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ABSTRACT 

The primary purpose of this quasi-experimental study 

was to determine the effect of a five day experiential 

conference, "Traditional Indian Medicine in Today's Health 

System" on holistic value characteristics of nurses. 

Nurses' perceptions of the usefulness of such a conference 

on nurse-patient interactions was also examined. 

Two groups of nurses, a control group of 32 and an 

experimental group of 38 participated in the study. The 

experimental group received the treatment variable. Pretest 

and posttest data were collected using the Flores Learning 

Theory of Adjustment Instrument, Analysis of covariance 

results indicated that the treatment significantly effected 

a decrease in nonholistic values and an increase in holistic 

values. It was concluded that this study contributed 

to a beginning knowledge about promoting holistic values. 

• • • 
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CHAPTER 1 

THE PROBLEM 

Nursing's holistic perspective of human health 

began with Florence Nightingale who directed nurses to 

look beyond the physical symptoms of illness to find the 

answers of health in the laws of life. She advocated that 

the path to maintaining health is to be found by keeping 

a harmonious balance within these laws of life (Nightingale, 

1959/1969). Nurses today evidence a holistic view by their 

focus on restoring balance or harmony in a state of wellness 

with patients. This study focuses on the facilitation 

of holistic values by enhancing spiritual awareness. 

The word health is derived from the Anglo-Saxon 

word "hal" which translates into whole (Levine, 1971). 

The term holism was used in 1926 by philosopher Smuts 

who defined that the whole is greater than and different 

from the sum of its parts (Vissing, 1985). Today holism 

is defined by the American Holistic Nurses Association 

(1985) as the concept of wellness; that state of harmony 

between body, mind, emotions and spirit in an ever changing 

environment. 

1 
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One common view about illness is that it is a 

negative disruption of health, with the goal for nurses 

and client of mobilizing all forces to combat this negativity 

and to restore wellness. Holistic nursing philosophy 

offers an alternative view of disease and distress as 

opportunities for increased awareness of the intercon-

nectedness of body, mind, and spirit (American Holistic 

Nurse Association, 1985). "Dis-ease" can be a sign of 

disequilibrium or disharmony in movement towards wholeness 

within the individual (Burkhardt, 1985). Disharmony is 

manifested in what are commonly identified as physical 

or psychological illnesses. If physical or psychological 

parts are addressed without attention to the whole person, 

fragmentation may occur. Fragmentation may do more to 

promote dis-ease than encourage movement toward health 

(Burkhardt, 1985). 

Nursing care is centered on the uniqueness of 

each individual and recognizes that the person is more 

than the sum of the physiological or sociological parts 

(Rogers, 1970). Nursing's responsibility in patient care 

is to assist individuals in defining their integrity, 

their identity as an individual, and their wholeness (Levine, 

1971). In particular, the spiritual dimension of human 

beings may become an avenue to promoting a sense of wholeness 

in individuals. There has, however, been little attention 
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given to the spiritual dimension of nursing care (Fish 

and Shelly, 1985). Nursing tends to focus on the study 

of the parts of the person, i.e. bio-psycho-social, and 

neglect study of the wholeness of a person. The spiritual 

dimension is viewed as one indice of the whole person. 

The dearth of empirical knowledge about the spiritual 

component of holism within nursing may be due in part 

to societal values which tend to separate the spiritual 

dimension from professional and scientific activities. 

However, nursing seeks to understand holistic experiences 

relevant to human well-being and, as such, must include 

spiritual issues in its studies. 

The holistic approach to health was evident long 

before Florence Nightingale adopted the philosophy for 

nursing, and has historically been practiced in Traditional 

American Indian Medicine. Traditional Indian Medicine 

is based upon a philosophy that embraces and expands holistic 

nursing care concepts, and can enhance nursing's understanding 

of holism. Traditional Indian Medicine addresses illness 

as "dis-ease" or an indication of imbalance in some aspect 

of the person's mind, body, spirit, environment, or relation

ship with the Divine Creator. The actual dis-ease is 

manifested as physical illness which triggers a potential 

learning experience for personal growth (Monetathchi, 

1979). 
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The holistic concept of health applies equally 

to the nurse whose wholeness impacts upon the client. 

It has been noted that clients are sensitive to all dimensions 

of the nurse including the spiritual dimension (Moll, 

1982). In describing the reciprocal relationship between 

nurse and patient characteristics, Peplau (1980) presented 

a developmental model which conceptualized the nurse as 

an integral part of the patient's environment. Thus, 

the interpersonal process between patient and nurse represented 

a person-environment interaction that was basic to health. 

Peplau further stressed that nursing is an interpersonal 

process that results in a learning experience for both 

nurse and patient (Peplau, 1980). 

One key variable that has been cited as influencing 

the nurse-patient interpersonal process is the value system 

held by the nurse. Values have been defined as dynamic 

acts which guide a person's behavior and evolve and mature 

as the person develops. 

In view of the previous discussion, it would seem 

to be advantageous for nurses to acquire holistic values 

regarding themselves and others. Increased awareness 

and recognition of the spiritual components of daily living 

and the healing process of individuals may promote development 

of holistic values within each nurse. Acquisition of 

holistic values also may enhance nurses' abilities to 

promote health and wholeness in themselves. Moreover, 
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nurses' clients would likely benefit if nurses heightened 

their spiritual consciousness and developed more holistic 

values. (Moll, 1982). 

Purpose 

The purpose of this study was to first determine 

the effect of attending an experiential five day conference, 

"Traditional Indian Medicine in Today's Health System," 

on the holistic value characteristics of nurses. A secondary 

purpose was to determine nurses' perceptions of the value 

of the conference for patient care. As part of the study, 

nurses were exposed to the philosophy and concepts of 

Traditional Indian Medicine which emphasizes spiritual 

awareness. 

Conceptual Framework 

The extent to which nurses engage in holistic 

nursing approaches in their daily work may be dependent 

on the holistic values which they hold. Value is defined 

by Flores (1971) as an attitude or belief that has been 

internalized as the result of prior experience and has 

evolved as a part of that which is held to be true. Krieger 

(1981) suggested that many health care providers and clients 

have developed an unconscious philosophy of life that 

includes debilitating spiritual values or spiritual values 

that have been outgrown. Furthermore, Moll (1982) questioned 

the ability of nurses to promote high level wellness with 
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clients when there may be an absence of wholeness or high 

level wellness in nurses. Similarly, Garrett and Garrett 

(1982) proposed that health care providers have separated 

the art of healing from the science and technology of 

practice. 

Roy (1980) summarized four basic values of nursing 

in the Adaptation Model to include: focusing on or acknow

ledging the person as a total being; supporting patient 

adaptation; making energy available for the healing process; 

and focusing on the patient's position within the health-

illness continuum. Although these values emphasize attaining 

balance and harmony within health, the spiritual aspect 

of the person is not overtly or directly addressed. 

It is expected that values grow from a person's 

experiences and can be modified as experiences accumulate 

and change (Raths, Harmin & Simon, 1966). Fortunately, 

nurses frequently have the opportunity to assess and modify 

their values because they are in situations daily that 

require the use of values and the awareness of how adopted 

values impact upon the client (Moll, 1982). Through such 

a process of value clarification, nurses may be better 

able to bring a more humanistic/holistic caring to nursing 

practice. Nurses who undergo a clarification of their 

values are better able to bring a humanistic/holistic 

caring to nursing practice (Moll, 1982). Nurses are in 

situations daily that require the use of values, and must 
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be aware that their values impact upon the client (Moll, 

1982). 

Seven criteria of the process of valuing, or defining 

a value, are identified by Raths, Harmin and Simon (1966). 

These criteria fall into three processes; selecting, prizing, 

and acting. Selecting includes free choice, choosing 

from among alternatives, and considerating the consequences 

of each alternative. Prizing involves valuing and being 

happy with the choice, and willing to affirm the choice 

publicly. Acting consists of doing something with the 

choice, and responding repeatedly in some pattern of life. 

The development of value characteristics within 

a person is an individualized and life long process. 

