


The Nature of
Theoretical Thinking

in Nursing

Second Edition



Hesook Suzie Kim, PhD, RN, is Professor of Nursing at the University of
Rhode Island and Professor II at the Institute of Nursing Science, Faculty
of Medicine, University of Oslo in Norway since 1992. She was the Dean
of the College of Nursing, University of Rhode Island from 1983 to 1988
and has been teaching at the University since 1973. Her PhD is in sociol-
ogy from Brown University, Providence, Rhode Island. She has been pub-
lished widely in the areas of nursing epistemology, theory development in
nursing, the nature of nursing practice, and collaborative decision mak-
ing in nursing practice as well as in various areas of clinical nursing
research. She is the author of a seminal book on the metaparadigm of
nursing published in 1983, which is the first edition of The Nature of
Theoretical Thinking in Nursing (2000). She is also co-editor of Nursing
Theories: Philosophical and Conceptual Foundations (1999) published by
Springer. She is co-author of two chapters on critical philosophy in In
Search of Nursing Science edited by Ornery, Rasper, and Page (1995) and
published in collaboration with Inger Margrethe Holler. Dr. Kim has been
instrumental in bringing about the 5-year series on Knowledge Development
Symposia held in Newport, Rhode Island from 1990 to 1994. It examined
the linkages among philosophy, theory development, method, and prac-
tice as related to knowledge development in nursing.



The Nature of
Theoretical Thinking

in Nursing

Second Edition

Hesook Suzie Kim, PhD, RN

Springer Publishing Company



Copyright © 2000 by Springer Publishing Company, Inc.
This book was previously published by Prentice-Hall, Inc.

All rights reserved

No part of this publication may be reproduced, stored in a retrieval sys-
tem, or transmitted in any form or by any means, electronic, mechanical,
photocopying, recording, or otherwise, without the prior permission of
Springer Publishing Company, Inc.

Springer Publishing Company, Inc.
11 W. 42nd Street
New York, NY 10036-8002
www.springerpub.com

Acquisitions Editor: Ruth Chasek
Production Editor: Helen Song
Cover design by James Scotto-Lavino

070809 1 0 / 1 0 9 8 7 6

Library of Congress Cataloging-in-Publication Data

Kim, Hesook Suzie.
The nature of theoretical thinking in nursing / Hesook Suzie Kim.—

2nd ed.
p. cm.

Includes bibliographical references and index.
ISBN 0-8261-1306-0
1. Nursing—Philosophy.
[DNLM: 1. Models, Theoretical. 2. Nursing. 3. Philosophy,

Nursing. WY 86 K49n 2000]
RT84.5.K545 2000
610.73'01—dc21 99-054403

Printed in the United States of America by Yurchak Printing Inc

www.springerpub.com


For Hyung



This page intentionally left blank 



Contents

List of Tables ix

List of Figures x

Pr

1. Introduction 1

2. Terminology in Theoretical Thinking 13

3. Conceptual Domains in Nursing: A Framework for
Theoretical Analysis 31

4. The Domain of Client 57

5. The Client-Nurse Domain 101

6. The Practice Domain of Nursing 127

7. The Domain of Environment 165

8. Theory Development in Nursing 205

9. Concluding Remarks: Issues in Theoretical
Development in Nursing 229

Appendix 245

Glossary 253

Subject Index 259

Name Index 262

vii

xi



This page intentionally left blank 



List of Tables

3.1 An illustration of relationships between selected
phenomena and concepts in the domain of client 43

3.2 An illustration of relationships between selected
phenomena and concepts in the client-nurse domain 45

3.3 An illustration of relationships between selected
phenomena and concepts in the practice domain 46

3.4 An illustration of relationships between selected
phenomena and concepts in the domain of environment 47

3.5 Examples of theoretical formulations linking
concepts in four domains of nursing 52

3.6 Examples of concepts in nursing study according
to level of concept description and the domain 54

4.1 Examples of concepts in the domain of client for
study in the nursing perspective 60

5.1 Examples of concepts in the client-nurse domain
for study in the nursing perspective 106

5.2 Examples of client-nurse domain phenomena
according to the classification by types of
meaning-orientations 110

6.1 Examples of concepts in the practice domain 142
7.1 Examples of concepts in the domain of

environment for study in the nursing perspective 183
8.1 Types of across-domain theoretical statements 207
8.2 Concepts and phenomena examined in the

published works in the selected nursing journals
(1978-1981)—the domain of client 209

ix



List of Figures

1.1 Relationship between public and private
knowledge in nursing 5

3.1 Picasso's Les Saltimbanques 37

3.2 The four theoretical domains of nursing and
their conceptual sub-boundaries 48

3.3 Examples of relationships among concepts
within the domains and across domains 51

4.1 Connections among human body, personhood/
self, and human living 78

6.1 Philosophies of therapy and care as the frame
for nursing practice 133

6.2 Analytic representation of the conceptualization
of nursing practice 135

6.3 Structures for deliberation: Aspects of client and nurse 137

6.4 Structures for deliberation: Aspects of nursing
goals and nursing means 138

7.1 Aspects of client's environment—time, space,
and components (physical, social, and symbolic) 170

8.1 An additive model of explanation for client
domain phenomena 212

8.2 An explanatory model for health-care
experiential phenomena 214

8.3 An explanatory model for client-nurse phenomena 217

8.4 Within-domain explanations in the practice domain 220

8.5 An explanatory model of practice domain phenomena 221

9.1 Schematic representation of nursing epistemology 232

x



Preface

It has been more than fifteen years since the publication of the first edition
of this book. During this period there has been tremendous growth and
enrichment in the theoretical work in nursing. Several grand theories and
conceptual models that were initially presented by the early 1980s have
been revised, reformulated, and refined either by the original theorists or
their followers. A great deal of nursing's theoretical work also focused on
the development of middle-level theories as well. In addition, there has
been significant growth in the delineation, clarification, and refinement of
concepts in nursing from various perspectives. Furthermore, serious
debates and discussions regarding epistemological and other philosophical
underpinnings of nursing knowledge developed during the last decade. As
a discipline, nursing is evolving and maturing into a knowledge system that
is becoming clearer in delineating its subject matter and in dealing with its
problems as a science.

Because I published a revised version of the typology of the nursing
knowledge system into four domains in an article in Scholarly Inquiry for
Nursing Practice in 1987, I believed for a time that the original book could
stand as it was with the revised ideas presented in that article. As the book
went out of print, however, many colleagues and students began to voice a
great need for a revised version of the book. I also became aware of the
need to incorporate new ideas and revised thinking on the way we ought
to deal with theoretical issues in nursing.

Although we have taken large strides in developing nursing concepts
and theories, we are still struggling with theoretical clarification of essen-
tial features regarding phenomena of interest to nursing, their conceptu-
alizations, and theorizing about them. There still are enough tensions
existing within the field that call for an integrated approach to theoretical
thinking in nursing. This book is intended to provide conceptual tools that
can be used to delineate the world of nursing in theoretical terms. Any
serious student or scholar concerned with theory building in nursing, at
one time or another, would ask: "What is nursing concerned with in a the-
oretical sense?" It seems that for one to answer this question satisfactorily,

xi



xii Preface

it is necessary to have a systematic framework for the analysis of theoretical
elements in the field of nursing.

I propose in this book a systematic framework that can be used to exam-
ine elements in the field of nursing and to posit important concepts in a
system of order and within a boundary of specific meaning. The purpose
of this volume is to understand how conceptualizations and theoretical
statements are developed and refined in nursing. The primary aim of the
book is to offer a typology of conceptual domains that can be used to delin-
eate theoretical elements essential to nursing. In this second edition, I
have clarified the typology of four domains as the way to structure concep-
tual fields for nursing, incorporating current advances. The revised typol-
ogy now stands as the domain of client, the client-nurse domain, the domain of
practice, and the environment domain. I believe this typology as a conceptual
mapping device is a useful analytic tool for delineating and theorizing
about phenomena of interest to nursing, as it has done for many students
and scholars in nursing since its initial publication.

The book is mainly designed for graduate students in nursing who are
struggling with conceptualization and theoretical analysis of nursing phe-
nomena. However, many colleagues have shown that the first edition was
also useful in introducing undergraduate students to nursing conceptual-
izations. My goal is to show how empirical elements in the world of nurs-
ing are translated into theoretical terms, and in turn, how theoretical
concepts are specified in the real world of nursing. Specification of con-
cept delineation is proposed within the typology. The book shows how
both inductive and deductive expositions may be used in theoretical think-
ing in nursing. Although I discuss and analyze many conceptual and the-
oretical ideas expressed by nursing theorists, namely, Rogers, Roy, Johnson,
Orem, and King, I do not make systematic evaluations of the values and
applicabilities of their theoretical systems. I have not attempted to evalu-
ate or criticize theories, both nursing and those from other fields of study,
in a systematic or comprehensive manner. I have included in the book
those appropriate aspects of nursing and other theories mainly to illustrate,
expand, and apply the ideas under discussion. The purpose of the book is
not to show the adequacies and inadequacies of theories for nursing as a
scientific theory, but to show how such theories are similar and different in
their uses of abstraction, conceptualization, and subject matter.

I focus on delineating and describing essential concepts in nursing that
are thought to be important for development of theoretical systems. I con-
trast similarities and differences in conceptualization of nursing and ele-
ments in nursing in order to show how the same elements and phenomena
are perceived differently from different perspectives, and how the same
idea is concealed in many different conceptual disguises. Furthermore, the
book has no specific "clinical" orientation. This reflects my bias and con-
viction that theoretical development in nursing should follow universally
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applicable conceptual strategies, regardless of the specific ways nursing
problems are classified. The main emphasis is on the how to and the what
of theoretical analysis in nursing. In this edition, I have added in the last
chapter my ideas regarding what the nature of nursing epistemology should
be within the current scene of pluralism. We must look to the 21st century
for theoretical advances in nursing with a synthesizing framework that
addresses the multifaceted and complex nature of knowledge required for
nursing as a discipline and practice.

I have been fortunate to be associated with many colleagues and gradu-
ate students who have stimulated my thinking on this typology over the
years. Many serendipitous ideas and insights were gained from working
with them. Among them, I must acknowledge continued support from
colleagues at the University of Rhode Island, and many classes of doctoral
students who were often exposed to my "under-baked" ideas. With them, I
was never hesitant to grapple with even the most elementary theoretical
questions. I owe much gratitude to Professor Donna Schwartz-Barcott who
has spent endless hours debating and questioning with me many of the
ideas presented in the book. The faculty at the Institute of Nursing Science,
University of Oslo has also continuously encouraged me to pursue the line
of thinking that I was discussing with them. Their support especially has
given me the courage and hope in putting myself through this revision.

For granting me the most scholarly and enhancing atmosphere that any
scholar could want, I am most grateful to the succession of Deans at the
College of Nursing, University of Rhode Island, especially to Dean Barbara
L. Tate, who was the staunchest supporter of my effort during the initial
period. I believe it was this atmosphere of creative warmth, more than any-
thing else, that enabled me to write both editions of this book. As with
most good things in life that need special grace, my interest in theoretical
thinking initially received a special push from Professor Martin U. Martel
of Brown University during my graduate studies there. I thank him for
showing me the way to question theoretically.

In writing this types of book, one must draw a great deal of support from
one's personal resources. I had the most wonderful support from my fam-
ily and friends over the years. Most of all, my husband, Hyung, has been
the true source of support for the mental energy that was so necessary and
critical during the writing of this second edition.

My appreciation also goes to Ruth Chasek, my editor at Springer, who
was willing to examine the manuscript for the second edition without
much hesitation.

I hope this book can provide readers with insights and ideas that pro-
pel them to venture into deep theoretical thinking and work, challenging
them to forge toward the systematization of nursing knowledge.

HESOOK SUZIE KIM
Exeter, Rhode Island
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Introduction

The discipline of nursing has gone through three decades of struggle,
which was both internally and externally directed, in order to gain recog-
nition and legitimacy as a field of science and a profession. Many eminent
voices of the earlier times have provided a backdrop from which nursing
leaders and scholars of these more recent decades have been able to
extract the characteristics and essences of the discipline of nursing as a
knowledge system. In addition, the conceptual and cognitive foundations
of nursing had their origins in the writings of early scholars. Florence
Nightingale (1859, 1992) with pioneering foresight insisted on a formal
training for nurses which became an impetus for building a body of knowl-
edge for nursing, while Virginia Henderson's ideals (1966) have sustained
nursing's emphasis on humanizing care. Rozella Schlotfeldt and Rosemary
Ellis were important advocates in strengthening nursing's quest for scien-
tization: Schlotfeldt insisted early on for nursing to become an indepen-
dent academic field of study (1978, 1987), whereas Ellis (1970) abhorred
casualness in scholarly pursuit and instilled analytic seriousness into nurs-
ing studies.

In addition, the political force within the nursing profession found its
roots in the spirit of self-determination, professionalization of work, equal
rights movement, and feminism. As the discipline of nursing moves into
the new age of its maturity, coming out of the jubilant, energetic but con-
fused pubescence into a more self-examining, responsible adulthood, it
needs to formulate a comprehensive view of its cognitive identity as a spe-
cific practice discipline. What is of significance at this juncture in the devel-
opment of nursing discipline is a need to step back and examine the
current status of (a) what it means to be in nursing practice; (b) what
knowledge that we hold as a collective and as individuals is essential for our
practice; and (c) what ideals are embedded in nursing practice as well as
in the generation of nursing knowledge.

Nursing practice of the 1990s has formed a firm alliance with the culture
of scientific knowledge and technological advances that are aimed at con-
trolling health problems. At the same time, there is a strong sentiment
developing within nursing's discourse that points out the need for nursing
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2 The Nature of Theoretical Thinking in Nursing

to stand away from that culture. Nursing practice encompasses both the sci-
entific problem-solving orientation and the human-practice orientation.
Nurses are not only dealing with and seeking solutions for clients' health
problems but are also concerned about how to help clients in their "living
with" certain health-related situations. This means that the essential fea-
tures of nursing knowledge required for practice must embrace the science
of control and therapy as well as the science of understanding and care.
This also means that nursing as a scientific discipline must delineate its spe-
cific nature as a human practice science, distinguished not only from the
natural and social sciences, but also from the so-called human sciences.

The image of nursing as a science has been in the making for the past
three decades, and nursing is emerging as a field rich in empirical knowl-
edge. However, it is continuing to struggle to define its subject matter and
approaches with which nursing can develop the knowledge it needs. The
development of theoretical knowledge in nursing began with rich rhetoric
in the 1950s and 1960s followed by grand-theorizing in the 1970s and the
early years of the 1980s, and continues with the effort focusing on devel-
oping middle range and micro-theories.

One of the central problems in nursing theory development has arisen
from the difficulty that the discipline has been experiencing in arriving at
a definition of nursing that encompasses the nature of nursing from both
the academic as well as the practice perspectives. While the ambiguities that
existed during the earlier decades seemed to have been clarified as we
entered the 1990s, the current struggles in the health-care arena in the
United States have resurrected the question of definition in recent years.
Nursing is again faced with having to clarify its role within health care and
to rethink its definition in light of (a) the creation and installation of vari-
ous technical/assistive health-care roles, especially in acute care settings;
(b) the shifting of major settings of nursing practice from acute care hos-
pitals to home-care and long-term care settings; and (c) the implementa-
tion of many forms of standardization and streamlining of health-care
practice, such as through critical paths, care-maps, and managed care.

