student reflected on her experiences as a sophomore in 

medical/surgical nursing, and described the process by which she began to develop a 

wholistic perspective in this way. In her case, she developed increased sensitivity to this 

perspective through questions and interactions with her faculty member. As she stated, 

I wanted to integrate my faith with something I could do, so I assumed it 
was something that was there [provide spiritual care]. But when I was at 
the hospital as a sophomore, I tended to focus on the phYSiological or 
psychological dimensions. I had instructors come back and say "Have 



you asked the person how they are experiencing this?" or "How has the 
illness affected their life?" Questions like that. Well, no, I haven't, really. 
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A nursing student, interviewed during the third quarter of her sophomore year, stated 

that she developed a more wholistic perspective through interactions with her patients. 

Over the past three quarters, I have been more sensitive to them 
[patients]. I realize they are people and a lot of different aspects come in; 
they are not just coming in for medical treatment. They might come in for 
medical treatment because something went wrong in their family and they 
are stressed. Some things are stress induced. There are just so many 
more aspects of nursing that I have become sensitive to. I see health care 
as a wholistic thing and taking care of every part of the person, not just 
the physical thing. 

Another student talked about the way in which a patient reinforced the value of adopting 

a wholistic approach. In this situation, the student simply asked her patient to talk about 

the stress she had been experiencing. The patient openly talked about the relationship 

between her a,sthma and the stress she had been experiencing in her family. Through 

being sensitive to this woman in a wholistic way, several nursing interventions were 

instituted and the student left the relationship feeling "blessed". 

One woman came in with asthma exacerbation. I went in and talked to 
her, and on her chart it said she thought that this was stress induced. So 
I went in there, and after taking care of her for a half day or so, I said "I 
noticed on your chart It said you thought this might be brought on by 
stress. What kind of stress is happening in your family?". She talked to 
me for an hour and a half. She cried and hung onto my hand and 
wouldn't let me go. I just felt like I was really blessed by her; then she 
told me no one had just come in and listened to her. I talked to her about 
counseling and a social worker lady came up the next day. She was a 
special patient to me because something happened to her besides just 
her iIIness-- she was going to get her whole life back In order. 

In the following example, a disabled man who needed extensive personal care 

helped a nursing student to see that he was a special person of value and worth outside 

of his role as "patient". When she took the time to know him as a man in the context of 

his life story, her relationship with him was fundamentally different than the relationships 

he had experienced with other nurses. She believed this was because she respected him 
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as a person first and did not focus on his limitations. This element of the relationship she 

characterized as caring. In this passage the student also noted she received positive 

reinforcement from her faculty member for her ability to develop and experience this 

wholistic perspective. 

Well, I remember one experience in clinical my sophomore year. I had a 
patient at __ hospital and he was like 70 years old and he had cerebral 
palsy. He couldn't talk, but I don't remember what he was in for. The 
nurses thought he would be a good patient for me because they were 
kind of tired of him because he couldn't do things real quick and he 
couldn't talk real well. You really had to take time to do things with him. I 
remember the nurse saying "Do whatever you can with him, I just give up. 
I don't want to take care of him". And we just hit it off. I still have things 
he gave me. I talked to my instructor about it later and I think what has 
stuck with me is that you have to look at the person behind. Just running 
in there and doing the stuff you have to do-- I received a lot of 
encouragement in that experience from my instructor that that is what we 
are really here for. Just seeing him respond to me. He was a very 
intelligent man. He had, in fact, been an associate pastor in a church and 
had written articles and had given them to me. I think that experience in 
my sophomore year really primed me to do that throughout my 
professional career. 

Students' abilities to assess and interact with others wholistically was a skill that was 

consistently valued by students as well as faculty members. Staff nurses, in contrast, 

may have provided and valued wholistic care, but they did not use the term "wholistic" in 

interactions with students. The students, however, frequently commented on the extent 

to which the staff nurses provided care that was wholistic. As a negative example, staff 

nurses occasionally referred to their patients by the patients' room number, a practice 

that essentially stripped the patient of their distinctiveness. At other times, nurses role-

modeled a more wholistic, comprehensive approach in their interactions with patients. 

In the following quote, the student described a nurse she thought was particularly 

caring. The nurse, a graduate of Evangelical University, role-modeled a wholistic 

approach as she related to her patients: 

I had one nurse who was fabulous. I would just follow her around and 
watch her interactions with patients. She would walk in and just lean 



against the chair or sit there. She would want to get moving, but she 
wanted the patient to know she was there for them. She got more patients 
to open up just by sitting there and chatting. She would ask all kinds of 
questions and it was like she really cared. She was really good. 

Students in the medical/surgical nursing course were in a position to observe 
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patients who were, from their perspective, treated with respect and without respect by 

health care providers. Often students would report situations in which they were 

surprised or disappointed with nurses they observed. Several students recounted stories 

in which they observed patients treated without respect by nurses. Two such examples 

follow: 

Sunday night when I went into the hospital, there was a classic example 
of it. There are some patients who don't know what they are doing, and 
this guy really didn't. But she [the nurse] did not give him the dignity I 
thought he deserved and respect for another human being. He kept 
calling out "nurse--nurse" so the nurse would go in there, talk to him for a 
few minutes, turn his light out, and then come back to the nurse's station 
and say [mimicking] "nurse--nurse-- that's all I hear all day". But that poor 
guy in there, he really wanted a nurse. I just wanted to go in there and sit 
with him. And I felt like that on Monday, too. I just wanted to go sit with 
him at least, even though he didn't know what he was doing. It must have 
been frightening. At least he knew enough to know he wanted a nurse. He 
deserved more respect than he got. Part of it was the nurses' attitude, but 
I wanted to know what was going on. I want to understand what their 
needs are better. 

What I have seen a lot of times in nurses is that they are just really 
abrupt. They come in and say: "I have to do this and I have to do that". 
They do it and they leave, they don't find out about how the patient is 
feeling, and they don't explain the procedure they are going to do. They 
just act like the person is just a number or something, and it just has to 
be done so they might as well just do it. So they come in and aren't very 
sensitive. I hope I would not have to become calloused like that. I think 
patients deserve to have the procedures explained to them. 

Another student discussed the lack of respect and consideration a nurse showed for a 

patient dying from AIDS. The student was troubled by the lack of respect and kindness 

the nurse showed to the patient, but also struggled with her own beliefs about 

homosexual life styles and respecting the differences and rights of others. 



SN: I have seen a conflict between a nurse who refused to work with an AIDS patient. She 
was afraid of getting the disease, but she was being judgmental in one sense. 
One thing that I really try to incorporate into nursing is the fact that I think about 
one specific guy. He was a homosexual and he was a social worker in Manhattan 
and he worked with AIDS clients. He told me he had had other nurses who had 
treated him poorly. Because he told me that, I almost felt like he was telling me 
this because he wanted to see how I would react, like if I would say "HOW 
COULD YOU!". Yet I affirmed the fact that he was caring about this particular 
population that didn't have a voice in our society, and that he was speaking up for 
them. From that our conversation went on, and I mentioned I thought a higher 
power had been taking care of him and watching over him. We started talking 
about how Jesus cared for people. He was an advocate of people of low social 
status. Not that I specifically stated it, but I made sure that he knew I didn't judge 
him for being a homosexual. Yet I affirmed him for what he was doing. He 
understood from our conversation about Christianity that I didn't like 
homosexuality and I didn't condone it, and yet at the same time I cared about 
him. Does that make sense? 

ME: It sounds like a balance. 

SN: Yes. He is the only AIDS patient I have cared for. Actually, I took care of him the day 
the one nurse didn't want to take care of him. She said a student could deal with 
him. So myself and another nursing student changed his bedding, cleaned him 
up, and made sure he was comfortable. It was hard for me because he had come 
to the place where he was so sick. He realized that within probably a matter of 
weeks he would probably die. So we understood that part of it was just making 
him feel comfortable. What was even more hard was that I understood that the 
nurse he would have after we left would not take care of him-- she had made that 
very clear. After we left at noon he had another three hours left with her. 
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It is not surprising that students recognized the fears and difficulties some nurses 

experience in working with AIDS patients. As Ficarrotto, Freeman, and Baj (1991) 

reported, many nurses are afraid of contracting the disease or find it difficult to work 

with homosexual patients. This was also the case with students in this study. The 

intrapersonal and interpersonal struggle students experienced in respecting the choices 

of homosexual patients often related to the students' beliefs that homosexuality is wrong 

from a biblical perspective. Students attempted to function in a nonjudgmental manner 

with homosexual patients, but sometimes found themselves unable to do so. It was 

uncomfortable for both the student and patient at times. Several student quotes describe 

this tension. 



My first [AIDS] patient was one of my favorite patients. I would say he 
was homosexual. I would say that. He is the greatest patient. And I knew 
he was homosexual, and he had AIDS, and he was dying, and I loved him. 
It was good to see I didn't have issues with his being homosexual. 
Getting to know someone made the difference. [from the same interview] 
I still have strong feelings about how homosexuality is not right, but those 
decisions have been real unstable. 

If you can't accept them [homosexual patients], It hinders the relationship 
with the patient and there is a barrier there. I had an AIDS patient the 
other day who had kaposi's sarcoma [a serious cancer associated with 
AIDS patients] and I got frightened. I knew I didn't accept him fully. Even 
though I wanted to, I didn't. And so he didn't want me there to care for 
him. The fact that I couldn't accept him as a Christian caused friction. I 
got flustered when I saw him. He had I.V.'s everywhere. I was not 
comfortable with the care I could provide. I don't know about AIDS. The 
instructor came to talk to us about AIDS and I know you can't catch It, 
but there is still that phobia you have ... Is it really only as contagious as 
they say? My reaction when I first read about it was to avoid the whole 
thing. It is a gay disease-- let's leave It there. Now it is a wide spread 
disease, not a gay disease. I will have to care for AIDS patients. I think 
you respect the person. You cannot give better care to one person than 
the other, or you are their judge and that Is carnal. You can't conquer 
fear if you run away from it, so to conquer It you must stay. If I had a 
AIDS patient next week, I don't know how I would do, how I would 
respond. It WOUldn't be hard to put them on a bedpan, but to give them a 
full bath, that would be more difficult. Hopefully, I will conquer my fear 
and accept people. As Christians, the world is already the world and they 
[homosexuals] will be who they want. As Christians, we don't have to 
approve of the behavior, just the people. It is a process. What I have to 
think about is what it is that I am accepting. 
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Several students were also acutely aware and troubled by the potential effects some 

conservative Christian health care providers might have had on homosexual patients. 

They were aware that some patients have been treated insensitively and judged for their 

life styles by Christians, and they were not sure how the patients would respond to them. 

Two students explain 

I had an AIDS patient and I didn't really know what to do because the 
Christian view is that gays have been treated very badly and I knew he 
was gay and so I didn't know what to say ... that I was a Christian or that 
really intimidated me. I didn't know what his past experience had been 
with Christians. So I guess I got over it really quickly. He was such an 
open person and his partner was, too. It was O.K. if I wanted to bring up 
something spiritual or get around to a point where I thought there was 
something I could say or do. They were just so open about their own 



sexual preferences. They were in there holding hands and just their whole 
mannerisms. They made me feel everything was O.K. 

I think a little bit that Christian caring can include an element, not for 
everyone, but for some, of judgmentalism. I wonder how will we, as 
nursing students, react to the gay patient with AIDS and his partner who 
need support? For many Christians the sin, the wrongness, is so much 
greater than the value of their support system. Some Christianity can be 
positive, some of it can be negative. I don't know, but Christians have 
more of a tendency to see things right and wrong compared to other 
groups in society. According to the Bible, that will be the backdrop for all 
issues. They don't allow issues to be as complex as they are. 

Although students often struggled with difficult issues associated with AIDS, 
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homosexuality, and Christianity, several requested the opportunity to work with AIDS 

patients. To better understand homosexuality and make sense of it from their Christian 

worldview, two students working on the AIDS floor watched a film called Longtime 

Companions. When I asked them about the film, they reported it was well done and 

powerful. They also stated that some Christian fundamentalists had picketed the film due 

to the topic and explicit approach the film took to homosexuality. The students were 

sensitive to and aware of the conflicts between some Christian groups and 

homosexuality, but elected to learn more through their experience on the AIDS unit and 

through the documentary film. Caring for AIDS patients and conquering their fear of the 

disease, however, remained difficult for them. 

Working with AIDS patients in general was a challenge in caring to students. Almost 

every student in this study, without prompting, brought up the topic of AIDS when 

discussing caring. Even if their personal experience with AIDS patients was limited, it 

was powerful. 

In addition to AIDS patients and homosexuality, respect for the individual religious 

preferences of patients was a challenge for some students. The faculty member of the 

students in medical/ surgical nursing stated that this group of students was particularly 
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focused on spiritual issues. She had observed that several had expressed a desire to 

witness their Christian faith to their patients in inappropriate ways. In the following 

quote, she described the ways in which she attempted to stop the evangelizing: 

Well, there were some things that made me nervous. The roommate of my 
student's patient was very depressed, and the student talked with her, 
and the patient did not want to live. The student's response was "You 
should want to live! Jesus loves you!". Sort of wanting to witness, but it 
wasn't in a way that was helpful. So it needed direction. That instance 
was in my laboratory group and another instructor had an Instance in her 
group where the spirituality part was not being used appropriately. So we 
got together in a post-conference. We talked about spirituality and how to 
direct your caring and how to direct things spiritually but keeping things 
neutral in terms of letting people define their own spirituality and not 
pushing our beliefs on them. We look for what is appropriate for where 
they are spiritually and make interventions for where the patient is. 

Students were consistently encouraged to collect spiritual data about their patients 

and assess the patient to determine if he or she was experiencing spiritual distress. In 

the course syllabus from the first quarter of the sophomore year, students were given a 

guide to use in assessing spiritual needs of patients. Specific questions from the guide 

were 

1. How long have you been sick? Hospitalized? 
2. How has this illness affected your life? Family? Situation? 
3. Do you subscribe to any particular philosophy of I life? Any church or religious group? 
4. How, if at all, has this illness affected what you believe? 
5. When ill, people need more help than they ordinarily need. Whom do you turn to when you 

need help? Are they available now? 
6. When people are sick, they often talk about the meaning their life has had, or their goals in life. 

Have you thought of these things? 
7. What religious practices, if any, are Important to you? Have you experienced any difficulty in not 

being able to practice these now? 
8. How can we be of help? 

These questions attempt to avoid a biased Christian perspective to spirituality. StUdents 

also used their textbook (Carpenito, 1991, 1992) to develop guidelines on the provision 

of spiritually sensitive care. 

The students reported receiving a variety of messages about spiritual care from the 

clinical agencies. Some institutions do not formally acknowledge that spiritual care is a 
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dimension of nursing care. In some hospitals, for example, nursing assessments do not 

address patient spirituality, and protocols have not developed for the provision of 

spiritual care. Spiritual care in those settings was dependent upon the individual nurse 

and her approach to integrating spiritual caring into caring for his or her patients. 

Nurses occasionally misinterpreted their hospital policies related to spiritual care. In 

the following passage, the student reported that a staff nurse in a hospital advised her 

against asking patients spiritual questions, as the practice might be viewed as 

potentially discriminatory. Although this information was inaccurate, the student 

appeared troubled by the nurse's statement. 

At __ hospital, when I was a sophomore, I took care of a woman in her 
90s with stomach cancer who wanted to see a chaplain. The nurse said I 
wasn't allowed to ask spiritual questions of patients because it was 
discriminatory and the head nurse backed her up. We couldn't get 
pastoral help for her ... My question to her was how can you give 
wholistic care to patients if you ignore their spiritual needs? My faculty 
member didn't neglect me, she was just too busy. It is wrong to neglect 
spiritual needs ... what about if you were a Jewish man who couldn't get 
kosher food? It wouldn't be right ... In this hospital spirituality was not 
on any sheet of paper. In another hospital, there is a space on the admit 
sheet for spiritual! baptismal needs, and it is a routine question you ask 
parents. It opens a way to discuss the chaplaincy program. That is one of 
the things I have been looking at. When I eventually go to the job I am 
going to, what is their bereavement policy? What is their spirituality 
policy? Maybe it is something I can work on. I just don't know how I will 
be involved. People when they are faced with death or a crisis situation 
really turn to their faith if they have one. Some hospitals do not have 
formal bereavement policies and chaplain policies. Even if a nurse wants 
to give good spiritual care she does not have a lot of resources and 
support in terms of administration and helping her present good, ethical 
care. 

Occasionally, students reported overhearing staff nurses in their attempts to 

integrate a spiritual perspective into their interactions with patients. In other situations, 

the nurses missed patient cues about spiritual questions. In the following situation, a 

senior student described how she was affected as a sophomore when she observed a 

nurse who did not respond sensitively to the patient's spiritual questions. 



And even outside of Evangelical Nursing. One of the things that really 
enforced me in the spiritual aspect of a person is the quarter that I had at 
__ hospital on an orthopedic floor. I overheard a nurse talking to a 
patient, a male nurse, and he ... The patient was asking him "So what do 
you think about this God thing?". The nurse said, in all truth, I think it is a 
lot of baloney and people come to depend on it too much and I couldn't 
believe it. The sad thing is the patient was just saying "ohhh" [sadly]. He 
didn't go on to elaborate. It just kind of cut him short. I thought the real 
need this patient had was not met. I was really disappointed. 

Although students did not interact with staff nurses or faculty members who 
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encouraged an evangelical approach to spiritual care, a minority of sophomore students 

attempted to evangelize their patients. One student, for example, prior to the 

post-conference referred to above, told me she went back to see her elderly, depressed 

non-Christian patient In the evenings with her boyfriend. These visits were designed to 

discuss Christianity from an evangelical perspective to her patient who was "into 

transcendental meditation and stuff". She viewed her patient, an elderly man who was 

anticipating nursing home placement and coping with a recent amputation of his leg, as 

lonely, sad, and without hope. The way in which she wanted to care for him was through 

changing his spiritual worldview. 

Other students reported they were uncomfortable asking any questions of a spiritual 

nature or assuming they had the right to share their perspective, particularly if the 

patient was not conscious. In the following two examples, two students talked about 

how they handled attempting to provide spiritually sensitive care in a respectful way to 

comatose patients: 

I have sung to a few patients. One patient was an AIDS patient who was 
dying. When I came into report that morning, the first morning I took care 
of him, in report they said his blood pressure was 50 over zero so I 
thought he will die any time but it went up and I was giving him his bath. 
His sister had been in there, but she had left because he didn't want her 
in there when any of that was going on. That was his desire, so she left 
and he was ... He wasn't oriented or anything. He just laid there with his 
eyes shut, but I knew he could hear me. I knew it. We have been taught 
the last sense to go is hearing, sometimes even after the heart stops. I 
thought of that and I couldn't ... especially because he had AIDS ... I 



don't know why that was so different for me, but it was and it made it 
even sadder. And so I could not give him a bath in peace and quiet. So I 
told him "I can't give you a bath in peace and quiet and I really want to 
sing to you and I hope it is O.K.". And then I just sang ... Precious Lord, 
Amazing Grace, all these things. And I asked myself, why am I doing this? 
What good did it really do? But someone told me you never know what 
goes on in that person's head or what they thought of and you never 
know what effect you had on them. My Christianity does not come up 
automatically when I am talking to someone, but if they are unconscious I 
automatically think of singing because it is something I like to do. It is my 
Christianity; it is totally who I am. Singing and a Christian at the same 
time. 

The second student was observed the day she cared for a comatose 60 year old 
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woman dying of breast cancer. This patient had photographs of herself as a beautiful 

healthy woman, photographs of her children and grandchildren, and cards, many with 

Christian symbols, taped on the walls in her room. Flowers were on the window sill. 

There were no family members or friends of the patient present this particular day. The 

student talked to the patient about the flowers, the day, and what she was doing as she 

bathed her. The student was anxious, tearful, and very afraid in this situation. Since the 

patient had physical evidence of a Christian belief in her room, I later asked the student 

if she had considered praying with her. The student responded 

No. It crossed my mind in what I can do for her, but everyone's 
Christianity is so different. If someone is willing to talk to me about it, I 
am more than willing to share and hear what they have dealt with and 
how they feel. I have had three or so patients this happened with, and I 
have been supportive. But with her, I didn't feel I could. 

Other students, faced with the task of writing care plans that demonstrated a 

sensitivity to spirituality, reported tensions were present if they sensed their patient did 

not want to engage in a spiritual discussion. In one such instance, the student did 

continue to probe and ask questions, but felt badly about the discussion later. She 

reported her view was "paper-schmaper; I'm not asking those questions again". 
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To summarize, the above examples illustrate the ways in which sophomore students 

faced the tensions associated with caring, respect, and individual differences, 

particularly in a Christian context. The most challenging patients for sophomore 

students to develop respectful caring relationships with were those with different 

religious backgrounds or homosexuals. In their interactions with others in the clinical 

settings, students picked up cues from patients regarding what was appropriate to 

discuss and observed nurses providing care to patients that they either admired or 

found disrespectful or insensitive. Faculty members intervened with conferences and 

discussions to encourage students to respect the rights of patients to alternative 

spiritual perspectives. Students reported it was helpful, in offering respectful care, to (a) 

allow the patient to lead the conversation (b) acknowledge and work through their own 

issues related to faith and nursing, and (c) read, talk to others, and watch videos to 

explore their personal issues. They also attempted to talk openly to patients about not 

wanting to offend them. They tried not to force topics of discussion onto patients. 

Through these actions, students analyzed their own beliefs and conflicts and the role 

these beliefs had in the development of respectful, caring relationships. They also 

learned cognitively and in a structured way that an evangelical nursing program is not 

designed to assist students to evangelize patients. Rather, students are encouraged to 

be sensitive to the vital spiritual aspect of each individual without attempting to overtly 

or covertly evangelize patients. 

Caring for others in a way characterized by respect included not only respecting 

individual differences and complexity in wholeness, but also respect for the rights of 

patients. Patient rights included the right to know, right to privacy, right and 

responsibility to remain as independent as possible, and right to refuse or accept 
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treatment. Students also discussed the tension in respecting individual rights while at 

the same time placing patients in physical restraints. 

The importance of the patients' right to physical privacy was discussed in the 

classroom setting and supported in the clinical settings. During the skills laboratory 

session on urinary catheterization, for example, the class began with a demonstration on 

a fully clothed student volunteer in a bed at the front of the class. The first step was to 

assure the patient was carefully draped to protect his or her privacy during this 

procedure. Clinical Instructors continued to respect the needs of patients for privacy 

while in the hospital by closing the drapes around patient beds during procedures and 

injections. While bathing patients, students consistently closed the door to the patient's 

room and drew the curtain around the bed. Staff nurses also provided physical privacy 

for the patients. One semicomatose patient helped a student to see that even with 

limited awareness, privacy was Important to her: 

Like with her bed bath , I was working with her and when a male nurse 
came in, you could see her try to cover herself. It was obvious to me she 
was trying to do the best she COUld. That is a real difficult thing when you 
have the power over someone and I want to give that power back. 

This student also reported the patient's family had specifically requested that the patient 

was to have pajama bottoms on at all times, a request that was honored by staff and 

student. 

Not all patients were concerned about personal privacy. One senior student reported 

she was shocked at the way in which some patients apparently did not care if their 

modesty was protected and the bluntness with which they disclosed personal 

information. 

Like I am amazed with how quickly people rip off their clothes for me. It 
doesn't matter who they are. I say "Why don't you get in the shower?". I 
wrap up their heplock [IV] and they just start ripping off their clothes. 
Like just this week, I was talking with a patient and she just goes "I am a 
lesbian, you know". I just go "oh". 
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In addition to privacy, students were reminded in classroom and clinical settings to 

promote the patients' right to independence. In one example, a student was rather 

abruptly reminded by a hospital staff nurse of the importance of maintaining the 

independence of patients. The student had started to feed her elderly blind patient her 

breakfast when the incident occurred. 

My patient was legally blind and it was important to teach this patient 
how to function. When she had breakfast, I am the kind of person, and 
this is going to get me into trouble later, I will go in and help them with 
everything I can possibly do. But I need to start to let patients do things 
on their own. It Is a natural thing for me to want to do things for them that 
I don't need to do. This particular nurse, I went in there to the patient and 
I was just basically going to give her all her food. [The nurse] came up 
and slapped my hand and I thought "What was that for?". I stood back 
and watched what she was doing and she started telling my patient "your 
butter is at 11 :00 and your fork is at 2:00 and she went around the whole 
plate saying where everything was on the clock system. At first when she 
slapped my hand I went "what are you doing?" [laughs]. I actually have a 
lot of respect for her, and she probably helped me more than any of the 
other nurses did. She went out of her way to teach me what was probably 
common sense. 

There were other instances in which students were reminded that independence for 

the patient is both a right and a patient responsibility. Some students initially wanted to 

pick patients up, for example, rather than help them walk. They were reminded in these 

situations that the goal was for the patient to walk out of the hospital. It was difficult, 

particularly at first, for some students to manage the tension associated with the 

patient's right to say no to an intervention necessary for their optimal recovery. One 

example is the situation in which the student is told to get the patient out of bed for a 

variety of sound medical and psychological reasons, and the patient says "NO". In these 

conditions, students, after observing staff nurses and hearing of their responsibilities 

from faculty members, adopted the strategies of slowly and gently convincing patients 

over time. For example, 

ME: Have you had patients say "Please don't make me get out of bed"? 