Given the holistic nature of all human beings and their 

innate potential for growth, it is assumed that individuals 

possess the ability to choose: holistic values over others 

if so stimulated and guided. The Flores Learning Theory 

of Adjustment (1971) supports this idea that valuing is 

a purposeful process, and that values can change. Within 

this theoretical model, seven value areas are summarized 

that reflect an individual's value characteristics (See 

Table 1). These seven areas represent a continuum of 

humanistically/ holistically oriented values ranging from 

lowest (1) to highest (7). 



Table 1. Flores Learning Theory of Adjustment 

8 

Value Area Ranks Descriptive Term 

1 Apathetic - Reactive 

2 Physical - Intimidating 

3 Conservative - Inhibitive 

4 Competitive - Possessive 

5 Concerned - Supportive 

6 Perceptive - Expansive 

7 Creative - Expressive 

The Flores approach is based on the idea that 

it is possible to determine the value system of an individual 

through a value-cued instrument which ranks people on 

three levels of holistic values. The lowest ranking two 

value areas, defined as apathetic-reactive and physical-

intimidating # refer to generally debilitating areas. 

Apathetic-reactive values are characterized by dependency, 

helplessness, and non-interest in others. Physical-intimi-

dating characteristics focus on survival and control by 

force. Conservative-inhibitive and competitive-possessive 

values represent deficiency values, the mid-range level 

of holistic values. The conservative-inhibitive character

istics exhibited in this level are described as impression

istic, dependable, sacrificial and move to competitive, 

possessive characteristics seen as powerful and dictatorial. 

The competitor-possessive area is viewed as an area of 
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transition wherein people experience more stress, confusion, 

and turmoil than in any other area. The third or highest 

level of holistic values characteristics includes concern 

for fellow human beings, a desire for interaction with 

others, an interest in expanding one's field of expertise, 

and an expression of creative and innovative abilities. 

These areas are labelled concerned-supportive, perceptive-

expansive and creative-expressive (Flores, 1971). 

The Flores Learning Theory of Adjustment offers 

a framework for examining a change in a person's value 

characteristics. The focus of this study seeks to examine 

the change in a person's value characteristics following 

an experience designed to facilitate personal development 

of holistic valuing. The Traditional Indian Medicine 

conference experience provides the opportunity to stimulate 

individual holistic value characteristics through an expanded 

or developed spiritual knowledge and awareness of the 

significance of this dimension in health. The Traditional 

Indian Medicine conference experience provides an in-depth 

focus on spiritual dimension awareness in daily living 

and the health process. 

Research Questions 

The research questions were derived from the conceptual 

framework outlines by Flores (1971). The questions focus 

on nurses, as persons, who have similar holistic health 

needs as do patients, and on the influence holism has 
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on their well-being and the well-being of their patients. 

The three research questions are: 

1. Will nurses who attend a five day "Traditional 

Indian Medicine in Today's Health System," experiential 

conference demonstrate a decrease in non-holistic values 

as measured by the Flores Learning Theory of Adjustment 

Instrument? 

2. Will Nurses who attend a five day "Traditional 

Indian Medicine in Today's Health System" experiential 

conference demonstrate an increase in holistic values 

as measured in the Flores Learning Theory of Adjustment 

Instrument? 

3. How useful do nurses perceive the holistic 

approach presented during the five day workshop in facilitating 

their everyday interactions with the enviroment in patient 

care? 

Operational Definitions 

1, Traditional Indian Medicine. A system of health 

care practiced by the indigenous people of America for 

centuries (Monetathchi, 1979). Traditional Indian Medicine 

encourages the individual to participate in the healing 

cure, and to accept responsibility for future wellness. 

The spiritual component of Traditional Indian Medicine 

is identified as an essential part of the healing process 

on the path to health and wholeness. Little distinction 
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is made between medicine and religion with the Traditional 

Indian philosophy; they are aspects of the same thing 

(Primeaux, 1977). 

2. Holism. The concept of wellness; that state of 

harmony between body, mind/ emotions, and spirit in an 

ever changing environment (American Holistic Nurses* Associa

tion Position Statement, 1985). 

3. Values. Beliefs that have been internalized as 

the result of prior experience and have evolved as a part 

of that which is held to be true (Plores, 1971). 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The literature was reviewed for research related 

to personal value characteristics of nurses that are applicable 

to the value area levels described in the Plores Learning 

Theory of Adjustment Instrument. These areas include 

ethical values, stress facilitating factors, and personal 

values of nurses. The research identified, however, generally 

addressed value levels of nurses only as a secondary focus 

in the research which described or examined areas of stress 

factors in nursing, educational curricula, staff development 

training, and nursing performance issues of psycho-social 

skills. Little research is available in the area of nurses' 

personal value characteristics as a primary influence 

on treatment outcomes. Rather, there is a prevailing assumption 

that nurses naturally exhibit holistic value characteristics. 

The literature provided no other instruments that measured 

personal value characteristics of individual nurses. 

One group of researchers exploring characteristics 

of the helping professions conducted a two phased study 

with two samples of registered nurses (Wallston et al,, 

1978), For Phase I, subjects listened to audiotaped statements 

from simulated patients and responded to each statement 

12 
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in what they viewed was a helpful manner. The subjects 

were then divided into two groups for Phase II, in which 

only one group listened to a brief message designed to 

enhance the helpfulness of their responses. Responses 

were judged for each phase across three criteria: the 

degree of person centeredness, or encouraging the patient 

to disclose feelings; the identification of experiences; 

and the meaning of those experiences. The Matthews' 

Person-Centeredness Coding Schema was used to qualify 

the data. Although all subjects performed similarly 

in Phase I, the sample who received the treatment exhibited 

nearly a half-point increase on the person centeredness 

rating scale in Phase II. 

Limitations of this study included the fact that 

it was based on laboratory simulation versus actual nurse-

patient settings. Also, the time interval between the 

intervention and the assessment of its effectiveness was 

very short. For these reasons, the authors concluded 

that there was room for considerable improvement in determining 

the person centeredness characteristics of nurses (Wallston 

et al., 1978). 

Another study focused on obtaining an objective 

measure of nurses' level of empathy, using Carkhuff's 

Empathy Scale (LaMonica, Carew, Winder, Bernazza Hause 

and Blanchard, 1976). The sample population was 39 employed 

female registered nurses from an urban acute and chronic 
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care hospital. Data obtained prior to the staff development 

program indicated that tested nurses had extremely low 

levels of empathy. Out of a possible high score of four 

on empathy, the subjects* scores on the pretest ranged 

from 1,23 to 1.73 with the mean at 1.48 and median of 

1.45. These scores lay almost at the midpoint between 

hurting another person and only partially responding to 

superficially expressed feelings (Table 2). 

Table 2. Carkhuff Empathy Scale 

Level Response 

1 Irrelevant or hurtful response 

2 Subtractive 

3 Surface feelings reflected 

4 Additive response that encompasses 
underlying feelings 

Subjects were then exposed to a staff development training 

program consisting of 11 hours of human relations over 

a seven week period. Utilizing the same measurement index, 

the results of a post test following program presenta

tion showed an increase in the participants' scores of 

.43 to 1.68 points higher. Thus, almost 70% of the partici

pants raised their levels of eir^athy by at least one point. 

It was concluded that practicing nurses may be 

functioning with value characteristics that are nonholistic 
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as reflected in the subjects' inability to interact in 

a supportive, empathetic manner with patients (La Monica 

et al., 1976). However, it also was shown that attention 

to this deficiency in nurses and implementation of staff 

development training programs which focus on empathetic 

responses can enhance growth in nurses towards developing 

holistic value characteristics, specifically the ability 

to display empathy. 

Kalish (1971) also conducted a study based on 

concern for lack of empathy in helping professionals. 

The study explored if empathy could be developed in nursing 

students through empathy training classes totaling 12.5 

hours. There were 49 subjects in the study who completed 

the Accurate Empathy Scale (AES). The experimental group 

showed a clinically significant improvement on the AES 

scores (group total of 1.34 to 5.65) following implementation 

of the empathy training program. The control group of 

50 which did not receive the training program evidenced 

a change of only .33 on the AES posttest. These results 

lend support for the assumption that value area character

istics can be developed with an educational program presenta

tion. 