Although we have been amply supplied with many versions of rhetorical
definitions of nursing throughout its history, such definitions were only
able to furnish a weak foundation for the generation of scientific knowl-
edge, positive impact on society and the profession notwithstanding. As a
matter of fact, such rhetorical definitions were the ones exactly needed as
general guides for understanding what nursing is all about as a social role
in the minds of the public as well as in the minds of members of the pro-
fession. A rigorous and exact delineation of nursing as a role and as a sci-
entific discipline in definitional terms is necessary specifically when it is
used as the conceptual basis for the development of nursing's theoretical
knowledge.
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Two kinds of efforts are found historically in the works of nursing schol-
ars, both of which deal with the definitional ambiguities in nursing. On the
one hand, several grand theorists in nursing have proposed conceptual
models of an all-encompassing type beginning in the early part of the 1970s.
These models are used to describe in general three points: (a) what aspect
or aspects of human conditions the discipline is concerned with; (b) in what
ways we can understand and/or explain the key phenomena of concern;
and (c) what the members of the discipline do as the practitioners of a sci-
entific field. Some nursing scholars, on the other hand, have focused on
developing elementary theoretical statements that deal with a few selected
concepts relevant to nursing. Although such efforts, especially throughout
the last twenty-five years or so, have contributed to an increasingly rich body
of knowledge, we must admit, albeit regretfully, that nursing as a scientific
discipline is continuing its struggle to specify its subject matter.

One of the major confusions in the discussions regarding nursing knowl-
edge is the ambiguity with which authors treat the differences between
knowledge possessed by individual practicing nurses and that of the disci-
pline of nursing as a whole. Knowledge thus exists in two sectors as private
and public knowledge in the discipline of nursing, because in practice dis-
ciplines practitioners are not only the users of knowledge of the discipline,
but also the possessors of certain sets of knowledge. Hence, there is knowl-
edge that is held by practitioners as private knowledge, and knowledge
that belongs to the public sector, i.e., to the discipline. While there is an
intimate connection between these two sectors of knowledge, nursing
knowledge development basically is for the knowledge at the disciplinary
sector, i.e., the public knowledge. Confusion exists because often nursing
scholars are both practitioners and scientists who contribute to the devel-
opment of the public knowledge and at the same time are generators of
their own private knowledge.

One can view this partitioning from Popper's epistemology of "world 2"
and "world 3" (Popper, 1985). Popper proposed three worlds of universe:
"world 1" referring to physical world, "world 2" as the world of states of con-
sciousness that belong to specific subjective humans, and "world 3" referring
to "the world of objective contents of thought" (Popper, 1985, p. 58). From
this, two types of epistemology are considered: one originating from world
2 as knowledge in the subjective sense, and the other belonging to world 3
as objective knowledge consisting of theories, objective problems, and objec-
tive arguments. Scientific knowledge thus is considered to belong to world
3 and is not tied to specific, individual-knowing subject. Scientists are con-
cerned with the growth of knowledge in world 3, but are dependent upon
processes of world 2 as the basis for that growth.

Drawing from these notions advanced by Popper, it is possible to parti-
tion nursing knowledge into two sectors: private and public. Private knowl-
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edge refers to the knowledge that belongs to specific individuals gained
through one's consciousness and mental processing of experiences and
responses. It thus belongs to Popper's world 2. On the other hand, public
knowledge aligns well with Popper's world 3 as knowledge that exists at
large. Public knowledge, although gained through private processes of sci-
entists, is objective and is oriented to systematization.

Benner's work (1984, 1996) has especially created a somewhat comfort-
ing idea that nurses can come to possess that holistic knowing of clinical sit-
uations through experience and exposure to problem-solving situations.
Each practicing nurse is a possessor and generator of knowledge, and each
nurse possesses and generates a unique set of knowledge that is different
from all others' private knowledge. Each nurse has a private nursing knowl-
edge that is generative and dynamic as well as ideographic. At the same
time, some parts of nurses' private knowledge have shared elements with
other nurses' private knowledge and with the disciplinary knowledge at
large (that is, the public nursing knowledge). Knowledge considered from
this private, personal perspective, points to the workings of processes indi-
vidual nurses are engaged in that either expand or stagnate their private
knowledge. Hence, what constitutes nurses' private knowledge and how it
becomes constituted and generated are not questions of epistemology (that
is, of philosophy) but of cognition requiring answers from specific types of
scientific inquiry. Benner, Tanner, and Chesla (1992) are attempting to pro-
vide answers to such questions from the perspective of phenomenological
hermeneutics, while others are considering these questions from the per-
spective of cognitivism or of social structuralism. On the other hand, Silva
and her colleagues (Silva, Sorrell, & Sorrell, 1995) have adopted an onto-
logical orientation in addressing such questions focusing on knowledge of
reality, meaning, and being.

Professional education, certainly, is the starting point at which each
student or trainee gains an access to the public knowledge of a discipline
and moves to build a private knowledge that initially is more standardized
than ideographic. Enrichment of private knowledge can be from personal
experiences, and self-referential and reflexive constructing at individual
levels, or may draw from the knowledge at the public sector that is con-
tinuously enriched through activities within nursing's scientific commu-
nity. Conceptually, thus, the private knowledge that refers to knowledge
held by and generated through individual nurses is different from what
Carper (1978) called "personal knowledge" which refers to the knowl-
edge of self. Personal knowledge in the sense of the knowledge of oneself
is the knowledge of introspection and is a part of the private knowledge.
The private nursing knowledge constitutes those cognitive elements that
are required and used in nursing practice, including the knowledge of
nurse-self.
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On the contrary, the public knowledge refers to knowledge of the disci-
pline that is available at large and has the characteristics of systematization
and generalization. However, the level of systematization and generaliza-
tion may vary according to the maturity of a discipline and the degree with
which a discipline is able to integrate new knowledge into a system of
coherence for its epistemological questions. When nursing scholars discuss
nursing knowledge in general, they are referring to the public nursing
knowledge that exists in various forms such as theoretical, descriptive, ide-
ological, or philosophical. Nursing knowledge development is oriented to
enriching the public knowledge, as it is the source and foundation for the
discipline's performance at individual and aggregate levels. The theory-
practice gap we often talk about refers to the apparent lack of matching
between what is available in the public sector and what is being used in
individual practice (Kim, 1993).

Figure 1.1 shows the interrelatedness between the knowledge in the pri-
vate and public sectors in the development of nursing knowledge. Hence,
in practice disciplines public knowledge is not only gained and developed
through scientists' work but by accessing what becomes accumulated and
refined in practicing nurses' private knowledge.

My exposition in this book, therefore, deals with how we may systematize
nursing knowledge in the public sector, although the private knowledge
held by practicing nurses is a rich source for such systematization. Nursing
knowledge in general may refer to knowledge that is related to any epis-

Figure 1.1 Relationship between public and private knowledge in nursing.
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ternic aspects of nursing. However, nursing knowledge considered in this
book focuses only on the core of nursing related to nursing practice, and
ignores those aspects of nursing knowledge considered in a broader sense,
such as knowledge about nursing history or its professional organizations.
The focus here is on epistemological issues rather than on professional
issues. I address specifically the knowledge that is directly related to under-
standing and explaining nursing practice and its relationship to clients and
outcomes of practice.

Nursing certainly has made a great deal of progress in accumulating the
scientific and theoretical basis for its practice, yet a systematic view of that
knowledge remains fuzzy. Confusion still exists regarding what classes of
phenomena should be included in a system of theoretical understanding
and explanations in nursing. However, one must remember that the
boundaries of subject matter for scientific fields, even for the well-estab-
lished ones such as mathematics, chemistry, or economics, become revised
through an evolutionary process. A scientific field goes through stages of
boundary-redefinitions that are partly based on the kinds of major phe-
nomena or subject matter it deals with, such as money flow in economics,
energy and matter in physics, or personality development in psychology,
and partly based on what is happening in the scientific fields in general.
This idea agrees with Shapere's position (1977) regarding formation and
reformation of a scientific domain as constituting a unified subject matter.
Well-established associations between phenomena in a scientific field are
exposed to scientific scrutiny under a variety of methodologies and in
entirely different perspectives. This is an ongoing process that occurs in sci-
entific communities. Eventually, the propriety of categorizing scientific
problems into a field of scientific knowledge may be questioned, and refor-
mulation of the boundary may occur.

The grounds used for deciding boundaries of fields may also be con-
sidered superfluous or ambiguous. Thus, subject matter may be reclassi-
fied or redescribed in different fields, especially with the emergence of
new scientific fields. This happened in the nineteenth century for sociol-
ogy when it differentiated from economics. On this evolutionary basis,
nursing as a scientific field has to go through the process of claiming cer-
tain classes of phenomena as its subject matter, and subsequently aban-
doning and reclaiming other subject matter as the field becomes clearer
in the definition of what major scientific problems it seeks to answer. In
addition, it appears that the monistic claim of a theory to be completely
general and universally relevant is neither fruitful nor appropriate for
nursing. Since a diversity of phenomena can be claimed as nursing's sub-
ject matter, and since the field is yet to be organized to have a definite
claim to a set of specific knowledge, multiple theories are not only useful
but also necessary.
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With these ideas as background, I propose a framework that is to be
used to delineate theoretical elements for the field of nursing. My main
attempt is to show how one can examine relevant phenomena systemati-
cally with a nursing perspective using this framework. This framework is
offered as the metaparadigm framework for nursing that draws out the bound-
aries for nursing's subject matter. I propose a backtracking, for I believe we
are ready for a thoughtful reconsideration of what we have said about nurs-
ing in theoretical terms. We are now at a juncture after fervent discussions
concerning what kinds of theories nursing should be developing and from
what philosophical perspectives we must address nursing's subject matter.
During the past ten years, the field of nursing knowledge has progressed in
a truly multifaceted, pluralistic manner. That situation has resulted from
the development of multiple theories with various scopes, the adoption of
pluralistic philosophical orientations in developing nursing knowledge, and
the application in nursing studies of various scientific methods. We are at
a point in our scientific development that requires a careful examination
of and reflection upon the construction of the theoretical foundation of
nursing based on a unifying framework.

One of the major reasons for the apparent lack of a systematic view of
nursing knowledge, I believe, is the continued use of the so-called four
metaparadigm concepts, i.e., health, person, environment, and nursing, in dis-
cussing nursing theories and nursing's conceptual issues. These concepts
served as the starting points in thinking about nursing's emphasis when
they were introduced by Yura and Torres (1975) and reinforced by Fawcett
(1984). However, these are merely key concepts that nursing may need to
formulate meanings from which various ontological and explanatory posi-
tions may emerge. These concepts cannot be used as four cornerstones that
set up the conceptual boundary for nursing's subject matter as some nurs-
ing scholars have been trying to do. They are empty as boundary-specifying
constructions, but are useful in asking nursing scholars to formulate spe-
cific conceptual orientations for further theoretical thinking. The proposed
metaparadigm framework for nursing hence is different from these "meta-
paradigm concepts," as the proposed framework is a boundary-specifying
guide for delineating conceptual and theoretical issues regarding nursing's
subject matter.

This metaparadigm framework is a typology that includes four distinct
conceptual domains of client, client-nurse, practice, and environment. This
typology is an analytical tool to be used to classify and posit concepts and
phenomena within specified boundaries. By doing this, conceptualizations
and theoretical statements can be derived or examined with a conscious
knowledge of the empirical locality of phenomena. This will help nurse
scholars to conceptualize and theorize about observations of the nursing
world, and to derive scientific explanations in whatever philosophical or
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theoretical perspective they may take. The idea is to show how phenome-
nal elements relevant to nursing study are translated into theoretical terms,
and in turn, how theoretical concepts are specified in the real world of
nursing. Therefore, both inductive and deductive approaches are consid-
ered appropriate for expositions in nursing based on this typology. The
approach adopted for the specific exposition used in this book is a com-
bined approach of induction and deduction. This combined approach is
the first step necessary for systematic thinking and an indispensable
method of abstraction in developing and using theories. The "use of theo-
ries" here indicates many ways of expanding, refining, and testing that sci-
entists do through research, critical evaluation, and theory construction.

Starting with conceptualization as the first step in theory building, my
intention is to begin theoretical thinking, freed from any specific theoreti-
cal bias or philosophical bent. Thus, I shall not provide formal guidelines
for evaluating nursing theories, nor provide synoptic discussions and sum-
maries of "major nursing theories."1 Specific detail of major nursing theo-
ries and conceptualizations will be analyzed and discussed in appropriate
sections as examples of theoretical thinking.

In Chapter 2, the terms and concepts used in concept development, die-
oretical expositions, and theoretical analysis are defined to the extent that
they are used in this book. The coverage in this chapter regarding defini-
tions is far from comprehensive. There are many fine writings on this sub-
ject, and readers are referred to several original sources for understanding
terms in a variety of perspectives and uses.2 This chapter is intended to clar-
ify the meanings of the theoretical terms that are used throughout the
book.

1. There are several books and articles written with these purposes as the pri-
mary focuses. See for example, Hardy, M. E. (1978). Evaluating Nursing Theory. In
Theory development: Why, what, how? (pp. 75-86). New York: National League for
Nursing; Barnum, B.J. S. (1994). Nursing theory: Analysis, application, evaluation (4th
ed.). Philadelphia: J.B. Lippincott; Fawcett, J. (1994). Analysis and evaluation of the-
oretical models of nursing. Philadelphia: EA. Davis; and Meleis, A. I. (1997). Theoretical
nursing: Development and progress (3rd ed.). Philadelphia: J.B. Lippincott.

2. Among the many published works for this subject area, the following classi-
cal books may be of help to serious students of theory construction: Hempel, C. G.
(1952). Fundamentals of concept formation in empirical scieruxs. Chicago: The University
of Chicago Press; Popper, K. R. (1959). The Logic of Scientific Discovery. New York:
Harper and Row; Kaplan, A. (1964). The conduct of inquiry. San Francisco: Chandler
Publishing; Reynolds, P. D. (1971). A Primer in theory construction. Indianapolis:
Bobbs-Merrill; Dubin, R. (1978). Theory building (Revised ed.). New York: The Free
Press; Blalock, Jr. H. M. (1969). Theory construction: From verbal to mathematical for-
mulations. Englewood Cliffs, NJ: Prentice-Hall; and Suppe, F. (Ed.). (1977). The
structure of scientific theories (2nd ed.). Urbana, IL: University of Illinois Press.
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In Chapter 3, the rationale for the typology of four domains for nursing
as client, client-nurse, practice, and environment are presented. This framework
is an organizational construct, developed for systematizing many classes of
phenomena that are important for nursing studies. The typology is pre-
sented here as a general guide in separating out the aspects of the real
world we encounter and think about into coherent sets of theoretical ele-
ments. It provides reference points for the analyses that follow in Chapters
4-7.