SN: Everyone gets used to that. I think everyone in the whole class at first fell for that line 
[laughs]. I don't think anyone in our class talked about it. We don't fall for it but 
we aren't as hard to it as some of the regular nurses. They say "Well, you just 
have to do it". We take the time to talk them into it because we don't have tons of 
patients to take care of, so we have the time to slowly talk them into it. "If you get 
up and walk now, you won't have to do it later". We talk them into it. 

Sophomore students often became Involved with patient rights to privacy and 
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independence and respect for these rights. Less often they reported being involved with 

advocating for patient rights to know or rights to types of treatment. This may be due, in 

part, to their limited exposure to what Information the patient might have wanted or 

needed to know. One student, however, was deeply concerned about the patient's rights 

to know and make decisions. Although she was unsure what was right and frustrated by 

this limited knowledge base, she viewed her patient's rights as repeatedly violated and 

considered leaving nursing school for this reason. In this passage she describes an 

instance in which her patient's rights, she thought, were violated: 

Then this week, my patient was completely oriented and she was oider 
and very afraid. If you touched her, she would scream. The nurses and 
doctors weren't in there enough to listen, and I would tell them that, and 
they gave her drugs. She fell asleep then with the phone to her ear after 
they were done, and she tried to use my shirt as a napkin. I can't. It 
doesn't sit right with me. It makes me feel awful. What if I had that 
happen to me? I sit there and pray. I don't see it. The doctor comes in 
and only spends five minutes with her. I told him the day before she had 
seen a spider in mid-air over her bed. I told her "No, it is just a star on 
your trapeze you see, there is nothing there". She said no, there was a 
big black spider. I told the doctor, and he said she was probably an 
alcoholic going into D.T.'s and ordered ativan. WITHOUT EVEN TALKING 
TO HER ABOUT IT! Like how can you prescribe a medication like that 
without even asking her or her family? It's a narcotic. I asked __ 
[instructor] about that and she said he may know other things about her. 
I just don't agree with that. It's almost like the nurses on the floor didn't 
want to work so hard so they drugged her. I was upset. They should ask 
her, not just do it. 

In contrast, another student in the clinical setting described a situation in which a 

physician was sensitive to and honored the wishes and rights of a dying man to receive 

aggressive medical treatment. In this case, the student was not aware that the patient 
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had requested such treatment, and she felt that perhaps "they" should not be giving the 

medications to him as he was dying. It apparently did not occur to the student that sIre. 

was the individual administering the drugs, and that she might have taken that 

opportunity to further assess the individual's desires and attempt to maintain or preserve 

his rights. In the situation, she ultimately was pleased that the patient's wishes were 

upheld, but her own role as an advocate was a passive role. In the following student 

description, she also described the social support she received from her faculty member 

when the patient died. 

They were giving him all these medications, even the day he was dying. 
And they knew he was going to die. I came in to listen to his heart and 
could not even hear it because his lungs were so horrible. My instructor 
took me out of the room and said __ [student name], the patient is 
very sick and he is going to die. So she kind of prepared me, but I didn't 
really think about it. So then I went in later to give him a med and he just 
died. So I went out and told her he just died. She just listened to me and 
she hugged me and told me it was going to be OK, and it was probably 
the hardest thing the first time and what all you might go through and she 
would be there day and night If I wanted to call and really supportive. And 
one thing she said was she wished we did not have to give him all those 
medications so we could just care for him. But we found out later it was 
what he wanted, and so we felt good about what we did because it was 
what he wanted. Preserving his choice. 

Several senior nursing students reported that they had been Involved In advocating 

for the rights of patients on medical/surgical units where they were employed. One 

student described several instances in which she served as an advocate for a patient 

after she had seen the advocating behaviors role-modeled by the staff nurse. She also 

described the constraints within the hospital system and the hierarchical health care 

delivery system that Interfere with the nurses' ability to care in a manner that upholds 

patient rights. This student vacillated between "doing what she had to do" in the system 

and confronting behaviors that do not respect the rights of patients. Negotiating this 

tension led her to feel guilty and frustrated. 



A lot of times with patients who have lost their verbal skills, you feel very 
guilty about what you are doing. I feel guilty flipping patients back and 
forth and putting diapers on them. I feel guilty for forcing medications, 
you know .... I feel guilty and I get mad, too. I get mad about what 
doctors make us do. Sometimes, I think that if a patient can communicate 
with me by nonverbal means that he doesn't want that NG tube down 
him, that's his right, as far as I am concerned. I don't appreciate a doctor 
telling me to develop a creative means to keep the patient from pulling it 
back out. And I DON'T appreciate having to tie a patient down [angrily]. 
But you do what you have to do. You know, what are you supposed to 
do? If the family is involved, I have been in positions where we have been 
advocates, though. We had one little old lady who had CHF [congestive 
heart failure], and we were pumping her full of fluids and whatnot. And 
she was dying. SHE WAS DYING. And this resident wanted to take this 
lady down to x-ray to see if fluid was building up in her lungs or not. And 
we said, stop the IV, if that is what you think. She's dying. And finally, the 
nurses on my floor are really good about talking about it. You just finally 
say to the resident "Do you realize this woman is dying?". He said "yes, 
but we still need to see if there is fluid in her lungs". We were an advocate 
with the family. The family said we don't want this, and we said "GOOD-
we are going to call the doctor right now". They did a portable [x-ray], 
but stili, I don't think as a student I ever would have done that. No way 
would I have ever done that. Now I have seen it role-modeled and I would 
do it, but before, no way. You don't feel established enough in the 
hospital, for one thing. You don't feel established enough with the nurses 
you are working with. They have to develop a level of trust in your skills, 
too. I have been able to do it now. 
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Another student also described a situation in which she had observed staff nurses on 

a medical unit interacting with patients, but this time the nurse role-modeled behaviors 

that the student found disrespectful. In this case, the student did not feel she was in a 

position to more actively advocate for a family whose loved one died. The student 

reported the nurse was competent but insensitive, and the patient's rights to respectful 

care were violated. In the following passage, she described the way in which a nurse 

knowledgeable but abruptly handled providing postmortem care and her own reaction to 

facing death. 

I went in a few minutes later to get something, and I knew something is 
wrong with this patient. You can tell when you walk into the room that 
something is wrong. I went over and took her pulse and blood pressure 
and nothing. I am like, I was just in here ten minutes ago. It was the 
weirdest feeling to walk into the room and know they had just died. I just 
thanked God that it didn't take her forever to die. She died fast, basically, 



so that was a comfort when her husband came in. She died fast and it 
was not a hard death. So that was really hard to walk in and see the 
husband with his wife and tears coming down, and it is just like your 
natural response to just cry, too. And to know it is O.K. I went to find the 
nurse I was working with, and said "could you come double-check this 
patient with me?". She was a no-code, so there was no large hurry as far 
as getting a code called. They were kind of used to people dying on this 
floor. I don't know if it was that, but they really didn't show any great 
empathy for someone who had just died, as far as respect. Wanting to 
get her cleaned up to present to the family. The secretary almost had 
more respect as far as do you want me to call so and so? Should I call da 
da da? Really quietly and in a somber manner. The nurses working with 
her [briskly] just walked right in and started taking care of things while 
the husband was still there. I just stood out in the hall and thought "I am 
not going to go in there and have two people doing this". To me, just to 
let them alone for awhile was my natural response. I never went to the 
nurse and asked her about how she responded, I just didn't feel 
comfortable asking her about what she did. 
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The student continued on with her story, talking about how the nurse did show evidence 

of caring through providing the physical care. 

We went in later and got her ready to go to the morgue. She [the nurse] 
made all the phone calls. She asked me if I wanted to, and I said "No, I 
will just watch on this one". It was the absolute No Thank You .... We 
did work on the body, but my preference would have been to walt longer 
as far as going in and pulling out the I. V. stuff because the husband was 
there faster than we could get in there and pull it out. Yes, you want to 
make the bodies as real as possible, and get rid of the extra stuff, but it 
was not right to do it when they were grieving. We put tags on her hand 
and leg, not her forehead. The nurse was pretty good when we were just 
working by ourselves as far as saying the different kinds of things you do 
if there will be a funeral and a showing. To make the body more 
presentable, you make sure the chin is up before it sets, and when you 
pull the I.V. out you put on a hotpack to decrease bruising. In that aspect 
she was very caring after the husband left, to make the body more 
presentable ... wash their face one last time. 

Other students talked about the tensions between respecting the rights of patients 

and the placement of physical restraints on patients. Several mentioned that if the 

restraint served to help the patient cope with normal activities of the day, they were less 

offensive. In the following passage the student described the tensions related to 

restraints. 
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I've had a couple of people talk to me about restraints. One said there is 
just no excuse for having someone in restraints and another gal who 
works in a rest home said we posey people [place in chest restraints] all 
the time. That's the only way you can do it to get through the day. I'm not 
sure what my feelings are. I haven't had a patient I had to make that 
decision with. We had a patient Tuesday. He wasn't my patient, I was just 
running in his room. He was poseyed because it was helping him sit up. 
He was at a point he couldn't sit up straight, and it was helping him sit up 
straight. In that case, I was really for it because it looked like it was really 
helping him. 

In the medical/surgical rotation, students became more sensitized to the complex, 

wholistic nature of people, faced caring for others whose lifestyles they did not approve 

of, learned the appropriate and inappropriate ways to show their faith to others, and 

faced the complexity of patient individual rights and the extent to which they are upheld 

or diminished in health care systems. They began to process these issues, and the 

processing continued on, in a somewhat different context, in their junior year in 

maternity health nursing. 

Maternity Nursing 

Students in maternity nursing also discussed respect for patients as an important 

dimension in caring as a nurse. The most central issues related to respect in this clinical 

rotation appeared to focus on respecting individual rights and individual differences. In 

this section, respect for patients in maternity health is described and compared to the 

nursing care of adult patients in medical/surgical settings. 

The weekly written care plans that students developed in maternity health did not 

have a wholistic perspective. The assessment data in the care plans described primarily 

physiologic data, and did not include data from the other dimensions of the individual. 

On the weekly care plans students gave to me for reView, they had collectively listed 28 

nursing diagnoses for their patients. Of these, 25 related to the patient's physiologic 

dimension. One student-generated nursing diagnosis related to the psychological 
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dimension, and one to the social dimension. Students did not give me copies of their 

final nursing care plan of the quarter, a careplan that specifically was designed to 

capture a wholistic perspective. 

The form students used to develop their weekly care plans elicited primarily 

physiologic data. Students were to list the mother's prenatal concerns, general health 

history, vital signs, medications, and teaching/learning needs. On the infant worksheet, 

students recorded how the infant was fed (breast or bottle), a physical assessment, a 

comment on parental interactions with the infant, and nursing diagnosis generated for 

the baby. Nursing goals, interventions, and evaluation followed. There was space on the 

form for the student to respond to questions the instructor had asked him or her, and 

space for questions to the instructor. There was no space designated for the student to 

include data from the five other dimensions of the individual proposed in the curriculum 

model. 

The impression was, however, that although the weekly careplans did not structurally 

highlight a wholistic approach to assessment of the patient, the instructor consistently 

modeled a wholistic approach to patient care. In the following story, taken from field 

notes, the faculty member and the staff nurses attempted to address the 

multidimensional needs of a new mother. 

4/25/91 One patient was admitted with nausea, vomiting, and lower quadrant pain for two 
days. She had a ruptured appendix, had surgery, and was not healing well. The 
woman's labor was induced, and the infant was delivered vaginally. The students, 
awestruck, tall<ed about infection, the effects on the baby, the temperature of the 
Mom, and the antibiotics that were administered 

5/24/91 Mother who delivered infant with recent appendectomy is depressed. She is still 
hospitalized because her wound is not healing. Today is her fourth wedding 
anniversary, and she wanted to be at home. Someone had an idea [a staff 
nurse?] to take her out in a wheelchair because it is a beautiful day, but they 
cannot reach the M.D. to get his OK They don't go. The nursing instructor 
arranged to have an anniversary cake brought up from dietary and arranged for 
the nursing staff to babysit to give the parents some uninterrupted, private time 
alone. 
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Both the staff nurses and the faculty member, in this situation, attempted to make 

the woman more hopeful and raise her spirits. They did this by attending to her 

physiologic needs as well as her social and spiritual needs. Consideration of this 

interaction also, as an aside, brings up two other points. First, it is another example of a 

"pampering, nurturing" environment in maternity nursing with a cake celebration. 

Second, the students had exposure to the reality that nurses often cannot make an 

independent decision to take a hospitalized patient out for a walk. This is an example of 

one way in which the role of nurse as patient advocate is limited within the structural, 

hierarchical environment of the hospital. 

Students were encouraged to think of the family as the patient in maternity nursing. 

Both through the design of the patient rooms and in interactions with nurses, family 

members and significant others were welcomed into patient rooms. Based on a 

rooming-in concept, each room had ample space to allow a healthy Infant to remain with 

his or her mother. Additionally, the furniture in the patient rooms was conducive to rest 

for visitors. Nurses actively encouraged fathers to coach expectant mothers during 

labor, and participate in learning about Infant care. They also provided visitors with 

tylenol or coffee, as appropriate. The goal was to keep the family unit as physically and 

emotionally intact as much as possible. Students recognized that this was different than 

caring for adults on the medical/surgical hospital units. In the maternity setting, nurses 

cared for the needs of all members of the mother's social group. 

StUdents were asked about the way in which spirituality was or was not integrated 

into caring for maternity patients. They did not describe many spiritual Interactions with 

their patients in maternity health, and I did not observe any students praying with 

patients. Although the students did not pray as a group, occasionally a student was 

overheard asking another student to pray for her if she had a special need. In one 
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instance, for example, a student asked her peer to pray that her follow-through family 

would agree to have her attend the delivery of the infant. Some students reported 

spirituality was just not evident in maternity nursing, while others maintained it was 

there, even if the student could not pinpoint the manifestations. Here are two student 

perceptions of spiritual caring in maternity health: 

"No, spirituality is not included to the extent it was in other settings". She 
went on to describe a moving, violent situation that had a spiritual 
dimension in psychiatric nursing. 

Another student said 

SN: Faculty talk about it [spirituality]. It is brought up a lot. It is given as much importance 
as the other wholistic areas, almost. Sometimes I guess it is hard to apply it. 
Some people don't want to hear anything about it. 

ME: I haven't heard it much this quarter- what has happened when I am not around? 

SN: [Laughs] That's true. UUUmmm. I think it isn't discussed as much this quarter 
because we already pretty much know what their views are. I don't know. I guess 
it really hasn't been brought up a lot but people in transition [an active stage in 
labor] really don't care. From past experience, though, I know it makes a 
difference. I actually know people who say they have no pain with their delivery; 
people who are focused on God and have prayed throughout their pregnancy. I 
have only had one patient [in this rotation] speak of praying. I don't think we are 
here long enough to get a picture of that. 

Spirituality was expressed in other ways. The faculty member, for example, initiated 

multiple dialogues in post-conferences that challenged the students to consider moral 

and ethical issues related to maternal health. In one such discussion, students debated 

if waiters and waitresses should refuse to serve liquor to pregnant women. As moral and 

ethical issues were discussed, faculty members assisted the students to consider 

alternative Viewpoints. When the class talked about unwanted pregnancies, for example, 

representatives of groups that were both pro-choice and anti-abortion addressed the 

students and student opinions were respected. A student description of this class 

follows. 



The instructor invited both planned parenthood and crisis pregnancy 
center to come talk to our class on the same day. They didn't speak at 
the same time and they didn't have to hear each other. It was interesting. 
The next week, after we had some time to think about it, some of us were 
on one side of the issue and some were on the other and some rode 
down the middle. It was all O.K.-- we listened to each other. We talked 
about the family a lot in maternity, spiritual things in psych, and technical 
things as sophomores. 

Although ethical issues were frequently discussed, there were few discussions 

218 

overheard or reported that had a distinctive Christian perspective. Personal dialogues 

between the faculty member and students may have taken place in more private 

circumstances. The students and faculty member individually offered eloquent 

descriptions of their integration of Christianity and faith during the interviews. Several 

students expressed what their faith meant to them as nurses: 

I came to nursing mainly because that is how I grew up. Caring for 
people, but not necessarily pushing Christianity .... Christianity, is not 
doing good works that makes you a good Christian. It is like caring for 
people is what Jesus did. That is more what his ministry was. More than 
anything else, caring for people. For that, people were able to see Him 
for what He was, salvation. He presented it in a caring role and a 
compassionate role. I guess that is what I want to do. I could go out and 
stand on a street corner somewhere [laughs] and preach Christianity, but 
I do it because I show my Christianity through my caring and 
compassion. People should say "I can see something different about that 
nurse". 

Another student stated 

I have seen nurses apparently give no thought to the spirit but it is totally 
foreign to me. You can pray for your patients, even pray with them if they 
want that. I don't want to feel like this one needs salvation or this one 
needs God and so I lead them into a born-again experience. Rather, 
whatever door God opens for me as a nurse, I almost always come away 
feeling like I am the one ministered to. 

The following quote from the instructor may provide some images of the way caring, 

Christianity, and nursing were viewed through her eyes and implemented as a teacher. 

This quote also describes the kinds of situations that occur in which she does initiate a 

dialogue about the topic of spirituality, judgmentalism, and nursing. 



In maternity, a good deal of judgmental ism comes around abortion. I 
have had students who, I didn't know It at the time, and they wouldn't tell 
me because they know my position, when they made their own 
assignments they would not take women who have had elective 
abortions. They prided themselves in not taking care of women "like that". 
I still see judgment about women who have had abortions-- the more 
abortions they have had the more they judge them. I would say we see 
one in four women who have had elective terminations of pregnancy at 
some time. So it Is on the records and students have to look at it and deal 
with it. They sort of allow the woman one but if she has had two she Is a 
bad person somehow. If I pick up on that we talk about it because I think 
they have to look at the reason that women get stuck with a second 
unintended pregnancy Is almost the same reason they got caught with 
the first one. It was sort of going with some sort of flow where you didn't 
imagine it would happen In that situation. It is not a planned immoral act. 

She continued to talk about issues of judgmentalism: 

The Christian thing is they [students] come in with their very strong right 
to life values from their Christian background and heritage. I just try to 
get them to look and listen to real women and real women's stories. This 
quarter is sometimes the first time they get an opportunity to talk to and 
see women and hear them and begin to comprehend why they make the 
decisions they make. I think as nurses we can't do anything different. I 
also, If it comes up, it hasn't come up lately and I don't address it the way 
I used to-- often times I say if they don't want to work with patients for 
whom they feel morally strong things about they are personally morally 
responsible for arranging their assignment so they don't because it is not 
fair to the patient. My other side of it is that Christian nursing is very 
much like Christ related to people. You take people right where they are 
and you care about them as a person. Out of that caring, if there are 
lifestyle changes that are necessary, they will come best out of the 
context of caring for them as a person and for them spiritually, 
emotionally, and their physical well-being. When you express that kind of 
caring to someone else, they can begin to reflect if you care that much 
about if I am screwing up myself or my body, maybe I ought to care. So 
the caring is there and it must be nonjudgmental. 

The students appeared willing and generally able to "accept people where they 
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were". None of the students in this clinical group, for example, described struggling with 

tensions related to abortions or judgmentalism, and none of the students were observed 

refusing to care for women who had experienced abortions. Neither did I hear students 

offer disparaging remarks about unwed mothers, unconventional family relationships, or 

women who conceived as a result of a rape. The following story serves to illustrate this 
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point. It describes a complex, interracial family in which a young woman was delivering 

a baby following a rape. In this instance, the student was perplexed with the family, 

excited about the birth, concerned about the woman's extensive vaginal tears and her 

ability to recover, and sad that the family left the mother "too soon", three hours after the 

delivery. She did not discuss the rape or appear to judge the family's 60's appearance 

and racial mixing, but was rather astounded at the role a nurse can play when 

necessary, with or without tears. From the field notes 

4/12/91 I entered the unit today and the instructor was running past the 
nurses' station and called out "All hell is breaking loose". A nursing 
student was assigned to a 19 year old unmarried patient on welfare who 
was about to deliver her infant. Many family members were present, some 
black and others white. A medical student was in attendance but the 
attending physician was not. Perhaps because the medical student was 
not legally allowed to deliver infants, or perhaps because she was just 
too frightened, the medical student ran out of the room to find the doctor 
as the birth became imminent. The nursing instructor called out "Hey ... 
she is going to dellver-- Don't leave now!". The student, however, did 
leave. She ran a loop around the unit looking for the doctor, and, failing 
to find him, passed the patient's room again and kept running right off the 
unit. It was the staff nurse that moments later delivered a healthy seven 
pound girl. The patient sustained a number of significant lacerations to 
her vagina, but the Infant and mother were stable and the baby was 
delivered safely. The nursing students, gathered around the outside of the 
door, were greatly amused that the medical student should have such 
unmanageable stress. They reported feeling comforted that they were not 
alone in this experience of fear. 

Later in the shift, the nursing student was observed standing next to the 
exhausted "step-grandfather" who is holding a bottle of formula with the 
student showing him how to burp the baby. The look on the student's 
face was not unlike the look on the face of a student observed watching a 
woman dying. The student was transfixed. During this time, the staff 
nurse and instructor were with the mother inserting a urinary catheter. 
Crying was heard through the door. When the instructor came out, she 
recommended the "Grandpa" go back in, and encouraged him to "Give 
the Mom a chance to hold the baby. She worked so hard, and she needs 
a reward". 

The mother's aunts, boyfriend, mother, half-sister, and various others left 
the hospital shortly thereafter. The student, with the help of the faculty 
member, administered medication into the infant's eyes and gave a 
vitamin K injection to the baby. The student asked repeatedly "Will she 
[the patient] ever be the same again?". This was the first birth the student 



had observed, and she had not herself experienced birth. The student 
also expressed that she would want her family there longer after the birth. 
She told the instructor that she was wondering if the patient, a year 
younger than herself, was scared. The instructor asked "Of what?" and 
the student responded "I don't know, just scared". I did not hear the 
student ask the patient that same question. 

Later in post-conference, the instructor asked "What did you learn about 
OB nursing today?" to the student. The student responded "It can be high 
stress". Instructor: "You also learned that nurses have to be ready to 
catch a baby and not drop it. It is better if the baby is not delivered over 
the floor so it won't be dropped on the floor". She continued to show the 
students how to slow down an imminent delivery. "Have the woman put 
her head back and pant when she wants to bear down to push the baby 
out after the head has been delivered. Try it-- you can't bear down and 
pant too. Try it the next time you have a bowel movement-- you will be 
constipated for a week! [laughing]". 

The student also says she "Just wanted to cry" at the birth. She said this 
was first because the mother was crying in pain and then later at the 
excitement of the delivery. The instructor asked her to describe why she 
didn't cry. Student: "No one else did. All the other nurses were running 
around doing things and I thought it would be unprofessional". Instructor: 
"Well, true. If you have immediate responsibilities as a nurse, it's not a 
good idea to stand around crying. But when you don't, it is acceptable to 
cry in the sight of joy or suffering. It depends on the circumstance". 
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As mentioned earlier, the majority of students in the study discussed the difficulties 

associated with working with AIDS patients. In this setting, with patients in the 

childbearing years who were delivering infants, homosexuality did not appear to be an 

issue. Some of the students continued, as juniors, to discuss their difficulties in 

reconciling homosexuality with Christianity in general, but issues of homosexuality did 

not arise in this maternity nursing rotation. When the subject of AIDS did come up in 

maternity, it was usually when a student had breached protocol and directly exposed 

herself to blood. The instructor, when she observed such situations, reminded the 

students of the reality of AIDS. 

StUdents reported that it was important to serve as an advocate for the rights of 

laboring families and new parents. They reported it was important to protect patients 
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from unnecessary medically invasive procedures, too many visitors, and premature 

discharge from the hospital. They also stated it is important to honor the patient's rights 

to know about their delivery and the care needed by infants. This focus on a right to 

know directed many teaching interventions. One student described the way in which 

midwives and physicians answered the questions posed by patients: 

SN: I wish you had been there! There was such caring by that nurse midwife! That would 
have been funny; three of us in the room! 

ME: What did she do that was so caring? 

SN: She was so different from the doctor. He was so busy! There was not any time to ask 
any questions. He rushed in, asked a lot of questions, checked the fundus, and 
was gone. I guess he had to. But the midwife sat down with the patient, looked at 
her calmly, and asked if she had questions. Her patients came with lists of 
questions, and she had time to get them asked and answered. She [midwife] 
listened to them and taught them. 

During the clinical quarter, two deliveries were observed. One woman had a female 

physiCian deliver her baby, the other a nurse midwife. Both were happy, joyful, relatively 

uncomplicated births. It is not possible to draw definitive conclusions based on two 

observations, but several differences were noted in the relationships between the 

physician and the midwife as they interacted with their patients. 

4/24/91 It was 1 :00 when I joined the group. The Mother was dilated to 9 cm. and she was 
"pushing" until the baby was delivered at 2:45. In the room was the father, a staff 
nurse from a nursing registry, the medical student, and the nursing student. The 
nurse was moving about the room supporting the husband as he coached the 
mother, monitoring vital signs, cleaning up the mother's perineum, cooling her 
head with a washcloth, and encouraging the mother with comments like "you will 
have your baby soon". She was also closely monitoring the few ice chips the 
patient was allowed to have. The medical student was sitting on a stool next to 
the monitor, eyes half closed, often rubbing her eyes. The nurse reassured the 
patient "I will call the doctor when I see the baby's head". The physician stopped 
by to check on the progress of the patient sooner, however, and decided to wait 
for the delivery, expected to be in 15-20 minutes. 