Gow (1982) conducted a review of research examining 

empathy exhibited in therapeutic relationships of helping 

professions; he identified two studies which addressed 

empathy in nurses. Maslach (1978) studied nurses, physicians. 
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poverty lawyers, social welfare workers, prison personnel, 

and child care workers. All of these 400 professionals 

often were found to be often unable to cope with patients 

on a constant basis. As a result, they lost all concern 

and emotional feeling for their patients, and treated 

them in detached and even dehumanized manners. Similarly, 

Kramer and Schmalenberg (1978) found that a sample of 

112 nurses scored lower on a measure of accurate empathy 

than 10 other occupational groups (including teachers, 

social workers, business managers etc.) with whom they 

were compared. The only group less empathetic than nurses 

were manufacturing plant supervisors. 

Gow (1982) designed a study of 275 graduate nurses 

to examine the nurses' view of their conduct, thoughts, 

and feelings in the nurse-patient relationship. The Emotional 

Involvement in Nursing instrument was used to measure 

perceived helpfulness of responses. Table 3 summarizes 

Gow's (1982) helpful and unhelpful self responses from 

the subjects. Unhelpful use of self responses were identified 

by the respondent's comments such as "felt inadequate 

to enter into patient's problem because had not personally 

resolved the issue." Helpful use of self comments were 

depicted by statements such as "to come to terms with 

own feelings; was able to enter into patient's problem" 

(transition and/or holistic value levels of Flores Instrument). 
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Table 3. Percentages of Helpful and Unhelpful Nurse 
Responses to Case Situations.® 

Helpful Unhelpful 
Cases % Cases % Total 

Pregnancy/birth 59 41 100% 

Adolescence 32 68 100% 

Interpretation of Condition 45 55 100% 

Professional/Personal 
Relationship 

68 32 100% 

Psychiatric 59 41 100% 

Unmarried mothers 40 60 100% 

Convalescence 54 46 100% 

Alcoholism 44 56 100% 

Elderly 52 48 100% 

Colleague Relationship 40 60 100% 

Cultural Adaptation 29 71 100% 

Death/Dying 49 51 100% 

^There was a 100% response rate for each case situation. 

Two suggestions for future research were offered 

as a result of this study; 1) only as nurses know themselves 

can they begin to know their patients; and 2) increased 

recognition should be given to the way in which nurses 

internally construct reality (Gow, 1982). 

Talcott Parsons (1951, 1982) introduced a concept, 

affective neutrality, which suggested the importance of 

holistic values among helping professionals. This concept 

described health practitioners as warm, open, sensitive, 

willing to share and risk themselves in meaningful relation

ships. These qualities were congruent with Flores' (1971) 
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holistic value characteristics. Individuals exhibiting 

these value area characteristics were those desirous of 

interaction with others, were concerned for others' well-being, 

pursued knowledge, and developed their expertise. 

Educational Programs and Value Clarification 

Aroskar (1977) reported that nurses base complex 

value decisions on intuition, emotion, or policies and 

precedents, with little awareness of the consequences 

or the impact of these decisions. He found that few nurses 

seemed to have an awareness of their personal values or 

how these values influenced their decisions. Two hundred 

and nine accredited baccalaureate nursing programs in 

the United States were surveyed to identify if ethical 

issues were addressed in the curriculum. For this study, 

values clarification was identified as an ethical issue. 

Table 4 indicates how important the schools* rated "value 

clarification" as a priority issue. Only six respondents 

identified value clarification as a first priority issue 

in the curriculum, and none of the respondents identified 

value clarification as a secondary issue. This survey 

suggested that nurses may not be provided ample opportunities 

in their educational programs to address their individual 

value characteristics which affect health care. 
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Table 4. Number of Schools Identifying Particular Ethical 
Issues as Their First or Second Priority, 

Ethical Issue 1st Priority* 2nd Priority 

Professional Codes of Ethics 41 5 

Ethical Theories 11 5 

Value Clarification 6 

Patient Rights 6 22 

Family Rights 5 6 

Informed Consent 2 6 

Truth Telling 5 6 

*10 respondents listed all as very important 

In addition, Aroskar (1977) stated that there were 

not enough educational opportunities to provide nurses 

and students with experiences in values education to stimulate 

and prepare nurses to clarify consciously chosen values. 

Both educational settings and health institutions were 

regarded as neglectful in properly preparing nurses in 

value development necessary to exercise moral judgement 

in the dilemmas of practice. It was suggested that further 

research be conducted on the empathy levels of practicing 

nurses, and that training programs be designed to develop 

the helping skills among nurses (LaMonica et al, 1976). 

Similarly, Dstal (1984) reported that nursing education 

does not consistently provide critical, reflective identifica

tion of students* moral values. She strongly recommended 

that seminars and courses be used to foster value clarification 
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and moral development. Furthermore, she reported that 

the relevance of value clarification and the growth of 

value areas was essential for the professional growth 

of nurses, stating that nurses cannot give optimal, sensitive 

care to any patient without first understanding their 

own values. Following the implementation of educational 

workshops for nurses to investigate their own values and 

how those values reflect on the fundamental issues of 

nursing. Ustal concluded in 1977 that the emphasis on 

value characteristics for nurses was positive and that 

this area is neglected in research and practice. Her 

findings supported Simon and Kirschenbaum's (1972) position 

that clarified values produce more self confident, better 

motivated, and action oriented behavior. 

In summary, although it has been assumed that holistic 

value characteristics are fundamental in the practitioner-

patient relationship, little research has been published 

on the testing of these specific characteristics in health 

care practitioners, including nurses. There is in general 

a lack of research in the area of nurses' value characteristics 

and the impact of the characteristics on nurses* involvement 

with patients and the quality of care delivered. This 

literature on value areas of nurses challenges the assumption 

that all nurses inherently display holistic value character

istics. 



CHAPTER 3 

METHODOLOGY 

Research Design 

A quasi-experimental study was designed to determine 

the changes in value characteristics of nurses who attended 

a five day experiential conference, "Traditional Indian 

Medicine in Today's Health System." The teaching of the 

philosophy and concepts of Traditional Indian Medicine 

by a conference faculty of Native American medicine people 

are identified as the treatment or independent variable, 

hypothesized to effect a change in the value characteristics 

of the participants such that they become more holistic. 

The scores generated by the Flores Learning Theory of 

Adjustment Instrument represent the dependent variables. 

A pretest/posttest quasi-experimental design was used 

to examine the effects of the treatment. Two groups of 

nurses, control and experimental, participated in this 

study, the latter of which received the treatment Variable. 

Sample 

The sample consisted of two groups of nurses, 

experimental and control. There were 38 nurses in the 

experimental group. The average age was 42 (SD = 9.84), 

21 
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with a range from 24 to 65 years. Eighteen (47%) were 

educated at or above the baccalaureate level and 20 (53%) 

were licensed practical, diploma, or associate degree 

nurses. The group indicated a mean of 17,6 (SD = 9,25) 

years of practice with a range of 3 to 39 years. The 

majority were Caucasian, and only 7 were Hispanic or Native 

American, Seventeen of these nurses reside in Arizona, 

and 18 attended from 15 other states and Canada. 

There were 32 nurses in the control group. The 

average age was 38 (SD = 9,23), with a range from 24 to 

56 years. Eleven (34%) were educated at or above the 

baccalaureate level and 21 (66%) were licensed practical, 

diploma, or associate degree nurses. This group indicated 

a mean of 14,7 (7,60) for practice years, ranging from 

2 to 29 years. All nurses in this group were Arizona 

residents and employed at the same metropolitan acute 

care hospital. 

Treatment 

The treatment consisted of a five day conference 

lasting ten hours each day, which focused on the philosophy 

and concepts of Traditional Indian Medicine. Details 

of the conference are outlined in Appendix B. The conference 

faculty utilized lecture, small group discussions, meditation, 

and prayer to facilitate an awareness of the issues of 

spirituality as reflected in the philosophy and concepts 
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of Traditional Indian Medicine. Content included the art 

and science of healing, women's health issues, and the 

Western model of health and illness. Applicability of 

spirituality for nurses in their personal and professional 

lives was also addressed. 