Chapters 4—7 are the main focus of the book and consider conceptual-
ization of important phenomena at several different theoretical levels.
Chapter 4 deals with the domain of client; Chapter 5 deals with the domain
of client-nurse; Chapter 6 deals with the domain of practice; and Chapter
7 deals with the domain of environment. In each of these chapters, a gen-
eral conceptual map that is specific to each domain is delineated and dis-
cussed, and conceptualizations vis-a-vis the map are given. Applying the
concept analysis method specified in Chapter 2, key concepts are analyzed
as examples of concept development in the domains.

Attempts are made in Chapter 8 to show how concepts delineated within
the four domains can be developed into systems of theoretical statements.
Here the purpose is not to propose a theory, but rather to show what hap-
pens to an array of singular and isolated theoretical constructs when they
are put into theoretical statements. Theoretical statements linking phe-
nomena within each domain and across domains are examined in order to
indicate that relevant and critical relationships may be brought together in
"theories in nursing" and in "theories of nursing." For each domain, mod-
els of explanation are presented as guides that can be used to develop the-
oretical ideas.

The last chapter addresses the next step in theoretical thinking follow-
ing from the exposition in this book. An epistemology for nursing is pre-
sented as a way to tie various sorts of theoretical thinking that are possible
in dealing with nursing's subject matter. Some of the problem areas and
issues in theoretical thinking in nursing are discussed, highlighting areas
for future emphasis and concern.
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Terminology in
Theoretical Thinking

OVERVIEW

This chapter presents the definitions and meanings of the terms and con-
cepts used in theory construction and theoretical analysis. The intention is
to clarify the meanings of theoretical terms and to provide the reader with
clear definitions of them as they are used throughout this book. The mean-
ings presented in this chapter have been taken freely from several scholars
and indicate ideas and understandings of the terms that are in accordance
with the accepted usage in the scientific field. The terms discussed in this
chapter are: phenomenon, concept, theory, theoretical statement (i.e.,
proposition and hypothesis), measurement of concept, level of conceptual
description and analysis in terms of holistic and particularistic modes, and
method of conceptual analysis. Additionally, the terms, metaparadigm,
metatheory, and paradigm are defined in terms of the meanings attributed
to them in this book.1

PHENOMENON

The term phenomenon is used to designate reality, i.e., what exists in the real
world.2 A girl's love for a certain boy is as good an example of a phenome-

1. See also: Kim, H. S. (1997). Terminology in structuring and developing nurs-
ing knowledge. In I. M. King, &J. Fawcett, (Eds.), The language of nursing theory and
metatheory (pp. 27-36). Indianapolis, IN: Sigma Theta Tan International Center
Nursing Press.

2. One comment about the debate that is going on for a differentiation between
"absolute" reality and "conscious" reality may be in order. Many philosophers of sci-
ence have debated over the definition of reality. The history of scientific discovery

13
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non as an apple ripening on a tree or a patient's grimace at seeing his
wound. However, this term in the scientific usage refers to the aspects of
reality that are relatively regular and enduring, rather than fleeting rare
occurrences that may exist in reality. Since phenomena exist even when
they are not recognized to exist by any humans or named by scientists, it is
the role of science to discover, identify, and delineate general features of
phenomena in order to gain systematic descriptions and explanations
about them. Woodward suggests that phenomena are "relatively stable and
general features of the world which are potential objects of explanation
and prediction" and data "play the role of evidence for claims about phe-
nomena" (1989, p. 393). In scientific consideration of reality, we are often,
in fact almost always, exposed to multiple phenomena having similar or dif-
ferent meanings and characteristics. Throughout human history we have
used various means of communication, especially with language, to form
ideas about phenomena we encounter and shared such ideas with each
other for intersubjective understanding. We take for granted the meanings
and labels we attach to various phenomena we encounter in our ordinary
lives. However, phenomena of interest for scientific studies are established
through specific scientific language so as to be understood and used in a
more strict and rigorous sense.

As the first step in looking at reality in such a restricted sense, scientists
must adopt a classification system by which each phenomenon is consid-
ered a member of a kind. Both the exactness of a class definition and the
scope of a class depend on the person who is categorizing, as well as on the
historical conventions that have become accepted in the scientific world.
By using a classification system, we are able to categorize many aspects of
reality broadly or narrowly, depending upon the context in which phe-
nomena are studied. For example, general systems theorists will categorize
many different types of phenomena, such as the ecological environment
on earth, the life cycle of a butterfly, or the circuit of a computer into sys-
tem/nonsystem categories. On the other hand, biologists will categorize
the life forms of jellyfish, scorpion, salamander, and whale into the classifi-
cation system of coelenterates/arachnids/amphibians/mammals. This
"naming of phenomena" into the same kinds gives order to the perceiver

tells us that we are ever encountering phenomena that we were unaware of in our
past. This suggests that there exists the "absolute" reality to be discovered, to be
aware of. A contrasting view to this is the argument that what we cannot perceive to
exist is not reality, and that reality is bounded by the consciousness and perceptive-
ness of humankind at a given time, for what we cannot fathom to exist cannot be
real to us. Such arguments are interesting and paradoxical. But for now, let me ask
for the readers' indulgence to accept my position for the duration of this book that
a reality needs to be conceptualized in the human mind for it to be problematic.
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of reality. In fact, the phenomenon of jellyfish refers to the exact same
thing as the phenomenon of coelenterates. The only difference is that the
phenomenon of jellyfish is a class within the phenomenon of coelenterates.
This means that as a phenomenon is thought of as having certain entities,
that phenomenon is expressed as a concept, that is, through language.
Hence, this "naming of phenomena" is concept formation. Gillett states
that "in grasping a concept we are mastering the use of a term in the inter-
actions and practices of those with whom we have to do . .." (1987, p. 103),
hence through concepts referring to specific classes of phenomena we are
able to share the meanings and identity of the phenomena.

CONCEPT

The term concept refers to the outcome of a procedure of labeling and nam-
ing things, events, ideas, and other realities we perceive and think about.
In our ordinary lives, we know numerous concepts through our language
and use them in communicating with others and in thinking about reality
and ideas. Hence, humans are born into the linguistic culture that has
evolved through the history of our existence. Human's linguistic culture is
based on established conceptual systems used in our ordinary lives.
However, concept and conceptual thinking are important aspects of sci-
ence at another level as scientists use them to formulate and understand
phenomena of interest for scientific investigation.'

A concept is a symbolic statement describing a phenomenon or a class
of phenomena. Therefore, it is expressed by a definition. Gillett (1987) sug-
gests that "a concept is a semantic and cognitive tool that unifies a set of
experiences . . . and allows one to repeat acts of judgment within and across
situations." And, concepts embed specific meanings. While a phenomenon
exists in the real world, a concept of that phenomenon is articulated in a
symbolic construct, having a semantic value, formulated through the work-
ings of the scientist's mind. Because a concept is derived from conscious

3. Concept formation refers to three different senses. The first sense is the for-
mation of concepts for a linguistic culture, that is, how concepts within a linguistic
cultural system become formulated and transmitted through its history. The second
sense is the formation of concepts in individuals as we learn language, that is, how
an individual comes to establish and make connections between what is perceived
and thought of and terms that refer to them. This second sense refers to the
process of linguistic learning in humans. The third sense is concerned with how
terms are established within scientific disciplines and how terms come to have spe-
cific intersubjectivc meanings for scientific understanding. This third sense of con-
cept formation is of interest in this book.
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efforts to name aspects of the world, concepts may refer to a single, unique
case or to a class of phenomena having the same properties that are speci-
fied in definitions or according to what Wittgenstein (1968) called "family
resemblances."

There are several different theories of concepts, such as the classical view
that a concept refers to a category of phenomena that share a set of prop-
erties necessary and sufficient for membership, the prototype view that
aligns with the Wittgenstein's "family resemblences" idea, and the exem-
plar view that uses an exemplar as the key referent for a concept (Margolis,
1994; Medin & Smith, 1984; and Rodgers, 1993). The concept of Christ, for
example, refers to a single, unique entity, while the concept of crime refers
to a class of deviant behaviors that violate certain legal and ethical codes of
a society. Categorizing phenomena into a class of phenomena allows a con-
cept to be narrow (i.e., limited) or broad (i.e., all encompassing). Hence,
pain, as a concept is broader than headache, in that pain is inclusive of the
phenomenon of headache.

A concept may refer to a class of abstract phenomena or to that of con-
crete phenomena. Abstract concepts are ideas of reality and have no spe-
cific spatio-temporal referents. They refer to general cases. In contrast,
concrete concepts refer to phenomena having exact references to time and
space. Thus, a concept of disability, as an example of an abstract concept,
may be defined as "a state in which a person is unable to carry out human
actions that are normally expected," while a concept of quadriplegia of
Korean War veterans is a concrete concept since it refers to a class of cer-
tain people in the world. Both abstract and concrete concepts may also take
on varying levels of specificity. For example, health is a more general
abstract concept than the concept of mental health, whereas fetal death in
a hospital is more general than Ann Smith's miscarriage as concrete con-
cepts. The level of generality of viewing a given set of reality is thus a mat-
ter of choice. A conceptual ladder of abstraction, suggested as the
class-subclass perspective by Blalock (1969), is a way of increasing abstract-
ness. One can link mental images about a class of phenomena from very
concrete to most general. Blalock (1969) suggests that the class-subclass
perspective specifies a mode by which a generalization about a class of phe-
nomena is made, linking more concrete subclasses to a general, highly
inclusive class.

Concepts are used in theoretical statements to refer to phenomena of
concern. Thus, dream is a concept in Freud's psychoanalytic theory, as are
unconsciousness, id, and sleep-preservation. Rogers (1980) proposes uni-
tary humans, energy field, homeodynamics, helicy, resonancy, and com-
plementarity as the major concepts in her theoretical model. On the other
hand, Roy (Roy, 1984; Roy & Andrews, 1991; Roy & Roberts, 1981;) identi-
fies adaptation level, adaptive mode, focal stimuli, contextual stimuli, resid-
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ual stimuli, cognator, and regulator as the major concepts in her adapta-
tion model.

Because they are constructions of the mind, concepts result from a
process called conceptualization. Conceptualization refers to an intellectual
act of delineating aspects of reality into like categories in order to give them
specific "names" (i.e., labels or terms). Since such delineation depends on
the range of focus that is used in the intellectual act, objects of conceptu-
alization vary across different scientific disciplines.

For our concern, the frame of reference is always nursing. This means
that our interests in the real world and conceptualization of them are lim-
ited to what happens to people in need of nursing care or receiving nurs-
ing care, and how whatever happens in such situations occurs in particular
ways. Thus, the phenomena of interest and concepts of them for the theo-
retical, scientific studies in nursing are those aspects of reality that are crit-
ical to regulating nursing behaviors.

Although there are many different ways of categorizing concepts accord-
ing to their characteristics,4 for the exposition in this book I have adopted
a classification scheme of "property" and "process" concepts. This classifica-
tion comes very close to the differentiation used by Abell (1971). Nursing
is basically concerned with two kinds of reality: (a) the state of things, such as
whether or not the patient has abdominal pain, what the anxiety level is, or
what the patient knows about the emergency care of bleeding, all of which
refer to the characteristics of property; and (b) the way things happen, such
as how a person learns to take blood pressure, what a patient is experienc-
ing when he says "I don't care," or what becomes of the digitoxin a patient
takes, all of which are concerned with the nature of occurrence. The first
kinds of phenomena are labeled property concepts, while the latter are
considered process concepts. In this way, some phenomena may be con-
ceptualized in both ways, as property and process concepts, depending on
the posture taken in conceptualization of the phenomena. For example,
the concept of stress has been used by many scientists as a property concept
that is expressed in terms of amount, expansiveness, or types of stress. In
contrast, others have used it as a process concept by which the phenome-
non is identified in action terms. The course of happenings associated with
the impingement of noxious stimuli on objects including humans is inclu-
sively described in such definition. Similarly, "thought" is a property con-
cept, while "thinking" is a process concept. As is true of any classification
schema, this is also an arbitrary construct that appears to meet the test of
mutual exclusiveness and exhaiistiveness criteria of typology formulation.

4. For example, <;f. Dubin, R. (1978). Theory building (Revised ed.). New York:
The Free Press, and Kaplan, A. (1964). The conduct of inquiry. San Francisco:
Chandler Publishing.
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This classification system of concepts into property and process types is
useful in an analytic sense. By questioning the essence of a conceptual def-
inition in terms of property and process, we are also questioning the focus
with which conceptualization is carried out. This is theoretically important,
for concepts are the main building blocks of theory. Explanations of rela-
tionships between two concepts become different according to the defini-
tions of the concepts.

Measurement of Concept

Concepts are variables in theoretical statements. Therefore, it is natural to
expect concepts to take on some designation for measurement. This is
especially necessary when scientists have to make logically sound linkages
between theoretical concepts (T-concepts) and observational concepts (0-
concepts). Abell (1971) uses this distinction of concepts, and it is useful
when one wants to differentiate concepts in empirical studies. This is one
way of distinguishing concepts used in theoretical statements and could be
useful in rigorous operationalization. Abell (1971) declares that theoreti-
cal concepts must ultimately be expressible in terms of observational con-
cepts. The process by which scientists make such linkages is through
deduction, following a hierarchy of conceptualization. This process is often
referred to as the operationalization of concepts and means designations
of observational concepts having immediate referents in the real world as
sense impressions and as the counterparts to the theoretical concepts. A
concept can take several different types of values or character: nominal, ordi-
nal, interval, and ratio. These are commonly accepted methods of mea-
surement, each representing different kind of scales of measurement
(Reynolds, 1971). Regardless of the concept type (i.e., property or process
type), a concept has to be expressible in one of these measurement terms
in order for it to be tested in the context of a proposition or hypothesis.

Nominal scale refers to measurement of concepts characterizing the dif-
ferent values a concept can take on in a discrete state, such as black/red,
rich/poor, dying/recovering, etc. Ordinal scale is based on the measure of
ranking and ordering of distinct states of a concept in a hierarchical man-
ner so that units may be compared to one another in their rank-positions
only. The difference between nominal and ordinal scales may be shown by
taking the concept of "health" as an example. Health measured as a nom-
inal scale may take on such values as sick or healthy. In contrast, health
measured as an ordinal unit may take on such values as highest level of
health, higher level of health, moderate level of health, etc.

Interval scale refers to measurement of states of a concept on a con-
stantly distributed rating rule. One position on an interval scale has the
same distance from the one below and the one above. Interval scale is usu-
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ally constructed in nursing research through index construction, such as
empathy scale or function index. In contrast, ratio scale refers to measure-
ment strategy in which a real and theoretical zero exists for the inferring
of a ratio of any two members on a scale. Many scales in physical sciences
are ratio scales, such as measurements for time, weight, length, etc. Scales
of measurement are important so far as they provide the means to align the
meanings of concepts in terms of the reality.

While these are several different ways concepts can be expressed in mea-
surement terms, concepts are expressed in a descriptive way as a starting
point. As scientists move from this descriptive starting point to gain inter-
subjective agreement about the variable nature of concepts, quantification
becomes an issue. There are debates regarding the points that (a) all con-
cepts must be operationalized in quantitative terms; (b) some concepts are
quantifiable whereas others are not quantifiable because of the nature of
the phenomena to which they refer; or (c) quantification is an artifact of
human construction and has no connection to the genuine nature of phe-
nomena. These are philosophical questions deeply related to the nature of
theories and the role of scientific understanding. In the human sciences,
this debate is much more complex because of the subjective nature of
many human phenomena.