The physician was an active labor coach. Where the nurse had been 
encouraging gently, the physician encouraged her with good nature to 
work even harder with comments such as "Show us what you can do" and 
"make me hurry to put my gloves on". A nurse readjusted a monitor on 
the mother's abdomen, with the seasoned physician telling the staff nurse 



"I freely admit you are better at that then I". The physician was calm, 
instructive, encouraging, and dida lot of teaching. She talked, in these 
final stages of labor, about how the patient would feel, when she, the 
doctor, would decide if an episiotomy was needed, when the patient 
would go home, and how the parents would know if the bilirubin [a 
laboratory value to assess the infant] was high. The doctor then left the 
room to place a telephone call. 

The patient requested anesthesia and the nurse called the 
anesthesiologist. When he arrived, he did not appear anxious to 
administer more medication into the epidural this late in the labor, but the 
mother was persistent and he gave her more medication without 
argument. He also supported the patient in her decision when the 
physician returned to the room, and was surprised more anesthesia had 
been given. The two doctors introduced themselves to each other over 
the patient and talked about if the patient was a "screamer or a cryer". 
The anesthesiologist said to the patient "You don't look like a screamer to 
me" and the husband stated "She cries". 

The monitor became unnerving as the baby's heart rate decreased during 
the end stages of labor and the student nurse intently watched the 
doctor's face for signs of alarm, but there were none. The doctor 
encouraged the medical and nursing students and I to come close to the 
foot of the bed for the delivery. It seems inadequate to say so simply that 
the infant was delivered-- a seven pound 10 ounce girl. The infant did not 
breathe immediately, and instead of placing her immediately on the 
mother's chest, as they often do, the doctor said they would "clean her 
up" first, and proceeded to have her suctioned and wait for her to 
breathe. It took some time to stabilize the baby, but when she was stable 
she was returned to the mother and father. 

The doctor, after the birth, asked the parents if they would like to take the 
placenta home to plant in the backyard. They said no. I don't remember 
or have in the field notes the way in which the physician said "good-bye". 
The nurse stayed to clean the room, complete the charting, and continue 
her assessments. 

Later, the student nurses' faculty member asked a staff nurse to save the 
placenta for her. The instructor then spent a portion of the clinical 
post-conference allowing and encouraging the students to touch and 
hold the placenta as they talked about its anatomy and function. Each 
student wore gloves, and they joked about making "placenta stew". 

At the end of the clinical day, the student nurse who had observed the 
delivery reported "I feel like I have been through my own labor and 
delivery". 
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To summarize this delivery experience, the nurse served as a manager of the patient 

and her room. She provided order, comfort, support, and teaching to the patient. She 

held the power to decide who would be called and honored the patient's request for pain 

relief. The medical student, nursing student, and I, that day, were passive observers. The 

physician expected to control decisions that would be made, including those about pain 

management, and gave information without the patient asking questions. The patient 

was not allowed to offer Input, for example, about when she would be discharged from 

the hospital. The physician was cheerful and appeared highly competent. She 

acknowledged the nurse's expertise, and maintained control over the labor and delivery. 

The following example contrasts this experience: 

During this birth, a nurse, nursing student, and an expectant mother and 
father were initially In the room when I requested and was granted 
permission to join them. It was 2:00 P.M. and she had been in labor for 
almost 24 hours. The mother appeared tired, but not exhausted. It was 
her first baby, and the only baby that had been born Into that family for 
many years. The mother was very controlled, quiet and calm. 

The nurse midwife entered the room and asked the patient how things 
were going. She was not the midwife the patient had been seeing 
prenatally, but she had been in earlier that day and introductions had 
been made. When the patient and nurse said "fine", the midwife asked the 
patient if she could go take a break; she had not had lunch yet. The 
patient said "sure" and the midwife said __ [nurse] is very good. The 
nurse asked the midwife where she could be found. The midwife stated in 
the staff lounge on the unit. Later in the afternoon, the patient asked the 
midwife if she was tired and she responded "No, I haven't been working 
hard like you have!". 

The staff nurse was a more active coach this time and the husband more 
reserved and quiet. He stayed close to his wife's head and played tapes 
of folk music for her and handed her oxygen. He did not coach or 
verbally encourage her. He appeared very uncomfortable with her 
suffering and pain. The student nurse was more active this time, offering 
and encouraging the patient to drink gatorade to "give her energy". 

A pushing bar was brought in, and when a contraction started, the patient 
was instructed to lean forward with the help of the nurse and the student, 
wrap her arms around the bar, and, squatting with legs wide, push. After 
several episodes of pushing, the tired woman asked what would happen if 
she stopped pushing. The nurse responded that the baby would still be 



born, but it would take a long, long time. The nurse encouraged the 
woman saying "each contraction gets you closer to the baby being born" 
and "If you want the baby soon, keep pushing!". The patient asked "But 
when will the baby be born?" and the nurse responded "when the baby 
decides it is time". The mother, glancing at the clock on the wall, 
mumbled "16,000 contractions from now!". 

During a contraction, the nurse and student leaned forward to the patient, 
physically supported her, talked to her gently, and gave encouragement. 
When the patient rested, they did, too. They took their eyes off her and 
sat back. The room became quiet and the woman's contractions 
decreased to one every seven minutes. When the patient asked why she 
was having fewer contractions, the nurse said "It is nature's way of giving 
you a break; enjoy it". 

The nurse midwife returned and asked "May I check your cervix?" The 
patient said yes. The midwife first looked at the readings from the 
external fetal monitor and then checked the woman's cervix. She then 
said "I am thinking about starting some pltocin. What do you think of 
that? Your contractions are so far apart and this is going on a long time 
for you". Patient: Willi climb the walls? Midwife: The contractions won't 
be any stronger, just more frequent. The patient asked her husband what 
he thought, and he abruptly said "Do it, you have suffered enough". The 
nurse went out of the room to gather equipment for the pitocln. 

In the medication room, the solution was prepared for the LV. and the 
R.N. showed the student how the LV. pump works, how to label the 
solution, and how to set the rate for the infusion. Another nurse stuck her 
head in asking "Who Is that for?" and the nursing student answered with 
the patient's room number. The R.N. explained further: "Her contractions 
have spaced out. I'm tired __ [name of a nurse] is better at getting 
patients to push than I am. ME: She sure Is a quiet patient. Nurse: She's 
great, Isn't she? 

Back in the room, the patient's contractions were increasing and the 
midwife decided against the LV. The nursing staff were changing shifts, 
and the day nurse came in to say "good-bye". She told the patient "I am 
leaving now, so I won't get to see your baby born. I will come in first 
thing tomorrow morning to see you and your baby". She hugged the 
mother and shook the father's hand. Mother responded with a grin saying 
"Thank you for everything. The jacuzzi was great". 

Another contraction began and the midwife helped the woman lean 
forward onto the pushing bar. She put her arms around the laboring 
woman's arms, her head against the woman's head, and whispered to her 
through the contraction "good job, good job, good good". Later, the 
midwife asked the patient if she would like an electrode on the baby's 
head to monitor the baby, and the mother said no. [The mother had an 
external monitor on her abdomen with the volume turned down]. 

225 



It was 4:00 P.M. when the next nurse came into the patient's room. She 
was encouraging the patient to assume different positions and even got 
down on the floor to demonstrate a "pelvic tilt", a procedure to allow the 
baby to drop faster. The patient observed attentively and tried to perform 
the maneuver with the next contraction, but experienced leg cramps. 
They returned to squatting at the push bar. The nurse said to the patient 
"You must get angry! Push that baby outl" and the husband responded 
"It would be the first time in her life". The R.N. began rubbing the 
woman's abdomen to stimulate contractions with the patient saying 
"Aye!!". With this, the baby kicked the mother and the nurse said "Your 
baby is saying good-bye". 

The midwife then recommended that the patient have an LV. for hydration 
and the equipment was again brought out of drawers. The nurses quickly 
and competently started an LV. in her left hand. The nurse asked the 
student to move to the other side of the patient while the LV. was 
inserted, which the student readily agreed to do. 

It was 4:15 when the baby's head first became visible. The patient was 
saying "my bum hurts", and the midwife got a pan of hot water and 
washclothes to place on the perineum during contractions to ease the 
pain. The patient responded "ohhh ... that feels good". A breeze also felt 
good and the nurse waved things in front of her to make a breeze and, 
after a good push said "What a strong __ [her name] you are!". 

At 4:40, with the music off, the tension mounted. Intubation equipment 
and a baby scale were brought outside the room and the Mother 
continued to ask "How soon? How soon?". The nurse moved away from 
the patient's perineum to allow the nurse midwife to deliver the baby. 
With the student and the nurse holding and supporting the woman's legs, 
and after a good push, the husband finally saw the baby's head and the 
nurse said "hello, baby!!". A resus nurse was called [one that resuscitates 
the baby, if needed] and a pediatrician called to "walk down". 

It was 5:02 when the healthy 8 pound 5 ounce boy was born and the 
mother said with amazement "It's a baby! I don't believe it" and the baby 
started to cry. The husband was given the equipment to cut the infant's 
umbilical cord, something they appeared to have discussed earlier. 

Immediately thereafter, as the placenta was delivered, the midwife said 
she thought the placenta may have separated from the umbilical cord and 
that she wanted the doctor now to deliver the placenta. The patient 
appeared to be bleeding more than the first delivery I observed, and the 
nursery "resus" nurse left rapidly, telling the labor nurse to watch the 
baby. A page was next heard Dr. __ , stat to room __ [the room we 
were in]. Meanwhile, the midwife had the patient push the placenta out 
and it was delivered. When the physician arrived, rushing In, he was 
aggravated at the false alarm. In front of the patient he said to the 
midwife "Stat means ... " but the midwife Interrupted him, saying "I know. 
I didn't mean it". 
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The baby was cleaned off and placed, skin to skin, on the mother's 
abdomen. The Mother asked the APGAR scores [a scale for rating how 
quickly infants adapt after birth] and the midwife told her 9 and 9; good 
scores. Mom asked if the infant had five fingers on each hand and she 
was reassured. Mother was repositioned, ice was placed on her perineum 
and the midwife said "No tears, you did good". 

Before she left, the midwife went to the new mother, hugged her, and 
said, laughing "When will we do this again?". She was hugged back. The 
midwife hugged the Dad, too, and said she would be back later when 
things settled down. She had two other patients in labor. 

The nurse left the patient without saying good-bye to her and told the 
student to "chart the recovery note-- the story of your life". The nursing 
student gave her a blank look and the nurse quickly reviewed what to 
include and left. 

Later the R.N. apologized to the midwife for having called "stat". 
"Sometimes they take forever, though" she continued. The midwife did 
not say anything. An hour later I observed the midwife and physician 
talking about the unusual anatomy of the placenta that had been 
delivered. Apparently, the umbilical cord joined the placenta at an 
unexpected location. The dialogue between them appeared friendly. 

As we left, the father was leaving to call their families about the new 
infant. The evening nurse entered the room, looked at the mother, and 
commented on the baby saying "What a strong boy you have! His eyes 
are open". She smiled at the mother, introduced herself she said "I will 
take care of you tonight". Only then did she proceed to check the 
patient's I.V. bag and solution. 

In an analysis of this birth, as compared to the first one described, certain 

differences are evident. First is the shift in the demonstration of power between the 

227 

nurse midwife and the patient. The midwife asked the patient if she wanted medication to 

increase the contractions, if she wanted electrodes on the infant's head, and even if she 

could take a break. She did not unilaterally decide what procedures would be 

implemented and she allowed the patient to ask questions. The midwife respected the 

patient's rights to make selected health care decisions. When one allows as much power 

as possible to remain with the patient, respect is demonstrated for them as individuals. 
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Also related to power within a hierarchical system, the midwife was in a position in 

which the physician apparently could publicly reprimand her if he perceived poor 

judgment on her part. The staff nurse did not admit to him that she was responsible for 

the "stat" page, and the midwife protected her. Within this complex stratified system, 

protecting, blaming, and hidden decision-making take place. 

A final point may be drawn from the above situations. Nurses and midwives model 

for students that hugging patients in joy [relief?] is appropriate. As is discussed in the 

boundaries section of the results, this is one of the messages students get as they learn 

to determine physical boundaries with their patients. In observing the midwife and 

physician during the labor experiences with their patients, clearly the nurse midwife was 

physically closer. Not only was she present longer, she cleaned her patient, whispered 

encouragement to her, and rested her head against the patient's. This image was not 

unlike one on a poster on the maternity unit. In this poster, a midwife is embracing a 

smiling, mussed up, but elated mother. The caption reads: 

Nurses: We speak with our eyes, teach with our hands, and comfort with 
our presence. Eunice K. Ernst, CNM, MPH 

Krysl (1989), in her book Midwife and Other poems on Caring, wrote about the 

experience of birth in the poem "The Birthing Room" (p. 38-39). In this poem, she 

captured much of the flavor of the birth experience and provided evidence that leaning, 

touching, waiting, and crooning are present in caring for a woman in labor. 

It's like stepping into a slow 

elevator. You feel the pressure beginning to climb, 
lifting the scale, the scissors, the basins, the clamps, 
the light, the air and the white mound 
of the mother, that muscle pulsing at the center 

of the room. You have come into a room 
that is riSing, and you are round and lifting 
off the round earth, flying a little, as you were 
meant to, hovering over this sphere- labor-
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You seem one with the nurse measuring the opening, 
with the mother's sister whispering in her ear, 
with the midwife waiting, calm in her blue gown-
and as you rise in the air with these women 

the mother bears down. She bears down and the room 
rises- oh but she feels she is about to fly off-
as though these three laid their hands on her flesh, 
this clay- and said ascend. Now they kneel, they stand, 

they lean over the mother, they lift their arms 
like wings, they say soon. Soon 
they croon, turning, looping over and around 
the mother, and as they gather, as they turn 

and wind and attend, as they bend to her 
they touch her hand, her thigh, her hair, 
talking to her the way you talk to a woman 
in a room that is rising into the air. 

Rising now like the sweep of an updraft, 
rising now like the shouts of a crowd, 
inevitable as bread in which the yeast 
is good. The midwife says I can see the crown 

and together now they lift the last distance, 
and the room rises the last distance, 
the midwife says now, here, bear down 

and the mother cries out a great cry 
and rises up amazed, like a flag suddenly unfurled, 
rises and pushes the child 

down and out 
into the world. 

down, 

In the hospital setting, it was difficult to maintain privacy. During active labor and 

delivery, the patient was physically and psychologically exposed to anyone who walked 

behind the curtain into the room. In early labor and after the delivery, however, privacy 

was granted to a greater degree than that observed in the medical/surgical setting. The 

doors to patient rooms on the maternity unit were frequently closed, signs were hung 

outside the patient rooms requesting visitors and staff to knock before entering, and 
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many of the rooms and adjoining baths were private. Nurses and faculty alike 

encouraged the students to provide the patients with quiet time to rest and privacy prior 

to their discharge from the hospital. I did not observe any incidents in which privacy 

needs were breached. In observing students perform physical assessments on mothers, 

their modesty was maintained through careful, consistent draping. 

Only one student reported she felt she had imposed on the privacy of a patient in 

maternity nursing. In this situation, the patient was observing a mother breastfeed her 

new infant. She was encouraged by her faculty member to watch the interactions 

between the mother and infant as the baby breastfed. This particular mother had 

previously successfully breastfed two infants and the student, through application of her 

own experience, felt it was inappropriate to observe her. She described the situation this 

way. 

SN: The mother was breastfeeding and she was an experienced mother at breastfeeding. 
She had previously breastfed two children and I asked her that ahead of time. I 
knew where she was coming from. I have been in that position, and by the time I 
got to my third baby I didn't want anyone to tell me how to breastfeed my baby. I 
felt it would be resented by the mother if I got in there and said "Do this and do 
that and the baby this and the baby that". Other than to make a comment that she 
was doing well, and to encourage her, I felt that was all that was needed. But I felt 
like it was "Get in there and get involved". I just didn't want to. It was not malicious 
on anyone's part. It was strictly as a teacher that they felt you had to observe this, 
not thinking that I have already been through nursing my own children. I am not 
an expert, but I understand breastfeeding. 

ME: What did you do? 

SN: I tried to get a happy medium. I went close to observe for purposes of being able to 
do a proper assessment, but I didn't say or do much. 

Some students reported a tension between respecting the rights of the patient to 

privacy while at the same time making adequate assessments. This tension was similar 

to that described by sophomore students in medical/surgical nursing who were 

encouraged to talk with their patients about personal, spiritual matters. Students reacted 
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by either observing from a distance, discrediting the assignment, or by improving their 

ability to sensitively ask questions and make observations in a noninvasive manner. 

A final comment is included here about respect. One student, walking down the hall, 

stopped to ask her instructor where they recycled the Infant formula bottles. She was 

told the hospital did not have a recycle mechanism yet, but that It was a good idea. This 

was the only instance where a maternity health student presumed a role of caring for the 

environment. Occasionally It was referred to by community health students, the clinical 

rotation described next. 

Community Health Nursing 

This section of the findings centers on the student perceptions of respect and the 

role It plays for nurses as they provide nursing care to families in the community and to 

the community itself. Most of the student comments about caring centered on respect 

for individuals and families rather than respect for the community, maintaining the 

student's microsociological perspective. Those comments that addressed the 

community perspective are also presented, however, as some students gained a new 

respect for the role of the community on client processes and outcomes. 

The patient, or in this clinical rotation the "client", took on different dimensions for 

the practicing nurse. In medical/surgical nursing, the individual was the client, in 

maternity health is was the family, and in community health, it was the community. At 

times, the students appeared to make this conceptual shift of individual to family or 

community easily, at other times it was more difficult. This is an example of how one 

student discussed the change or integration in focus: 

In community health, we very definitely are not dealing with a person. We 
are dealing with a family, and how the family affects that person, and the 
decisions they make. The community affects the decisions they make or 
peers or brothers or sisters. In community health, you even go so far as 
to care about the community in a general sense, too. Like for our 
community paper, we wrote about STOs [sexually transmitted diseases] 



and adolescents. I see that as not just caring as an individual, but about 
the adolescents in our community and how we can bring new information 
to them about STDs. I really enjoyed my time at the [grade] school. What 
I really liked is how the community health nurse can work one on one 
with an individual and make a difference in a whole family. Or through 
peers in working with a pregnant teenager. 

In the following quote, the student attempted to clarify the difference between home 
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health nursing and community health nursing. She noted the change in focus to a broad, 

sociocultural context in community health and inferred the difference between wellness 

and illness care: 

Home health has more structure to it because you can go in and do 
things in the home. One patient had newly diagnosed diabetes, and so 
you are checking to be sure he can take care of himself, takes his blood 
sugar readings accurately, and takes his insulin. So it is an integration of 
both physical things, tasks, and also social and environment. You are 
looking at their home and their environment and who they interact with. 
Whereas community, where we are it is just maternity type things. It 
seems to be so much referral. The tasks are not structured. I mean you 
go out and think you will accomplish things, and sometimes you may 
never get to what was on your list. Unless you are assessing the height 
and weight of the children and stuff. It's a more sociocultural aspect than 
focused on the physical. The physical is important, because you want to 
be sure the Mom is O.K., that she is taking care of herself. You refer her 
to other places to make sure she is taking care of herself. It is more 
intimate in what you know about them-- their financial situation, other 
family members, a lot about them. 

In the client's homes in community health nursing, students reported they developed 

a different understanding of the client. Through this experience, they broadened their 

understanding of what a "wholistic assessment" can be by observing the client in his or 

her own context. The incongruity of seeing a home strewn with candy bar wrappers 

when the mother says they eat a well balanced diet, as one student experienced, 

brought a new dimension to nursing assessments. 

A wholistic perspective was evident in the term paper format for the course. Students 

wrote a family nursing care plan on the family they visited weekly. Six such student term 

papers were reviewed. They ranged in length from seven to 14 pages. The students were 
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to demonstrate the nursing process as it applied to the family they had visited for the 

entire quarter and write two nursing diagnoses, one with a well ness focus. Only two of 

the six students labelled their papers "Family Care Plan"; the other four continued to call 

it a "Nursing Care Plan", as it was called in previous quarters. The students presented 

client data from each of the six dimensions in their assessment. Faculty comments 

rewarded students who produced a thorough data base and included data from the 

individual, family, and community perspectives. Faculty comments encouraged students 

to be more specific in describing the data they collected, write measurable goals, and 

include references. 

In pointing out the distinctive dimensions of community health as compared to 

nursing in a hospital setting, several pOints can be made. First, in medical/surgical 

nursing, the patient was often described in the context of his or her hospital experience. 

In maternity nursing, the focus was on the family as the patient. In community health, the 

client was on the individual, family or group, and the community. In the progression 

through the curriculum, the assessment of clients became more comprehensive. 

Second, the focus of care in the medical/surgical unit was on Illness. In maternity, there 

is close surveillance to note alterations from normal, but birth was viewed as a normal, 

healthy process. In community health, the focus was on well ness. In the community, 

nurses did not generally perform physical care-giving tasks or manage clients medically. 

The context in which nursing care was given was different in the community was 

distinctive. 

Students in community health nursing were exposed, sometimes for the first time, to 

individuals from different socioeconomic groups. It Is difficult to say If students fully 

understood or respected the difference this had on the clients, but students did come to 

recognize that differences existed. One faculty member described the effect working 
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with low-income families had on the students. From her perspective, students did not 

have an understanding of the extent to which poverty interfered with the ability of clients 

to engage in healthy behaviors or make healthy choices. When clients did not or could 

not adopt the behaviors students had recommended, the students became frustrated. 

This is how the faculty member described this situation: 

I try to get the students to be sensitive. In public health, and in particular 
when they are in a family's home, and these are all people who are much 
less educated than they are. [I] try to somehow convey to them that they 
need to establish rapport, and some ability to say to the person what they 
are doing is worthwhile, Instead of telling them a bunch of things to do, 
which may be things they are not doing. Already that rapport is not 
possible. The client or family member knows there is no way they can do 
what the student is asking them to do. I think that is one of the hardest 
pOints to get across because I think they just want to go in and give a 
bunch of information out and think It is somehow going to stick with the 
person. The other thing I have a very hard time getting them to realize-
what I call caring-- is the awareness that those people cannot do the 
things they can do. They do not set goals. There are a whole lot of 
environmental issues that they are not aware of that are imposing on 
these people. To get them to tune In to these to me is to care instead of 
the student coming back to me saying "Well, I think they just enjoy being 
the way they are", as If they had any choice in the matter. 

Several student comments supported her impression. Students frequently talked about 

their frustrations with their "unreceptive" clients who didn't recognize what was best for 

them. This Is how several students described their perspectives: 

One client hard to care for is my community health client. There are so 
many things I see wrong with the situation, and there are so many things I 
have offered and they have not accepted. They are going to do what they 
are going to do because it is their pattern and they are not willing to 
change at this time. So It Is real frustrating. I see the damage they are 
doing, and I just want to shake them and say "HEY! You are not healing 
yourself and these are things that might help". 

I do not like community health. I have five weeks to get done what I need 
to. She [the client] will be a client for a long time. She has so many things 
she needs teaching with. She has two young children and her place is a 
pig pen. There are like five candy bars lying all over the floor. So I talk 
about nutrition, and she Is nice to me because I am in her house, but she 
does not want to hear what I have to say. I like being in the hospital. 
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Another community health student discussed the frustration she felt when she worked 

with a single, pregnant, unrealistic adolescent, her client: 

I just don't understand her. Last week, they weren't getting married and 
this week they are and they are buying a house. She said he feels 
pressured and she has no ideas about how they can afford a house. I 
don't care If they get married, I'm just afraid she is going to have no 
place to live. 

The discussion about this client continued in a subsequent clinical post-conference: 

The student described the situation stating: She is on welfare, is 18 years 
old, and had an abortion one month before she got pregnant. She has 
been abused by her step-father, and soon will have no place to live. She 
thinks she will just "get housing" without understanding it will take time. 
I've done all I can. The ball is in her court. How do you say nicely to 
someone "You are going to panic when you don't have anywhere to 
live?". A fellow student responded: "You are going to panic when you 
don't have anywhere to live". The instructor offered the suggestion of 
leading her through the problem-solving process in this way: "Ask her 
how long she thinks it will take. Hearing yourself say something makes it 
more real than if someone else says it. We are a crisis oriented society. 
Even when we get to high risk people, no one takes us up on primary 
prevention. People who are depressed have low energy levels. They 
wonder how they got into their situation, but they are not good planners. 
Your client's planning ability is minimal". She continued, warning the 
student "Your client had shown ambivalence by not following up on the 
referral you gave her. Don't get too emotionally involved in what 
happens". 

In community health, differences between clients and students appeared to center on 

recognizing the unique constraints that clients from low socioeconomic classes face in 

their daily lives. Students were encouraged by faculty members to recognize these 

differences and not judge client behaviors by their own standards. When clients did not 

keep an appointment with a student, for example, the faculty member reminded the 

student that the clients have less opportunity to control their crisis-laden lives. It was 

difficult for students to respect the difference poverty played in the lives of clients. They 

appeared to find It difficult and frustrating to care for clients who they did not 

understand. In the community, students tended to judge individuals who lived in poverty, 
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but they did not express feeling morally compromised in offering care to them. This is 

contrasted to the sophomores, who expressed such tensions as they related to 

homosexual patients. 