Data Collection Instrument 

The Flores Learning Theory of Adjustment Instrument 

(Appendix G), was used to measure individual value charact

eristic changes in the nurses who attended the Traditional 

Indian Medicine Conference. This instrument provides 

information on levels of change in seven subgroups of 

values. These seven areas represent a continuum of values 

from nonholistic to increasingly holistic. Appendix B 

presents detailed definitions of each value area. 

The lowest level of measurement is level one, 

"Apathetic- Reactive", reflecting a withdrawn and non-communi-

cative individual. Level two, "Physical-Intimidating", 

indicates anger, frustration, and also a non-communicative 

person. Levels one and two represent debilitating levels. 

Level three, "Conservative-Inhibited", indicates character

istics of an individual dependent on their environment 

for values and behavioral cues. Level four, "Competitive-

Inhibitive", represents the transitional level toward 

increasingly holistic values. At this level the focus 

is on self esteem, defensive characteristics, the need 
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to control and manipulate, the need to achieve and gain 

recognition, and to establish status and prestige. Together, 

levels three and four are deficiency levels. 

The fifth through the seventh levels of measurement 

reflect individual needs generated from intrinsic motivation 

versus extrinsic motivation of levels one through four. 

Greater self-actualization exists At these higher levels. 

At level five, "Concerned-Supportive", the individual 

exhibits interactive, caring, supportive, and loving value 

characteristics. Level six, "Perceptive-Expansive", identifies 

individual preference for discovery, adventure, learning, 

growth, change, adjustments, and understanding. At this 

level concepts, ideas, and courses of action are constructed 

and operationalized using skills the individual possesses. 

These skills are not to be confused with performance, 

rather, they are characteristics of the personality, and, 

by definition, a value. Values focus on the self, not 

for purposes of enhancement but for outcomes of increased 

growth facilitating activity (Flores, 1971). 

The highest level of measurement is level seven, 

"Creative-Expressive." At this point synthesis becomes 

an important part of self-expression in promoting creative, 

inventive talents. Happiness, joy, and pleasure are exper

ienced as creative functions which encourage the individual 

to generate these characteristics out of his or her inter

pretation of every situation. 



25 

The instrument consists of two parallel word lists, 

A and B (Appendix D). Each consists of 105 words, reflective 

of a value area levels of I through VII. Word list A 

is used in the pretest and word list B for the posttest 

to control for measurement effects. Participants are 

instructed to select 15 words on the word list which best 

reflect their feelings of themselves. 

Scoring is accomplished by comparing each respon

dent's word list selection to a master key. On the master 

key, each word is value cued to reflect the appropriate 

area of value characteristics (Appendix E). For scoring, 

each word list is ranked in terms of seven value areas 

on the bottom of the page to reflect how many words were 

chosen in that value area. The number of words are summed 

for each value area. These seven scores are then collapsed 

into two general scores for analysis: value areas I through 

III are summed to generate the Nonholistic value score; 

value areas V through VII are summed to generate the Holistic 

score. Value area IV represents a transitional value, 

and, as such, is not included in either general score. 

Two scores, then, are generated for each word list, (A 

and B), and scores can be compared for changes in holistic 

and nonholistic values from pretest to posttest. 
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Background of Instrument 

The values clarification instrument used in this 

study was developed by Alonzo J. Flores in 1971. There 

were four stages to its development, beginning with the 

utilization of Graves Classificaation System, which modified 

Maslow's Hierarchy of Needs model (1967). The second 

stage of the Flores* instrument involved the adaptation 

of Graves' work to Benton's (1971) Rokeache Value Cued 

Instrument. Benton found that it was possible to determine 

the value system of an individual by using selected words 

in a word list and relating them to the Graves Theory 

(Flores, 1971). The third developmental stage involved 

the Benton and Flores modification of the various levels 

of classification (Flores, 1971). 

The fourth and final stage of instrument involved 

arrangement of identified values into seven areas which 

represented a continiuum of humanistic values. Levels 

one, two and three represented a category of values common 

to all social animals. Level four was designated as the 

transition category between values of a social animal 

(defined by levels one through three) to becoming a humanis

tically functioning person (defined by levels five through 

seven). Levels five, six and seven were reclassified 

and categorized as values common to all humanistically 

functioning persons. Flores found that the instrument 
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had potential as an evaluative tool and source of feedback 

for individuals or groups (Flores, 1971). 

The validity of the Flores instrument has been 

tested on a group of 800 students and faculty from Arizona 

State University (Flores, 1971). Participants were asked 

to complete the instrument, review the results of their 

own value profile, and indicate degree of agreement with 

profile results. On an agreement scale of 1 to 99, the 

mean agreement score for the entire sample was 90, with 

a mode of 95, and a median of 95. These results lent 

support to the construct validity of the instrument. 

No other reliability and validity testing of the instrument 

has been done. Currently, the instrument is being prepared 

for publication and future applications. 

Data Collection Procedure 

Data collection procedures assured informed consent 

and rights of human subjects. A disclaimer format was 

used and was attached to the participant's questionnaires 

(Appendix B). 

The pretest measure was administered to the experi

mental group just prior to the treatment, during the first 

hour of a five day conference. The posttest was administered 

to the conference sample during the evaluation summation 

in the last hour of the conference. 
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Both the control and experimental groups pretest 

and posttest periods were five days apart. The table 

below outlines the procedure of administering the instrument. 

The control group's measurement tiroes were slightly later 

than the experimental group to enable the investigator 

to collect that data. 

Table 5. Procedure of Data Collection and Treatment for 
Pretest - Posttest Design 

October 6 October 11 October 16 October 21 

Experimental 0 

Control Xg2 

Demographic data also was obtained from all partici

pants. These data included information on the age, educational 

preparation, number of years in nursing, area of practice, 

and other items (Appendix E). 

Limitations of Design 

Several threats to the internal validity are acknow

ledged. The experimental group was not a random popula

tion, and included all nurses attending the five day conference 

entitled Traditional Indian Medicine in Today's Health 

System. Although conference attendance was voluntary, 

registrants paid a fee which may have been an indication 

of commitment and may have influenced their value scores. 

Although the time frame for data collection was the same 
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for both groupsr with a five-day span of time between 

pretest and posttest, the five-day segments differed. 

Another limitation in the study was the fact that the 

one posttest that was given could not assure the maintenance 

of any value changes noted. It cannot be known whether 

value change was a temporary effect of the intense experience 

of the treatment, or was of a more long-lasting nature. 

Future research with additional posttests will remove 

this limitation. Lastly, the research was somewhat limited 

by the lack of thorough psychometric testing of the Plores 

Instrument. 



CHAPTER 4 

RESULTS 

The three research questions were addressed using 

one-way analysis of covariance (ANCOVA) and descriptive 

statistics. The pretest Nonholistic and Holistic scores 

for each group were used as the covariates in determining 

the effects of the five day experiential conference. Tradi

tional Indian Medicine in Today's Health System on holistic 

and non-holistic values. The analysis of covariance technique 

controls for possible differences in initial group means 

on the dependent variables (Nonholistic and Holistic scores). 

AHCOVA is a robust technique for nonequivalent (non-random) 

group designs, given moderate to high correlation between 

pretest and posttest scores within each group (Pollit 

SL Hungler, 1978). 

Prior to analyzing the research questions, statistical 

testing was done to determine the comparability of the 

two groups on age, years of practice, and level of education. 

This was done to assure that any changes noted in the 

Flores scores were not influenced by these key demographic 

variables. The groups were found to be comparable on 

age, (t(68) = -1.67, p = .10) and years of practice (t(68) 

= -1.41, p = .16). There was also no significant difference 

30 
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between the groups on level of education {x2(4) = 4.10, 

p = .39). In addition, Pearson correlations were computed 

in the experimental group to determine if age, years of 

practice, or level of education correlated significantly 

with the Flores scores. No significant correlations were 

found. Lastly, correlations between pretest and posttest 

scores were examined in both groups and found to be signifi

cant and of moderately-high magnitude as desired for analysis 

of covariance. The Pearson correlations ranged from ,66 

to .90. Given these findings, analyses were then done 

to determine the effects of the Traditional Indian Medicine 

Conference on the Flores scores. 