Level of Conceptual Description and Analysis:
Holistic and Particularistic Modes

The most fundamental difficulty a serious scientific thinker encounters in
conceptualizing certain "happenings" of interest is deciding the level or the
limit at which such happenings (i.e., phenomena) should be considered.
The level of description one selects influences the kinds of theoretical ques-
tions and outcomes that are generated in the analysis of phenomena.
Hofstadter (1979) treats this issue as "holism" vis-a-vis "reductionism."
Holism is an analytical approach that looks at the object as a whole without
paying attention to its parts. In the holistic mode, one's focus is on the
generic property of object as a totality. In contrast, Hofstadter's reduction-
ism is a mode of analysis by which the meanings of an object's parts are
brought into focus. In describing these modes in a situation of listening to
a Bach fugue, Hofstadter states that "the modes are these: either to follow
one individual voice at a time [reductionist mode], or to listen to the total
effects of all of them together, without trying to disentangle one from
another [holistic mode]."'

5. This Hofstadter story labeled as "prelude" should be of interest to readers
who want to follow the arguments for holism and reductionism. See Hofstadler, D.
R. (1979). Godel, Eschar, Bach: An eternal golden braid (p.282). New York: Vintage Books.
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The issue is this: A set of phenomena can either be viewed as a global
happening or as a collection of several discrete happenings. These two
approaches to viewing a set of phenomena will direct and differentiate
what follows in terms of description, explanation, and measurement. For
example, scientists may study humans as a whole, composed of many parts,
or humans in terms of different parts. It is necessary to have a global con-
cept of humans if one is interested in understanding humans as a totality,
a unified entity. A holistic view of humans is concerned with human oper-
ations as involving the totality of the person and having meanings with
respect to the total being. On the other hand, it is quite possible and
sometimes desirable for scientists to study many aspects of human affairs
separated out as singular or discrete occurrences without explicitly mak-
ing a global reference to the wholeness of humans. Again, this is not a
matter of right or wrong, but of perspective. For the exposition and analysis
in this book, the terms holistic and particularistic have been adopted as two
levels of description and analysis applicable to theoretical thinking in the
nursing framework.

The holistic \ievj of a situation, a happening, or an object is directed to
perceiving and conceptualizing the characteristics presented by the situa-
tion, the happening, or the object as having meanings as a totality. In con-
trast, the particularistic view of a situation, a happening, or an object
disaggregates the situation, the happening, or the object and selects out the
aspects that are of particular interest for description and analysis. In a par-
ticularistic mode, the scientist takes as a given those aspects of the situation
or object that exist outside of the conceptual realm of particular interest.

Method of Concept Analysis

The first analytical technique scientists use in theoretical thinking is con-
cept analysis. While conceptualization refers to the act of arriving at an
abstract understanding of a phenomenon, concept analysis refers to criti-
cal evaluation of conceptualization that has already occurred. Therefore,
conceptualization is an active theoretical thinking, whereas concept analy-
sis is a reflexive theoretical thinking. Concept analysis is a critical evalua-
tion of the product of conceptualization vis-a-vis scientific criteria of sound
conceptual characteristics. In this book concept analysis is used as a
method of evaluating the stage and rigorousness of conceptualization that
has taken place regarding selected concepts.6

6. See for other approaches to concept analysis and concept development in
nursing: Rodgers, B. I., & Knafl, K, A. (1993). Concept development in nursing:Founda-
tions, techniques, and applications. Philadelphia: W.B. Saunders.
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Criteria for concept analysis are guidelines for examining the charac-
teristics of a concept. Reynolds (1971) proposes three desirable character-
istics of scientific concepts: (a) abstractness, indicative of independence of
time and space, allowing concepts to have more universal and general
meaning-complexes that make them nontrivial and essentially important
for scientific pursuits; (b) intersubjectivity of meaning, specifying defini-
tional clarity and agreement among scientists with regard to phenomenal
references; and (c) operationalization and intersubjectivity of operational
measurements, indicating congruity between theoretical and operational
definitions, and agreement in the methods selected to express the mean-
ings of theoretical concepts in empirical terms. Definition of concept serves
as the basic tool to indicate and reduce the meanings of abstract concepts
symbolically. Kaplan (1964) also suggests that one may use either or both
indicative and reductive strategies in defining conceptual terms.

The method of concept analysis adopted in this book uses Reynold's cri-
teria for scientific concepts. The specific components of concept analysis
involve (a) definitional clarification of the concept selected for analysis, (b)
differentiation of the concept from related concepts, (c) operationalization
and measurement of the concept, and (d) relationship of the concept with
other concepts. All of these steps are carried out through a comprehensive
review of the literature and with an insight gained through clinical experi-
ences or other related scientific work.

Concept analysis can be done within a specific theoretical system or with-
out a specific orientation to a particular theoretical system. Concept analysis
carried out within a theory is less complex since the theoretical orientation
directs conceptualization toward a specific predisposition in selecting out
characteristics of phenomena. Analysis of a concept without a specific refer-
ence to a theory is thus far more complex, since the concept has to be ana-
lyzed for its meaning and operationalization according to various theoretical
orientations. Nevertheless, a comprehensive concept analysis allows pro-
gression toward theory construction as well as consequent theory analysis.

THEORY AND THEORETICAL STATEMENT

Scientists use theories and theoretical statements as the basic tools for
explaining problems of concern. Conceptualization of reality is linked into
theories and theoretical statements for scientific descriptions and explana-
tions. At this point, it might be useful to clarify what is meant by theory and
how it is used differently from related terms such as theoretical statement,
proposition, and hypothesis.

Theory is defined as a set of theoretical statements that specify the nature
of phenomena or relationships between two or more classes of phenomena
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(and therefore, concepts) in order to understand a problem or the nature
of things. In general, a well-formed theory contains at least three compo-
nents (assumptions, concepts, and theoretical statements) that are integrated
together to provide a specific type of scientific understanding. A set of
assumptions of a theory (which are also referred to as premises, presuppo-
sitions, and suppositions by some authors) are foundational, general belief
statements about (a) the world views that undergird the theory; (b) the the-
oretical perspectives and the rationale with which the theory's perspectives
are formulated; (c) the scope of the proposed theory; and (d) the style or
form of scientific explanation adopted in the theory. A set of concepts iden-
tified and defined in a given theory specifies the phenomenal boundary
with which the theory is formulating scientific statements. And, a set of the-
oretical statements provides the exact nature of scientific understanding
proposed in a given theory.

The purposes of theory are multifaceted. Theory is an intellectual tool
used to understand and explain the world in which we live. The ultimate
motivation, though, is in our desire to "control" the world to our benefit.
Theory provides a systematic basis for sorting out regularities from irregu-
larities. By knowing what is happening (i.e., having descriptive knowledge),
and then finding out how something occurs (i.e., having explanatory
knowledge), we are able to move toward knowing the kinds of changes we
must make for some things to occur. While conceptualization is mainly
directed toward descriptive knowledge, theory is oriented to understand-
ing, explanation, and prediction. As we become able to explain and predict
certain phenomena, both control and prescription become possible for us.
Certain phenomena can be produced by manipulating components (e.g.,
elements, factors, or variables) of theoretical formulations. However, the
idea that theory should be oriented only to explanation and prediction
leading to control and prescriptions has been challenged and rejected by
many philosophers and scientists in recent years. Scientists are increasingly
considering theories rich in their scientific value even when they are ori-
ented basically to description and understanding.

In practice sciences, the role of theory extends beyond simple descrip-
tion, explanation, and control of phenomena. Practice sciences need pre-
scriptions for intervention. Prescriptive theories (situation-producing
theories as designated by Dickoff, James, & Wiedenbach, 1968) are used to
develop intervention strategies. Approaches to solving practical problems
are "prescribed" according to theoretical knowledge. In nursing, Dickoff
and James' classification of theories into (a) factor-isolating, (b) factor-relat-
ing, (c) situation-relating, and (d) situation-producing types has been sub-
jected to many debates.7 There is general agreement, thus far, on the need

7. Dickoff,J.James, P., & Wiedenback, E. (1968). Theory in a Practice Discipline:
Part I. Practice Oriented Theory. Nursing Research, 17, 415—435.



Terminology in Theoretical Thinking 23

for prescriptive theories, which can be applied to "regulate" nursing ther-
apies, as the highest level of theoretical formulation in nursing. However,
nursing theories may be considered in terms of three types: descriptive,
explanatory, and prescriptive theories, each type serving different sorts of sci-
entific understanding.

The focus of theory is usually on unexplained phenomena considered
to be problematic or important. A problem is a phenomenon that is
thought to exist when connections or contrasts are made between two or
more concepts, and which requires explanation and solution. For this rea-
son, many theories are not simply drawn out of "thin air" but are derived
from other theories. Theory is a systematic way of designating orderliness
between or among elements of reality. Theory is always tentative to a cer-
tain degree, since it is based on logically derived conjectures.

A good example of a theory is Freud's dream theory. He proposed as
the main theoretical statement that a dream is an imagery manifestation
having a latent meaning of an unconscious wish that is projected in a dis-
guised form during sleep states, and that the dream is an indirect, substi-
tute, and nonthreatening mode of expressing unconscious impulses in a
sleep-preserving way (Strachey & Freud, 1953). Although these are rather
simplified definitions of his complex theory, these statements indicate the
relationships he posed between the phenomena of unfulfilled wish and
the phenomena of dream. Thus, dream as a variable encompasses that
class of phenomena of which many different types of imageries appear and
register in a person while the person is asleep. Freud considers the con-
tents of the dream as having an important variable meaning, hence his
famous work, The Interpretation of Dreams. Of course, it is necessary to delve
further into Freud's other theoretical statements relating the unconscious
and the preconscious in order to understand the main theoretical state-
ments fully.

As can be abstracted from this example, at the most elementary level a
theory consists of concepts and theoretical statements. Theoretical statements
in a theory are merely notations that designate relationships among the
conceptual elements. Theoretical statements may be descriptive or explana-
tory. Descriptive statements express the nature of things and characteristics
of phenomena. In contrast, explanatory theoretical statements specify rela-
tionships in a causal or an associational manner among two or more con-
cepts. Such explanatory statements are termed either propositions or
hypotheses. Propositions are statements of relationships between concepts
in the theoretical system. In Freud's dream theory, two concepts are speci-
fied: dream and unfulfilled wish. The proposition indicates a causal rela-
tionship in which unfulfilled wish is postulated to cause dream. Many
theoretical statements interlinked with each other make a complex theory
in which several concepts are considered simultaneously in a comprehen-
sive fashion for an explanation of phenomena.
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A proposition is a theoretical statement that specifies relationships among
general classes of concepts. A hypothesis, in comparison, is a theoretical
statement that is to be tested in a specific empirical situation for verifica-
tion.8 Thus, a hypothesis has a referent proposition from which it is drawn.
While a proposition deals with more general classes of the phenomena in
question, a hypothesis is concerned with subsets of the same classes of the
phenomena. All theoretical statements have to be testable or verifiable and
should have empirical referents implied in the statements. A logical deduc-
tion is the method used to derive empirical statements from many levels of
abstract theoretical statements. This indicates that concepts in propositions
tend to be broader and more general than concepts in hypotheses.

An example of a theoretical statement in nursing theory would be Roy's
adaptation-level proposition: "The greater the adaptation level, the greater
the independence in activities of daily living."9 The concept of adaptation
level, expressed as a quantitatively varying concept, is related to another
concept, independence in activities of daily living, which is also expressed
as a quantitatively varying concept. This statement by itself contains very lit-
tle information, and a reader would not be able to understand the full
meanings of the proposition. This is because the statement is derived from
a theoretical system in which a special language has been developed for
terms such as adaptation level. In this statement, whereas the concept of
adaptation level is quite abstract and holistic, the concept of independence
in daily living is not. The abstract and holistic concept of "independence"
has been somewhat reduced to refer to certain aspects of an individual's
functioning freedom, i.e., activities of daily living. By defining the exact
meanings of the two concepts in the statement and specifying empirical ref-
erents of the concepts, it is possible to deduce a hypothesis of the proposi-
tion in order to test it in the empirical world.

The scope of a theory is determined by the nature of the phenomena
the theory is intended to explain and the complexity of the theoretical
statements that comprise it. Thus, subject matter for a theory may be very
broad and all-inclusive or very narrow and limited. For nursing, four levels
are identified: grand theory, meso-theory, middle-range theory, and micro-theory.
The term grand theory is usually used to refer to a theory that tries to han-
dle phenomena in a general area of a scientific field, such as Parsons' gen-
eral theory of action, Einstein's theory of relativity, Freud's theory of

8. I do not believe it fruitful to debate over what are proper meanings and defi-
nitions of these two terms. While there are many different ways and different levels
of specificity with which these terms are used in the scientific community as well as
in nursing, the distinction proposed here seems the most accepted way of their uses.

9. Roy, Sr. C., & Roberts, S. L. (1981). Theory construction in nursing: An adapta-
tion model (p. 35). Englewood Cliffs, NJ: Prentice-Hall.
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psychoanalysis, or Rogers' theory of unitary humans. In most instances,
grand theories require further specification and partitioning of theoretical
statements for them to be empirically tested and theoretically verified.
Grand theorists start their theoretical formulations at the most general
level of abstraction, and it is often difficult to link these formulations to
reality. In a sense, theoretical efforts for "theories of nursing," such as the
works of Rogers, Roy, and Johnson, seem to have focused on developing
grand theories in nursing.

The term meso-theory is proposed to designate nursing theories that are
less general than grand theories but more general than middle-range the-
ories in their scope. This term is proposed because nursing deals with phe-
nomena that are located empirically in four different domains as discussed
in this book. Since grand theories refer to those theories dealing with the
subject matter of nursing in an all-encompassing way, it seems necessary to
have a term that refers to theories that deal with a broad spectrum of phe-
nomena in a specific domain. Such theories are not middle-range in the
sense the term is used by Merton (1968) and accepted in nursing, and are
more abstract and deal with broader classes of phenomena. King's theory
of goal-attainment (1981), Watson's theory of human care (1988), and
Newman's theory of health as expanding consciousness (1994) may be con-
sidered meso-theories of nursing. The nursing phenomenon of interest for
King's theory is "transaction," referring to the phenomena between the
client and nurse. Transaction is used to explain the nature of goal attain-
ment in the client. King's theory deals with the phenomena of goal-attain-
ment that is generally applicable in all nursing practice situations, while
Watson's theory deals with general features of the client-nurse relationship.
Newman particularly addresses human health from the notion of expand-
ing consciousness.