One student in community health continued to express her concerns in caring for 

homosexual clients and those considering abortions. Although she did not have a client 

in either of those categories in the community, she mused about what she would or 

should do if the situation occurred in the school setting. Her tensions were similar to 

those expressed by the sophomore medical/surgical students. This was her description 

of the issue: 

One thing I learned this quarter that is challenging is I realize my own 
bias from my Christian upbringing, and I don't know how to integrate that 
when I am working with moral issues. For example, I have been 
confronted with the issue of abortion. I don't know if that is always a 
moral Issue with me. Sometimes I think "Why can't you see it is wrong?". 
But I don't know how to talk to people. There is another Issue with 
adolescents and homosexuality. I never want to be someone who is 
condemning or someone who says "No, I won't talk about that". Or ever 
be someone the people would say "Oh, I can't go see the school nurse 
because she is really condemning" or "She is a Christian, and so would 
condemn you for having homosexual feelings". And yet, I personally think 
it is backward. I think It is wrong. And morally I think it is wrong. But how 
do I integrate that or put It on the backburner, so I am not biasing in the 
way I relate to people? Even taking care of someone with AIDS in the 
hospital and you know they are homosexual. I don't ever want to be 
someone who is not open to talking about It, but yet I don't want to think 
"Oh, I am so compromising". I don't want to compromise my own 
standard. I'm not compromising my own moral standard or view of it 
when I stop to listen to someone else with abortion Issues. I don't know if 
I could counsel someone on it, but I feel it is my responsibility as a nurse 
to inform them it is a legal option for them. I find it hard to tell someone 
about abortion without telling them what I think It is. This is terminating 
the life of a child--a potential person--someone who could be like you and 
me. In some ways you will be responsible for what you choose. I don't 
want to say it harshly or be condemning. It is moral. How do my own 
views Integrate with how I deal with clients or patients? I have written 
about this to my instructor in my journal a few times with some feedback 
from her. She said it is hard, and she didn't think there were any real 
answers, but she would like to talk. 
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The student's faculty member also discussed this particular situation, stating it was 

unusual for a student to share faith issues in a clinical journal. The message the faculty 

member attempted to share with the student was that it is best when you acknowledge 

and face your own issues and be honest with them and your employer. She broadened 

the issue from an interpersonal one between client and nurse to an organizational issue. 

She encouraged the student to choose her place of employment where she will minimize 

her potential moral conflicts and tensions. This was the faculty response: 

I basically wrote her a note that said I could see that it was difficult for 
her, and the biggest piece is acknowledging those are your feelings and 
being aware of them. Some people just bury them and try to go ahead, 
but if you are really feeling that conflicted with your work, the honest 
thing is to tell the people where you work when they hire you that you 
would not do a particular kind of counseling, because you are not 
believing it. Tell them that upfront and you are free to go by your 
conscience because you know what your conscience is. If you get into 
situations in which you are going against policies in that agency, not only 
are you feeling terrible, but you are setting yourself up. The biggest part 
is being true to what you value. Don't get into situations in which you 
can't be you. 

This particular student was observed when faced with an unexpected encounter with 

a male AIDS client, probably in his twenties, as she administered flu shots in a 

downtown clinic during the quarter. In that setting, students, usually in groups of three, 

worked entirely with providers from the clinic. No faculty members were present. The 

clinic targets the poor elderly who live downtown for health care. It was in this setting 

that several students during the community health rotation met clients with AIDS. 

The day I made observations, three nursing students were greeted by the clinic staff 

and oriented to the clinic. The clinic nurse reviewed the procedure for administering a 

painfree injection with the students. She also reminded the students maintain the clients' 

modesty and take them into the bathroom if they needed to take a shirt or sweater off 

prior to the flu shot. Privacy screens were in place between the clients as they received 
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their injections. The majority of clients were elderly. Many were black, Eskimo, or 

Hispanic. One client was seen carrying a gun in his belt, and several could not read the 

consent form for the injection or sign their name. The clinic was crowded but organized, 

and each student administered about 20 injections in a two hour period. Gloves were 

available for the students, but only one wore them while administering the flu shots. 

Midmorning, one student I was observing appeared somewhat surprised. A young 

client introduced himself to her, and as he sat down to receive his flu shot, he leaned 

toward her and softly told her that he had AIDS. She thanked him for telling her, and 

proceeded to give him the flu shot without incident. Although gloves were available, she 

chose not to wear them. She did get up after he left, and before she saw the next client, 

to wash her hands. There were no nonverbal messages from her that may have signaled 

to the client judgmental ism, although she later reported feeling uncomfortable with the 

situation. 

The guy that came in with the HIV pos-- I didn't ever want him to think 
"Oh, my gosh ... you are so afraid of me", and I didn't want to be all weird 
or anything, because I think he really needs to be regarded the same as 
everyone else. I shouldn't deny being careful with myself, but their dignity 
is important. I want to say respect is probably the most important thing. I 
would want that. 

Another student, faced with a similar situation at that clinic on a different day, reported 

she felt nervous. Her nervousness was expressed as a Freudian slip with her client. A 

question all health care providers ask clients prior to the flu injection is if they are 

allergic to eggs or feathers, as there is chicken serum in the vaccine. This particular 

student, anxious in the situation, asked her client "Are you allergic to AIDS?" instead of 

"eggs". She blushed weeks later as she related this slip, but said the man had laughed at 

her mistake and brushed it off in good humor. 
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Later, the student I observed was asked if she felt the clinic facilitated a respectful 

approach with clients. She stated she "did not notice the other people that much. They 

seemed courteous". When I asked her specifically if she thought the screens played a 

part in demonstrating respect for the client, she said she hadn't thought of it, but yes. 

Thus, at least on this day, the social interactions between students and staff as well as 

the physical environment of the clinic reportedly had a minimal impact on the student. 

This may be the result of several factors. First, it was a new setting for the students. 

They were challenged to learn new procedures, locate supplies, and serve a different 

clientele in a short period of time. Much like the sophomore students working at 

grasping psychomotor skills, it may be the senior students were too preoccupied with 

those aspects of their tasks at hand to attend to the actions of others. Also, the students 

were busy; they had clients following each other in rapid succession, and had minimal 

time to either talk to clients or walk through the clinic to observe others. It was a highly 

task-oriented experience in caring. A third possibility was that the screens, in providing 

privacy to clients, also served to isolate the students from others. The most meaningful 

learning students described in this setting was an understanding of how they would and 

did react to AIDS clients in the community. 

The flu clinic was not the only setting in community health in which the students 

were exposed to the topic of AIDS. In the schools, the students were required to 

conduct a teaching project. The students often reported following the lead of the 

teachers or school nurse in deciding the topic to teach in their project. In one situation, 

the fourth and fifth grade students at a school selected the topic of AIDS. The school 

nurse and teacher encouraged the student to make this her teaching project. Quite 

creatively, the student nurse asked the children first to draw a picture of what they 

thought It would be like to have AIDS. The children drew pictures of stick figures in bed 



240 

saying "I am sad", or children next to their mother saying "ow we, ow we, ow we, I feel 

bad". They drew figures of people on top of each other in bed, people kissing, and 

tombstones (Figure 7.2). The student reported that she realized the importance of telling 

children who "live in a rough neighborhood" not to pick up needles, syringes, or 

anything that looks like a balloon. The student drawings, shared later with the other 

nursing students, appeared to have a strong effect on the students as a group. Several 

students mentioned how powerful the pictures were, and made reference to the reality 

that even young children knew a surprising amount about sex and AIDS. 

Figure 7 2, A child's view of AIDS 
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Only one senior student reported she still struggled with tensions related to 

evangelizing patients. From the discussion, it appeared that she had not identified the 

position faculty members took on issues of evangelizing. She talked about her place of 

employment on an oncology unit, and expressed her uncertainty in how to integrate her 

Christian faith in caring for dying patients in that setting. Although this tension did not 

translate into a concern in the community health rotation, it is evidence that senior 

students continue to express tensions relating to their faith and caring as a nurse. Here 

is her concern 

One of the issues for me is that I am not in a big way into mission work or 
conversion. I guess maybe that is immaturity on my part. I see myself as 
being a lot different than my classmates. I have wondered what is the 
Christian's responsibility. You have patients who are dying. In some 
sense, I guess I don't know what the Christian's role is. Are we supposed 
to be standing over their death bed trying to convert them, or what? 
There is NO WAY. I don't know what kind of life they have lived, I am not 
God. I will not send anyone to hell on my judgment part. I think that is 
reality. I don't know. is that what the Christian should be doing? Just like 
the people out on the street corners, or what? I don't know, and that 
always bothers me. I don't know. I guess It is just something I wonder 
about. I would not feel comfortable doing that to a person. To be really 
honest with you, I don't bring It [Christianity] up, unless the person says 
they are Christian or something like that. Lots of times when patients are 
dying, by the time they get there they are gone. They are on an MS 
[morphine] drip, and they are mentally gone sometimes weeks ago. I pray 
for my patients lots of the time. When I am in the room, I will pray for 
them. Silent prayers, within myself. I guess it is a question within myself, 
what is right. I would hate to say something to someone and have them 
die with guilt. I don't know. 

I asked her if faculty members had given he feedback, and she replied 

No. That Is the thing. It Is not the way I express my Christianity, anyway. I 
verbally express my Christianity, but It is expressed more in the way I 
live-- how I spend my money, what I do with my career, how I spend my 
free time, praying for people. I am not a converter; it is just not me. 

It was primarily through the interactions with clients, both adults and children, that 

community health students were exposed to situations related to respecting the 

differences in others. Faculty members and the nurses at the clinic where I observed 



242 

verbally and nonverbally encouraged respect for clients. It was through actually working 

with economically disadvantaged individuals in their homes, adolescents potentially 

dealing with abortion or homosexuality, and AIDS patients that the topic of respecting 

differences was made real and given power. In some senses, it would be inaccurate to 

say the students carefully chose their tactics in responding to the differences. More 

often, they appeared initially surprised and confused with the unexpected situation. They 

were hurt when clients did not meet them as promised, and frustrated when clients did 

not follow their advice. They were unprepared for individuals with AIDS in the 

community, and surprised and Impressed with the sensitivity of children to loss, pain, 

and grief. The consequences in general were that students reported acknowledging the 

need to think about their own values, and reconcile them in working with some client 

groups. When students discussed these situations, they continued to focus on how 

respect and differences would be lived out as a nurse in relationships with clients. 

The third dimension of respect is that of respecting client rights. In community 

health, students and faculty often discussed the rights of elders In adult day care 

centers to be treated like adults. While some students were assigned to centers in which 

the clients' independence was greatly encouraged, others observed situations in which 

the opposite was true. These differences were readily observed by the students. 

Students viewed It as unacceptable to treat elders in adult day care centers with a 

patronizing attitude or excessively controlling behaviors. From the faculty member's 

perception, when students were placed in situations that "didn't feel right", they began to 

identify what respect for elders looks and feels like. Observing nurse-elder interactions 

was more powerful than discussing them in the classroom. As she described 

Working with the elderly is real hard for them [the students]. No one 
wants to do this, and they somehow see the elderly as a whole different 
species, not as something they themselves will become. The whole thing 
about treating people in a patronizing attitude by saying they are cute, 



calling people by their first names before they know this is O.K., and baby 
talk stuff. When they see that done by someone else, and it feels weird, 
they bring it up. If I say it at the beginning of the class, that it is real 
important to behave in an adult-adult way with the elderly, and too often 
we do these cute things and think they are somehow of less value 
because they are not producing, somehow it seems like water over the 
dam. When they get into a situation and they see that happening, they 
come and tell me these things as if I had never seen them before. But it is 
almost like why did I say it until they discover it themselves. It is like they 
didn't hear it, they didn't connect. They didn't see the caring thing 
instead of the pat on the head kind of thing as a different kind of caring. 
We have a couple of adult day care centers where one is not a good 
center in terms of having good staff training and there is a lot of baby talk 
to the client. There is a lot of singing little songs that the student picks up 
is really ridiculous. Just the kinds of activities that are done, and the way 
the elders are spoken to. The student in the other center sees it is really 
quite good and they talk back and forth that no, that is not the way to talk 
to an adult. 
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I observed many situations in which this point was supported. The elders in the two 

centers where observations were made were labelled differently, served their meals 

differently, talked to and assessed for cognitive ability differently, and guided in 

exercises differently. A comparison of the eXercise ritual in each of the centers will be 

described and contrasted. In each of the centers, student nurses were encouraged to 

lead the exercises, but each student faced a situation with different constraints. 

The first center was located in the basement of a church. Twelve elders were seated 

in a circle, and a woman was playing a religious march on the plano. Only one elder was 

singing; the rest were sitting passively. When the exercises began, the seated elders 

paddled their arms like dogs and mimicked other animals. They moved their necks [not 

too fast, warned the nurse] and stretched their arms [don't stretch too long, keep 

moving]. The student asked if the clients could stand up to stretch and the nurse told 

her "No", although they all stood up following the exercises to walk to the lunchroom. 

The elders were encouraged to shake their arms in front of themselves as if they were 

wet and were shaking dry. When one staff member asked a client why she wasn't 
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shaking, she replied she wasn't wet. The staff member did not reply to this comment, 

made in all seriousness. After the pianist p!dyed a last song and the doxology was sung, 

the elders were instructed to applaud for the pianist and the student nurse. A minimal 

response was elicited. 

The second center was also located in a church basement. twenty elders were 

seated in a circle. Some had cups of coffee and one was wearing slippers. During the 

first hour, without first asking permission, two elders got up to go to the bathroom. The 

director began reading the morning newspaper to them. She first selected an article 

about Elizabeth Taylor, and how she had given up smoking. Several elders chuckled as 

the reader quoted Taylor as saying "Now I have given up all of my vices but sex, which 

isn't a vice". 

Prior to the student's clinical rotation, the elders in this setting did not exercise to 

music. That day, however, the student had decided to lead exercises with a Benny 

Goodman big band tape. The student laughed and was animated during the exercises, 

and several clients swayed to the music. In one exercise, elders were instructed to put 

their hands in back of them and throw them forward calling out "Get off my back!". The 

clients enjoyed this and chimed right in. They also rowed boats and were egg beaters. 

When they exercised their feet, the student reminded those clients with diabetes to 

check their feet often. As they concluded, the student said to the group "Boy, I wish you 

could all dance". One woman said she could, and the day care nurse took her up on it. 

After a short discussion on who would lead, the two did a little ballroom dancing in the 

center. Later the nurse stated "Whatever it takes, it is my job to make them laugh". When 

the dancing and exercising were over, the clients were encouraged to applaud for 

themselves, which they did. 
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Clearly, the students had very different role models of caring in the day care centers. 

When given an open, receptive environment, one student readily maximized the 

possibilities of an adult-adult relationship with her elderly clients and was rewarded for 

this approach. The student was delighted, for example, that the Benny Goodman tape 

she brought to the center encouraged a black female client to sway, snap her fingers 

and say "good music". This was a woman who needed to be reminded to pick up her 

fork to eat and to keep her feet in water as they were soaking. The other student, 

frustrated and upset, was actively planning to discuss her concerns related to the center 

with the director when her clinical experience concluded. Students learned that elders 

are not always provided the respect they thought was important to professional caring 

relationships. 

Summary 

Respect was an Important dimension of caring in each of the three clinical rotations. 

Students reported they were challenged to respect the rights of patients in a health care 

delivery system that does not always protect the rights of patients. As student nurses 

who had some power in their relationships with vulnerable patients, they did not want to 

misuse their power, but rather preferred to protect the rights of patients. Students also 

reported they were forced to reconcile that it may be a challenge to care for individuals 

who had lifestyles and religious preferences that were different than their own. Students 

identified that when a nurse cares for a patient, he or she views the patient wholistically. 



CHAPTER 8 

ANDINGS AND BALANCE 

Introduction 
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The concept of balance and the role it plays in the process of caring and surviving 

as a student nurse is examined in the first section of this chapter. In the second section 

of the chapter, the model of learning to care is applied to one student's story. This story 

illustrates that the concepts that frame this study do not exist in isolation. Rather, caring 

as a nurse is a complex, dynamic, and individual process that takes place within 

contexts. 

The third core concept in the model is balance. Students reported the dilemma of 

balancing their own interpersonal boundaries, both physical and psychological, with 

patients. These boundaries were drawn and redrawn in the affective, psychological 

dimension through attempts to balance their compassion for another with preservation 

of their own sense of well-being, objective professionalism, and responsibility. 

Physically, students determined their physical boundaries with patients such as when is 

it not appropriate to touch a patient and when is touch therapeutic. In addition to 

balancing and negotiating boundaries with patients, students attempted to balance their 

own physical and psychological well-being with the stresses of school. The concept of 

balance is therefore discussed in terms of affective and physical boundaries related to 

patient care and as it relates to the student's personal self-care as a student. (Figure 

8.1 ). 

Students reported that in the sophomore year, in medical/surgical nursing, they were 

challenged the most in attempting to maintain a sense of balance with their personal 

boundaries. This may have been due to the unique concerns of patients in acute care 
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settings who were often facing loss. It may also be related to their relative vulnerability 

as sophomore students. Table 8.1 provides an overview of the issues associated with 

balance in the three clinical rotations. These findings are also presented in narrative 

form by clinical rotation in the first section of this chapter. 

Figme 8 1. Dimensions of balance 

BALANCE 

Table 8 1. Balance compared by clinical rotations 

BALANCE MEDICAL/SURGICAL 

AFFECTIVE o frequent 
overinvolved with 
patients 

crying with patients e occasionally 

burn-out • observed in staff 
nurses 

unique patient groups o unconscious, 
affecting S.N. emo- abusive, confused 
ionally patients 

codependence and • independent stu-
guilt dent characteristic 

PHYSICAL 
direct touch in patient • frequent: bathing, 
care brushing teeth 

effects of sights, • frequently 
sounds, smells on S.N problematic 

I SELFCARE I 

BOUNDARIES 

AFFECfIVE 
PHYSICAL 

MATERNITY COMMUNITY 

o occasionally o not reported or ob-
served 

o occasionally o not reported or ob-
served 

o less than in medi- o occasionally an 
cal/surgical nursing issue 

• Infants and healthy o elders less lovely 
young women easy and touchable 
to care for and about 

o independent stu- • independent stu-
dent characteristic dent characteristic 

o frequent: comfort- • reported & ob-
ing, backrubs served infrequently 

o not reported or ob- o not reported or ob-
served served 
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Across the program, students reported similar experiences with their ability to 

balance their self-care needs and the rigors of nursing school. Therefore, data from all 

students regarding self-care are reported together in the final section of this chapter. 

Medical/Surgical Nursing 

The poem in Figure 8.2 was written by a nursing student and given to a faculty 

member with a "thank you" for being "part of the making". In her description of the 

process of becoming a nurse, she described her experience with the process of 

balancing. From the initial often idealistic dreams and expectations of making a 

difference in someone's life, to facing the stark realities of illness, pain and sometimes 

death, student nurses were challenged to maintain an emotional balance. 

Figure 8 2. A girl in blue 

A. -kdd9 btur wNh donq/I'!9 8l¥5 
IoYll. kl6t bq ~«US t( sWJffIlJ ' 
]; met\dpd, 9at~hed wilh inpt fItJ ~~ 
A Ilwse i) lit -H1e MaJ<IYIj' , 

'1hroU~h UlOId> ~ dotl~ In ~o~boX ~, 
II.>iI-k rond~ mecll~ol1!.. 
toY bYb'Htel'il, neI~ ,dCJf3. I»1J ~~, 
Ete!li~ • ~I-Q.ld· VC4I!tlr'\tt'h'IIn!l, 

'lhll)~ ~1OW1tlq Itp d~ lOI'tlL'lneti. 
I.l>~ ctrtQ. m.<t, 

J'dea~ tI,t Sho.~d a.ncl. -knd~, 
~ (058 1I1slol1S of'all snt SUS 
BtCI>/YIi(l5 wh.6)e 4J1d tIU.J1Ud. 

Po.'1I- ttfM.bll~ h1n4s "nd b'~ ~ra.ot. 
sm:l~. 

~ It\nkl~ p~~'S mode I 

Alld 'fiwt 'if> ~te not aU »lade well 
1Ju. dlllCIMS ~ln. *' ~e.. 

PhUlo,ecl I tI"Iu 'ShAd leS - Lo~ IIJld WtJ., 
1111 plClUgW. ~ Yf~1iohS 'h1Jm~ I 
"\)ul/-a:l I~ hl. .. ilYlQ,¥ of A l1urse, 

\.Ier U\\\ot\. I:lluttid Io~ ~1rI~' 

mr -hpe won'i hold. ((,/irnb iYl piaf.e 
PW. I!!.tnd.,g pil~ lDD~tt h~/' 
Ptlll. ~u.d dNAA1S u:orit brm~«we 
fl,y 'itu>~t u>M.e hurts ok. r&L, 

~w IlS SIte. !A.>Wt'Is -kI -ku fl, 5b h4l11e, 
Iw\t'(" he.a.wul 15 1OOltlU.4l bo SI&l i 
It aki/ci ku8hs / ClItrL old. mt1I 5miJ~ 
~I'\ II1.Shtt(!;wr ~. ·~I dDttt: I 

A ~!", 1'1\ blu.t. ~tls hj tLWd 
Sh~S Jev.rnulot'livm~ COld.. 

of ~r"l9' 
She. ~ Its'kn~ I uYhehecl 

fUt Mum. erawle.tl u.f, .. 
It rtl(.vse is In. 'the. ma.Klna, 

J i'.P. 
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Students throughout the program, when asked about a situation in which they had 

experienced exceptional caring, often described interactions with patients they had 

cared for as sophomore nursing students in the medical/surgical setting. This 

experience of exceptional caring was often characterized by deep emotional 

involvement. From these early experiences, students began to recognize that they must 

limit their attachment to patients in order to personally and psychologically survive in 

nursing; the students called this balancing. In the following passage, one student 

described the pain she felt as a sophomore when she heard stories of loss, and how she 

began to develop a sense of balance in caring for patients. 

The first quarter was the hardest because I don't know why I was getting 
all these emotional things at the beginning. __ [instructor] said this 
usually comes along, but not the very first quarter of clinicals. Every 
patient had these deep emotional problems and they were confiding in 
me. I couldn't separate the hospital from my IIfe-- I went home crying. I 
was so moved by my patient's lives and I thought My Gosh! I am going to 
have to deal with this some way, or I am in bad shape for the rest of my 
career. I got a lot of advice from my family [They were health care 
providers]. They said you learn to build a little wall. Not so big you can't 
empathize with patients, or be touched by them, but big enough to hide 
behind so you don't allow yourself to be dragged down. That is what I 
needed. I was carrying a lot of baggage from all their problems, and it 
was weighing me down. My first response had been "What do you need? 
How can I help?" I am glad I learned to leave it there. 

In the above situation, the student clearly relied on her family as a resource to help 

her process and survive the emotional turmoil in seeking a balance. Other students 

could not describe any specific interactions they had with others that assisted them as 

they struggled to achieve a sense of balance. They described talking to friends and 

faculty members about feeling sad, and observing nurses who were coping with patients 

who had multiple needs to glean inSight into their own dilemma. This complex series of 

interactions with multiple others perhaps incrementally assisted students to face and 

resolve their vulnerability and sadness as they Interrelated with patients. The following 
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excerpts are from interviews with nursing students who had been processing the issue 

of emotional balance over time. 

I keep a journal. I write about everything I think and feel. Lots of times I 
write things that I didn't even know I felt. I look back and go OOOhhh ... 
THAT is why I feel this way. It helps a lot. Also, I have just a couple of 
friends in nursing where we just sit and share about our patients and what 
happened that day. Nobody-- people who are not in nursing just don't 
understand, no matter how much you try to make them understand. 

I think I have learned to care in a different way. I don't know, I wouldn't 
say that ... almost in a more direct way. I don't know how to explain it 
exactly. I have learned in my nursing practice to be personal yet 
professional. I hadn't had an opportunity to do that before I came to 
college. I think I had heard about nurses and nursing, that you keep your 
distance and I have more of an understanding of that now. I don't always 
practice that, but I have more of an understanding and technique that you 
care and really give that person all you can for the time you are with 
them, but you need to realize you can't cure everything in their lives. I 
have learned a lot about that in my job at [hospital], with all 
the situations in which moms and babies are on drugs, in jail, or they are 
prostitutes. Just really doing all I can at the time, and then separating 
myself from that. I have talked about that with instructors over the past 
two years, about patients I would like to do so much more for but I just 
can't. I can only do as much as I can do. I have learned that and I see the 
importance of doing what you can, and then giving it up. We were talking 
about burn-out. Do as good a job as you can, and then let it go. 
Instructors have never told me "You need to stand back from this and not 
be so involved"; they haven't said that. I don't think they perceived it as a 
problem, but in my own self I know it is something I need to be aware of. 