Research Question One 

The first research question was analyzed to determine 

if the Traditional Indian Medicine five-day conference 

would significantly effect a decrease in Nonholistic scores 

for the experimental group. The means and standard deviations 

of the subjects' Nonholistic scores are displayed in Table 

6. Pretests and posttests were administered five days 

apart in both groups. Out of a possible range of 0 to 

15, the pretest score for the experimental group was 3.71 

(SD = 1.94) and 5.47 for the control group (SD = 2.49). 

Posttest results of the Nonholistic scores in the experimental 

group indicated a mean of 2.02 (SD = 1.20) and for the 

control group the mean was 5.34 (SD = 2.16). 
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Table 6. Nonholistic Scores® for Experimental (N = 38) 
and Control (N = 32) Groups 

Pretest Posttest 

M SD M SD 

Experimental 3.71 1.94 2.02 1.20 

Control 5.47 2.49 5.34 2.16 

^Possible range =0-15 

Table 7 presents the analysis of covariance results 

on the effect of the treatment, the Traditional Indian 

Medicine five-day conference, on Nonholistic scores. 

Table 7. Analysis of Covariance: Nonholistic Score by 
Group® 

Source of 
Variance DP SS MS F 

Covariate 1 253.26 253.26 265.82* 

Treatment 1 72.27 72.27 75.85* 

Residual 67 63.84 .95 

Total 69 389.37 5.64 

* p < .001 
^Experimental N = 38; Control N = 32 
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There was a significant treatment effect (F(l, 69) = 75.85, 

p < .001). The experimental group's scores decreased 

significantly following the Traditional Indian Medicine 

Conference. The results also indicated that the experimental 

and control subjects differed significantly on the covariate 

(F(lf 69) = 265.82, p < .001) with the experimental group 

having a lower Nonholistic score. 

Research Question Two 

The second research question was analyzed to determine 

if the Traditional Indian Medicine five-day conference 

would significnatly effect an increase in Holistic scores 

on the experimental group. The means and standard deviations 

of the Holistic scores on the Plores Learning Theory of 

Development Instrument for each group are presented in 

Table 8. The mean pretest Holistic score for the experimental 

group was 10.00 mean (SD = 2.49), whereas the control 

group's mean score was somewhat lower at 8.16 (SD = 2.54). 
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Table 8. Holistic Scores^ for Experimental (N = 38) and 
Control (N = 32) Groups 

Pretest Posttest 

M SD M SD 

Experimental 10.00 2.49 12.16 1.60 

Control 8.16 2.54 7.69 2.50 

^Possible range = 0 -15 

The posttest mean Holistic scores, obtained five days 

following the pretest, for the experimental group was 

12.16 (SD = 1.60) and for the control group was 7.69 (SD 

= 2.50). 

Table 9 displays the one-way analysis of covariance 

results on the Holistic scores. 

Table 9. Analysis of Covariance: Holistic Scores by 
Group ® 

Source of 
variance DF SS MS F 

Covariate 1 307, .28 307. .28 138. .26* 

Treatment 1 178. .90 178. .90 80. .50* 

Residual 67 148. .90 2. .22 

Total 69 635. .09 9. ,20 

* p < .001 
^Experimental N = 38; Control N = 32 
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The pretest Holistic score was the covariate. There was 

a significant treatment effect (F{1,67 = 80.50), p < .001); 

the experimental group's Holistic score was significantly 

higher following the treatment. As in the first analysis, 

the two groups differed significantly on the covariate 

(F(l,67) = 138.26, p < .001). 

Research Question Three 

This question addressed the nurses' perceptions 

of the usefulness of the treatment, the Traditional Indian 

Medicine five-day conference, in enhancing the nurses' 

approach to patient care. The experimental group ranked 

the training they received on a scale of 1 to 5 in usefulness 

in nursing practice, with '5' representing extremely useful 

and '1' not at all useful. The mean score on this item 

was 4.7 (SD = .62). Table 10 indicates that 92% of the 

subjects rated the usefulness of the treatment at 4 or 

5 on a five point scale. 
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Table 10. Rankings of the Experimental Group's Perception 
in Usefulness of the Conference in Their Daily 
Patient Care. 

Rest)onses Description 
Respondent 
Percentaae 

5 Extremely Useful 76% 

4 16% 

3 8% 

2 0 

1 Not at all Useful 

100% 

Additional Analysis 

The Transitional value scores were analyzed to 

determine if there was any significant change in this 

score following the treatment. The Transitional score 

was measured separately from the Nonholistic and Holistic 

scores, as it represents possible advancement from Nonholistic 

levels. 

The pretest Transitional scores for both groups 

are presented in Table 11. The pretest mean for the experi

mental group was 1.34 (SD = 1.79) and for the control 

group the test mean was 1.38 (SD = 1.48). The posttest 

experimental group mean was .84 (SD = .92) and the control 

group posttest mean was 1.94 (SD = 1.29). 
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Table 11. Plores Transitional Scores^ for Experimental 
(N = 38) and Control (N = 32) Groups. 

Pretest Posttest 

M SD M SD 

Experimental 1.34 1.79 
00 •
 .92 

Control 1.38 1.48 1.94 1.29 

^Possible range = 0 -15 

Table 12 displays the analysis of covariance results 

on the Transitional scores using the pretest Transitional 

scores as the covariate. Results indicate that there 

was a significant decrease in the experimental group's 

score following the treatment. Again, the two groups 

differed significantly on the covariate (F{1,39) = 4.89r 

P < .05). 

Table 12. Analysis of Covariance: Transitional Score by 
Group^ 

Source of 
Variance DP SB MS P 

Covariate 1 5. ,65 5. .65 4. .89* 

Treatment 1 20. .63 20. .63 17. .84** 

Residual 67 77. .50 1. .16 

Total 69 103. .77 1. 

o
 

If
) 

*p < .05 
**p < .001 
^Experimental N = 38; Control N = 32 
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The experimental group (N = 38) was also asked 

additional questions regarding their feelings about receiving 

the training in Traditional Indian Medicine. There was 

a 100% affirmative response rate to the following questions: 

"Will you apply anything you have learned in your personal 

life?", "DO you consider the philosophy and concepts of 

Traditional Indian Medicine as relevant for nursing?", 

"Will you apply anything you have learned in your professional 

practice?", "Would you recommend this conference to other 

nurses?". These findings provide additional support for 

the potential usefulness of this training in nursing as 

perceived by the nurses in this study. 



CHAPTER 5 

INTERPRETATIONS AND IMPLICATIONS 

The primary purpose of this study was to determine 

the effect of attendance at an experiential five day confer

ence, "Traditional Indian Medicine in Today's Health System," 

on the holistic value characteristics of nurses. The 

secondary purpose was to determine professional nurses* 

perceptions of the usefulness of the conference experience 

in enhancing patient care. It was found that this treatment 

experience effected significant changes in both Nonholistic 

and Holistic values. 

Analysis of the first research question, "Will 

nurses who attend a five day experiential conference. 

Traditional Indian Medicine In Today's Health System, 

show a decrease in Nonholistic value characteristics?" indi

cated that there was a significant decrease in Nonholistic 

scores. In other words, the nurses' values evidenced 

fewer debilitating and deficiency level characteristics; 

the nurses placed significantly less value on such character

istics as helplessness, withdrawal, control by force, 

impatience and submission following their five-day conference 

experience. Moreover, it is noteworthy that, although 

the experimental group's Nonholistic scores were quite 

low prior to the treatment with a mean of 3.71 out of 

39 
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a possible 15, their Nonholistic score still decreased 

significantly after the treatment. 

Analysis of the second research question, "Will 

nurses who attend a five-day experiential conference. 

Traditional Indian Medicine in Today's Health System, 

show an increase in their Holistic value score?", indicated 

there was a significant increase in Holistic scores. 

These nurses* values increased in the holistic characteristics 

such as genuine love for all people, willingness to help 

those in need, receptive to change, willing to assume 

responsibility, capable of strong emotional involvement, 

inventive, creative and joyful following their five-day 

experiential orientation to Traditional Indian Medicine. 