A more realistic and testable level of theory is what was proposed as the
theories of middle range (Merton, 1968). Middle-range theories in sociology,
such as the theory of reference group, theory of social exchange, and the-
ory of power, have been developed and tested rather successfully during
the past twenty years, although many of these theories have not been inte-
grated to form a grand theory that explains social reality in a comprehen-
sive manner. In nursing, very few middle-range theories were developed
and tested in the early years of its theoretical development. During the past
ten years however, there has been an increasing level of interest among
nursing scholars for the development of middle-range theories. Many mid-
dle-range theories have been developed by applying either the inductive or
deductive method, such as the theory of self-transcendence (Reed, 1991),
the theory of uncertainty in illness (Mishel, 1988, 1990, 1997), and the mid-
dle range theory of unpleasant symptoms (Lenz, Pugh, Milligan, Gift, &
Suppe, 1995, 1997).
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Micro-theory is a term used by some scientists to refer to a set of theoreti-
cal statements, usually hypotheses, that deal with narrowly defined phe-
nomena. There is a great deal of debate as to whether this should be called
a "theory," as such a theory by itself tends to be rather limited in its explana-
tory power and is composed of mere postulations of hypothetical thinking.
The difference among these levels of theory is not only in the level of
abstraction with which concepts are delineated, but also in the range of
explanation the theory is trying to attain. Thus, a theory can be character-
ized both in terms of the sophistication of its explanation and its scope.

Theory development as the central focus of scientific work can be pur-
sued by either an inductive or a deductive approach. An inductive approach
refers to developing or constructing theories beginning with empirical data
or phenomena as they exist in actual situations. In the inductive approach,
regularities, both descriptive and explanatory, that exist in reality are dis-
covered, and generalizations about the discovered regularities are formu-
lated into theoretical statements. On the other hand, the deductive
approach begins with generalized ideas about phenomena. The deductive
approach is based on a set of foundational notions about the nature of
explanation, and proceeds using a system of deductive logic to come up
with a theory that moves from general ideas about phenomena to more
specific theoretical relationships. In recent years, scientists are increasingly
combining both approaches to develop theories with an approach that
aligns with what Hanson (1958) called retroduction. Retroductive approach
is oriented to reconstruction and revision of theories. Theories are viewed
as emerging mostly from existing theories, and the needs for reconstruc-
tion of theories originate from anomalies and deviations observed in real-
ity. Such observations give ideas inductively about other ways in which a
given theory may need to be revised and reconstructed. This inductively
derived understanding thus becomes the basis for deductive reconstruction
of a given theory.

In nursing during the past two decades, we have been struggling with
and debating not only about what classes of phenomena should be
included in a system of theoretical explanations in nursing science, but also
what approaches may be most fruitful and appropriate for developing that
knowledge. We also have been engaged in debates about the differences
between "theories of nursing" and "theories in nursing," and their respec-
tive propriety, legitimacy, and relevance in the scientific study of nursing.
Scientific knowledge in nursing can be expanded and enriched by study-
ing, developing, testing, and refining both types of theories. This should not
be viewed as a disadvantage but as an advantage for the field of nursing.

By definition, theories in nursing develop through the process of borrow-
ing. Nursing as an applied scientific field has the responsibility to bring
forth theories and knowledge developed in other fields. Such "borrowed"



Terminology in Theoretical Thinking 27

theories can be used to describe, explain, and predict specific phenomena
which we confront in our work. This involves translating and using the the-
ories for nursing-relevant phenomena, treating them as subclasses of those
for which the original theories were developed. For example, the motiva-
tion theory of learning can be applied to study patients' difficulties in learn-
ing to carry out specific self-care procedures. A modification of the theory
through repeated empirical specifications in nursing situations will thus
result in the motivation theory of patient's learning. The responsibility for
the selection of relevant and important ideas from such theories and for
the codification into "theories in nursing" rests with nurse scientists. These
individuals make theoretical connections between original theories and
phenomena of importance to nursing, and specify the linkages, both the-
oretical and empirical, between them. Because nursing is concerned with
several different aspects of human life, many theories from the fields of bio-
logical, social, psychological, and other behavioral sciences can be refined
and reconstructed as theories in nursing.

In contrast, theories of nursing are those developed to describe, explain,
and predict "nursing" as a class of phenomena proper. For such theories,
it is necessary to define and differentiate nursing phenomena from the sub-
ject matter of other fields. It involves identifying the conceptual properties
of selected phenomena in a specific way—that of nursing. There have been
many attempts at this by such nursing theorists as Rogers, Roy, Orem,
Neuman, and Parse at the grand-theory level, others such as King, Watson,
and Newman at the meso-theory level, and many more at the middle-range
level. We are progressing steadfastly in developing theories of nursing as we
are gaining headway in naming and describing distinct classes of phenom-
ena as specifically nursing. It is necessary to incorporate both kinds of the-
ories into the discipline of nursing in order to aim for comprehensive
understanding within the field.

PARADIGM, METAPARADIGM, AND METATHEORY

The term paradigm made fashionable by Kuhn (1970) is used in this book
to refer simply to scientific perspective that encompasses specific orienta-
tions and approaches adopted for a given subject matter. It includes the
perspectives about the nature and form of explanation and the dominant
methods of scientific work. From this usage, it is possible to identify several
different paradigms actively pursued in nursing, such as holistic paradigm,
systems paradigm, behavioral paradigm, phenomenological paradigm,
interpretive paradigm, and critical paradigm. This usage is a very much sim-
plified version of the one originally proposed by Kuhn. Kuhn (1970)
emphasized two specific meanings of paradigm, one denoting "the entire
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constellations of beliefs, values, techniques, and so on shared by the mem-
bers of a given community" (p. 175) and the other referring to the specific
models of puzzle-solutions adopted for solving scientific problems.

The term metaparadigm has gained usage in the nursing literature dur-
ing the past ten years to refer to generic features of nursing science. Here,
metaparadigm refers to the epistemological considerations at a higher and
more general philosophical level. The "meta" in this word is adopted to
mean "beyond" and "transcending" paradigms to a higher and broader
epistemological level. Metaparadigm is concerned with general issues of the
subject matter of a discipline in terms of what the general contents are,
how such contents are organized, and what a discipline is concerned with
as a knowledge structure. In nursing, metaparadigm is commonly used in
talking about metaparadigm concepts. Health, client, nursing, and envi-
ronment as the metaparadigm concepts for nursing have been used as the
key concepts nursing must define and incorporate into theoretical work.
While this is one usage of the term, it is a limited usage. In this book, the
term metaparadigm is used not in conjunction with concepts but as an adjec-
tive in referring to epistemological, disciplinary concerns that transcend
paradigms, theories, and methods.

Although the term metatheory is not in vogue in nursing, this term is
being discussed fervently in other social, behavioral sciences. Metatheory is
most commonly defined as the analytical work regarding issues associated
with theory development and knowledge generation germane to a given
discipline, such as a systematic study of the underling structure of theory
in a given discipline (Ritzer, 1992). Ritzer (1988) proposes a typology of
metatheories. Fuhrman and Snizek (1990) identified cogent areas of
metasociological work in sociology (metasociology including metatheory)
as mapping of sociology's cognitive structure, debates on sociology's core-
concepts, discussions on various assumptions about human nature and
their implications on the study of society, and ideological investigations that
link sociology to other disciplines and philosophy. On the other hand,
Turner (1990) insists that metatheorizing should be limited to directing the
development of better theories. In nursing, metatheorizing has been active
during the past twenty years as evidenced by the articles assembled in a
book edited by Nicoll (1997) and numerous books published in analyzing
theoretical works in nursing such as those by Meleis (1997) and Barnum
(1994). Nursing knowledge will be developed most richly through both
metatheorizing and substantive theorizing, metatheorizing providing the
necessary critiques, reflections, and formulations about what the disci-
pline's knowledge should be about while substantive theorizing advances
specific contents of that knowledge.

In summary, I have presented common theoretical terms, omitting com-
prehensive discussions of various semantic, disciplinary, and scientific usage
of the terms. The terms also take on somewhat different analytic meanings



Terminology in Theoretical Thinking 29

in the field of philosophy of science. In addition, there are many more
terms and concepts used in theory development literature. A comprehen-
sive discussion on the subject requires another kind of passion. Thus, they
are not pursued here, not for a lack of passion for such a pursuit, but
because they are beyond the scope of this book.

BIBLIOGRAPHY

Abell, P. (1971). Model building in sociology. New York: Schochen Books.
Barnum, B. J. S. (1994). Nursing theory: Analysis, application, evaluation (4th ed.).

Philadelphia: J.B.Lippincott.
Blalock, H. M. Jr. (1969). Theory construction: From verbal to mathematical formulations.

Englewood Cliffs, NJ: Prentice-Hall.
Blalock, H. M., Jr. (1979). Measurement and conceptualization problems: The

major obstacles to integrating theory and research. American Sociological Review,
44, 881-894.

Blau, P. M. (1974). Parameters of social structure. American Sociological Review, 39,
615-635.

Dickoff.J., James, P., & Wiedenbach, E. (1968). Theory in a Practice Discipline: Part
I. Practice Oriented Theory. Nursing Research, 17, 415-435.

Dubin, R. (1978). Theory building (Revised ed.). New York: The Free Press.
Fuhrman, E., & Snizek, W. (1990). Neither prescience nor antiscience: Metasociology

as dialogue. Sociological Forum, 5, 17-36.
Gillett, G. R. (1987). Concepts, structures, and meanings. Inquiry, 30, 101-112.
Hanson, N. R. (1958). Patterns of discovery: An inquiry into the conceptual foundation of

science. Cambridge, England: The University Press.
Hofstadter, D. R. (1979). Godel, Escher, Bach: An eternal golden braid. New York: Vintage

Books.
Kaplan, A. (1964). The conduct of inquiry. San Francisco: Chandler Publishing.
King, I. M. (1981). A theory for nursing: Systems, concepts, process. New York: John Wiley.
King, I. M., & Fawcett, J. (1997). The language of nursing theory and metatheory.

Indianapolis, IN: Sigma Theta Tau International Center Nursing Press.
Kuhn, T. S. (1970). The structure of scientific revolution (Enlarged ed.). Chicago:

University of Chicago Press.
Lenz, E. R., Pugh, L. C., Milligan, R. A., Gift, A, & Suppe, F. (1995). Collaborative

development of middle-range nursing theories: Toward a theory of unpleasant
symptoms. Advances in Nursing Science, 17, 1-13.

Lenz, E. R., Pugh, L. C., Milligan, R. A, Gift, A, & Suppe, F. (1997). The middle-range
theory of unpleasant symptoms: An update. Advances in Nursing Science, 19,
14-27.

Margolis, E. (1994). A reassessment of the shift from the classical theory of concepts
to prototype theory. Cognition, 51, 73-89.

Martel, M. U. (1971). Academentia praecox: The Aims, merits, and scope of
Parsons' multisysternic language rebellion (1958-1968). In H. Turk, & R. L.
Simpton (Eds.), Institutions and social exchange (pp. 175-211). Indianapolis:
Bobbs-Merrill.



30 The Nature of Theoretical Thinking in Nursing

Medin, D. L., & Smith, E. E. (1984). Concepts and concept formation. Annual
Review of Psychology, 35, 113-138.

Meleis, A. I. (1997). Theoretical nursing: Development and progress (3rd ed.). Philadel-
phia: J.B. Lippincott.

Merton, R. K. (1968). Social theory and social structure. New York: The Free Press.
Mishel, M. H. (1988). Uncertainty in illness. Image: Journal of Nursing Scholarship, 20,

225-232.
Mishel, M. H. (1990). Reconceptualization of the uncertainty in illness theory.

Image: Journal of Nursing Scholarship, 22, 256-262.
Mishel, M. H. (1997). Uncertainty in acute illness. Annual Review of Nursing Research,

15, 57-80.
Newman, M. A. (1994). Health as expanding consciousness (2nd ed.). New York:

National League for Nursing.
Nicoll, L. H. (Ed.). (1997). Perspectives on nursing theory (3rd ed.). Philadelphia: J.B.

Lippincott.
Orem, D. E. (1991). Nursing: Concepts of practice (4th ed.). St. Louis: Mosby.
Reed, P. G. (1991). Toward a nursing theory of self-transcendence: Deductive refor-

mulation using developmental theories. Advances in Nursing Science, 13, 64-77.
Reynolds, P. D. (1971). A Primer in theory construction. Indianapolis: Bobbs-Merrill.
Ritzer, G. (1988). Sociological metatheory: Defending a subfield by delineating its

parameters. Sociological Theory, 6, 187-200.
Ritzer, G. (Ed.). (1992). Metatheorizing. Newbury Park, CA: Sage Publications.
Rodgers, B. I. (1993). Philosophical foundations of concept development. In B. I.

Rodgers, & K. A. Knafl (Eds.), Concept development in nursing: Foundations, tech-
niques, and applications (pp. 7-33). Philadelphia: W.B. Saunders.

Rodgers, B. L, & Knafl, K. A. (1993). Concept development in nursing: Foundations, tech-
niques, and applications. Philadelphia: WB. Saunders.

Rogers, M. E. (1970). An introduction to the theoretical basis of nursing. Philadelphia: F.
A. Davis.

Rogers, M. E. (1980). Nursing: A science of unitary man. In C. Roy, &J. P. Riehl
(Eds.), Conceptual models for nursing practice (2nd ed., pp. 329—337). New York:
Appleton-Century-Crofts.

Roy, C. (1984). Introduction to nursing: An adaptation model (2nd ed.). Englewood
Cliffs, NJ: Prentice-Hall.

Roy, C., & Andrews, H. A. (1991). The Roy adaptation model: The definitive statement.
Norwalk, CT: Apple ton & Lange.

Roy, C., & Riehl, J. P. (1980). Conceptual models for nursing practice (2nd ed.). New
York: Appleton-Century-Crofts.

Roy, C., & Roberts, S. L. (1981). Theory construction in nursing: An adaptation model.
Englewood Cliffs, NJ: Prentice-Hall.

Strachey, J., & Freud, A (Eds.). (1953). The standard edition of the complete psychologi-
cal work of Sigmund Freud (Vol. 4). London: Hogarth.

Turner, J. H. (1990). The misuse and use of metatheory. Sociological Forum, 5, 37-42.
Watson, J. (1988). Nursing: Human science and human care, a theory of nursing. New

York: National League for Nursing.
Wittgenstein, L. (1968). Philosophical investigations (3rd ed.) (G.E.M. Anscombe,

Trans.). New York: Macmillan.
Woodward, J. (1989). Data and phenomena. Synthese, 79, 393-472.



Conceptual Domains in
Nursing: A Framework for

Theoretical Analysis

Social facts cannot be adequately explained by psychological facts; psycho-
logical facts cannot be adequately explained by physiological facts; physio-
logical facts cannot be adequately explained by chemical facts. The facts at
any level of integration need to be explained and can only be fully explained
in terms of that level.