It is possible to get too involved and care too much. You can allow your 
self to care to a certain extent. I don't want to sound cold, but it is almost 
like a personal preservation thing. I know for myself personally that I can 
only give so much, and then I need to take time for myself. So 
consequently, I know that when I come home and I have taken care of 
two patients that I have really identified with, or I've had an opportunity to 
really talk with them, I know it bothers me and I continue to think about it 
after I am home. I know that is not a healthy thing, and I know that 
nursing is one part of my life and I can minister through that. But I also 
have to ... I can't let it be the whole central focus of who I am. I need to 
take time to do the other things I really love and enjoy, and not think 
about it and the people I care for. It almost has to be separate and a 
conscious decision. If I come home and I am thinking about someone I 
am caring for, I know I just need to put it out of my mind. There is nothing 
more that I can do for that person. I think about what I can do for that 
person, pray about it, and turn that person over to the Lord. I think when 
you allow yourself to become too personally involved on a daily basis, I 
think that is not good. It is one reason why a lot of nurses burn out. 
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These students were representative of others who proposed that nurses who do not 

develop a sense of balance or a boundary in their own emotional lives with their patients 

are at risk for becoming burned-out. Students perceived that nurses who were abrupt 

with patients, calloused, or not caring enough were possibly suffering from burn-out, 

particularly if they were on a hospital unit where many patients die. Burn-out was 

associated either with caring too much or not dealing with caring well enough. One 

student stated 

I think burn-out can come from caring too much. I guess I don't want to 
say caring too much, but maybe not dealing with the feelings that come 
with that soon enough or well enough. Like people who work on oncology 
units or something can really get involved with those patients, and if they 
do not express those feelings and deal with them on a day to day basis, I 
think those things build up and you can end up not being able to handle it 
anymore. 

On one clinical occasion, during a post-conference in the medicall surgical rotation, 

the faculty member initiated a discussion regarding the emotional impact of nursing on 

nurses. It was a day when one student was particularly sad due to her patient's situation, 

and the faculty member asked the students to talk about how they Individually handled 

their feelings. Some reported they exercised, one spent time with her pet, and others 

prayed for their patients. In this situation, the message sent was that many students 

have similar experiences, and there are many ways to deal with feelings after they are 

acknowledged. The faculty member also reported she talks individually with students. In 

so doing, she attempts to help them clarify what It is they are touched by and recognize 

what they can and cannot do in helping others. She described her overall philosophy 

about caring and balance in this way 

She [student] can't be crying with all her patients, or she will run out, but 
I am not into that yet [laughs]. I want them to care now. We'll worry about 
protecting themselves later. 
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Students reported that faculty did not discourage them from crying with patients. In 

fact, they stated that faculty members described times when they had cried with 

patients, and the tensions they felt in crying at those times. One student described such 

a situation: 

I can remember __ [instructor] saying something about a patient she 
really cared for. I think it was when she was a student, actually. I don't 
remember the situation, but she ended up crying in front of the patient, 
and she thought she had done something wrong, that she shouldn't have 
let her guard down, and she should have been this tough nurse. But it 
was healing for herself and for the person because she had become 
attached in the situation. Just being able to be real with the patient and 
yet know you need to come away from that. i think that was one instance 
in which a professor shared with us it is O.K. to be real with your patients 
and show them you do care. Yet at the same time, it would be unhealthy 
to let that happen in all circumstances. It would be unhealthy for you. I 
remember talking about that in my sophomore year. 

Although faculty did not appear to discourage sophomore students from crying with 

their patients, students believed nurses generally appeared less tolerant and approving 

of students who cried with patients or took time to sit with crying patients. Although 

some students recalled times nurses cried with patients, more often they appeared to 

wonder what a nurse might think if they came into the patient's room and saw the 

student crying with the patient. In this excerpt from an interview, the student described 

the dichotomy she perceived between responses from staff nurses and faculty. 

I have cried with two patients ... well ... one was dead. I have never 
seen nurses tearful, and sometimes I got the feeling that at certain 
hospitals it was not a good thing to sit down and hold their hand and talk 
to them [crying patients]. It was the way they looked at me and the vibes 
I got. They looked at me like why are you doing that? Faculty has 
ALWAYS encouraged us to sit down with our patients when they cry, if 
that is what they need. 

In general, students perceived that crying was an outward sign associated with 

"really caring". Students, when asked how they could tell a nurse really cared, often 
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replied "She cried". Yet students reported they received mixed messages from others 

about crying as a nurse and the appropriate response to patients who were crying. 

One student, convinced that crying is a visible indicator of caring, was concerned 

and guilty that she did not cry, or have the desire to cry, with or for her dying patients. 

She made the assumption that because she did not cry, perhaps she did not care 

enough. Noddings (1984) wrote that guilt accompanies caring, an idea that was 

supported by this student and others who reported feeling guilty about possibly not 

caring enough or demonstrating it well enough. Here the student ponders if, by not 

crying, she has become a noncaring nurse, or a nurse who can survive: 

I have felt guilty before. Because I can walk into a patient's room, and act 
like I care about them when I am in the room. But I can walk out of the 
room and the caring is left in the room. And I walk out of the hospital, and 
that is where it is left. Patients have affected me, and I have wanted to cry 
for them after they died, but I haven't. That intensity of emotion is not 
there, and there is a lot of death on the floor where I work. I just accept it. 
And I don't know if I am really accepting it, or if the emotions aren't there. 
And I talked to a nurse. I said I feel guilty that I don't care if these people 
die. I mean, I care, but it's not like I get emotionally overwhelmed or I'm 
traumatized by it. Well, she goes she doesn't either and she never has. I 
guess I do feel guilty in a way. What I have realized is that the patient is 
the most important person to me at that time, but when I walk out of the 
room, that is where I leave it and that is healthy for me. That is how I have 
to survive. 

This same student, just prior to graduation, stopped by my office to talk about her 

feelings for her patients. At that point, she had decided to leave the oncology unit where 

she worked because consistently working with dying patients was having an effect on 

her life in and outside of nursing. 

In observing students in the medical/surgical rotation, several students at different 

points in time, appeared as If they might begin to cry. In most instances, however, their 

tearful appearance appeared to be related to their own fear, anxiety, and uncertainty in 

the situation, rather than emotional Involvement with patients. Students were not 
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observed crying with patients. Students did report they cried with or for a limited 

number of patients with whom they had developed a uniquely close student-patient 

relationship. 

Some students were also challenged to maintain a sense of balance when they cared 

for combative, angry patients. The sophomore students interviewed rarely discussed 

caring for angry patients. Perhaps this was related to the fact their patients were 

selected for them, and they were not assigned abusive patients. Only one sophomore 

student described an incident in which the patient became angry with her. In this 

situation, the student on two consecutive days, asked her patient if he knew the names 

of the medications he was taking. The elderly man, somewhat confused, did not know 

the names and was Insulted and embarrassed that he could not answer two days in a 

row. He called for the staff nurse and her faculty member to register his complaints 

about her questions. After the issue was settled, the student talked about how she felt 

when she had to return to his room to give the man a bath. In this case, she was 

expressing her understanding of Christian faith and how this understanding informed her 

actions with angry patients. 

I think that when we are dealing with being a servant as a Christian, we 
are dealing with being a nurse. As a Christian, it is a whole bigger picture. 
We can let go of some of our hurts and pain and death, and how we feel 
about death. I don't know how beneficial to the patients it is, but it 
certainly makes a difference in servanthood. It is hard to say what is in 
my mind. Part of it is being able to give up our feelings easier, things we 
are dealing with. I think that I could go back into that room with the 
patient who snapped at me, who probably was not a Christian, and I 
could probably forgive him for the hurt he caused. It still hurt, but it was 
O.K., and it did not make a rift between us because he is governed by a 
different set of standards that I am. If that is what he wanted to do, that is 
between him and whoever he wants, it is between him and God. My 
response to him is also between me and God, not between him and me, 
me and my instructor, or anyone. I was able to let go of the hurt a little 
faster and go on with what I needed to do ... I stop to think of Christ's 
example, and how He died for us with people hurting Him. How can I feel 
so hurt? I don't know, what he did effected how I was hurt, but not how I 
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is with me all the time. 
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Juniors and seniors who worked on medical/surgical units frequently described the 

frustrations they experienced while caring for abusive or confused patients. Several 

students describe this frustration. 

I have worked with alzheimer's patients, too, and I have found that very 
challenging and very hard. When they have their faculties is one thing. I 
think the families must somehow disconnect in order to survive it. Any 
patient in restraints is hard for me to deal with. One alzheimer's patient I 
had, it took four of us to hold her down to put a I.V. in, and we restrained 
all four points and she would still manage to pull it out, take her 
bandages off, shred her diapers. All with the restraints on. You could not 
leave this woman's room and expect to come back with anything intact. 
Yet, just getting vital signs was such a challenge. I stayed in there to get 
her vital signs, change her diaper and try to get her to eat something, 
which I never succeeded in. I stayed in there for 45 minutes in one shot, 
and when I came out, I said to the other nurses "They can't tell me this 
isn't contagious-- if I stay in there another minute I will have it". Even 
then, I remember her with fondness, pity. I would like to have been able 
to do lots of things for her. She would call you "Mama" and break your 
heart. I wanted to do more for her, care for her, but even going into the 
room was such a challenge. 

SN: I had an Alzheimer's disease patient about a week ago who was just nasty, nasty. I 
spent a lot of time trying to get her to eat and to put up with such verbal abuse for 
several hours and I really wanted to ... It was really important for her to eat. She 
had had nothing to eat or drink all day, and at the same time there was such 
verbal abuse. "So and so would never do this to me" and I don't know. I was so 
frustrated. 

ME: How did you end up dealing with it? 

SN: Well, I don't know how long I could have done it. I had patience of iron with this and I 
don't know. Then there was this ethical issue. When I first came in to see her, she 
had been medicated, had a posey and four-point wrist and ankle restraints, and I 
said this is too much. It really bothered me, so I worked hard that day to get her 
less restraints. When I got off shift, she was medicated with a posey only. And the 
night shift, when they heard report that her hands were not tied, they were really 
upset with me. They wanted her hands tied despite that she was fast asleep. And 
so I had to put them back on [said very softly]. And then the next day I went back 
in, she had been overmedicated and had been sleeping since I had left. I had 
given her the first dose of a new medication and she hadn't woken up. So she 
woke up and was upset again that her hands were tied, and she didn't get over 
that idea. And even after I removed the wrist restraints, she was already too angry 
at being tied up so it didn't do any good. And to leave the room, I had to restrain 
her again because they had started an I.V. because she hadn't been eating so I 
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was frustrating. I wouldn't be able to go to work and keep caring for someone in 
that situation. I wouldn't last. 
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In this third example, a senior student also recalled being challenged by an angry 

patient in the home setting. She acknowledged the gift some nurses have for working 

with difficult people and reported the tactic she used when possible, as the other 

students reported, was avoidance. 

An orthopedic floor is very different from a maternity floor. It is like day 
and night because you have older people who are sometimes very hard 
to feel caring toward, where they may not be very nice to you, or you just 
never seem to be able to please them and they are not real satisfied. I 
worked for __ [a nursing agency] last year, and I did a lot of 
homecare for elderly people and worked in nursing homes and did shifts 
all over the place and that really taught me a lot. A lot of what I don't 
want to do. And It toughened me up in ways that I needed to be 
toughened up, because some days I would come home and just cry 
because people can be so mean. It gave me a real respect for nurses who 
can deal with mostly elderly people who are losing their functions and 
must be frustrated with that, and don't know how to deal with that other 
than acting out with other people. I cared for this one woman for a 
12-hour shift. A wealthy elderly woman who lived In a condominium. She 
was 95 years old, and had osteoporosis and was in awful pain, I am sure. 
But she was just the meanest woman I have ever met in my life. She 
swore at me up and down and everything had to be in the right place. 
She had to use the yellow washcloth for her hands and the blue 
washcloth for her face, and I didn't know any of this. She knew where 
everything was to be placed in the refrigerator and I had moved 
something a little bit and she just hit the ceiling. It was the longest 12 
hours, but it taught me so much. I talk to people who have gone there 
once or twice a week. They must have some special gift from God to be 
able to care for people who need to be cared for. 

In general, students reported they learned about dealing with anger primarily 

through Interactions with their angry patients. Occasionally, a nurse or unit secretary 

would become angry with a student or respond In an angry manner. On one unit, in 

particular, the wrath of the unit secretary was feared and anticipated by the students. 

They again chose to avoid her when possible and prepare themselves to face her prior 

to the clinical experience. Several students, for example, reported they cried before 
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clinical as they anticipated this secretary, and prayed to have a Christian, loving 

perspective with this woman. These tactics were used to maintain a sense of balance 

with angry, difficult people. 

Also in response to questions about emotional involvement with patients, several 

sophomore students talked about their personal trait of codependence. This term, 

recently popularized and applied to nursing (Arnold, 1990; Klebanoff, 1991; Snow & 

Willard, 1989), has been used in a variety of ways. The students In the study used the 

term to describe their need to care for others at the expense of their own well-being. 

Students perceived that codependence may have played a part In their relationships 

with patients. They reported they became involved with patients in order to meet their 

own needs to be needed, rather than to meet the needs of patients. Although one 

student reported talking about codependency in her clinical laboratory group, the 

majority of students thought the topic should receive more atter.tion. 

I think a lot of people go into nursing because they have a need to take 
care of people and ignore themselves. Not everyone that comes into 
nursing fits into that, of course, but I do think a heavy percentage of us 
do and might easily fall into the role of caretaker or enabler and not take 
care of ourselves. It might be helpful If somewhere in the curriculum, 
early on, there was maybe a seminar or something about traits of 
codependency, and recognizing It in yourself and your patients, and how 
do you go about taking control of your own life and taking care of 
yourself. 

I am codependent in nature and I think a lot of nurses are codependent In 
nature. If they want to be nurses, that is probably part of the reason. You 
can control It. Codependency Is like a disease, like alcoholism, but you 
can control it totally. When I told my counselor I was going to be a nurse, 
he said it would be a great way for me to have an outlet where I can use 
what I have to give to other people but not get so caught up in other 
relationships. We have never talked about It [in school]. 

Codependence was not discussed In the clinical areas during data collection, but 

students were occasionally observed acting in ways that may be construed as 

consistent with codependent behavior. Several students, for example, never left the 
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patient care area of their assigned unit for a break during the clinical experience. 

Although they were encouraged to take a 15 minute break, they remained, saying "What 

if my patient needs me"; "I only have one; it would be terrible if he needed me and I 

wasn't there". Nursing staff, faculty, and patients did not encourage students to engage 

in codependent behaviors. 

Some sophomore nursing students reported difficulty maintaining physical balance 

within themselves and with their patients. Physical balance in one sense included the 

students' physiologic visceral balance when exposed to the sights, sounds, and smells 

of sick adults in medical/surgical nursing. It was also associated with when it was 

appropriate to touch a patient or be with them outside of the hospital setting. 

By the nature of the patient problems and needs in medical/surgical nursing, and the 

objectives of the course, students performed dally care routines with their patients that 

required physical touch. Students bathed patients, changed the linen on the beds, 

inserted catheters, and changed dressings on wounds. In performing those tasks, they 

also took extra time to apply lotion to limbs, massage the feet and backs of patients, 

and comb their patient's hair. Students also described touching patients to comfort them 

psychologically and to offer reassurance. This is how one student described learning 

when to touch patients in a caring way. 

You have to be sensitive to what the patients want. I am a really 
affectionate person, but some people don't like to be touched, except for 
what needs to be done. So I found that to be a challenge. But I have 
learned over the year to do it better, to be more sensitive. At the 
beginning it was hard. Now I ask their permission or wait for them to 
touch me. Most of my patients whose hands I have held, they have 
reached out for my hand first. I knew it was O.K. 

Physically touching patients sensitively and appropriately was role-modeled by the 

faculty member in the clinical setting and rewarded verbally. She praised students for 

the gift of sensitive touch with others, and encouraged them to respond to patients 



259 

physically with hand holding and through physical presencing. She consistently talked 

with patients at their eye level, and she touched patients gently during procedures she 

observed. Students occasionally described caring nurses as those who show their 

compassion through touching their patients. 

The area in which students described some difficulty touching was with AIDS 

patients. Most acutely at the beginning, students were highly conscious about touch 

with AIDS patients, and were concerned about contracting the disease. They were 

surprised at their own reaction of fear, particularly when they were aware cognitively of 

the modes of transmission of the disease. One student reports 

I didn't think I'd feel this way-- I'm so paranoid. I'm aware of wet spots on 
the sheets, and I'm afraid of anything wet, even hair. I know you can't get 
AIDS from wet hair [sounding frustrated]. I don't even want to pick things 
up from off of the floor. 

Students talked about their philosophies of touch and caring as a professional nurse, 

and how it related to their Christian background. One student spoke of healing and the 

"laying on of hands" as an integral part of her religious experience. Another was highly 

anxious about inappropriate religious auras and the validity of therapeutic touch. There 

appeared to be consensus that scripture calls for Christians to touch each other in a 

brotherly loving fashion, but beyond that point, opinions diverged. These students 

explained. 

I understand the necessity for us, and it is borne out in scripture, for us to 
touch each other and greet each other with a brotherly kiss. But 
therapeutic touch in a sense of realigning the aura around people! One 
article I read had a woman stroking the hands a certain distance above 
the body and actually chanting and that is where it got into the oriental 
religions I think of. Some nursing students came and talked to us about 
pressure points. I don't know where I stand on that. I am trying to figure it 
out. Where does Chinese acupuncture fit in? Is it a valid science? Or is it 
a religion? Or a mixture between science and religion? If it is foreign to 
my God's religion, I don't want any part of it. Even if it is useful. That is 
where I draw the line. 



I think touch is very healing. There is only one instance in my mind in 
which Christ did not touch. That is when the centurion came. But with the 
lepers, which was a very contagious disease at the time, Christ would 
touch them and it was against the law to touch them. They had to have a 
pole and yell "unclean" and people would poke at them to keep them 
away. So for Him to go and actually touch the leper, His grace 
superseded the law there. He touched them and He healed them, so just 
through Christ's example, touch is awesome. Some people may not like 
to be touched and we don't touch them. I think there is a difference 
between touching them and laying on of hands. One verse is "Don't be 
quick to lay hands on anybody" which means here pray for them, but to 
touch someone in a caring way is different than laying your hands on 
them. I don't know much about that. I think they say you have to be 
careful because whatever spiritual things are in that person might 
possess you and overwhelm you. I'd have to look more up about it. 

There was no opportunity to observe students talk about or practice therapeutic 

touch or physically touch others in order to physically heal. Students did not report 
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observing others in the clinical setting that had an effect on their perceptions of healing 

thorough touch. Rather, they relied on their own reading and Christian interpretations of 

healing and touch. Although students had thought about the topic and had opinions 

evolving around the notion of healing, they did not initially introduce the topic in 

discussions about caring and nursing. Rather, they responded to questions. There were 

not enough student responses about therapeutic touch to draw any generalizations 

other than diverse opinions exist and they appear to be personally developed by the 

students. 

Although therapeutic touch was not observed, frequently students talked about and 

were observed touching patients and each other to comfort. They generally appeared 

comfortable touching each other and were observed hugging each other, offering 

backrubs to peers in postconferences and in skills laboratories, and braiding each 

other's hair. 

Early in the quarter, some sophomore students reported physically becoming ill, or 

fearing they would become ill, when faced with caring for and treating patients who had 
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infected wounds, patients in the operating room, or patients who were vomiting. This 

dimension of patient care is raised here as it substantially interfered with the ability of 

the student to focus on the patient or offer compassionate care. One student, for 

example, stated her overriding fear In clinical was that she, too, would vomit if her 

patient did. Rather than caring for others, the student became acutely self-focused. 

Although students did not describe these visceral reactions when they talked about 

patients and caring as a nurse, In the clinical setting It was a frequent topic of concern 

for the sophomores. They talked among themselves and in the presence of their faculty 

member. 

In the clinical setting, students observed staff nurses performing wound care, 

physical therapists debriding wounds, and surgeons performing surgery. The health care 

providers continued their care matter-of- factly, occasionally discussing the treatment in 

progress with the student. The students, however, reported feeling shocked and 

sickened. In the following incident, the student describes her experience in the 

operating room observing a Iymphectomy [removal of lymph glands]: 

They pulled the skin back with these big instruments. The patient looked 
like she was dead. Her mouth was open, her arms were loose. I was 
thinking how much that would hurt If they were doing that to me. I 
thought I would be O.K., but I got sick. I felt shakey and like I would 
throw up, and I had to leave. I prepared myself for this experience by 
saying this body is God's creation. It Is good and this healing is good. 
Everyone was just working away and joking and stuff. I wonder if I am up 
to this nursing. 

Consistently, students who had observed in the operating room during the morning 

were asked in post-conference "How they did" by the other students. Student comments 

ranged from "It was awesome" to "Queasy; not so good". The students were strongly 

encouraged to eat breakfast before the operating room experience, a suggestion which 

several students reported was helpful. 
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The following example describes another incident in which students in 

postconference were discussing their physical reactions to observing wound care and 

the way in which these reactions were handled. It began with two students who had 

been helping a nurse who was providing care to an AIDS patient with an infected wound. 

One student left during the treatment, and in the conference they were discussing their 

feelings during the procedure. 

You missed the worst part! She [the nurse] gave him an enema and fluid 
came out another hole--a fistula--all over. He had one of those things on 
his back, a bed sore. The smell was awful and it was this big! [indicating 
four inch circumference with hands]. And he had them on his hips, too. 
He had all this icky drainage. The smell made me sick. I just stood there 
and watched and wore gloves. I was afraid they would ask me to do 
something. 

As the post-conference continued, another student reported an opposite experience with 

a patient who had a bedsore. 

I had a really good experience with my patient at whirlpool today. He had 
this bedsore that was being cleaned out. It looked like it would really hurt, 
but he didn't act like he hurt. They were going between the ligaments and 
muscles with a q-tip to clean it all out, and you could see just everything. 
It was neat. The muscles looked like they had little flower buds growing 
back as the ulcer healed; it looked just like steak with flower buds. 

The instructor took the opportunity to discuss stages in the healing process of 

wounds. She acknowledged that this later stage was often preceded by a stage more 

like the one the two students had observed. She validated the student reactions and 

used the incident to discuss healing. 

As the quarter continued, the sights, sounds, and smells of nursing very sick patients 

appeared to shock and upset the students less. They were more able to get beyond their 

own reactions and focus on the patient. One senior described how she felt as a 

sophomore nursing student, and the shock it was to her system. She reported that she 

came to face the reality of nursing and caring on her own. 



I think it is a shock to enter the program as a sophomore. It is very 
shocking, and I think more guidance is needed at that time. That is where 
the blunt of the blow is. It is such a shock to be in the hospital. Like I had 
never been in a hospital before, and it is the first time you are exposed to 
many things and you are just ... You don't think about 66 year old 
people being gorked out and in diapers. I think that is when it could 
occur. It is developed mostly on your own. 

Maternity Nursing 
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As juniors, the students in maternity health continued to discuss the way in which 

they did or did not balance their affective, psychological reactions as a nurse to their 

personal well-being. The topics of guilt, codependence, and burn-out were again 

revisited. Their relevance was applied not primarily to maternity nursing, but rather to 

student experiences where they worked and in different clinical rotations. Students 

reported the processes they used to maintain a sense of balance were primarily internal 

in nature, rather than related to interpersonal processes. This student described the 

continuing balance with caring, guilt, and becoming overly involved. 

Maybe we ride this wave of I care and I feel guilt and I care. It is a 
draining emotion, and so therefore I guard myself against it, so I have the 
energy to go on. It is scary to think about it. I think it is hinted at in 
clinicals, that you have to take care of yourself, but overwork and 
overinvolvment and talk about stress. Sometimes it Is just laughed about, 
as if it is an inevitable part of life and a very real part of nursing. I don't 
know. Maybe I will get It in the senior year. I wouldn't say I have gotten a 
lot of it. I generally don't carry a lot of it [patient problems] around with 
me. I can be concerned at the time I am there and I try to give it my all, 
but when I walk away and go home, I see the other nurses ready to take 
over. There have been a few cases where I have felt I had to say to myself 
and God "This is in Your hands". Maybe I am not getting involved. Maybe 
I am not as involved as I need to be to feel that type of feeling. 

Two other students described the ways in which pediatric nurses and nurses on 

AIDS units had been observed balancing emotional involvement with their patients. In 

these interactions, students recognized tactics nurses used that allowed them to care 

with compassion, yet preserve their own ability to work in nursing over time. The tactics 
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nurses used, such as maintaining a distance with patients, were viewed as potentially 

effective in preventing burn-out. 

In peds, if a baby dies that the nurses have been working with, nurses 
have been grieving. Not real destructive, but just sadness ... not like it 
would put them out or anything. I think they know as a professional, even 
though they care ... I know inside myself, you just have to say "No ... 
you can't get attached". [Went on to describe a time she did get attached 
as a freshman volunteer at the hospital]. 

I think I saw more burn-out on the AIDS unit where they are seeing more 
death, more long-term patients. They see them get better and get worse 
and come back kind of stuff. So I saw more burn-out on that floor. 
People talked about it more, and I heard about it more than on other 
floors. One nurse said "I have worked here for two years, and I think it is 
time for me to change so I don't get calloused. Go out, do agency work, 
do anything, and come back. This is what I love, but I want to stay fresh 
and still care about people, to be able to hold their hand and not think 
about what I will cook for dinner. To be able to look them in the eye and 
talk about "I care where you are at". Things like that. She was good for 
me because she was saying I want to be able to stay with it. 