The significant movement toward increased holistic values 

in the experimental group suggests an increased self-esteem 

and confidence in their ability and willingness to interact 

with others. One participant offered this self assessment 

which reflected the group's move towards holism; "Thank 

you for reawakening my sense of spirit and Spirit — this 

will help break the self perpetuating cycle of tension/anger/ 

guilt and increase my respect for the people I work with." 

It was possible that characteristics of the experi

mental group influenced the treatment effects. The nurses 

in this group voluntarily attended and paid registration 

for the conference. By this, they had an investment in 
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the conference and thus may have been more easily affected 

by conference activities. 

Future research using this design could employ 

a random selection of persons to attend the conference 

without payment. This would minimize the likelihood that 

variables such as education, years of practice, and interest 

in Holism would influence the experimental group's Holistic 

or Nonholistic value characteristics. However, the changes 

in this experimental group's Nonholistic and Holistic 

scores still strongly suggest that the treatment was effective. 

The third research question, "How useful do nurses 

perceive this orientation to Traditional Indian Medicine 

is in enhancing their approach to patient care?", was 

addressed by several questions presented to the experimental 

group. They were asked to rank the conference's level 

of usefulness for nursing (Table 10) with 76% ranking 

it as extremely useful or highly useful. No one considered 

it not useful for nursing. One hundred percent of the 

experimental group stated they would recommend this conference 

content to their colleagues. The mean age, 38, and the 

mean years of practice, 17.6, of the experimental group 

indicated that this was a stable group of working nurses, 

yet they were strongly supportive of this unique approach 

to expanding one's spiritual awareness and for applying 

it in their patient care. 
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Participants in the experimental group added comments 

to their conference evaluations that gave further insight 

into their feelings about what they learned. "As I integrate 

healing into my own life, I will then integrate wholeness/ 

healing into my professional practice — which I*m doing 

hourly"; "This experience was wonderful, just what the 

doctor ordered, I have learned how to take care of myself 

in dealing with my patients — I didn't realize how much 

in need I was of refreshment, it has been given to me 

and I will offer it to my patients"; "Mostly I will have 

greater respect for those I have contact with, I have 

found a way to give 100%, and lost my 'shoulds'"; "This 

was much more than a nursing workshop — it was a life 

workshop. I am reminded of my clients* spiritual being. 

Much was learned that cannot be said in words or measured 

even for a research study." 

Additional analysis was done on the Transitional 

level of scores in the experimental group. This transitional 

level reflects conservative-inhibitive and controlling 

characteristics in an individual. It is viewed as a level 

of transition between the anger, withdrawal and indecisive 

characteristics of the Nonholistic levels and the joyful, 

people-oriented characteristics of the Holistic levels. 

It was noteworthy that the Transitional scores and 

posttest Holistic scores were found to be negatively related 

(r = -.66, p < .001). This supported the idea that the 
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significant change in Holistic scores resulted from a 

movement upward, toward more holistic values. 

The experimental group seemed decisive in their 

values, with few choosing to identify with the Transitional 

level as they changed from Nonholistic to more Holistic 

values. Moreoverf their Nonholistic and Holistic scores 

likewise were negatively related. This relationship indicated 

that those who rated high on Holistic values tended to 

score high on Nonholistic values. This is of interest 

in view of the Plores instrument which permits subjects 

to score high on both Holistic and Nonholistic values. 

Implications for Nursing 

This study was conducted to examine an avenue 

for the development of holistic values of nurses by expanding 

their spiritual awareness through an orientation to Traditional 

Indian Medicine. Several areas have been identified that 

may have the potential of influencing nurses* personal 

and professional development in a way which enhances quality 

patient care. These include the following: 

1. The data has shown that nurses' value character-

istics may be able to be objectively measured in terms 

of non-holistic and holistic area levels by the Flores 

Learning Theory of Adjustment Instrument. 

2. The nurses who attended a five day experiential 

conference "Traditional Indian Medicine in Today's Health 
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System" as presented primarily by traditional medicine 

people, showed a significant decrease in their non-holistic 

and a significant increase in their holistic value character

istics. Thus, a nontraditional approach to nursing education 

has demonstrated a significant impact in the ability to 

develop and expand nurses' holistic values. 

3. The philosophy and concepts of Traditional 

Indian Medicine are viewed as relevant for nursing by 

nurses. 

Recommendations for Future Research 

Recommendations for further study include replicating 

this study through additional conferences with the following 

modifications and expansions: 

1. Retest the experimental group at post-test 

intervals, perhaps three months, six months, or a year 

after the treatment to determine the efficacy of the training 

over time. This would help determine the longitudinal 

effect of time upon the retention of the holistic values. 

2. Explore the impact on patient care of nurses 

who have received the training. 

3. Examine effects of the training in Traditional 

Indian Medicine upon such variables as job satisfaction 

and employment turnover rate in nurses. 

4. Replicate the study using another group of 

nurses, controlling for residence, practice area, and 
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reason for attending conference (i.e. personal interest 

of participant or random assignment by investigator). 

Summary 

The study has provided an opportunity for nurses 

to begin an exploration of holism through the training 

in the philosophy and concepts of Traditional Indian Medicine. 

The philosophy and concepts of Traditional Indian Medicine 

exemplify holistic health by emphasizing the harmony and 

balance within all aspects of the individual, the changing 

environment and with the Divine Creator. It offers a 

spiritual dimension for daily life and for understanding 

the health cycle, which can be of immense value for nurses 

both personally and professionally. 

Ustal (1984) advocates incorporating nontraditional 

as well as more traditional avenues within nursing practice 

and nursing education for nurses* development of their 

values. Traditional Indian Medicine can provide this 

learning experience for nurses. Tennant (1981) identified 

the need for attitudinal healing and identity awareness 

as healing mechanisms within health care. Traditional 

Indian Medicine offers an opportunity for nurses to acquire 

these resources. Thus, there appears to be a great deal 

that the nursing profession can learn from the philosophy 

and concepts of Traditional Indian Medicine which can 

be incorporated within nursing practice. 
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It is suggested that nursing practice can benefit 

from a holistic focus. The concept of holism expressed 

in the Traditional Indian Medicine approach is consistent 

with nurses conceputalization of the person as a physically^ 

psychosocially, and spiritually integrated being; created 

to live in harmony with God, the self, and all of creation 

(Fish and Shell, 1985). As nurses continue to explore 

holism as an integral concept of humanity, understanding 

about human life and health processes may be enhanced. 

One avenue to exploring holism may be through enhancement 

of spiritual consciousness which, in turn, may enrich 

an individual's daily life and work. As several authors 

noted (Pish and Shelly, 1985), beliefs about life determine 

how one practices nursing. 



APPENDIX A 

ORAL EXPLANATION AND DISCLAIMER 
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Oral Explanation 

You are being asked to participate in a study on the effect 

of a five-day experiential conference on Traditional Indian 

Medicine on the conference attendees. You are being asked 

to voluntarily select words that are significant in this 

point in time to you. By responding to this questionnaire, 

you will be giving your consent to participate in the 

study. Your name is not on the questionnaire to insure 

confidentiality, and your responses will be presented 

in summary form with other participant responses. Your 

questions will be answered to the best ability of the 

researcher, and you may withdraw from the study at any 

time without risk. There are no known risks to you as 

a participant. 

Please select 15 words on the wordlist that currently 

describe yourself. 



APPENDIX B 

FLORES LEARNING THEORY OF ADJUSTMENT INSTRUMENT; 

DEFINITIONS OF VALUE AREAS 
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Flores Learning Theory of Adjustment 

Value Area Definitions 

I. Apathetic-Reactive 

Unable to attend; helpless and almost totally dependent 

upon others; not interested in others or their problems; 

mostly concerned with meeting their basic physical 

and psychological needs; unwilling to deal with threat; 

seeks peace of mind in withdrawal; better to be safe 

than to get involved; believes in survival at any 

cost; avoids interaction; most often called disinterested, 

apathetic, uncommunicative, unresponsive, sullen, 

tuned out or turned off, unemotional, need-directed, 

passive, withdrawn and immovable. 