—William A. White

OVERVIEW

This chapter presents a typology of theoretical domains for nursing. The
typology is composed of four domains: client, client-nurse, practice, and
environment. It is an organizational construct, developed for systematizing
many classes of phenomena that are essential for nursing studies. The ratio-
nale for the typology and the theoretical meanings of the four domains as
boundary-maintaining devices are discussed. The typology is presented as
a device that can help us to make sense of reality in a frame of reference
that is nursing. The intellectual and theoretical preoccupation we have for
understanding nursing phenomena forces us to view reality with a nursing
angle of vision. By doing this we can bring forth those elements needing
critical attention to the center of the field of vision, while pushing away
those with less importance and little significance into the peripheral region
or to the area outside of the field of vision. The typology is a tool and a
guide that can be used to separate out the aspects of the real world we
encounter into coherent sets of theoretical elements. In this book, the
typology is used as the framework with which theoretical ideas are analyzed
from the nursing perspective, and as the organizing guideline for the pre-
sentation of theoretical ideas in the following chapters.
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This typology as a metaparadigm framework for nursing's conceptual sys-
tem is an analytical device proposed for systematizing phenomena and con-
cepts of interest to nursing study. As Turner (1986) suggests, development
of analytical schemes is an important and necessary aspect of theorizing in
a discipline. A typology divides the universe of interest into an order so that
each phenomenon or concept can be located within a conceptual bound-
ary specified within the typology. It is a classification schema by which rel-
evant phenomena of interest to nursing are delineated, differentiated, and
studied within the perspective of the discipline. In this typology, four
"domains" as four specific conceptual areas of study are proposed. The
term domain is used to refer to an area of study that is identified by a com-
mon phenomenal boundary.1

A scenario is used in the first section of the chapter to show how one
arrives at theoretical notions from the nursing perspective as opposed to
other perspectives. The scenario is used as the basis for an examination of
elements in this "reality" through the process of focusing on the nursing
angle of vision. The typology of four domains is then presented, focusing
on the general meanings and theoretical applicability of the domains. For
each domain, examples of relevant phenomena and concepts have been
delineated to show the process of conceptualization on the holistic and par-
ticularistic levels. The last section deals with the utility of the typology in
conceptual development and theory construction.

SCENARIO

Mr. Harold Smith, a 63-year-old man, sits in a bed by the window of a semi-
private room of a university-affiliated community hospital. It is six o'clock in
the afternoon, and it is his second day since admission to this hospital. He
appears somewhat flushed, weak, and is coughing intermittently, bringing

1. Shapere (1977) defines a scientific domain as being composed of "related
items for scientific investigation," constituting a unified subject matter that poses
important problem (s) for scientific investigation and having the quality of "readi-
ness" in a scientific sense to deal with the problem the subject matter presents (pp.
518-527). Although this definition can be thought of as referring to a discipline, it
is possible to apply this definition to specify sub-areas of study within a discipline
that is concerned with a complex array of phenomena. Thus, domains in this typol-
ogy refer to sub-areas of nursing study, specifying locality of phenomena that need
to be studied in nursing. Although this differentiation of nursing's subject matter
into four separate domains is appropriate since each domain contains concepts that
are related to each other and poses a unified problem specific to each domain, the
separate domains may still need to be combined into a larger "domain" if the larger
domain poses a distinct problem that cannot be independently addressed by the
subdomain solutions for the domain-based problems.
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up large amounts of brownish, mucoid sputum. He has an intravenous line
in his left arm and is receiving 40% oxygen via nasal cannula.He looks hag-
gard, seems to have some difficulty breathing, appears depressed, and is
dozing on and off. His dinner tray remains on the bedside table; there is lit-
tle evidence of the tray having been touched by the patient, except for the
half-empty cup of tea. He has been passing liquid, greenish stools today, and
feels discomfort and soreness all over the body.

His wife sits by the bed, talking little, but appearing attentive to her hus-
band's needs and every movement. Ms. Carol Dumas, an RN who is the pri-
mary nurse for Mr. Smith, notices the following facts about this patient. He
was admitted with a medical diagnosis of bacterial pneumonia with a ques-
tion of Legionnaire's Disease. He had been diagnosed as having chronic
lymphocytic leukemia 7 months prior to the current admission, and was put
on daily doses of chlorambucil, prednisone, and allopurinol, which appar-

ently made him fatigued and caused abdominal discomfort. He had dis-
continued the drugs for a few weeks after taking them for 3 weeks, but had
resumed taking them after a bout of flu, under the pressure of the nurse
practitioner who saw him at the office for the treatment of influenza.

He had experienced three bouts of flu during the last 3 months, and had
been treated by the physician and the nurse practitioner with erythromycin
on an ambulatory-visit basis. He also has a history of chronic obstructive
lung disease, associated with heavy smoking.

Ms. Dumas also noted several physical signs of significance:
Chest examination at admission showed rales, rhonchi, and egophony over

the left anterior part of the thorax.
The latest readings on specimens taken on the second day of admission are:

Hematocrit 21%
WBC Count 760,000
Sputum culture Negative
Blood culture Negative
Partial pressure of oxygen 48 mm Hg
Partial pressure of carbon dioxide 32 mm Hg
Serum pH 7.52

Latest Vital Signs:
Temperature 39.6°C
Pulse 82/minute
Respiration 28/minute
Blood pressure 106/64
Weight 162 Ibs
Height 6'2"
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At admission, the patient was put on cefamandole intravenously and a
maintenance dose of allopurinol. In addition, erythromycin was started on
the second day orally. He received two units of packed cells on the second
day of admission.

He is a mailman by occupation and has been with the U.S. Postal Service
since 1965. His wife works as a clerk in a small manufacturing firm.They have
two sons who are married and live in the same town.

Ms. Dumas, the nurse, enters the patient's room with the IV dose of
cefamandole to be put through the IV line and notices the uneaten dinner,
signs of a quiet, depressed mood, and coughing. Mr. Smith's roommate is in
a great deal of pain, having had abdominal surgery on the preceding day.
He moans and groans aloud at times. Ms. Dumas administers the medica-
tion through the IV line and talks to Mr. Smith about his discomfort and
coughing. Both Mr. and Mrs. Smith show helplessness and a degree of res-
ignation.They appear to be very close to each other and talk about their
sons and daughters-in-law in an affectionate manner. It appears that they
are getting a great deal of support from their children, and there seems to
be a sense of closeness in the family.2

Appropriateness as Nursing's Subject Matter

The first question we need to address in considering and analyzing this
scenario in a nursing context is to establish that there are some aspects of
this reality that can be claimed to have nursing "meanings." Of course, one
might say that it is superfluous to pose such a question, since the reality is
occurring in a hospital to a patient, and one of nursing's important places
of action is in a hospital with patients. Such obviousness notwithstanding,
we shall make a formal claim upon this situation by applying the definition
of nursing.

Nursing is a service to people for the promotion of health. Thus, a situ-
ation requiring services or interventions of health promotion is a legitimate
place for nursing. Since Mr. Smith's situation requires interventions that
are unique to nursing, it is justifiable for us to claim this reality as having
nursing phenomena. Yet this does not mean that the situation cannot be

2. Many details of this scenario were borrowed from Case 28-1980 of the Case
Records of MGH as published in the New England Journal of Medicine by Pennington
and Mark. Many facts were also altered and created. Thus, the total scenario does
not depict an actual case. See: Pennington, J. E., & Mark, E. J. (1980). Case-Record
of the Massachusetts General Hospital: Case 28-1980—Pneumonia in a 62-year-old
Man with Chronic Lymphocytic Leukemia. New England Journal of Medicine, 303,
145-152.
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claimed by other scientific disciplines as having unique meanings and prob-
lems that are only applicable to their fields. This possibility is the main rea-
son for the necessity for a specific angle of vision, a selected frame of
reference, in studying a given phenomenon. While nursing is concerned
with health and health care, not all aspects of health and health care con-
stitute the proper subject matter for nursing. By adopting Berger's phrase
(1963), we might state that nursing does not study phenomena that
another field is unaware of, but it examines and studies the same phe-
nomena in a different way, from the perspective of nursing.

Meaning in Non-nursing Perspectives

In an effort to make clear the later discussions concerning the perspective
of nursing in analyzing the scenario, let us examine possible claims of phe-
nomena in the scenario by other non-nursing perspectives first. We will
look at the perspectives of medicine, pharmacology, social service, medical
science, and psychology in order to contrast the meanings of studying the
same reality in different ways with different angles of vision.

First, let us take the perspective of medicine. The medical frame of ref-
erence in pursuing problems of health is based on a number of carefully
delineated models of normal and abnormal human conditions and of
modus operandi for diagnosing and handling such human conditions as dis-
eases and pathologies. In the medical frame of reference, a physician will
pose the following questions related to the scenario because these or others
similar to these are important aspects of the phenomena to medicine.

1. Mr. Smith's blood and sputum cultures that were performed at the
time of admission and on the second day of the admission were
reported with negative growth. Why were the cultures negative when
it is apparent that he has inflammation in the lungs and bronchi?

2. How did the taking of immunosuppressive drugs influence the prog-
nosis of Mr. Smith's pneumonia?

3. How did the characteristics of lung sounds and sputum change over
the course of treatment?

4. Why did the patient have diarrhea while remaining febrile?
5. Should erythromycin be given orally or intravenously? How long

should the patient be on antibiotics, in the light of repeated pul-
monary infections?

6. Should Mr. Smith receive a packed-cell transfusion?

These questions point out the medical frame of reference; the reality of
the scenario presents itself in the phenomena of abnormal findings (e.g.,
lung sounds, sputum, diarrhea, vital signs, blood counts, plasma oxygen,
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and carbon dioxide levels, etc.), confirmations of and deviations from
ideal-type diagnosis, and susceptibility and/or appropriateness of medical
treatments. Therefore, the medical frame of reference directs attention to
studies of medical diagnosis, pathological findings, and treatment proto-
cols necessary for removal of pathologies.

The pharmacological frame of reference will question the problems of
possible interaction between cefamandole and allopurinol, the excretion
rate of erythromycin in a patient with possible liver pathology, and the com-
patibility of erythromycin with cefamandole, however unimportant these
questions may be to other scientific fields. A pharmacological orientation
calls attention to drug-interactions, absorption and excretion of drugs, and
drugs' effects on physiological functioning. Hence, the situation with Mr.
Smith is a case in which such pharmacological questions may be raised.

In contrast, the social service frame of reference will view the reality of
the scenario in terms of: (a) Does Mr. Smith have disability insurance cov-
erage that will assure continued income for the family? ; (b) Is the family
going to need some kind of assistance with social welfare services in the
event of Mr. Smith's discharge from the hospital?; or (c) What type of health
insurance does Mr. Smith carry? The frame of reference for social service is
in effective and efficient utilization of private and public resources in case
of crisis and disruption in individual and family life. Thus, it is appropriate
for this perspective to examine the reality of the scenario with such ques-
tions as the ones presented above.

These examples of questions based on different frames of reference
indicate to us how the same situation may be perceived in many different
ways for solutions of specific kinds. These questions can become the basis
for an inductive study of phenomena, posed in the different perspectives
and seeking different solutions. On the other hand, these questions may be
answered by drawing from theoretical knowledge established in the specific
discipline.

Another way of linking the reality of this scenario with scientific studies
is through a deductive system in which scientists identify appropriate aspects
and elements of the reality as empirical counterparts to theoretical concepts
they are investigating. For example, a medical scientist who is interested in
relationships between immunosuppressive drug use and occurrence of infec-
tion can easily include Mr. Smith as a possible sample in such a study. In a
similar way, a psychologist who is interested in studying relationships between
the concepts of locus of control and decision making may want to investigate
Mr. Smith's smoking behavior in that perspective.

Different definitions of a situation made in the context of scientific
angles of vision allow divergent theoretical questioning and multiple empir-
ical conceptualizations. This is indeed what is meant by studying the same
phenomenon in different ways.
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Perspective of Nursing

We now turn to the question of how nursing should perceive the phenom-
ena in this scenario. We can pose many questions haphazardly as the ques-
tions were presented from other perspectives in the above section.
However, since the aim is to present a systematic view of this reality from
the nursing perspective, I propose a method by which the phenomenal ele-
ments in the scenario are dissected and disentangled rather than conceived
as a conglomerated, global phenomenon. This does not mean that the sce-
nario cannot be perceived and conceptualized as one global phenomenon;
yet, the theoretical usefulness of such an approach may be too complicated
at this point, or meaningless for nursing explanations.

It is somewhat like viewing Picasso's Les Saltimbanques (The
Entertainers; see Figure 3.1). A viewer as a lover of art appreciates the total
mystery and beauty of the painting as a piece of work that moves the heart

Figure 3.1 PICASSO: Les Saltimbanques
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and one's aesthetics. He or she feels a certain message from the painting,
such as "solitude," "pathos," or "waiting." Whatever message the viewer per-
ceives, he or she perceives it from the totality of the painting as it is pre-
sented to him or her. This is the holistic mode of perception as defined in
Chapter 2. In this mode, the viewer is totally involved in the piece of art as
a whole thing representing a specific meaning as a whole.

However, another viewer may attain quite a different kind of apprecia-
tion and understanding of the painting by dissecting the painting and view-
ing it in one of many possible different meaning-systems. These may
include: (a) the physical attitudes depicted in the painting—how each per-
son in the painting stands and looks to another; (b) the emotional tones of
the painting—how the emotions are depicted by the painter in different
expressions assumed by the "entertainers;" or (c) the blending of color
tones—how colors are used for the personage and the background. This
second viewer uses a specific guideline for viewing art (i.e., a particular
mode of perception and analysis within a frame of reference that is art) in
order to understand the meanings of the given phenomena. This second
viewer's understandings would be specific to interrelatedness of objects on
canvas, the mixture of emotional tones as depicted in images with figures
and colors, or the use of color. This viewer has thus adopted the particu-
laristic mode of perception.

In essence, the quality of impressions attained by viewers of a painting,
such as the first viewer, would depend on the extensiveness and refinement
of the general knowledge the viewer has acquired about painting, art, and
beauty. In contrast, the second viewer adopts an analytic posture for under-
standing what is presented before him or her, making it possible for the
viewer to appreciate the art in the context of its selected meanings and
qualities.

Thus, the proposed method here is to adopt the analytical mode of
examining a phenomenon so diat we may be able to understand the hidden
aspects of the reality and examine various elements in a phenomenon with
different frames of reference. Since this analytical method is akin to the par-
ticularistic mode of description and analysis, it is necessary to make an even-
tual consolidation with the holistic mode of analysis. The essential
distinction between holistic and particularistic analysis is in the focus of
description. Holistic analysis is aimed at examining properties and forces of
an object or a situation as a whole. Particularistic analysis, on the other
hand, is aimed at focusing on a specific aspect or element of a situation or
an object without having an explicit regard for the whole. Therefore, for any
particularistic level, there is a related holistic level, and for any holistic level
there is a more global holistic level, making the first holistic level particular.

These thoughts on analytical modes indicate that it is possible to pose
questions regarding the scenario from the nursing perspective on various
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levels. We can abstract the following elements from the scenario that are
directly related to Mr. Smith, the client:

1. Mr. Smith is tired, anorexic, underweight, and generally uncomfort-
able.

2. He suffers from chronic nonreversible damage to the lungs, and is
experiencing a long-term debilitation requiring continued compli-
ance with medical treatments.

3. He has a history of self-discontinuation of drug treatment, as well as
a history of resuming the treatment under professional pressure.

4. He is attached to an IV line and oxygen therapy, which limit his activ-
ities and prevent him from smoking at present.

5. His respiration is labored, he has a productive cough, and he is diar-
rheic.

6. He is repeatedly attacked by respiratory infection.
7. He is depressed and appears helpless.

These are major elements of the scenario requiring explanations and
understanding in order for nursing to provide effective care to Mr. Smith.

Viewed from what is going on between Mr. Smith and Ms. Dumas, we
can also delineate several different phenomenal elements of interest from
what goes on between the client and the nurse.