In maternity health, students did not generally perceive burn-out to be as significant 

a factor in nurses as it was with nurses on other hospital units characterized by sadness 

or loss. Also, in recognizing that maternity health patients were generally emotionally 

healthy, and less manipulative than patients in some other settings, students were less 

concerned about losing their sense of balance with their patients. Caring too much in 

maternity health nursing was not observed or reported to be a problem as compared to 

other clinical settings. Students did, however, report reliving their own experiences with 

labor and delivery in the maternity health setting, and needing to put these experiences 

aside while working with others. 

Physically, students observed nurses, faculty members, midwives, and physicians 

frequently touching and comforting women in labor, during the delivery, and 

postpartum. The environment was characterized by frequent tenderness and touching of 

both the infant and mother. Touch was easy and natural in this environment, particularly 
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with infants. This contrasts with the experiences students had with the elderly and ill, 

patients that students perceived mayor may not want to be touched, and in some 

instances were less lovely to touch. In maternity health, other than in allowing long-term 

patients privacy, students were encouraged to comfort their patients through touch. 

Students did not report mixed messages from others In this setting about the value or 

place of touch in maternity nursing. 

In contrast to the sophomores observed in medical/surgical nursing, the maternity 

health students did not report becoming physically III in observing or providing patient 

care in maternity health. All except one student, for example, readily handled a cold 

placenta when given the opportunity to do so. When such opportunities arose, they 

would seek each other out to partiCipate in the learning experience. None of the 

students hesitated when given the opportunity to observe a cesarean delivery. Several 

factors may be responsible for this shift. Perhaps most likely, working with body 

secretions and functions was less shocking to junior nursing students who had more 

experience in caring for patients in hospital settings. 

Students in the maternity health rotation observed nurses and interacted with 

patients during five previous clinical rotations. With this experience, the students were 

better prepared to maintain a sense of emotional and physical balance as a nurse. They 

were seldom required to do so In maternity health. In an environment generally 

characterized by joy and normal healthy developmental changes, emotional vulnerability 

was not a frequent topic for the nurses or nursing students. Touching patients was 

widely accepted and viewed as therapeutic and natural. The physiology and anatomy of 

the body took on a dimension of interest and wonder, as contrasted to an internalized, 

self-conscious dimension. These comments are general in nature and student 

experiences varied considerably. Overall, however, caring as a student nurse in 
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maternity health was characterized by an increasing sense of balance and limited 

vulnerability of the student's emotional and physical self. 

Only one student reported confusion related to the extent to which she was being 

encouraged to interact and get involved with her patients in maternity health nursing. 

This student felt there were inadequate guidelines to inform her of the expected level of 

involvement with the follow-through family. Highly conscious of achieving a good grade, 

she wanted to please her instructor, yet recognized that there are limits on such 

relationships. As she stated, 

The problem I find as a student is you are not supposed to get emotional. 
You are not supposed to write to them or go to their houses, that was last 
quarter [mental health nursing]. Now this quarter, with the follow-through 
family, it is go to their house, meet the husband, meet the wife, get 
involved. And it is like what is going on here? Wait a minute! Stop! Where 
the hell are we going? When is it caring and when is it enmeshed? I don't 
want to get caught in a situation like my friend did [She was graded down 
for becoming, it was charged, too involved with a mental health patient]. 
The sample paper we were given of a report on a follow-through family 
said help them in whatever way you can to help get ready for the baby. 
Does that mean paint the room? I am a little confused here. And I am also 
concerned with liability with this, it leaves us vulnerable. Like supposed 
you get involved with your patient, and the patient says "My husband is 
out of town, can you drive me to the hospital for the delivery?" You can 
do that, but if you are in an accident, you are vulnerable. Do you hear 
what I am saying? It makes it like a lot of vulnerability. 

I asked her if she had talked to her faculty member about her concerns, and she 

responded that she had not. The follow-through family she had contacted had refused to 

have her visit, and she was feeling vulnerable and uncertain about the project on that 

level. None of the other students reported feeling confused about the extent to which 

they were to get involved with their follow-through families. 

Community Health Nursing 

Community health students did not discuss concerns about becoming overly 

involved with their clients. In the schools and adult day care centers, they often worked 
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with groups of students or elders and did not have the opportunity for the prolonged 

interpersonal contact that facilitates Involvement. The students reported feeling primarily 

frustrated with the individuals and families they visited in the home setting, rather than 

touched or saddened by their life situations. This frustration related to the students' 

sense of ineffectiveness in their ability to implement changes in their clients' lives. The 

students also described feeling powerless and annoyed that their clients were not 

available at prearranged times for home visits. 

Psychological balance for students in community health related to their ability to 

keep change in perspective and manage their frustration with clients. Students did not 

report feeling guilty when change did not occur. Rather, they were often confused and 

disappointed. These feelings were acknowledged by the faculty members. In the 

following situation, a senior student tells the other students at the health department 

about being the last to know her 17 year old client delivered her infant. 

My client is a 17 year old teen who was due to have her baby in two 
weeks. We missed our appointment last week, and today she says she 
had her baby four days ago and doesn't need to see me. I had a video on 
labor and delivery for her to see. So, I said I would come anyway and she 
said she is going to WIC [Women, Infant, Children supplemental food 
program] today. I told her I would come later and she said no, her mother 
was helping her with the baby. I'm thinking "Please don't shut the door on 
me!". I wasn't expecting this discussion so I didn't know what to say. This 
has been a long day with no client to see. I'll have to talk to __ 
[instructor] about it. 

When the instructor arrived, the student approached her with the situation. The 

instructor smiled and remarked that she was happy the birth went well, adding "and you 

were thinking don't close me out!". They all laughed at this essentially verbatim 

translation of the stUdent's feelings. The faculty member did not appear upset or 

disappointed in the student's performance, but acknowledged the feeling. This is a 
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representative example of many encounters between students and their clients and the 

faculty responses. 

Several community health students discussed caring as they perceived it to be 

associated with guilt, codependency, and burn-out in nursing. Often, when they talked 

about these issues, it was in the context of nursing in general, rather than specific to 

community health nursing. The senior student who discussed codependency in the 

following passage reported she had processed issues related to codependency over the 

previous year with friends and with a youth pastor. 

I learned something real Interesting last year. I was talking to a friend of 
mine who used to be my youth pastor, and I was talking to him about 
some of my feelings of guilt. I felt like I couldn't do everything. I couldn't 
save the world, I couldn't feed the homeless and give health care to 
everyone, and save the mentally ill on the streets. He was saying he really 
learned that he had some codependent behaviors, and that he needed to 
be needed in order to feel good about himself. And I think I have had that 
tendency, too. I need to feel that I am being used or that people need me 
in order to feel good about myself. That shouldn't be a motivation to do 
good things or to care. It shouldn't be a motivation to care, just to feel 
good. And yet, there are those rewards from caring. You do feel good 
about the things you are doing, but It shouldn't be motivated by I need 
this to feel good about me. Maybe that is where the Christian difference 
is. I do this because God loves me, or maybe it is an obedience situation. 
It is hard. If my motivation isn't right, I don't want to be doing things to 
appease my guilt the rest of my life. I want to do it because people need 
it. 

Although senior students continued to process many of their thoughts and feelings 

about guilt and codependency in nursing with others, faculty members acknowledged 

the students' frustrations when they were verbalized. They also pointed out to students 

that the clients were ultimately responsible for the choices they made. This was done in 

a variety of ways. As reported in the document analysis of the course objectives, in 

community health the students were to "teach clients to problem-solve in meeting their 

own health needs", rather than to intervene in meeting the health care needs for the 

client. Students were also discouraged in their syllabus from driving their clients to 
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appointments, in part as it would facilitate dependent behavior on the part of the client. 

Third, as has been previously described in other sections of the findings, students were 

reminded not to be personally disappointed if their client did not implement changes. 

This counsel was delivered by faculty and public health nurses not with a sense of 

hopelessness, but rather in relation to the reality that change takes time, it is contextual, 

and it is an individual decision. 

The students In community health had limited physical contact with their clients as 

compared to the other clinical settings. The clients, generally healthy, did not require 

physical care with bathing or assistance in eating. They did not have dressings that 

required changing or tubes that required monitoring. When physical touching of clients 

was reported, it centered on physically assessing infants, monitoring occasional blood 

pressures on pregnant women, and weighing, measuring, and developmentally 

assessing children. Students did not report holding the hands of home health clients for 

comfort or reassurance, and observations were not made in the home to determine if 

this, in fact, was a dimension of their care. 

In the grade school settings, students and school nurses were observed touching 

children in a brief, public way as they screened them for head lice, vision and hearing 

deficits, and scoliosis [curvature of the back]. The nurses who were observed appeared 

to know many of the children well. When they met in the hallways at the school, they 

greeted the child by name, but did not physically touch the children. In the nurse's 

office, posters were displayed for the children, some drawn by children, describing child 

abuse. There was an awareness that touch can be harmful. 

The adult day care centers offered yet another dimension to touch and caring. 

Students observed elders touched, or not touched, by nurses and by each other in a 

variety of ways. In one Senior Program for Inner City Elderly (SPICE), a nursing student 



270 

was offering blood pressure screenings to well elders who were having a bazaar and 

playing cards. The elders, particularly the women, frequently touched each other by 

patting hands and hair, putting their arms around each other, and helping each other 

stand up from a low sofa. When one woman was not strong enough to help a friend up 

from the sofa, she found a man to assist her. The women, animated over the special 

occasion, tried to sell the men "sex cake" and the men, in return, asked the women 

questions such as "Are you still In love or did you get married?". The student had an 

opportunity to observe the Important role touch and humor appeared to play with these 

elders as they interacted. In this situation, the student did not respond to the touching 

she observed, and did not get up to leave her blood pressure cuff to join in their 

activities. When asked what she learned during the experience, she reported being 

surprised at how healthy some elderly people are. She did not report any observations 

related to touch. This student continued to focus on the technical skill of blood pressure 

monitoring she had learned in the hospital setting, and had not adapted It as a tool to 

use In Interacting with others. 

At an adult day care center, one student observed and acknowledged the role touch 

played in the lives of elders. A staff member at the center assumed responsibility for 

organizing "pet therapy" for the elders. Every other week, a pet was "borrowed" from the 

animal shelter for several hours for the elders to hold and touch. During this session, 

two small white kittens were passed around a small circle of elders to touch and pet. 

During the day of observations, the elders held the kittens, kissed them, stroked them, 

and talked of the cats and pets In their lives, past and present. They picked names for 

the cats they held [Precious. Lovable. Snowball]. and one elderly woman cried when she 

was told the kittens must return to the shelter. The nursing student reported being 

acutely aware of the impact of touch for elders. and the value of pet therapy. 
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In examining these descriptions of touch and its role in community health nursing, 

students were exposed to a variety of ways to use the sense of touch. In their 

interactions with well clients, elders, and children, students observed a decrease in 

medical treatments and the touch associated with these treatments as a basis for 

nursing care. Students also witnessed the extent to which some well elders relish their 

sense of touch, and the value of creative, alternative forms of touch, such as pet 

therapy. What appeared unique about touching in community health was the purpose of 

touching. In medical/surgical nursing, students learn to touch and hold a hand when 

patients are lonely, in pain or sad to support the patient. In maternity health nursing, 

students touched patients while assessing, monitoring, cleansing, and comforting them. 

In community health, touch was observed not centrally as a way to heal or support 

another, but rather as a dimension of healthy aging and human connection. 

Self-Care 

In a second dimension of balance, students discussed the process of balancing their 

own self-care needs with the rigors of nursing school and their ability to perform as 

nursing students. This challenge of caring for self was similar for students across the 

curriculum, and so is presented collectively. 

It is noteworthy that although many students articulated the connection between 

self-care and caring for others, they did not initially introduce the word "self-care" when 

discussing caring as a nurse. Self-care, or the absence of it, was either implied through 

comments about codependency, or addressed in response to direct questions during 

the interview process about self-care. 

Students reported an increased awareness of the importance of self- care as they 

progressed through the nursing curriculum. Despite this awareness, they frequently 

reported their personal health behaviors were compromised in the process of balancing 



272 

their time commitments. The early morning and lengthy clinical contact hours, extensive 

reading, care plans, and term paper assignments did not allow them time to take care of 

themselves. Students noted faculty encouraged them to take care of themselves, but it 

was difficult to put into practice. Two students described the way that faculty 

encouraged them to "take some time" for themselves. 

I remember my sophomore year when they told you to take some time for 
yourself, but I tell you, THERE WASN'T ANY! And that was really 
frustrating because I was sick a lot of it. I know a lot was the stress just 
because of the whole situation of a new environment, projects to do, 
things to learn, and had I known then what I do now I would know you 
just do the best you can. You will always be learning, so don't stress over 
it. Then I would have been able to see clearer how important self-care is. 
At the time I was just concerned with getting through it all right. Even 
though faculty were saying "take a little time, do a little exercise, do a 
little this" there just wasn't time. Now this year, I have heard the word 
self-care brought up quite a lot in our senior year by faculty and I just 
take them right up on it and think it is really important. Papers and 
projects will wait a few hours if I need a break. I think that by the time you 
are a senior you can see how important it is and how you can allow time 
in your schedule for it. 

I don't remember the specifics. I don't remember when. I think it was a 
long time ago, when we talked about the nursing model. We talked about 
ourselves and how we have to take care of ourselves before we can care 
for others. The content of well ness is already there and applied enough in 
nursing. Maybe it would help to have groups in which you are held 
accountable for your own self-care. To get a partner to exercise with or 
something. Other people who are not in nursing might need it more 
because it is not in the curriculum. 

In the following example, the student made two points about self- care for nursing 

students. First, she concurred that holding students accountable formally for their 

self-care practices would be valuable. Second, she described the relationship, as she 

perceived it, between caring for self and the effect It may have on one's ability to care 

for others. 

I think it would be Interesting. We talked about It In our sophomore year. 
To take part of the quarter and really emphasize the importance of 
self-care. To see how you are taking care of yourself, and checking up 
each quarter to see how people are doing. Emphasize if you feel good 
about yourself, if you are rested. I know that is not always possible In 
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how you take care of other people. I remember faculty talking about if, 
but I don't remember it in theory. It would be something really good to 
spend some time talking about and keeping each other accountable. I 
think that fosters the sense of how important it is to care about yourself, 
and I think that in turn allows you to care better for others. I have noticed 
that about myself. If I am feeling good physically and mentally, I have 
more to give. Whereas if I am sick or tired or just doing school, I'm not as 
able to give as good a care as otherwise. 

Some students reported being affected by observing their patients in the clinical 

setting who had experienced the repercussions of poor self-care practices. The 

following student described her experiences with several patients. 

A lot of seeing the effects of drugs on people really woke me up. I was 
never involved with drugs but now I have seen what happens. Some 
people are 25 and they look like 35. Also, in my sophomore year I 
remember taking care of an extremely obese lady and all the health 
problems that go with being overweight and yet she really didn't seem to 
care. The doctor had urged her to lose weight but she hadn't. I thought 
OH MY GOSH-- and she was the first person I had to catheterize. There 
were three of us In there trying to get her legs apart and I thought THIS IS 
AWFUL-- just awfull I remember thinking after that there is NO WAY I 
would ever let myself go like that. I think people have taught me lessons. 
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Other students reported their clinical experiences with patients had not translated into 

personal self-care behaviors: 

I go home and think about it briefly. It is not something that seems to 
really stick with me. Cancer, what can you really do? You don't know 
when it will hit. I have always done self-breast exams anyway. Maybe just 
nutrition, but I really eat what I want anyway. I have never been one to 
smoke or drink or those things anyway. 

More often, it was a combination of faculty comments, the support of friends and peers, 

and spiritual strength that provided students the ability to balance their own needs with 

the requirements of the student role. This student described the many interactions that 

affected her ability to maintain a balance in self-care. In her example, setting priorities, 

prayer, and seeking support from peers and faculty were the most helpful. 

Being a parent in this program has been difficult. To try to get eight to 10 
hours of clinical or classwork a day, come home, feed your family, and 
keep your house and have quality time with your kids and get six to eight 



hours of sleep a night. There aren't enough hours in a day. If I can claim 
anything from nursing school, it is to prioritize and organize and be 
flexible [laughs]. It has been worthwhile. I wouldn't change anything 
although I went through a lot of hardships financially and emotionally. 
Some days I just say "How am I gOing to get through this day?" and I 
have learned it is my spiritual growth that has kept me going. I say I 
QUIT-- I just want to stay home and be with my kids, and I look to the 
Lord and I say I need direction, I need strength. And amazingly, 
something usually happens that eases the problem. The nursing students 
and classmates have been an incredible support and so have the 
instructors. My instructors here have always been willing to work with me. 
They don't let me use my family as an excuse, but they realize in reality, 
when it comes right down to it, my family is my priority and nursing is 
second. That is the way it is. You do it. You have to. 
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Once again, the fear of contracting AIDS brought a dimension to self- care practices. 

Students reported being acutely aware they must protect themselves and be careful in 

working with patients, particularly because of the prevalence of AIDS. They spoke of 

both their fears and those of their friends or boyfriends. 

I think AIDS is different. There are a lot of people out there who have it 
and you can get it really easily and sexually. You think about it more. 

I have not had a lot of AIDS patients to care for. Actually the one I took 
care of was a woman who caught it from her husband. I had to constantly 
remind myself "This person has AIDS-- be careful, be careful". 

Some of us have boyfriends who really don't like us working in a place 
where we might contract AIDS. It causes some friction. 

Summary 

Students reported being encouraged to care for themselves and recognized the 

importance of doing so. They recognized it was necessary to care well for oneself to 

care effectively for others and acknowledged the importance of self-care practices. The 

tactics students used to maintain a sense of balance in caring for themselves included 

talking to and encouraging each other, talking to faculty and occasionally asking for 

extensions on assignments, prayers for strength and guidance, and personal journaling. 
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Students reported being able to keep their responsibilities in better perspective as the 

nursing school experience progressed. 

Lisa's Story 

I think I have taken the approach if I can, without saying anything, show 
Christ's love to this person, then that will open a door. It is not what I say. 
I usually feel very inadequate when it actually comes to sharing because I 
don't have the answers to why people suffer and why people live who 
would rather die and the ones who want to live so badly die. Lisa, S.N. 

Lisa, a junior nursing student, had returned to school in her early forties. She was 

married to a pastor, had served as a missionary, and had several college and school age 

children. She was enjoying being back in school and the challenge it offered during this 

point in her life. She reported being relatively effective in allocating her time to deal both 

with her family and the stresses of being back in school. She was quiet, composed, 

pretty, and professional in appearance. 

Lisa said she could remember all the patients she had cared for. During one clinical 

hospital experience she stated "I went past the room of the patient I cared for last week 

and I am wondering how they are doing at home. I think about them when I am here but 

I don't worry about them when I am at home. I don't have time". The following story, 

through the use of field notes and interview data, describes the experiences she had 

with one patient while in the maternity health clinical rotation. 

April 4,1991 

Early in the shift, Lisa was observed briefly reviewing the charts of her two assigned 

patients and evaluating their laboratory values. Both patients had ruptured their 

membranes prematurely and the medical treatment was to prevent further leaking of 

fluid or the onset of labor. She was then not seen until the end of the clinical evening. At 

that point she came out to the nurse's station and reported she had been with her 

patients all evening. She spent the majority of her time with one patient. This woman, 
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newly admitted, was alone in the hospital as her husband was at home with two other 

children and the grandparents were on the way into town. Lisa was her support this 

evening. 

During the evening, the student accompanied her patient to ultrasound while 

diagnostic procedures were performed. Lisa said the patient was doing well until she 

returned to her room after the ultrasound, at which point she began to cry. The patient, 

who had been leaking fluid for one day at that point, was afraid the baby was suffering. 

The physician reassured her the baby was not suffering but stated that some 

complications such as contractu res may occur if there was not enough fluid for the baby 

to float in. I asked Lisa if this was hard for her. 

Lisa: I know what it is like to go through hard times. I haven't had 
complications with pregnancy but I did lose a child when he was six and 
a half. I want to let patients know to hold on and have hope. You will 
survive even this. 

Follow-through families were being assigned tonight. 

April 11, 1991 

Lisa was assigned the same two patients. 80th women were still trying to hold off 

delivering their infants and were "doing well". One woman's water [amniotic fluid] 

stopped leaking a few days ago but the outcome of the pregnancy remained uncertain. 

April 24, 1991 

During the interview today, Lisa's experience with her clinical follow-through family 

was discussed. 

Mine is a little bit unique in that she is not at home. She has been in the 
hospital since the first day. The follow-through I was assigned did not 
want a nurse and so we worked it out so I could follow this one I had 
already taken care of in ~he hospital and got to know. It is different. I have 
met her family as they cama in to visit her and she has agreed I can visit 
her after she goes home ... whether she is able to take the baby home or 
not. It may be premature since she has premature membranes. As far as I 
know she is still in the hospital ... I will see her today. She is now past 
28 weeks and they are supposed to call me if anything happened but 



some times those things don't get done. If she goes beyond 28 weeks 
they will keep her there, if it is less than 28 weeks she will go to university 
hospital where they have facilities to care for her. It is a potentially 
difficult situation. 

ME: potentially tragic 

Lisa: Yes. And in a way I would rather just have a normal, happy everything is OK 
pregnancy to follow through but it is almost like this one was given to me. I have 
never experienced the things she is experiencing but my caring for my children 
translates over. 

April 25, 1991 

The patient, although she reached the goal of 28 weeks gestation, Is depressed 

today. Lisa brought her a joke book to cheer her up today and stated in clinical. 

I don't know what's wrong with her. She is relieved but Irritable with the 
hospital routine, the noise ... she didn't expect this to go on so long. 

May 2, 1991 
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Lisa's patient has a sign on her door today. It states "Please knock- -then pause and 

announce yourself before entering. Thank you very much". The instructor stated the 

patient is greatly fatigued by the hospital rituals and routines. Lisa has mentioned to me 

"I realize it is an invasion of privacy and I realize that once we enter hospital doors we 

put our dignity aside as patients. I would like to be able to restore a bit of that to people". 

The father of the unborn Infant is beginning to reveal it may not be a good idea to be 

too aggressive in treating this baby who is at high risk. Mother disagrees. 

May 24, 1991 

The baby was born yesterday. She was septic [a major infection in her body] and 

was transferred to a children's hospital where she died within 24 hours. Lisa went to the 

hospital with the couple to be with them. The Mom was upset because the baby's hands 

had been blue. She was delighted, however, that as she held the baby girl's hands the 

baby squeezed the Mother's fingers. Mom only saw the baby with her eyes open once. 
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They had taken a few pictures at the hospital when the baby "looked pretty good" right 

after the birth, and then a few at the hospital where she was transferred. Mom says she 

is not sure she wants to keep the photographs but Lisa encouraged her to keep them 

and put them away, if they are too painful to look at right now. They will be a reminder of 

the reality that her daughter was there and may help the siblings, too. The hospital staff 

where the baby had been transferred had taken plaster casts of her hand prints for the 

parents. The EKG pads placed on infants at both hospitals are shaped like small gold 

hearts. Lisa wondered if the Mother would have wanted to keep it, also. She mentioned 

this to her instructor who said she could go get another one to give to the parents but 

by then the patient was packed and ready to be discharged. 

As the parents were being discharged, the students, gathered at the nursing station, 

talked about the situation. One student nurse asked if the Mother had spiritual beliefs. 

Lisa noted she was Protestant but chose not to go to church. She is angry now at God 

and is almost afraid to say it least He do something worse to her. She thinks He must 

really hate her to allow this to happen. The students reflect that other patients are afraid, 

too, to say angry things at God but it is O.K. if they do, "God has big shoulders". 

Lisa mused that God uses people in special ways. She needed the patient [as a 

follow-through family], and now the patient needs her. The student's husband will 

perform the service for the baby. Lisa states she shared with the patient that she, too, 

lost a child and so knows some of the pain the grieving family is feeling. Lisa says she 

truly can say she trusts in God and His goodness. 

A large pink "It's a girl" balloon and flowers had arrived earlier for the parents before 

the baby died. The nurses took it out of the mother's room and, as the patient was being 

discharged, gave her the flowers without the balloon. The husband and wife are standing 

at the nurses' station with a large cart full of possessions from the long ordeal. They 
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look exhausted. A nurse hugs the Mother a long time and tells her earnestly "If you need 

anything or someone to talk to, call me". Lisa says "I don't believe I have been able to 

do this". 

This story was selected for inclusion in the findings for several reasons. First, it 

offers an excellent example of each dimension of caring as a nurse from the student 

perspective. Second, the opportunity to "follow" a growing student-patient relationship 

over a ten week period allowed for more depth in understanding as compared to other 

relationships students experience in clinical settings. Third, as a particularly compelling 

story, It offers insight into the possibilities that exist for exceptional caring. 

The thread of trust is evident initially in the interaction between the student and 

patient. While not all patients were willing to accept a student nurse to follow them 

through their delivery, this hospitalized, vulnerable woman did exhibit such trust. The 

element of trust was further enhanced over the extended contact between the student 

and the staff nurses with this patient. The staff nurses were, in fact, willing and 

encouraged the patient to continue the contact following her discharge home. The 

student continued to develop trust and rapport with this patient over time through 

listening and the therapeutic use of humor, as evidenced in the gift she chose for her 

patient. 