II. Physical-Intimidating 

Believes in force as a means to an end; believes 

that the only way to deal with problems is through 

physical reaction; believes in survival of the fittest; 

will fight to establish superiority; believes that 

"might makes right"; believes in control through 

force; believes in physical punishment as a disciplinary 

measure; is destructive of property; is prone to 

tantrums; is unable to share his possessions; violent 

and uninhibited in the display of his emotions; regards 

the opposite sex as a means to satisfy the sexual 
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appetite; described as violent, physical, animistic, 

impatient, forceful, intimidating, and infantile. 

III. Conservative-Inhibited 

Believes that the opinions and expectations of others 

are important cues for his behavior; is convinced 

that respect is an important part of his attitude 

toward others, especially his elders; believes that 

his obligations are set by society; is impressed 

by the pomp and ceremony of official activity and 

interaction; is institution oriented (family, school, 

group, culture, tribe, fraternity, etc.); referred 

to as inhibited conformist, religious, dependable, 

steady, respectful, correct, predictable; trustworthy; 

secure, submissive, conservative, courteous, polite, 

impressionable, gullible, pliable, sacrificer, joiner 

and traditional. 

IV. Competitive-Possessive 

Is highly competitive in sports, business, and in 

class; is achievement oriented; believes in control 

through manipulation; believes in gain and accumulation; 

is authority conscious; strives for prestige and 

status; likes to own and drive fast powerful cars; 

takes pride in ownership; is motivated by praise 

or reward; believes in progress at the expense of 

conservation; wants recognition and respect; wants 

to impress or be impressive; described as rich, powerful. 
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possessive, competitor, achiever, important, influential, 

powerful, aggressive, successful, progressive, capable, 

respectable, authoritarian, dictatorial, impressive 

or forceful. 

Concerned-Supportive 

Wants to help other people get or do what is best 

for them; likes to be around people; is willing to 

help those in need; believes in interaction; has 

a genuine love for all people—and shows it; is concerned 

about the environment and ecology; likes to wear 

clothes that reflect his life style; appreciates 

anything ethnic; gets involved in protests against 

discriminatory practices; is interested and cares 

about everything and everyone; is called considerate, 

aware, supportive, concerned, caring, loving, under

standing, empathetic, interested, congenial, gregarious, 

conservationist participant, social, accepting, respon

sive, encouraging, adaptable, helpful, stylish or 

sincere. 

Pe rcept ive-Expans ive 

Is adventurous; likes new and different experiences, 

enjoys the prospect of intellectual growth; appreciates 

learning for its own sake; is receptive to change; 

is emotionally stable; is capable of assuming responsi

bility; enjoys solving problems as an intellectual 

exercise; appreciates his educational opportunities; 
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is a good artist or musician; enjoys travel; enjoys 

spontaneous activities; enjoys a stimulating discussion; 

likes innovative people; his autonomy is important 

to him; is curious and open to experience; is often 

called intellectual, adventurous, performer, responsible, 

stable, scholar, growing, appreciative, curious, 

traveler, egghead, freak or perceptive. 

VII. Creative-Expressive 

Enjoys "far-out ideas and concepts; appreciates creativity 

in any form; is capable of creating ingeneous designs, 

music or ideas; would rather deal with creative ideas 

than with people; appreciates good interpretative 

performance; is capable of living comfortably with 

his own ideas; is capable of strong emotional involvement; 

is a sensitive person; is excited by self-realization 

and self-determination; enjoys creative people; has 

developed a self-concept that promotes his creative 

abilities; is adept at synthesizing and bringing 

closure on an idea in most situations; believes that 

happiness and joy are man's highest emotions; described 

as inventive, creative, sensitive, expressive, happy, 

jovial and joyful, synthesizer, emotional, idealistic, 

optimistic, genius, conceptualizer, thinker, ingeneous, 

and original. 
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Code Number 

HORO LIST A 

1 Kicking 
2 Satisfied 
3 Boring 
4 Sharing 
5 Creating 
6 Needed 
7 Testing 
8 Taste 
9 Afraid 
10 Supervised 
11 Change 
12 Destroying 
13 painful 
14 Building 
15 Courtesy 
16 Proving 
17 Happiness 
18 Different 
19 Pleasing 
20 Touching 
21 Slow Down 
22 Honest 
23 Supporting 
24 Understand 
25 Ordered 
26 Fighting 
27 Laughing 
28 Hakes Ho Sense 
29 Respectful 
30 Journey 
31 Exciting 
32 Horn Out 
33 Blaming 
34 Loyal 
35 More Honey 

36 Sleepy 
37 Positive 
38 Caring 
39 Recognition 
40 Control 
41 Interpret 
42 Teased 

. 43 Shouting 
44 Angry 
45 Helping 
46 Success 
47 Practice 
48 Pleasure 
49 Agreeing 
50 Directions 
51 Surrounded 
52 Hitting 
53 Designs 

. 54 Travel 
55 Humor 

, 56 Appreciate 
57 Hame Calling 

. 58 Job 

. 59 Famous 

. 60 Loving 
61 Lonely 

. 62 Togetherness 

. 63 Accepting 
64 Biding 

. 65 Helpless 
66 Better 

. 67 Working With 

. 68 Trusting 
69 Richer 

. 70 Joy 

71 Experiment 
72 Seeing 
73 Important 
74 Hungry 
75 Comfortable 
76 Held Back 
77 Turned Off 
78 Learning 
79 Belonging 
80 Breaking 
81 Resting 
82 Hurting 
83 Hopeless 
84 Developing 
85 Thinking 
86 Tired 
87 Denying 
88 Yelling 
89 Game 
90 Smiling 
91 Attacking 
92 Freedom 
93 Friendly 
94 Screaming 
95 Cultural 
96 Good Hanners 
97 Violent 
98 Ideas 
99 Planning 
100 Skill 
101 Inventing 
102 Traditional 
103 Growing 
104 Cared for 
105 Bringing 

Together 

Source: Flores Learning Theory of Adjustment (Flores, 1971) 
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WORD LIST B 

1 Physical 
2 iDteredpencence 
3 Disinterested 
4 Sharing 
5 Creating 
6 Detached 
7 Sel£-Ver£ication 
8 Adventure 
9 Organization 
10 Dependent 
11 Change 
12 Destructive 
13 Painful 
14 Innovating 
15 Courteous 
16 Capable 
17 Happiness 
18 Alternative 
19 Conservative 
20 Touching 
21 Depressed 
22 Honest 
23 Supporting 
24 Comprehend 
25 Sacrifice 
26 Fighting 
27 Interaction 
28 Nonsensical 
29 Respectful 
30 Exploration 
31 Stimulating 
32 Exhausted 
33 Accusing 
34 Loyal 
35 Health 

36 Sleepy 
37 Concern 
38 Caring 

__ 39 Recognition 
40 Control 
41 Interpreting 

___ 42 Obedience 
43 Cornered 

_ 44 Angry 
45 Helping 
46 Success 
47 Progress 
48 Pleasuring 

__ 49 Harmony 
50 Inhibited 
51 Surrounded 
52 Intimidating 
53 Designing 
54 Travel 
55 Humor 
56- Appreciation 
57 Abusive 
58 Power 

_ 59 Prestige 
60 Loving 
61 Lonely 
62 Companionship 
63 Accepting 
64 Sequestered 
65 Helpless 
66 Advancement 

__ 67 Cooperation 
68 Trustworthy 
69 Defensive 
70 Joy 

71 Experiment 
72 Observation 
73 Status 
74 Starved 
75 Self-Determinin 
76 Withdrawn 
77 Apathetic 
78 Learning 
79 Religious 
80 Vicious 
81 ' Retiring 
82 Hurting 
83 Hopeless 
84 Developing 
85 Cognition 
86 Fatigued 
87 Denyial 
88 Surviving 
89 Possessive 
90 Smiling 
91 Attacking 
92 Freedom 
93 Congenial 
94 Screaming 
95 Cultural 
96 Ettiquet 
97 Violent 
98 Research 
99 Planning 
100 Experience 
101 Inventing 
102 Traditional 
103 Growth 
104 Security 
105 Synthesizing 

Source: Flores Learning Theory of Adjustment (Flores, 1971) 
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Code Number 