1. Mr. Smith and Ms. Dumas exchange greetings, talk about discomfort
brought on by diarrhea, etc. Mr. Smith answers in short sentences
while Ms. Dumas is animated and illustrative in giving answers to
questions.

2. Ms. Dumas stays quite close to the bedside of Mr. Smith. The nurse
holds the patient's hand and gently examines the site of IV injection
as she is getting ready to add medication.

3. Mr. Smith and Ms. Dumas collaborate on deciding about the kind of
food that may be tolerable to the patient.

4. Ms. Dumas is gentle and kind but semiformal in her approach toward
Mr. Smith whereas Mr. Smith is restrained in talking with the nurse.

These statements refer to phenomena that exist or could be apparent
when the client and the nurse are together as an interactive pair. They raise
important questions for explanation and understanding from the nursing
perspective, as nursing involves a service delivered to humans (i.e., clients)
by other human agents (i.e., nurses). Phenomena in the client-nurse inter-
action belong to general categories of human-to-human contact and inter-
action phenomena but are a particular sort specific to the context of
nursing.
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In addition to these two sets of phenomenal elements in the scenario
that are important to nursing's understanding of Mr. Smith's care, the fol-
lowing questions must be posed with specific regard to nursing interven-
tions and practice:

1. How did the nurse organize the data on Mr. Smith?
2. What are the specific problems Ms. Dumas has identified in Mr. Smith

as requiring nursing approaches and interventions?
3. What are the alternative approaches the nurse has formulated for the

delivery of nursing care during Mr. Smith's hospitalization?
4. What are the priorities that need immediate attention from nursing

staff for Mr. Smith?
5. What should the nurse do in adding the medication to the IV line?
6. How could the nurse assist Mr. Smith to cope with the effects of

immunosuppressive drugs and with the repeated respiratory infection?
7. What are therapies that can be carried out to ease Mr. Smith's dis-

comfort caused by diarrhea?
8. What are the plans the nurse has made for Mr. Smith regarding fol-

low-up care and recovery?
9. How should the nurse assist Mr. and Mrs. Smith to handle the chronic-

ity of his illness?

These questions are related to the kinds of nursing activities the nurse
needs either to carry out or to consider carrying out for the patient.
Although knowledge related to some of these questions depends on under-
standing obtained regarding the client and the client-nurse, these ques-
tions point out the need for a specific set of knowledge that pertain to
nursing practice itself.

Supplementing the phenomenal elements in the client, the client-nurse,
and nursing practice, we can also abstract different elements from the envi-
ronment of Mr. Smith. The following can be specified as having significant
meanings to nursing:

1. Mr. Smith is in a semiprivate room in which the roommate is suffer-
ing from acute pain. There are noises around him always.

2. His wife sits at his bedside, appearing very supportive to his needs.
3. His children live in the same town and are close to their parents.
4. The nurses on this unit are familiar with Mr. Smith, since he had been

hospitalized on this unit on two previous occasions.

The above factors are some of the elements in the environment that are
relevant in gaining answers to nursing questions. For example, do these fac-
tors influence or explain Mr. Smith's health in any way? Are there any crit-
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ical aspects of his environment that influence the way Mr. Smith responds
to his hospitalization and recovery? And do any of these factors have an
influence on the way nursing care is provided to Mr. Smith?

These four sets of delineation indicate that it is possible to disentangle
the situation of nursing care into four areas of focus: the client, the client-
nurse, the nursing practice, and the environment. Furthermore, the ques-
tions posed in this nursing perspective are different from those raised in
the other non-nursing perspectives. These are nursing questions, raised for
the deeper understanding and explanation of the situation. The goal is to
give nursing care to Mr. Smith that is scientifically appropriate and effec-
tive. The knowledge addressing these elements will be valuable to nurses in
delivering nursing care to Mr. Smith. This analysis leads us to a typology
that can be used systematically to analyze elements in nursing situations: a
typology of four domains—client, client-nurse, practice, and environment.

THE TYPOLOGY—FOUR DOMAINS

Four domains of client, client-nurse, practice, and environment are pro-
posed at this point as components of a typology for conceptualization from
the nursing perspective. This classification scheme is a way of disentangling
realities, phenomena, and concepts within the nursing perspective. The
four domains of this framework direct identification of concepts within spe-
cific phenomenal boundaries, and are suggested for use in properly "locat-
ing" phenomena of importance to nursing studies.

This suggested utility is quite different from the purposes linked to the
frameworks of theory analysis advanced by Hardy (1978), Barnum (1994),
and Fawcett (1994). These domains of the typology serve quite different
purposes than those proposed by metaparadigm concepts such as those by
Barnum (1994), Meleis (1997), Yura and Torres (1975), and Fawcett (1978,
1984). Barnum's commonplaces of nursing theories are (a) nursing acts,
(b) patient, (c) health, (d) relationship between nursing acts and patient,
(e) relationship between nursing acts and health, and (f) relationship
between patient and health. Barnum's commonplaces are used as the basis
for identifying major components of theories, especially in evaluating their
comprehensiveness and focus, rather than as an aid to conceptualization
of nursing phenomena.

Similarly, Yura and Torres (1975) identified four subconcepts—man,
society, health, and nursing—as the most commonly identified components
for theoretical formulations in nursing as articulated in baccalaureate cur-
riculum. Also, Fawcett (1978, 1984) adopted person, environment, health,
and nursing as the units specifying the phenomena of interest to nursing
science and as the essential components of nursing theories. Meleis (1997)
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adds "transitions" as an additional metaparadigm concept to the set pro-
posed by Fawcett. Although the proposed typology of four domains is an
attempt to refine such suggestions, the major purpose of the typology is dif-
ferent from the motivations expressed by Yura and Torres, and by Fawcett.
Their main interests were to identify essential concepts in nursing theories.
My idea is to use die typology to identify essential aspects of nursing as con-
tained within the four domains. This typology is a conceptual tool by which
nursing scientists can identify a locus of concepts and phenomena within
specific domains. Although the domains may be used to test theoretical
comprehensiveness, the main purpose for the typology is in its usefulness
in conceptual delineation and theoretical thinking about the scientific field
of nursing.

More importantly, this typology can be used to define the nursing angle
of vision in viewing the world of health care. Any conceptual or theoretical
development has to have a specific reference to nursing in order for it to
have value to the scientific field of nursing. The primary concern regard-
ing theoretical thinking in nursing is not that of comprehensiveness of
nursing theories, but is in ensuring that what we develop theoretically has
nursing significance. The four domains point to four spheres of the empir-
ical world in which nursing-relevant phenomena could be located, while at
the same time orienting scientists to possible relationships among concepts
within and across domains. The typology is a conceptual map upon which
the discipline can plot its phenomena of interest in a systematic, organized
fashion in order to develop scientific knowledge. As shown in the following
introductory discussions regarding each domain, and in more in-depth
expositions offered in Chapters 4-7, the domains are used to make sense
of concepts and phenomena we study in nursing.

The Domain of Client

Clients present to us rich arrays of phenomena requiring various types of
considerations, understandings, and interventions, as shown in the pre-
ceding discussions regarding Mr. Smith. The domain of client is concerned
with those theoretical issues that pertain only to the client. The focus is on
what is happening with, presents in, or refers directly to a client. In addi-
tion, when the client is the focus, we are also only concerned with those ele-
ments in the client relevant to nursing. The ultimate reason for nursing to
examine "client" as the focus is that, by understanding happenings (phe-
nomena) in the client, nursing can: (a) attain an understanding about the
nature of phenomena present in the client; (b) gain knowledge regarding
the client's problems; (c) formulate generalized notions about why prob-
lems exist; and (d) deliver the most effective and needed nursing care to
the client.
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The elements of the scenario that pertain to the domain of client were
identified earlier. Table 3.1 shows how such phenomenal elements are then
made to have some meaning-relations with specific concepts in the domain
of client. Concepts such as fatigue, discomfort, chronicity, etc., therefore,
can be examined and analyzed as theoretical concepts for explanations.
Some of the concepts are holistic concepts, while others are particularistic
on several different levels of abstraction. Thus, concepts in the domain of
client can be delineated in both the holistic and particularistic modes.

For example, on a holistic level, a patient who walks into an emergency
unit with a swollen and injured face is considered and described in terms
of general features that are sui generis to the human person and that
describe the person as a whole, such as healthy, sick, happy, depressed, or
dying. The description also involves a perception of the individual with
respect to characteristics that depict the person as the basic unit of analy-
sis. Thus, the following description of the person in this holistic mode of
analysis might result.

Marjorie Johnson, a woman of middle years with a slight figure, who
appears fearful and nervous in her posture, has gross injuries of old
and fresh contusions and lacerations on her face. Her face appears

Table 3.1 An Illustration of Relationships Between Selected Phenomena
and Concepts in the Domain of Client

PHENOMENAL ELEMENTS

Tired; anorexic; underweight; general
discomfort; depressed

Chronic nonreversible lung disease;
Lympocytic leukemia

Intravenous infusion; Oxygen therapy

Self-discontinuation of drug

Labored respiration; Productive cough

Repeated respiratory infection

Mr. Smith as a person

CONCEPTS

• Fatigu
• Lassitu
• Anorex
• Depressi

• Chronic illne
• Chronici

• Invasion of bo
• Supplementati
• Dependen

• Noncomplian

• Respiratory distre

• Chronici
• Recidivis

• Ma
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distorted and her posture is agitated. She looks as though in pain yet
indicates that the injuries do not hurt.

On the contrary, on a particular level, this same patient is considered and
described with a particular focus, the injury. A description with a particular-
istic focus on the injuries of Marjorie Johnson will result in the following:

Marjorie Johnson's facial injuries consist of a two-degree edema on
the left side of the face, with a contusion of 2 cm diameter around the
left cheekbone area, and a superficial cut in the mucosa of the upper
lip that is bleeding intermittently. There are several small contusions
near the forehead that are sensitive and painful to pressure.

The focus of the holistic description within the domain of client is the
person as a whole, as a human person, while the focus of the particularis-
tic description is the injury, in this instance. In the theoretical arena, both
levels of description and analysis are necessary, so far as each level is
selected for appropriate theoretical explanations.

Phenomena and concepts in the domain of client are viewed to belong
to three types: essentialistic, health-care experiential, and problematic. A more
comprehensive discussion of this subcategorization and a detailed expo-
sition for concepts and phenomenal elements in the domain of clients
are presented in Chapter 4. In addition, major descriptive and explana-
tory frameworks useful in studying this domain are also presented in that
chapter.

The Client-Nurse Domain

The client-nurse domain is defined as the area of study in nursing pertain-
ing to phenomena arising out of encounters between the client and nurse.
This domain points to many facets of the relation between the client and
nurse in the process of providing nursing care. Phenomena in the client-
nurse domain refer to the nurse in direct contact with the client. The
domain encompasses various modes of contact, including spatial, physical,
communicative, emotional, and interactive modes. Nurses and patients in
nursing care situations converse, play specific roles, exchange feelings, and
make connections. Contacts between the client and nurse are occasions in
which transfer and/or interchange of information, energy, and affec-
tion/humanity occur. Such contacts are the medium for delivering nursing
care and for helping clients from the nurse's perspective, and for gaining
attention and receiving care from the client's perspective. Such concepts
as touch, empathetic relationship, transaction, therapeutic communication,
collaboration, and therapeutic alliance belong to this domain.
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Table 3.2 shows the linkages between the phenomenal elements regard-
ing Mr. Smith identified in the preceding section and relevant theoretical
concepts pertaining to the client-nurse domain. As the examples show,
some concepts are particularistic, such as "interpersonal spacing," while
others are holistic, such as "transaction."

Phenomena and concepts in the client-nurse domain can be categorized
into three different types according to the dominant features of client-
nurse interchange: contact, communication, and interaction types. Of course,
these types are oriented to particularistic conceptualization of the inter-
changes, and are perhaps most useful as analytical tools in studying the spe-
cific aspects of the client-nurse interchange with particular perspectives.
This subcategorization does not preempt the usefulness of a holistic con-
ceptualization of the client-nurse interchanges. A more in-depth exposition
regarding the client-nurse domain is presented in Chapter 5.

The Domain of Practice

This domain encompasses phenomena and concepts related to what nurses
do in the "name of nursing." It includes phenomena particular to the nurse
who is engaged in nursing work. The concept of practice refers to the cog-
nitive, behavioral, and social aspects of professional actions taken by a
nurse in addressing clients' needs and problems and in fulfilling the role
of nurse in a given nursing care situation. It encompasses phenomena per-
taining to the nurse formulating, thinking about, and contemplating nurs-
ing actions as well as those involved in nurse doing nursing, carrying out
the work of nursing. The phenomena of concern are located in the nurse
with respect to how she/he thinks, makes decisions, transfers knowledge
into actions, uses available knowledge in actual practice, or enacts certain
actions.

Table 3.2 An Illustration of Relationships Between Selected Phenomena
and Concepts in the Client-Nurse Domain

PHENOMENAL ELEMENTS CONCEPTS

Nurse's touch of Mr. Smith while  Instrumental touch
giving care

Talking between the nurse and patient;  Client-nurse transaction
Caring occasion • Empathy

• Cari

The nurse's presence and closeness • Distancing
with the patient • Presence

dvhfgftgrygbgvfhgvfhvbhvhins

cilrhgnbcvbcn
bnv cxvh

disemrnvbhgfh
prence
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For the domain of practice, the main theoretical question involves the
methods by which nurses make decisions regarding nursing care and what
techniques and processes are adopted for enacting nursing actions. Thus,
concepts such as critical nursing judgment, prioritization of nursing-care
needs, clinical decision making, routinization of nursing care, personaliza-
tion, and nursing rule-bending belong to this domain of practice.

Table 3.3 shows the linkages between the questions presented regarding
the nursing care of Mr. Smith in the preceding section and relevant theo-
retical concepts. These are examples of concepts that require theoretical
understanding if nursing actions are to make scientific sense. As the exam-
ples show, some concepts of nursing actions are particularistic, such as
medicating skill and respiratory assessment, while others are holistic, such
as nursing care planning. This, then, also suggests that phenomena and
concepts in the domain of practice can also be analyzed in both modes,
holistic and particularistic. Phenomena and concepts in the practice
domain can be organized in two phases: the phase of deliberation and the phase
of enactment. A more in-depth exposition regarding the domain of practice
is presented in Chapter 6.

The Domain of Environment

The domain of environment is an essential component in developing
knowledge in nursing as it is the common source for understanding and
explaining the phenomena in the client, client-nurse, and practice
domains. The environment of the client is thought to be composed of phys-
ical, social, and symbolic components, varying in temporal and spatial con-
texts. Environment refers to the external world that surrounds the client as
well as to that which forms the context in which the client-nurse inter-
changes and nursing practice take place. It is composed of both immediate

Table 3.3 An Illustration of Relationships Between Selected Phenomena
and Concepts in the Practice Domain

PHENOMENAL ELEMENTS CONCEPTS

Observation of the patient's problems

Organization of data regarding the patient

Formulation of alternatives in nursing care

• Nursing assessme

• Prioritizatio

• Clinical reasoni

• Nursing decision maki

Administering medication: Adiustine • Nursinff enactment
oxygen mask; Observing the rate of IV • Nursing description
infusion; Charting

nursing t

nursubfjrindhryndytryfgfghfdg
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and remote elements.
Table 3.4 shows the linkages between the phenomenal elements that

were identified in the preceding section regarding Mr. Smith and general
concepts that are thought to encompass those phenomenal elements.
These phenomenal elements and concepts identified for Mr. Smith's situ-
ation have theoretical significance for nursing to the extent that (a) scien-
tific scrutiny of such concepts will illuminate understandings and
explanations regarding the client's problems; and (b) theoretical under-
standings of concepts and their relationships to other phenomena will
influence the nursing interventions.