Respect was also threaded throughout the relationship. Lisa and the nursing staff 

promoted privacy for this patient while she was hospitalized through closing her hospital 

door and minimizing interruptions. The patient's right to know was supported through 

the answering of her questions about the risks to the unborn baby. Perhaps most 

significantly, the patient was viewed wholistlcally. She was seen as a woman with 

physical needs, psychological fears, and a spiritual dimension who played a role within a 

family. She was not judged for her religious practices or fears, but rather supported in a 
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highly personalized manner. The infant, too, was respected as a unique individual with a 

distinctive image and fingerprints that were valued. 

The thread of balance ran deep into the experience of caring in this situation. In 

sharing a powerful life experience with a patient, Lisa's own ability to maintain a sense of 

balance was challenged. She integrated and balanced her personal Christian life with 

her role as a nurse in a unique, sensitive manner. 



CHAPTER 9 

CONCLUSIONS 

Overview 
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The purpose of this study has been to explore, from a student perspective, the ways 

in which student nurses develop conceptions about caring as a nurse. Through a 

symbolic interactionist lens, the social processes at one baccalaureate nursing program 

were analyzed for their effect on student conceptions of caring in three clinical rotations. 

Students and faculty members in medical/surgical, maternity, and community health 

nursing courses participated in this study that took place over one academic year. 

Several research methods were used in this study. Institutional documents including 

the mission statement, philosophy statements, and guidelines from the student 

handbook were analyzed to contextualize the educational setting. Students and faculty 

members were interviewed formally and Informally and observed in the clinical setting. 

Student assignments were reviewed for themes related to caring. Through the use of 

multiple sources of data, student conceptions of caring were identified; social processes 

in effect in the educational experience were explored; and unique dimensions of caring 

as a nurse in three clinical settings were illustrated and described. 

Discussion of the Findings 

The first research question posed was "What are the conceptions of caring held by 

student nurses?". Students in the study described three core concepts related to caring 

as a professional nurse: trust, respect, and balance. Each of these concepts had several 

unique dimensions. 

Students described trust as the extent to which the patient felt confidence in the 

ability of the student to provide competent, safe care in a relationship characterized by 
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rapport. Three dimensions of trust were expressed by the students. The first dimension 

was related to the ability of the student to provide technically safe care to patients, 

particularly those patients who were acutely ill. When the student was able to 

demonstrate technical skills to the patient, trust was often the result and the foundation 

was set for a caring, connected relationship. However, when the student was not able to 

demonstrate technical skills, particularly in the acute care setting, the patient would 

occasionally refuse to allow the student to work with him or her, and barriers to trust 

and connectedness would be present. This clearly had a negative impact on caring 

relationships in the clinical setting. 

The second dimension of trust students described was related to time. They reported 

that as their clinical responsibilities for assessing and technically caring for patients 

increased in the clinical setting, they were challenged to maintain a caring, connected 

relationship with their patients. A tension was present between completing multiple 

technical nursing tasks and taking the time to listen and talk to patients. This tension 

was further complicated by the fact that patient hospitalizations were often abbreviated 

due to the high costs of health care. When students were involved in a particularly 

intense situation with the patient, the amount of time needed to develop a trusting 

relationship was often decreased. It was also reported that time alone did not 

necessarily lead to a caring relationship between patient and student nurse. 

The third dimension of trust was rapport. Rapport was characterized by a reciprocal 

dimension to the student-patient relationship, the appropriate use of humor in that 

relationship, and the giving of gifts. In reciprocally caring relationships, the patient cared 

for the student by allowing him or her to learn in the clinical setting and encouraging the 

student in his or her studies. Occasionally, for example, the patient became the teacher 

to the student. Patients taught the students the steps to take in performing technical 
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procedures and described the complex pathophysiology associated with their illness. 

They also taught students, through relaying their life stories, about the effects of acute 

and chronic illnesses. The student, reciprocally, demonstrated an interest and concern 

in the patient as a person and the importance of his or her story while providing nursing 

skills. Students reported that rapport was evident when patients or seasoned nurses 

included light-hearted humor in their interactions. Initially uncertain that it was 

professionally appropriate to include humor In interactions with clients, students came 

to accept that when used appropriately, humor not only allowed some patients to cope 

with their losses, but also was evidence of connectedness and comfort in nurse-patient 

relationships. Some students reported feeling angry when they observed health care 

professionals using humor among themselves at the expense of the patient. Humor, 

when used in a hurtful, disrespectful way was viewed as the antithesis of caring. 

Gift-giving was the third dimension associated with rapport. Students brought tangible 

gifts such as books and pictures to the patients as well as the intangible gifts they 

brought as unique, sensitive individuals. In a reciprocal manner, patients offered gifts to 

the students such as cards, flowers, and encouragement. The findings associated with 

trust are described in depth and illustrated in Chapter six. 

Respect, a second concept students associated with caring as a nurse, had three 

dimensions, wholistic, rights, and differences. Students described respect as a 

dimension of the nurse-patient relationship. In caring, they reported it was important to 

be respectful of patients although students seldom focused on the need to be personally 

respected by patients. They reported becoming angry, however, if they sensed they 

were not treated in a respectful way by their faculty members, the ward secretaries, or 

the staff nurses. 
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When nurses care about patients, students reported, they respect that patient as a 

complex, unique, and integrated individual. Thus, the "patient" was more than a 

diagnosis or medical condition. Patients were viewed as individuals or families with 

unique developmental, spiritual, and physical needs who were experiencing a disruption 

in health care. When a nurse cares about a patient, they consider the patient as a whole 

in the context of his or her own life, not only in the context of the current hospitalization 

or identified health need. Caring for patients is thus individualized. 

Students also maintained that nurses who care about their patients also respected 

the patients' rights. These rights included the rights to know about treatment options 

and alternatives, disease processes, and procedures; the right to privacy; and the right 

to experience optimal independence. Students often reported that caring nurses were 

characterized by the extent to which they took the time to teach patients, provide the 

patient with privacy, protect patient modesty, and assist the patient in maintaining 

control and power over their own healing. 

The third dimension of respect was related to individual differences. Students stated 

that to develop a connected, caring relationship with a patient, it was helpful when they 

respected the patient and his/her lifestyle choices and beliefs, even when those beliefs 

were different than those held by the student. It was particularly challenging, for 

example, for some students to develop a caring relationship with homosexual AIDS 

patients, non-Christian patients, and patients whose lifestyle was characterized by 

poverty. In these situations, when the student did not accept the patient, the interactions 

were tense and misunderstandings resulted. In this evangelical Christian setting, many 

students struggled in an effort to avoid judgmentalism. The findings of the study related 

to respect for differences, respect for patient rights, and respect for the wholistic nature 

of the individual are presented and illustrated in chapter seven. 
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The third student conception related to caring as a nurse was balance. Students 

reported that nurses in caring relationships with others must maintain physical and 

affective boundaries with patients while providing care to personally survive. Caring 

nurses, for example, learn when it is appropriate to touch others and do so in a 

sensitive, appropriate manner. They also respect the wishes of patients who do not want 

or require physical touch. 

Affectively, students described a tension between being open and caring enough to 

hear another person's story and empathize on the one hand and on the other hand to 

protect oneself from the immense sadness and loss that many patients experience. 

Students were challenged to "build a little wall" to protect themselves from the sadness 

and yet remain vulnerable enough to be touched by and respond compassionately to the 

patient's story. It was possible, they reported, to care too much for one's patients and to 

become "burned out" and leave nursing. It was also possible, they believed, that some 

nurses do not process the feelings they have for patients they care for in a healthy way. 

This, too, leads to an inability to survive as a nurse. Students reported a variety of 

experiences and beliefs associated with crying with patients. This affective expression 

was viewed by some as unprofessional and by others as a way of "being real" and 

connected to others. 

Finally, students indicated that it was important to take care of themselves as 

students. They regularly attempted to balance their own needs for sleep, nutrition, 

connectedness with others, and stress reduction with the realities of the demands of the 

nursing curriculum. They reported they often found they were not caring adequately for 

themselves, and this made it more difficult to care for others. Several students reported 

being aware of personal tendencies toward codependency. The data related to balance 

and caring are presented in chapter eight. 
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The second research question was "In what ways, if any, do social processes in one 

baccalaureate nursing program affect student conceptions of caring as professional 

nurses?". Social processes were conceptualized as macrosociological and 

microsociological. Macrosociological processes analyzed included the mission of the 

evangelical educational institution, policies such as mandatory chapel attendance and 

guidelines for student behavior, religious programs available to students, and the 

philosophy and conceptual framework of the school of health sciences. These processes 

are described in chapter four, the Introduction to the University. Microsociological 

processes included those interactions, both oral and written, that students experienced 

with other individuals. In this study, microsociological interactions of particular interest 

were those between students and patients, faculty members, peers, and nurses in the 

clinical settings. Evidence of and the effect of these processes is included in the three 

chapters devoted to the conceptions of caring, chapters six, seven and eight. 

One general finding was that students were most influenced by the interpersonal 

interactions they experienced. When they talked about caring as a nurse and learning to 

care, they often referred to experiences they had with individual patients, to interactions 

they observed between nurses and patients, and to interactions they experienced with 

their faculty members. Students were seldom observed or reported interacting with 

physicians. In the clinical setting, students were observed interacting primarily with the 

patients they were assigned to and with the staff nurses assigned to their patients. The 

students generally had many opportunities to interact with their patients during clinical 

experiences. The extent to which staff nurses or public health nurses were available and 

willing to interact with the student was highly varied. The extent to which the students 

interacted with their instructor varied with the clinical rotation. In the medical/surgical 

and community health settings, it was rare for the student to see the clinical instructor. 



287 

In the maternity health setting, the instructor was consistently present and available on 

the hospital unit. 

Students reported that some of the messages they received from nurses, patients, 

and faculty members were consistent. For example, technically competent care was 

consistently valued in the clinical setting. More often, however, when talking about 

"caring", students reported that they received conflicting messages from others. For 

example, many faculty members and staff nurses maintained the patient had the right to 

independence and at the same time required the student to get the patient out of bed for 

a walk, even if the patient tried to refuse the walk. Thus, students were faced with the 

tension of respecting the rights of the patient to say no and the responsibility of 

ensuring the patient recovered without medical complications. Students also reported 

they received conflicting messages about the extent to which crying with patients was 

appropriate in the clinical setting. They reported faculty members generally thought 

crying to be an indicator that they have been touched by the patient's story, and that if 

patient care or safety was not compromised, crying was appropriate. Students reported 

staff nurses, in contrast, generally gave students the impression that crying in the 

clinical setting with patients was unprofessional. When faced with conflicting messages, 

students reported they would be responsible for making those choices on their own 

when they were "real nurses". In taking this perspective, they demonstrated that they 

were, indeed, active participants in the socialization process. 

StUdents reported that some of their beliefs about caring for others were challenged, 

reconsidered, and stretched as a result of interactions with others while in the nursing 

program. For example, frequently students reported struggling with the rightness or 

wrongness of homosexuality and how to care for homosexual patients in a 

nonjudgmenta!, kind way. Some student views were also stretched to acknowledge the 
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value and place of alternate spiritual perspectives in the delivery of sensitive nursing 

care. By and large, however, students reported that many of their conceptualizations 

about the value of caring were stable over time. They frequently referred to their 

previous life experiences with health and illness, as consumers of health care, and as 

mothers, daughters, and wives to inform their role as student nurses. These experiences 

colored their perceptions of what it means to be sick and what it means to care for 

another. Several students also talked extensively about the values they developed in 

their families and how these values were integrated into the experiences they were 

exposed to in clinical settings. For example, one student whose family was heavily 

involved in offering social support to others through their church, maintained her 

parents taught her to "meet people where they are at". She described numerous 

examples of ways in which she continued to implement this concept into her nursing 

care. Another student talked about the ongoing influence of her parents while she was in 

the nursing program. When she was faced with issues associated with balancing her 

emotional boundaries with patients, she talked to her parents about her concerns. Her 

parents, rather than faculty, staff, patients or peers were instrumental in giving her 

guidance to cope with difficult situations. 

While in nursing school, students were also socialized into the role of professional 

nurse by people in external work settings. The majority of senior nursing students, for 

example, were employed by hospitals as nursing aids or related roles while completing 

their education. In this study, when students described "learning to care", they often 

referred to interactions they had with patients and nurses they associated with in their 

work experience. Several students, when asked to describe a particularly caring nurse, 

selected nurses they knew from their work experience. Socialization of professional 
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nursing students was the result of multiple processes, internal and external to formal 

educational nursing experiences. 

Many processes at this institution were related to the evangelical Christian focus of 

the university. A significant majority of the students in the study were Christian, as were 

all of the faculty members. For some students, the evangelical Christian focus of the 

university had a powerful effect. They were active participants in organized groups such 

as Nurses Christian Fellowship and served in university sponsored missions programs 

overseas during breaks from academic studies. They were inspired by chapel 

experiences, initiated prayers in their clinical groups, and reported personal struggles 

with caring for others as a Christian. Other students were indifferent to the Christian 

focus of the university. They reported, for example, reading during the mandatory chapel 

sessions and avoiding strict university policies when possible. The university's influence 

on the nursing students was highly varied. 

Students reported interpersonal interactions with faculty members that were 

characterized by a distinctively Christian perspective. Some faculty members at the 

university, for example, explicitly connected areas of study in lecture to Bible verses. 

Nursing instructors reportedly encouraged students to consider ethical issues from a 

Christian perspective and requested students to write in their clinical logs about their 

clinical experiences that had a spiritual dimension. Each instructor in the study reported 

she talked and prayed privately with students when appropriate, although prayer was 

not observed in two of the three clinical settings. Both interpersonally and structurally, a 

clear and consistent message to students from faculty members was that it was 

inappropriate to evangelize patients in the clinical setting. When, for example, several 

students did initially attempt to witness their faith inappropriately with patients, faculty 

members talked privately with the student and also developed a seminar to highlight the 
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importance of respecting different religious or spiritual preferences. Faculty members 

modeled a Christian perspective in their interactions with students but consistently 

discouraged students from evangelizing patients. Thus, although students were exposed 

to the influences of an institution with a mission to evangelize, they were encouraged to 

respect the values and spiritual preferences of all patients. 

The third research question was "What, if any, effect do the experiences in diverse 

clinical rotations have on the conceptions of caring developed by student nurses?". The 

three clinical sites where data were collected were medical/surgical units in a large 

private hospital, a maternity unit in a health maintenance organization, and community 

health settings. Community health students were observed at two health departments 

prior to and following home visits to clients, in adult day care centers, schools, and in 

community clinics. 

As described earlier, student conceptions of caring as a professional nurse 

remained, in many ways, relatively stable throughout the educational experience. If a 

student reported that respect was a core dimension of caring, for example, he or she 

tended to focus on issues related to respect for others in all three clinical rotations as 

well as his or her employment environment. Clinical site and patient characteristics, 

however, exposed students to situations that both facilitated and inhibited the realization 

of caring relationships between students and patients. Three of these characteristics 

included the complexity of technical care the patient required, the amount of time the 

patient was hospitalized or receiving health care, and the extent to which the clinical 

environment was characterized by hope, joy or sorrow. 

The sophomore students on the medical/surgical units reported the level of technical 

care required by the patients was high in relation to their clinical abilities. Thus, 

practicing safe nursing care was observed and reported to be a central dimension of 
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"caring" for the patient in this setting. This clinical experience took place in a 500 bed 

private hospital in an urban center. The experiences students reported may be different 

than those they would have reported if they were assigned to medical units in a teaching 

hospital, community hospital, county hospital or veterans' hospital. Perhaps in a 

community-based hospital, the patient acuity would have been lower and caring for and 

about medical/surgical patients would have been conceptualized differently by students. 

It was in this setting that students also faced the reality that there wasn't always time to 

provide patients with optimal care, and the needs of some patients were great. Many of 

the patients they cared for, for example, were elderly people faced with nursing home 

placements, the loss of a 11mb or body function, and the loss of life. Several students 

assigned to the AIDS unit also described needing to face their views about early death 

and loss. Hearing poignant patient stories led many students to lose their initial sense of 

balance in relating to others in a professional caring relationship. 

In the maternity health clinical setting, the birthing experience was described as 

normal and healthy. The focus of providing clinical care shifted from providing highly 

technical care necessary to maintain life to supporting and monitoring a healthy, normal 

process. Caring for patients was centered not on technical task-oriented care but on 

promoting well-being through support, monitoring and patient education. It would be 

interesting to consider the extent to which this focus was the result of either the 

philosophy of the individual instructor or the health maintenance organization. Similar 

findings might not have been elicited in a high-risk teaching hospital or a hospital 

without the focus on well ness that was apparent in this health maintenance organization 

facility. 

Students reported they developed connected relationships with laboring and 

delivering patients rapidly in this setting due to the intensity of the birthing experience 
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and the patient's willingness to "bond". It was a unique challenge, however, to be 

connected and caring to women and families who frequently were discharged from the 

hospital setting within 24 hours following the delivery of the infant. For the most part, the 

setting was characterized by joy, although the tragic death of an infant occurred while 

the students were assigned to the maternity unit. Students reported it was easier to 

rejoice with and physically touch the young, healthy maternity patients and their 

newborn infants as compared to many elderly, chronically ill, and confused patients. 

The nurturing environment that developed in this setting between the mothers and 

infants also added a distinctive, caring dimension to the nurse-patient relationship. 

In the community health setting, the clients were physiologically stable and limited 

technical nursing interventions were necessary to provide safe nursing care. The nursing 

skills needed were related to screening individuals for health problems, referring clients 

to community resources, providing education to the client, and assisting clients who 

were facing life crises. Although the students had longer term relationships with their 

community clients as compared to patients In other settings, they reported that this did 

not necessarily facilitate a connected, caring nurse-client relationship. The differences in 

world-view and lifestyle between the student and the client were cited by students and 

faculty as reasons why it was difficult for some students to "connect" with their 

community health clients. Students tended to become upset not with the difficulty and 

struggles their clients may have been experiencing, but rather with the unwillingness of 

the clients to listen to their advise. In this sense, students remained more focused on 

"self" and the way they felt about the client's response than on the client and his or her 

story. Stated another way, balance in this setting was not observed or described as a 

tension between caring too much for another. The student tensions or struggles were 
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more often related to reconciling personal conflicts between values and roles that were 

appropriate for professional nurses. Struggles with judgmentalism continued. 

The study design does not allow one to conclude that students viewed caring in any 

one setting in a distinctive way primarily because of the uniqueness of the clinical 

setting. The views students expressed may have been due to distinct dimensions of the 

clinical environments but may also have been the result of previous socializing 

experiences or life experiences. No attempt has been made in this study to control far a 

developmental process students may have experienced. A longitudinal study would be 

necessary to investigate that possibility. 

Comparison to the Literature 

The literature on caring in nursing and nursing education is extensive. A wide variety 

of conceptualizations of caring and theories of caring have been proposed (Morse, 

Bottoroff, Neander, & Solberg, 1991; Morse, Solberg, Neander, Bottaroft, & Johnson, 

1990), serving both to expand and to fragment the development of the concept of 

caring. The data from the current study are analyzed and compared to the vast literature 

on caring in two ways. First, the effect of the study design in soliciting student 

conceptions of caring is compared to the five major conceptualizations of caring as 

proposed by Morse, Solberg, Neander, Bottoroff and Johnson (1990). Second, the study 

findings are compared to the theoretical work of Watson (1985) and Roach (1987). Both 

of these authors assume caring is associated with a distinctive spiritual or existential 

dimension and are thus particularly relevant to the current study. 

Conceptions of Caring 

Following a content analysis of 35 authors from the nursing literature, Morse, 

Solberg, Neader, Bottoroff and Johnson (1990) identified five perspectives identified 

with caring. These include carIng as a human trait, a moral ideal or value, an affect, a 
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dimension of an interpersonal relationship, and a therapeutic intervention. They also 

identified two potential outcomes of caring including the patient's subjective experience 

and the patient's physical response. These perspectives are not mutually exclusive. 

Nursing theorists and researchers frequently include several perspectives of caring in 

their work. 

In the conception and design of this study, caring was viewed most centrally as an 

interpersonal interaction and as a moral imperative. By studying social processes 

through a symbolic interactionist framework, it was assumed that caring was an 

observable and reportable dimension of interpersonal nursing relationships. Given this 

assumption, it is not surprising that the core concepts of trust, respect, and balance 

were described as tensions that existed in the context of nurse- patient relationships. 

Caring as a moral imperative or fundamental value was also assumed through the design 

of this study. In extensively contextualizing caring in a Christian educational 

environment, there was the assumption that Christian caring may have distinctive 

dimensions in contrast to caring that does not have a Christian dimension. 

Data about student perceptions of caring as an affect and as a therapeutic 

intervention were also solicited in this study. In the design of the semistructured 

interview schedule, for example, students and faculty were queried about their 

perceptions of the expressive, emotional dimension of caring as well as the actions or 

interventions associated with professional caring. These two probes correlate 

respectively to the perspectives of affect and therapeutic interventions proposed by 

Morse et al. (1990). As students described the tactics they used to develop caring 

relationships characterized by trust, respect and balance, they were referring to nursing 

actions or interventions. When they spoke of the ways in which they managed their joy, 

anger, and sadness, they were acknowledging and describing the affective dimension of 
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caring. The tensions associated with maintaining a balance in relationships with others 

were specifically related to the affective dimension of caring. 

Caring may also be described as a natural part of human nature that has potential 

within each individual. This trait has historically been associated with women and the 

gender-specific predisposition to care and nurture (Gilligan, 1982; Noddings, 1984; 

Reverby, 1987). Although students were not specifically queried about their gender-

specific notions of caring, they frequently described their self- identified special gifts or 

abilities to care and the role of caring in a family context. 

What can be drawn from the multiple perceptions of caring is a reiteration of the 

notion that caring is complex, multidimensional, and contextual. The current study adds 

most centrally to the body of knowledge that supports caring within professional nursing 

relationships and within the context of individual and institutional values and ideals. 

Jean Watson is widely respected and acclaimed for her extensive work on caring 

and nursing. One of her many contributions to the area has been the development of 

Watson's Theory of Human Care (1985). Several central values are evident in this theory 

and have been developed in her subsequent writings. Respect for the spiritual, 

transcendent nature of life and people as they grow, change, and experience a personal 

mind-body-soul gestalt is one central value in her writings. In the following quote, she 

highlights this spiritual, existential dimension of caring and nursing. 

If our aim for caring knowledge in nursing is higher than achieving 
machinelike knowledge, if our aim is to express and to reflect life and life 
forces, it is not enough to be technically correct. Much of nursing 
contains caring knowledge that enriches the soul, that connects to the 
landscape (Watson, 1990a, p. 19). 

Several points can be made in examining this foundation of Watson's work and the 

perspectives on caring described by students in the current study. Most importantly, 
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both acknowledge the essential spiritual nature of individuals. In keeping with Eastern 

tradition and philosophy, Watson proposed that spiritual power develops and heals from 

within the individual. The nurse, then, has a moral obligation to act in ways that preserve 

and enhance his or her own as well as the patients' inner peace and healing. In the true 

sense of the word "ideal", this level of ultimate spiritual caring is not completely 

attainable. She further maintained that the goal of caring is that individuals, both clients 

and nurses, will grow spiritually, discover inner power and control, and enhance their 

own ability to self-heal. It is assumed the individual patient has a variety of ways to 

self-heal that originate from internal and external sources. The role of the nurse is to 

promote the dignity of the patient who has the personal power to heal and to assist him 

or her in maintaining an internal sense of harmony. 

Many of the Christian students in this study reported focusing within themselves as a 

step toward being in touch with a higher power. They reported praying to Jesus, silently 

and with patients, for intercession on behalf of the patient or for their own strength, 

courage, and understanding. They also offered prayers of thanksgiving. In this way, the 

spiritual dimension of caring as expressed by the students often had a uniquely 

Christian perspective, a finding that is not surprising. Of particular interest was the 

struggle the students waged with the tensions of their faith and the implementation of 

nursing characterized by care. Their struggles related to resolution of personal 

judgmentalism toward some patients, the desire to witness their faith to patients who 

denied a religious faith, and personally reconciling with the fact that sadness, loss and 

pain are a part of the human experience. In this way the study findings served to 

highlight the struggle to attain the ideal of spiritual care from one perspective, the 

Christian perspective. 
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Watson reported the central ideal and goal of nursing is to preserve human dignity. 

In this study, the students did not all agree on one central ideal associated with caring 

as a nurse. Frequently, however, they described the central importance of respect for 

others as a core value in professional caring. It may be that through respecting the 

rights of patients in a sensitive way, students, in part, seek to maintain the patient's 

dignity. That is, preservation of dignity may be an outcome of the process of respecting 

others. The findings of this study served to highlight the times in which tensions were 

negotiated in the process of maintaining the rights of others. Students reported the 

tensions were often related to reconciling their world view with that held by the patient 

or client. They also expressed the difficulty of providing respectful care in a health care 

delivery system characterized by a paternalistic worldview. 

Watson, too, maintained the ability to provide care as a nurse is thwarted by the 

current paternalistic health care system that does not acknowledge or value caring. The 

students in this study were acutely aware of the imbalance of power that often exists in 

the health care system and the wide array of ways that nurses address, or do not 

address, this issue. Although students generally agreed that patients have the right and 

responsibility to promote their personal well-being and make independent decisions, in 

reality students were faced with many situations in which it was difficult to provide 

non paternalistic care. Competing and contradictive demands were at times placed on 

the students. For example, students were told to respect the rights of others and yet 

they were placed in the pOSition to physically put restraints on confused patients. 