HOBD LIST A WITH CORRESPONDIHG VALUE CODES 

; 1 Kicking 
2 Satisfied 
3 Boring 
4 b̂aring 
5 Creating 
6 Needed 
7 Testing 
8 Taste 
9 Afraid 
10 Supervised 
11 Change 
12 Destroying 
13 Painful 
14 Building 
15 Courtesy 
16 Proving 
17 Happiness 
18 Different 
19 Pleasing 
20 ° Touching 
21 Slow Down 
22 Honest 
23 Supporting 
24 Understand 
25 Ordered 
26 Fighting 
27 Laughing 
28 Hakes No Sense 
29 Respectful 
30 Journey 
31 Exciting 
32 Worn Out 
33 Blaming 
34 Loyal 
35 More Honey 

36 Sleepy 
37 Positive 
38 Caring 
39 Recognition 
40 Control 
41 Interpret 
42 Teased 
43 Shouting 
44 Angry 
45 Helping 
46 Success 
47 Practice 
48 Pleasure 
49 Agreeing 
50 Directions 
51 Surrounded 
52 Bitting 
53 Designs 
54 Travel 
55 Humor 
56 Appreciate 
57 Name Calling 
58 Job 
59 Famous 
60 Loving 
61 Lonely 
62 Togetherness 
63 Acciepting 
64 Biding 
65 Helpless 
66 Better 
67 Working With 
68 Trusting 
69 Richer 
70 Joy 

71 Experiment 
72 Seeing 
73 Important 
74 Hungry 
75 Comfortable 
76 Held Back 
77 Turned Off 
78 Learning 
79 Belonging 
80 Breaking 
81 Resting 
82 Hurting 
83 Hopeless 
84 Developing 
85 Thinking 
86 Tired 
87 Denying 
88 Yelling 
89 Game 
90 Smiling 
91 Attacking 
92 Freedom 
93 Friendly 
94 Screaming 
95 Cultural 
96 Good Hanners 
97 Violent 
98 Ideas 
99 Planning 
100 Skill 
101 Inventing 
102 Traditional 
103 Growing 
104 Cared for 
105 Bringing 

Together 

Source: Flores Learning Theory of Adjustment (Plores, 1971) 



59 

Code Munbei 

WORD LIST B niTH CORRESFOHDIKG VALUE CODES 

1 Physical l 
2 Intecedpencence 5 
3 Dlelntecested 5 
4 Sharing 4_ 
5 Creating 4 
6 Detached 7 
7 Self-Verflcatlon 3 
8 Adventure 2 
9 Organization 2 
XO Dependent 
11 Change 4 
12 Destructive 4 
13 Painful 7 
14 Innovating 
15 Courteous 1, 
16 Capable 2 
17 Happiness 2 
18 Alternative 7 
19 Conservative 6 
20 Touching 7 
21 Depressed 6 
22 Honest 2 
23 Supporting 4 
24 Comprehend 4_ 
25 Sacrifice 5 
26 Fighting 1 
27 Interaction 5 
28 Nonsensical 5 
29 Respectful 1 
30 Exploration 2 
31 Stimulating 4 
32 Exhausted 5 
33 Accusing 3 
34 Loyal 4 
35 Wealth 7 

36 Sleepy 
37 Concern 
38 Caring 
39 Recognition 
40 Control 
41 Interpreting 
42 Obedience 
43 Cornered 
44 Angry 
45 Helping 
46 Success 
47 Progress 
48 Pleasuring 
49 Harmony 
50 Inhibited 
51 Surrounded 
52 Intimidating 
53 Designing 
54 Travel 
55 ' Humor 
56 ' Appreciation 
57 Abusive 
58 Power 
59 Prestige 
60 Loving 
61 Lonely 
62 Companionship 
63 Accepting 
64 Sequestered 
65 Helpless 
66 Advancement 
67 Cooperation 
68 Trustworthy 
69 Defensive 
70 Joy 

71 Experiment 
72 Observation 
73 Status 
74 Starved 
75 Self-Determininc 
76 Withdrawn 
77 Apathetic 
78 Learning 
79 Religious 
80 Vicious 
81 Retiring 
82 Hurting 
83 Hopeless 
84 Developing 
85 Cognition 
86 Fatigued 
87 Denyial 
88 Surviving 
89 Possessive 
90 Smiling 
91 Attacking 
92 Freedom 
93 Congenial 
94 Screaming 
95 Cultural 
96 Ettlguet 
97 Violent 
98 Research 
99 Planning 
100 Experience 
101 Inventing 
102 Traditional 
103 Growth 
104 Security 
105 Synthesizing 

Source: Flores Learning Theory of Adjustment (Flores, 1971) 
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Code No. 

Experimental nPTnnoraphic nata Sheet 

Please complete the following with word list B. 

1. Age; 

2. Sex I (please check) Female ____ Hale ____ 

3. Educational statust (please check) 

Diploma Nurse Associate Degree Nurse 

LPN Baccalaureate Degree Nurse 

Graduate Degree 

4. Number of years in nursingt ________ 

5. Nursing area of practicei _________ 

6. Have you attended a previous St. Mary's Hospital and Health 
Center Conference on Traditional Indian Medicine? 

Yes _____ No _____ 

If yes, how many? ______ Total days _____ 

7. Place of residence: City _________ State 

8. Ethnicity 

Anglo 
Hispanic ______ 
Afro-American ____ 
Native American _____ 

9. Are you a current member of American Holistic Nurses Associa
tion? 

VsB _____ No ____ 

10. Do you consider the philosophy and concepts of Traditional 
Indian Medicine as relevant for you In nursing? 

Yes _____ No 

11. Would you recommend this conference to other nurses? 

Yes ______ No 

12. Hill you apply anything you have learned in this conference 
to your professional work? Yes No 
Personal life? Yes No 



Code No. 

Control Demooraphif! nata Sheet 

Please complete the following with word list B. 

1. Age: ____ 

2. Sex I (please check) Female _____ Male 

3. Educational statust (please check) 

Diploma Nurse Associate Degree Nurse 

LPN Baccalaureate Degree Nurse 

Graduate Degree 

4. Number of years In nursingt 

5. Nursing area of practicet 

6. Save you attended a previous St. Mary's Hospital and Health 
Center Conference on Traditional Indian Medicine? 

Yes No _______ 

If yes, how many? _______ Total days 

7. Place of residence: City State 

8. Ethnicity 

Anglo 
Hispanic _______ 
Afro-American 
Native American _______ 

9. Are you a current member of American Holistic Nurses Associa
tion? 

Yes No _____ 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N .  A R I Z O N A  8 5 7 2 J  

C O L L E C E  O F  N U R S I N G  

MEHOftANOUM 

TO: Ann Hubbert, BSN 
Graduate Student 
College of Nursing 

FROM: Ada Sue Hinshaw, PhD, RN Merle Hishel, PhD, RN 
Director of Research Chairman, Research Committee 

DATE: October 2. 1985 

RE: Human Subjects Review: Facilitating Holistic Values: Effect of 
a Five Day Experiential Conference on Traditional Indian Medicine 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subconnittee of the 
Research Conmittee and the Director of Research. A consent form with 
subject signature is not required for projects exempt from full 
University review. Please use only a disclaimer format for subjects to 
read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director of 
Research if you need access to it. 

He wish you a valuable and stimulating experience with your research. 

ASH/fp 
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St Ds/hry's— 
H05PWIL Ê HEAJJTH CINJER 

1601 WEST ST. MAHrS ROAD 
PO. BOX 5386 

TUCSON. AfllZONA 0S?O3 

PHONE (602) 622-5833 

September 30, 1985 

Ann Hubbert, R.N. 
Graduate Student 
College o£ Hurslng 
University of Arizona 
Tucson, Arizona 

Dear Ann: 

Your project. Traditional Indian Medicine in Today's Health System, has 
been reviewed by Nursing Administration at St. Mary's Hospital and Health 
Center. Inasmuch as your project requires no access to patients, no 
further revlev will be required, and you may proceed with the knowledge 
that you will have our full support and coopratlon. 

Sincerely, 

Phyllis Ethrldge, HSN, ̂  
Vice-President, Patient Care Services 

PE/lt 
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