Students in the community were responsible for reporting physical or drug abuse, even 

if that meant breaking the trust of an adolescent or client. Evidence that health care is 

delivered in a paternalistiC system was observed in each of the three clinical settings, 

although it was perhaps the most pronounced in the medical/surgical hospital unit. 
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Finally, Watson states nurses combine interventions called "carative factors" in the 

day-to-day care of paiients (Table 9.1) In the process of caring as a nurse. These 

carative factors provide the nurse with a vision of nursing that is wholistic and 

transpersonal and moves beyond the expectations of technically competent care. 

Several similarities between carative factors and the findings of this study are 

pronounced. Most obviously, students reported being acutely aware of the value and 

significance of trust, posed as a caratlve factor. The concept of balance described by 

students in the current study is similar to the factor listed as sensitivity to self and 

others. Finally, wholistic nursing care is delivered in environments that attend to the 

multidimensional aspects of the individual, supported in the carative factors. The list of 

carative factors and the findings of the study had many similarities and no direct 

contradictions. 

Table 9 1. Watson's caratlve factors 

1. formation of humanistic-altruistic value system 

2. instillation of faith and hope 

3. CUltivation of sensitivity to self and others 

4. development of helping-trusting relationship 

5. promotion and acceptance of positive and negative expression of 
feelings 

6. utilization of scientific creative problem-solving methods for 
decision-making 

7. promotion of interpersonal teaching and learning 

8. provision for supportive, protective, and/or corrective mental, 
physical, sociocultural, and spiritual environment 

9. assistance with human need gratification 

10. allowance for existential-phenomenological forces 
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In summary, selected values embedded in Watson's work were evident in the beliefs 

expressed by the students In this study. The study findings served to highlight and 

illustrate the struggle to realize these values by a unique group of nursing students from 

a predominantly Christian perspective. Students from each of the three clinical settings 

reported the struggles and processes by which they learned to care as a professional 

nurse. 

The nursing profession, by it's very nature and mandate, has the great 
privilege of standing in the health care world with a tradition of love and 
caring [sic.]. Its power for moving the world toward a more humane 
resolution of the crisis it now experiences is both formidable and 
reassuring. By profession, we draw forth, in ourselves and in others, the 
capacity every human being has to care. As never before, we have the 
opportunity to model this infinite power of love (Roach, 1991, pp. 7-8). 

M. Simone Roach, writing from a Christian perspective, has maintained caring is 

both a moral ideal and a way of being human (1984, 1987, 1991). Although careful to 

avoid the implication that caring Is the exclusive domain of Christians, she maintained 

that Christians are called through their faith to care for and love others. As evidence of 

this expectation, she cited the second commandment "You shall love your neighbor as 

yourself". She proposed that the manifestations of professional caring by nurses can be, 

to a significant extent, captured by five central concepts she called the "FIVE C's": 

compassion, competence, confidence, conscience, and commitment. As will be 

described, these concepts are closely related to the findings of this study. By referring 

to Roach's descriptions of the attributes of caring (1987), her framework of the FIVE C's 

will be compared to the findings of this study. 

Compassion, the first attribute, is the ability of one to be sensitive to another's 

situation. In its fullest sense, compassion goes beyond being sympathetic to include a 

divine dimension. Compassion, Roach stated, is "a call to imitate God's particular way of 
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being with us, God-with-us" (1987, p. 59). Compassion was viewed as a natural way of 

being and as a gift that is developed through participating in compassion from God 

rather than through the development of skills or techniques. Human compassion softens 

the cold technical dimension of health care delivery. 

The majority of students in this study reported they selected nursing as a career 

because they had personal gifts such as the gift of mercy or had the desire to care for 

and about others. Several students intended to use their nursing skills in missionary 

work, and some reported being "called" to Evangelical University. Students were 

observed to be and self-reported themselves to be compassionate individuals. However, 

students also described the tensions they experienced in attempting to offer 

compassionate care to patients who were angry, uncommunicative, physically 

unattractive, contemplating an abortion, or who were leading homosexual lifestyles. It 

was a struggle for some students to remain compassionate toward individuals whose 

actions were contradictory to their Christian worldview. 

On the opposite end of the continuum, students also reported that when they 

allowed themselves to be open and vulnerable in their compassion for others, they 

experienced significant pain and suffering themselves. At the same time students feared 

the loss of their gift of compassion, they began to recognize the need to protect 

themselves and maintain a sense of personal balance in their interactions with others. 

Students reported learning to "build small walls" around themselves, process their 

feelings associated with caring compassionately for others, and use prayer to turn their 

patients over to the Lord. They also reported using less therapeutic methods of 

managing their compassion such as avoiding caring for some demanding or dying 

patients. Interactions with faculty members, staff nurses, family members and patients 
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gave students some insight into this process of maintaining a sense of balance, although 

the ways in which this tension were negotiated were largely independent and personal. 

Roach defined competence as "the knowledge, judgment, skills, energy, experience 

and motivation required to respond adequately to the demands of one's professional 

responsibilities" (1987, p. 61). Research has consistently indicated that patients, too, 

view competence as essential to caring as a nurse (Brown, 1986; Cronin & Harrison, 

1988; Larson, 1987). It has been generally assumed that in a caring relationship, 

competence is balanced with compassion in caring for others in a personal manner and 

without the misuse of power. Faculty members, staff nurses, and patients all expressed 

the importance of clinical technical ability and judgment. Students, as novice 

practitioners with newly developing nursing skills, often found it necessary to focus on 

technical skills and their assignments first and then to refocus on the patient as a 

person. It was at that point that a more wholistic caring relationship began. Concern 

with technical skills was most pronounced in the acute care setting and less evident in 

community health, where students cared for essentially physically well individuals. 

Confidence, the third attribute of caring, was described as "the quality which fosters 

trusting relationships" (Roach, 1987, p. 63). When a health care provider delivers care 

honestly in an environment characterized by the appropriate use of power, the 

relationship inspires confidence and trust In the professional and respect for the patient. 

To misuse one's power to deceive another is the "antithesis of caring" (Roach, 1987, p. 

64). In this study, the core concept of trust was Identified and operationally defined as 

"confidence; a reliance or resting of the mind on the ability and presence of :::nother". 

Thus, the notion of confidence proposed by Roach is closely linked to the concept of 

trust described by the students. 
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Conscience was the fourth attribute of caring. It involves being aware of the 

rightness of one's actions and values. When student nurses spoke of the tensions and 

struggles they experienced in respecting differences in others they viewed as sinful or 

different, they were referring to their struggles with their conscience. These struggles 

centered most often around homosexual patients and those with different religious 

values or lifestyles. A sense of consciousness evolves and matures with time and 

experience. The students in this study gave Insight into the process of evolving and 

developing consciousness for Christian nursing students when faced with challenging 

circumstances. 

The final attribute of caring is commitment. To be committed is to act in a manner 

consistent with what one should do as well as what one wants to do. Commitment, like 

Mayeroff's (1971) notion of devotion, may be deeply felt and described as a calling. The 

student nurses who entered nursing school to be marketable as a missionary or serve 

others as a nurse from a personal calling demonstrated the attribute of commitment to 

their faith and their lifes' work. Other students demonstrated a central commitment and 

devotion to their families or to excellence in their studies. 

Neither Roach's attributes of caring or the findings of this study attempt to produce 

an exhaustive portrayal of caring or the actions and characteristics associated in the 

contexts of caring relationships as professional nurses. They are, however, highly 

compatible with each other conceptually In their perspectives of caring as an ideal. 

Contribution to the Literature 

This study offers several contributions to the literature on socialization, caring, and 

nursing education. Historically, professional socialization has been conceptualized from 

the structural/functional approach. From this perspective on socialization, students 

experience the process of becoming a professional in a passive manner. As noted in the 
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literature review, this approach characterized the majority of the classic studies of 

socialization (Cohen, 1981; Merton, Reader, & Kendall, 1957; Olesen & Whittaker, 1968), 

and has been assumed in recent studies as well (Lynn, McCain, & Boss, 1989). This 

study has provided a different perspective in which students were viewed as active in 

experiencing the educational process of becoming a professional. Students 

acknowledged and validated this view of socialization as they described the extent to 

which they made nursing decisions based on personal values and experiences. 

In contrast to studies about socialization, researchers of professional caring have 

most frequently adopted a phenomenological perspective. Patients, students, and 

nurses have been interviewed to elicit their experiences and beliefs associated with 

caring. Less frequently, researchers have examined the interactions that have led to 

these beliefs. 

In contrast to the frequently cited phenomenological perspective, Bradby (1990) 

described the interactions British students experienced during the passage into the 

nursing role. Her findings were similar to those reported in the current study. As she 

stated, 

Entering clinical practice in the wards is the most exciting yet 
anxiety-provoking part of the status passage into the nursing role. But 
caring for patients, the raison d'etre for entering nursing, is frought with 
feelings of confusion, anxiety and of being overwhelmed. Students, in the 
main, had to chart their own status passage in undertaking patient care 
(1990, p. 1368). 

The current study, from a symbolic interactionist perspective, captured some of the 

meanings and feelings associated with caring as a nurse and also extended this 

understanding to consider the environment and interactions with others that led to the 

students' understanding of caring. This approach is valuable in promoting an 

understanding of the effect individuals, institutions, and institutional values have on the 
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development of notions of professional caring. This focus of contextualizing the process 

of learning to care in an educationally Christian educational institution adds a valuable 

dimension to the literature on caring. 

This study also offers a contribution to the literature through addressing potential 

distinctions of caring within diverse clinical practice areas where nursing takes place. 

With the notable exception of Swanson-Kauffman who studied caring from the 

perspectives of women who miscarried (1986) and from the perspectives of nurses and 

parents in the pediatric intensive care unit (1991), few other authors have addressed the 

ways in which professional caring is conducted in diverse clinical areas. hrough 

systematically inquiring into the similarities and differences in caring in medical/surgical, 

maternity, and community health settings, further steps in understanding this diversity 

were taken. 

Few studies on caring have focused on understanding the process of evolution from 

lay caregiver to professional caregiver. McNealy (1990), writing as a lay caregiver, 

offered insights into selected distinctions of the two roles. Kitson (1987) also explored 

and compared the nature of lay and professional caring relationships. The literature 

lacks, however, a sustained inquiry into the process by which health care providers 

assume the role of professional caregiver. Although this study does not provide a 

longitudinal approach to this process, it does address the process as experienced, 

observed and explained by a cross-section of students. 

Finally, this study served to describe and to uncover some of the hidden ways in 

which nurses care for others. This discovery may be valuable both to nurses who seek 

to understand their profession as well as the general public. Wolf, in her book Nllrses' 

Work' The Sacred and the Profane, has supported the value and importance of exposing 

the hidden work of nursing to a broad audience. As she later wrote (1989) 



Many of our care activities are hidden, private, taken for granted, and 
noticed only when they are not delivered. The personal and private nature 
of nurses' work necessitates some seclusion. Because of this, the public 
does not know the complexity of nurses' work, including the direct and 
indirect actions performed as nurses care for their patients. We should 
make our hidden work noticeable, more explicit, so that the public's 
regard of [sic.] the work is closer to the clinical reality. (p. 463) 

Implications of the Study 

This study has implications for several populations. First, it may be helpful to 
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students in nursing programs. Through reading and experiencing the stories toid by the 

students in this study, other nursing students may recognize similarities between their 

own personal concerns with nursing and caring and those expressed by others. During 

interviews and observations, for example, students frequently reported "maybe I don't 

have what it takes to be a nurse". They expressed the belief that they, alone, felt terribly 

inadequate, or guilty, or frustrated with the health care delivery system. They perceived 

their fears or limitations as nurses as unique. In reality, the frustration of dealing with 

systems and the process of becoming a nurse is experienced by many. The results of 

this study may provide students with added insights into the processes they personaiiy 

are experiencing. 

In a similar manner, the results of the study may sensitize nursing faculty to the 

processes students are experiencing in clinical settings and the importance of the life 

experiences of students. Sensitization may lead faculty members to provide anticipatory 

guidance to students who are faced with the fears and frustrations associated with 

caring. Student frustrations, for example, may include the possibility that the patient will 

reject them or the reality that nurses do not always have an adequate amount of time or 

personal reserve to engage with patients. An awareness of the significance of the place 

of life experiences may also encourage faculty to uncover and build on these 

experiences, consistent with the principles of adult learning theory. 



306 

Limitations of the Study 

There are several limitations associated with this study. First, due to the distinctive 

evangelical and liberal arts focus of the university, the results of this study are not 

generalizable to a majority of other nursing programs or students. The results may be of 

particular interest to those interested in Christian nursing education or the issues 

Christian students may face in public or private nursing programs. 

The generalizability of this study is also limited by several characteristics of the 

study participants. First, the study participants were homogeneous in their gender, 

religious preference, and ethnic background. Students who are non-Christian, male, or 

from different ethnic groups may not share the experience of learning to care as a nurse 

in a similar fashion. Second, the nursing students who agreed to participate in the study 

may have had a distinctive interest or awareness of the role of caring in nursing as 

compared to students who did not participate. One student-participant, during the 

interview process, noted that within her clinical group there were some students who 

appeared to be very interested in caring and the dilemmas it poses in nursing. Other 

students, in her perception, appeared less interested and concerned with the concept of 

caring in nursing practice. 

The findings of the study reflect only one period of time in the dynamic context of 

professional education at one institution. During data collection and the reporting of this 

study, many changes have been implemented at Evangelical University. A new mission 

statement for the university is in effect which essentially does not directly speak to 

caring. There is an increasing university-wide emphasis on productivity and outcomes, 

and a desire has been voiced to improve the competitive ranking of the institution. 

Administration of university programs Is becoming increasingly decentralized and there 

is discussion about consolidating academic programs. Student participants whose 
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perspectives are described in the study have graduated and new faculty members have 

been hired. The findings of this study truly reflect a slice in time in the rapidly changing 

history of one nursing program. 

Thirdly, this study has been conducted and reported through my personal worldview 

as a woman, a nurse, and a Christian. My personal perspectives and the fact that I have 

negotiated the dual roles of investigator and faculty member at Evangelical University 

may have biased the implementation and reporting of this study. As described in the 

methodology section, efforts were made to recognize and, when possible, minimize this 

potential bias. 

Finally, the study participants may not have been representative of the nursing 

student population at Evangelical University in relation to their religious preference. 

Fifty-five percent of all students at Evangelical University describe themselves as 

Christian; however, a significantly larger majority of study participants described 

themselves as Christian. This finding leads to heightened awareness that the study 

participants may not represent non-Christian nursing students who are attending an 

Evangelical University. 

Recommendations for Further Study 

There are a variety of ways in which future research could build on the inquiry 

initiated in the current study. By selecting institutions, students, and clinical areas for 

inclusion that are different from those selected in the current study, the generalizability 

of findings from this study could be assessed. For example, replication of this study in 

institutions such as public universities, community colleges, or universities with different 

religious affiliations would lead to a broader understanding of learning to care in a 

variety of settings. The inclusion of students in pediatric, psychosocial, intensive care, 

and emergency room nursing may also expand the perceptions of caring held by 
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students. It would similarly be helpful in future studies to address the potentially 

distinctive perspectives held by male nursing students, non-Christian students or 

students from ethnic minorities about the process of caring as a nurse. 
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In addition to altering sampling choices, the perspective from which caring is 

assessed may be varied and faculty, nursing staff, and patient perceptions of caring may 

be addressed. The literature currently includes studies in which this approach has been 

taken, but a symbolic interactionist approach has not been assumed. Neither has 

participant observation been used as a central methodology in previous studies. 

Again associated with altering the design of the current study, it would be valuable 

to consider a longitudinal study of the socialization process rather than a 

cross-sectional approach. Students in the current study described changes they had 

experienced during the process of nursing education, but it was not possible to track 

those changes reliably. Also, if socialization is conceptualized as a continuous process, 

one may assume the process continues after graduation. Assessing the perceptions of 

caring held by graduates of the nursing program following a period of employment may 

be valuable in determining the extent to which notions of caring formed in school are 

altered or maintained following graduation. 

Although the current study could be strengthened or built upon in many other ways, one final 

suggestion is offered. The role power plays in the nurse-patient relationship and in the context of 

health care delivery systems was alluded to within this study. Given the importance of this 

perspective (Watson, 1990b; Wolf, 1989), a clearer understanding of power in professional caring 

relationships would add insight both for individuals who function in these relationships and for 

those who seek to alter the current power structure. 
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Summary 

The current study has served to initiate an inquiry into the process of socialization 

into professional caring as perceived by student nurses. In this process of listening to 

and observing students as they negotiate their course through a complex and intricate 

"web of communication", compelling stories of learning to care have been described. 

Found in both the daily rituals and the moments of passage at birth and death, 

experienced in relationships with others and in Internal struggles with values, developed 

professionally and through life experiences, a glimpse of caring has been offered by 

those who will be our nurses in the future. 



APPENDIX A 

DEMOGRAPHIC DATA 

Caring as a Nurse: A Student Perspective 
Please complete the following information about yourself. 

1. Age __________ _ 

2. Sex, ________ _ 

3. Ethnic group, _________ _ 

4. Marital status _____ _ 

5. Do you have children ? __________ ,If so, what ages? _ 
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6. Previous work experience in health care (include paid positions and volunteer) _____ _ 

7. Previous educational degrees ____________________ _ 

8. Why did you decide to become a nurse? __________________ _ 

9. Why did you choose the nursing program at S.P.U.? ______________ _ 

Thank you for your participation in this study! 

Donna J. Allis, R.N. 

Participant Number ___ _ 
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1. Describe a nurse you know of who you think is an example of an exceptionally caring 

nurse. 

Probes: 

o What do you think he/she believes about caring as a nurse? 

o What things does he/she do to make you think of him/her as a caring nurse? 

o What things do you think he/she knows about caring as a nurse? 

o How does he/she act with others that demonstrates caring to you? 

oln what ways, if any, is Christian or spiritual caring included? 

oln what ways, if any, is self-care integrated? 

2. How did you come to develop your ideas about caring? 

Probes: 

o faculty members 

• peers 

o clients/patients 

o nursing staff said or did? 

o Christian environment of your school? 

3. What have you observed about caring as a nurse in the various clinical rotations in 

nursing 

school? 

Probes: 

• community, med/surg, peds, the other rotations?- maternal/child and psych 

4. Anything you would like to add? 
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1. What are the important things about caring as a nurse that you try to get across to 

students in 

your clinical rotation? 

Probes: 

• caring as an action 

• value 

• knowledge 

• Christian caring 

• expressive interpersonal act 

• self-care 

2. In what ways do you try to get these Ideas across? 

Probes: 

• verbal 

• nonverbal 

3. In what way, if at all, do you think the (medical/surgical, pediatrics, community) 

clinical rotation 

offers a unique perspective to caring as a nurse? 

Probes: 

• acquity of patients 

• educational level of staff 

o developmental levels of patients/clients 

• level of prevention? 

3. Anything you would like to add? 
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October 10, 1990 

Donna Allis 
School of Hsalth Sciences 
Seattle Pacific University 
Seattle, WA 98119 

Dear Ms. Allis, 

o 
SeattlePacificUn~ 

Seattle, washington 98119 

Your research proposal entitled, "Caring as a Nurse: A 
Student Perspective" was reviewed by two members of the 
School of Health Sciences Research Committee who is serving 
as a Human Subjects Review committee. The committee members 
determined that the benefits of your research proposal 
outweighed the risks and therefore approve your research 
proposal. The student consent should include the following: 
1) information about the approximate time commitment for 
observation and interview, 2) that data will be reported as 
grouped data, 3) "1 understand that my agreeing or not 
agreeing to participate in this research project will not 
affect my status at Seattle Pacific University especially in 
the School of Health Sciences. 1 understand that I am free 
not to participate and to withdraw from the study at any 
time, without penalty. I understand participation is 
voluntary," and 4} need to absolve School of Health Sciences 
and Seattle Pacific University from any responsibility. 

After making these changes in your consent form, we wish you 
a successful and enriching research adventure. 

Sincerely yours, 

Cathryn A. C. Washington, Ph.D., R.N. 
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You are Invited to participate in a study designed to understand how student nurses 

develop ideas about caring as a professional nurse and the part nursing education may 

play in that process. It is the students' perspective of caring as a nurse that is the focus 

of this study. I, Donna Allis, am responsible for this project which is a part of my 

doctoral program in higher education and nursing from the University of Arizona; Seattle 

Pacific University and the School of Health Sciences are not responsible for this study. 

There are three parts to participating in this study. I am asking permission to 1) 

follow you during clinical time one or two days this quarter 2) talk with you about your 

ideas of caring as a nurse and 3) review one of your nursing care plans. During clinical 

time I will not participate in clinical care-giving but will maintain an observer status. The 

audiotaped interview, anticipated to take thirty minutes to one hour, will take place 

during this clinical quarter outside of clinical time in a quiet place of your choice. 

Under no circumstances will the research data be used in your clinical evaluation 

and any statements you make to me or actions I observe will be held in strict 

confidence. I will not review your student files and you will be free to withdraw from any 

part of the study at any time without affecting your future educational experience at 

Seattle Pacific University or the School of health Sciences or generating any ill feelings 

between us. There is no penalty for non-participation and your participation is entirely 

voluntary. At any time you are welcome to ask questions regarding the study. 

The only anticipated risk associated with this study is that you may begin to develop 

further questions about caring as a nurse. I will be available to you to discuss questions 
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that may develop both during the study or at the completion of the study. The benefits 

you may experience from participation are some satisfaction with participating in an 

important undertaking and an increased awareness of your own ideas of caring as a 

nurse. There will be no cost to you to participate and monetary compensation to you is 

not available. The results of the study will be available to you at the conclusion of the 

study. 

In the course of collecting information from you, you will be assigned a code 

number. This code number, rather than your name, will be used to identify your 

responses on the questionnaire, transcribed Interview data and clinical observations. 

Data will be reported only as grouped data. In this way your contributions will remain 

anonymous and confidential. All data will be stored in a location away from the school 

for a period of ten years. Should the results of this study be published, no individual 

names will be used. 

If you have any questions I can be reached at the S.P.U. School of Health Sciences 

281-2613. 

I have read the student consent form for the study "Caring as a Nurse: A Stu
dent Perspective" and I give my consent to participate in the project. I have 
received a copy of this informed consent. 

Signature of Participant: ______________ D,ate _____ _ 

I have carefully explained the nature of the project "Caring as a Nurse: A Stu
dent Perspective", To the best of my knowledge the study participant understands 
the nature of the study. 

Signature of Investigator: _____________ Date _____ _ 
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You and the students in one of your clinical laboratory groups are being invited to 

participate in a study designed to understand how student nurses develop ideas about 

caring as a professional nurse and the part nursing education may play in that process. 

Each individual student will be individually Invited to participate and informed consent 

will be obtained from the student directly. I, Donna Allis, am responsible for this project 

which is a part of my doctoral program in higher education and nursing from the 

University of Arizona; Seattle Pacific University and the School of Health Sciences are 

not responsible for this project. 

I am requesting permission from your students to 1) follow them for one or two days 

during clinical time this quarter in a participant observer role, 2) formally interview the 

students away from the clinical setting, and 3) review a student-generated nursing care 

plan. I am also asking permission to talk with you about your perceptions of how the 

process of learning to care as a nurse comes about. The audiotaped interview would be 

at a private location of your convenience. 

Under no circumstances will student data be used in the students' clinical evaluation 

and any statements you or they make or actions I observe will be held in strict 

confidence. You will be free to withdraw from any portion of the study at any time and 

participation is completely voluntary. You are free to ask questions at any time. 

There are no anticipated risks associated with this study. The benefits you may 

experience from participation in this study are some satisfaction with participating in an 

important undertaking and an increased awareness of your own ideas of caring as a 
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nurse and nurse educator. There will be no cost to you to participate and monetary 

compensation to you is not be available. The results of the study will be available upon 

completion of the study. 

In the course of collecting information from you and the students in your laboratory 

group, each individual will be assigned a code number. This code number, rather than 

individual names, will be used to identify responses on the questionnaire, transcribed 

interview data and clinical observations. In this way all contributions will remain 

anonymous and confidential. The data will be stored in a location away from the school 

for a period of ten years. Should the results of this study be published, only grouped 

data will be reported. 

If you have any questions about this study, I can be reached at the Seattle Pacific 

University School of Health Sciences at 281-2613. 

I have read the faculty consent form for the study "Caring as a nurse: A stu
dent perspective" and I give my consent to participate in the project. I have 
received a copy of this consent form. 

Signature of Participant: ______________ ,Date _____ _ 

I have carefully explained the nature of the project "Caring as a Nurse: A stu
dent perspective". To the best of my knowledge the study participant understands 
the nature of the study. 

Signature of Investigator: ______________ Date _____ _ 



Advocate 

AIDS 

8eingWith 

Christian 

Codependency 

Confidence 

Competency 

Creativity 

Crying 

Cultural/ethnic 

Doing Extra Things 

Fear 

Genuineness 

Gifts/Giving 

Global caring- earth, others 

Guilt 

Healing through Touch 

Humor 
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UST OF CONCEPTS 

"If caring were enough .. anyone could be a nurse" 

"More than a Nurse" 

Judging 

Lived Experience 

Power 

Presence 

Rapport 

Reciprocal Nature 

Respect 

Responsibility 

Sadness 

Self-Care 

Suffering 

Technology 

Time 

Touching Lives 

Trust 
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Personal VS. Professional 

Work Experience 
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