Just as we examined phenomena and concepts in other domains in two
analytic modes, so too the domain of environment also can be subjected to
both modes of analysis. Environment in a holistic mode of analysis takes the
form of global surroundings having multiple yet coherent influence as a
totality to the client, client-nurse interchanges, and the practice. In con-
trast, environment can be analyzed in a particularistic mode as composed
specifically of physical, social, and symbolic elements. A more comprehen-
sive analysis of the domain of environment is presented in Chapter 7.

In a way, the typology of four domains proposed in this section is a way
of reshaping the world to fit our purpose, to identify only those critical
elements for scientific and theoretical scrutiny within the nursing perspec-
tive. The four domains are not separated in any formal way, except in their
boundary specifications, that enable locus designations of phenomena and
concepts. The ways in which the domains are conceptually divided for this
purpose are summarized in Figure 3.2. The figure shows subcategories that

Table 3.4 An Illustration of Relationships Between Selected Phenomena
and Concepts in the Domain of Environment

PHENOMENAL ELEMENTS CONCEPTS

Hospitalized in a semiprivate room; • Sensory overload
Has a roommate who is groaning and is • Territoriality
in pain; Noisy background • Social isolation

Presence of wife • Affection
• Significant oth
• Role expectatio

Wife and children; Friends and neighbors • Social support
• Social netwo

Being in a hospital • Health-care environment
• Patient role expectatio
• Hospital rul

hfgryehgfvcv

tyreurjfgfh
socialffyr

aurytjdavid

davidnagalakshmi

balanagalakshmidavid
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make conceptually meaningful sense and analytical clarification in think-
ing about each domain, as discussed in this chapter and as also expanded
in the later chapters. This typology can only serve as a way to see things
more clearly and to understand the proper contexts of conceptual and the-
oretical development. It is a tool that can make the development of con-
ceptual clarification less painful and less haphazard.

UTILITY OF THE TYPOLOGY IN CONCEPT
AND THEORY DEVELOPMENT

The question, then, is how this typology aids conceptual development in
nursing. The examples of the scenario and the linkages shown between the
observational elements (phenomenal elements) and the theoretical con-

Figure 3.2 The four theoretical domains of nursing and their conceptual
subboundaries.
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cepts for the four domains as presented in Tables 3.1-3.4 refer, in fact, to
the first-level, simplistic inductive conceptualization. We have defined the
boundaries for understanding the phenomenal elements in reality as hav-
ing specific locus of meaning with respect to client, client-nurse, practice,
and environment. This process enables the inferences of realities to
abstract concepts and makes for the understanding of aspects of reality in
a general, theoretical sense, rather than as distinct, isolated, novel situa-
tions. This disentanglement of reality into many different observational
concepts within the four domains also makes scientists view reality in a
detached, analytic manner.

A reverse approach of deductive conceptualization for a scientist in
approaching reality is also possible within the typology. For example, a sci-
entist who is interested in the theoretical concept of fatigue will first define
the concept to refer to phenomena in the domain of client. Following this
definition, the scientist will formulate observational referents of the con-
cept. The actual observation and analysis occur as the scientist selects par-
ticular situations of a client exhibiting the observational elements of
fatigue. The scientist will thus focus on observing clients for the presence
of fatigue since the domain of the concept is the client. The typology thus
provides an easy, clear-cut way of designating units of analysis in conceptu-
alization. For each domain, units of analysis for concepts always exist within
that domain.

As the second step in theoretical thinking, concepts studied and
abstracted for descriptive understanding need to be exposed for their sig-
nificance in theoretical formulations. The typology is useful in theoretical
formulations, for the domain identification of concepts allows scientists to
define the level of comprehensiveness a given theoretical formulation will
have. Theoretical development in nursing is a step beyond mere concep-
tualization. Theoretical development involves developing sets of interlinked
prepositional statements for selected concepts. Since a theoretical formu-
lation in nursing can handle concepts within or across the domains, iden-
tification of concepts with respect to the domains can show the boundaries
toward which the theoretical efforts are aimed.

The typology clarifies how encompassing a theoretical formulation is in
its explanatory statements. For example, a theory of cognitive dissonance
in nursing is limited to explaining the phenomena in the domain of the
client, whereas a theory of social support in nursing links the phenomena
in the client with those in the domain of the environment. In a more global
way, a general systems theory of nursing such as that proposed by Rogers
encompasses in its explanatory propositions many phenomena in all four
domains.

Figure 3.3 shows many possible theoretical clusterings of concepts
among and across the domains for different types of theoretical develop-
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ment, albeit all theoretical linkages may be appropriate for nursing.
Clusterings indicate possible propositions in theoretical systems. For exam-
ple, with the selection of the following concepts for each domain, we can
think of many different types of theoretical formulations among these con-
cepts as shown in Figure 3.3.

The Domain of Client The Client-Nurse Domain

• Pain experience • Collaboration
• Noncompliance • Client-nurse distanci
• Stress • Empathy
• Overweig • Therapeutic alliance

The Domain of Practice The Domain of Environment

• Priority setti • Noise
• Discharge planni • Family's eating habits
• Nursing assessme • Social pressure for conformity
• Personalization of ca • Significant others

Thus, putting together these concepts can result in formulations of
propositions. Possible relationships proposed in Table 3.5 serve as exam-
ples of theoretical developments linking concepts within and across the
domains. These formulations implicitly show that when two or more con-
cepts are clustered together as theoretical formulations and propositions,
they tend to come together as broader concepts, such as adaptation, inter-
action, and influence. Hence, the typology is also useful in directing the
delineation of broader theoretical concepts in the process of theoretical
development. These eleven examples are only some of many possible num-
bers of theoretical formulations linking the twelve main concepts used in
this example.

As we can see in Chapter 8, not all possible linkages and clusterings of
concepts are theoretically meaningful in general, nor are for nursing in
particular. Therefore, while it is not difficult to make propositional con-
nections between concepts, it is difficult to put propositions together into
a coherent system of theoretical formulations. The burden is on nursing
scientists to make decisions about the nature of critical concepts and phe-
nomena that are essential for theoretical explanations of nursing phe-
nomena. Once essential concepts are selected, the complexity of theory
evolves around the main attitudes regarding the comprehensiveness of the-
oretical development.

The main question for theoretical development is to ask what needs to
be explained and why such explanations might be important to nursing.
The ultimate inference in any theoretical development in nursing needs to
address phenomena in the domains of client and nursing action either
directly or indirectly.

v cnbvnbhgy
bvhfghyertrgf
hgujhdfgfgdf
bvnjgfdbvnd

vc nvbcxnvcn
fhgfgyrfhgvfvbchvsvgfhghfg
siovnmahjryhfdv bcdvjfvhgfdtghgfdjgdfjh
shfdjsgrugfbvhjfdbvvnbvcn



Figure 3.3 Examples of relationships among concepts within the domains and across domains (numbers refer to the relation-
ships specified in Table 3.5).
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Table 3.5 Examples of Theoretical Formulations Linking Concepts in
Four Domains of Nursing

DOMAIN LEVEL PROPOSED THEORETICAL RELATIONSHIPS

Within-Domains
a. The Domain of Client

b. The Client-Nurse Domain

c. The Practice Domain

d. The Environment Domain

Across-Domains
a. The domains of client

and environment

b. The domains of client
and client-nurse

c. The domains of client
and practice

1. Pain experience and level of
stress (Theory of stress and coping)

2. Overweight and noncompliance
(Theory of balance or Theory of
motivation)

3. Level of stress and overweight
(Theory of stress)

4. Collaboration and therapeutic
alliance (Theory of collaboration)

5. Empathy and distancing (Theory
of empathy)

6. Nursing assessment, Priority-setting,
Personalization of care, and Discharge
planning (Theory of nursing
practice)

7. Social pressure for conformity and
significant others (Social integration
theory)

8. Family eating habits and significant
others

9. Pain and noise (Theory of stress)
10. Noncompliance and significant

others (Social support theory)
11. Overweight, family eating habits,

and social pressure for conformity
(Reference group theory)

12. Pain experience and empathy
(Theory of empathy)

13. Noncompliance, collaboration,
and therapeutic alliance (Theory of
compliance)

14. Pain experience and nursing practice
15. Stress and nursing practice
16. Overweight and nursing practice
17. Noncompliance and nursing practice
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HOLISTIC AND PARTICULARISTIC MODES-
CONCEPTUALIZATION WITHIN THE TYPOLOGY

For theoretical formulations in nursing, five levels of holistic conceptualiza-
tion are possible and relevant, based on the four domains of the typology.
These five levels of holistic theoretical systems in nursing are: (a) client; (b)
client-nurse; (c) practice; (d) the environment, and (e) the holistic level
including the domains of client, client-nurse, practice, and environment. In
addition, within each of these five levels of theoretical formulation, innu-
merable levels and types of a particularistic level of theoretical formulation
are also possible. Table 3.6 lists selected concepts as "examples" of holistic
and particularistic descriptions for the five levels. Scientists select and define
proper levels of description for concepts chosen for specific studies within
the theoretical contexts that are applied for the studies.

In many instances, the relationship between holistic and particularistic
concepts for a given set of phenomena, as formulated into a proposition,
takes the form of what Blalock (1969) calls "the element-class abstraction"
in which a major difference in the conceptualization is in units of analysis.
Such relationships and other similar relationships among different types of
concepts, such as those alluded to in Figure 3.3, are discussed in greater
detail in Chapter 8.

A word of caution is in order at this point: There is a difference between
the two modes of analysis applied to description and the two modes of
analysis applied to explanation. Description refers either to inductive or
deductive conceptualization of phenomena for the purpose of defining the
characteristics of concepts. In contrast, explanation focuses on relation-
ships between at least two phenomena or concepts. Thus, the holistic expla-
nation aims for comprehensive understanding of changes or characteristics
of the whole, while particularistic explanation is oriented toward under-
standing particular elements of the whole. Propositions in a holistic
explanatory system tend to be global, while propositions in a particularis-
tic explanatory system are narrower in their conceptual focus. Holistic
explanations, indeed, may be aimed at grand theories and meso-theories.
Middle-range and micro-theories are aimed at particularistic explanations.
This suggests that explanations within each domain are mainly particular-
istic explanations, whereas explanations across domains and in the system
of all four domains tend to be holistic explanations.

SUMMARY

The typology of four domains in this chapter and the analytic modes of
holism and particularism are tools by which conceptual clarity is attained
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Table 3.6 Examples of Concepts in Nursing Study According to Level of
Concept Description and the Domain

Domain Level

Client

Client-Nurse

Practice

Environment

Level of Concept Description

Holistic

• Personhoo
• Heal
• Adaptati
• Disabili
• Illne
• Chronici
• Recidivis

• Client-nurse transactio
• Therapeutic relationsh
• Client-nurse interactio
• Client-nurse exchan

• Clinical experti
• Nursing practi
• Ethical practi
• Nursing proce

• Ecosyste
• Biosphe
• Fie
• Territor

Particularistic

• Pa
• Inju
• Anem
• Depressi
• Immobil
• Infecti
• Edem
• Respiratory distre

• Client-nur
collaboration
• Therapeutic allian
• Touc
• Distanci
• Gift-givin

• Clinical diagnosi
• Surveilli
• Nursing assessme
• Technical ski
• Rule-bendin

• Noi
• Polluti
• Social supp
• Ethical standar

in theoretical thinking. The domain typology aids nursing scientists in
locating concepts. As presented in the following chapters, each domain
poses somewhat distinct conceptual and theoretical problems and issues in
nursing.

Holistic and particularistic modes of analysis as applied to the domain
typology allow theoretical thinking in nursing to be confined to certain lev-
els of abstraction, depending upon the need for scientific explanation and
investigation. If we consider nursing as inclusive of all four domains, nurs-
ing as a general concept is at the most inclusive holistic level, while each
domain is in a particularistic mode. Therefore, it is a matter of scope in
analysis and observation. This methodology is important for theoretical
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thinking. Conceptualization and related conceptual analysis require scien-
tists to take "confined" views of the object world—the level of confinement
depends upon whether one opts for a holistic mode or a particularistic one.
These two frameworks are used repeatedly and consistently in analyzing
concepts and examining theoretical statements throughout the book.
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The Domain of Client

. . . man, you see, is to be both the knower and the object of known; the dif-
ficulty is that of a knower having to objectify itself and having then to form
a just concept of what the object is.

—CassiusJ. Keyser

OVERVIEW

The primary aim of this chapter is to outline and discuss how nursing sci-
entists might go about their search for theoretical concepts within the
domain of client. The main focus is on concepts of interest to nursing that
exist in this domain. This is done in three steps of discussion. Discussions in
the first section attempt to clarify the essential characteristics of theoretical
concepts that describe phenomena in the domain of client from the nurs-
ing perspective. The boundaries of the nursing perspective in theoretical
thinking with respect to the client as the focus of attention are defined. The
idea is to suggest that "the nature of the patterns and shapes one can rec-
ognize in the welter of human experience depends on one's perspective,"
as Blau puts it (1975, p. 3). In the second section, an attempt is made to
show several different ways of abstracting the phenomena of human living
and of health in the domain of client. The concepts of human living and
health are treated here because these have been the main focal points of
theoretical thinking for many nursing theorists. This section offers discus-
sions on the approaches that are used and useful in delineating concepts
based on a different intellectual scope. Approaches of delineation and
abstraction are considered important in theoretical development, since it is
neither necessary nor possible to observe and abstract all elements charac-
terizing the real world in all instances. Different approaches permit abstract-
ing selectively within proper frameworks of observation. Several non-nursing
and nursing theorists' approaches in conceptualizing human person and
health are brought into discussion in this section to compare and contrast
the postures that emerge from different directions.
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The third section provides expositions on how to analyze theoretical
concepts for phenomena in the domain of client through two examples:
restlessness and compliance. The purpose is to illustrate important strate-
gies of theoretical analysis of concepts. These analyses are offered as the
preludes to the development of theoretical propositions in nursing that can
be used in explanations and empirical analyses. What is not dealt with in
this and in the following three chapters is the advancement of specific the-
oretical statements of relationships among concepts in a theoretical system.
The central focus in these four chapters is in abstracting, delineating, and
describing phenomena of significance in theoretical terms. This step is con-
sidered a prerequisite to thinking about relationships among two or more
concepts and is a necessary step for developing a theory.

THE DOMAIN OF CLIENT IN THE NURSING PERSPECTIVE

One of the essential skills that a nurse scientist needs in order to contribute
to theoretical development in nursing is the capacity to conceptualize phe-
nomena in the client from the nursing perspective. There are an almost
infinite number of concepts that describe phenomena in the client that are
not significant to nursing. The nursing perspective for this domain is specif-
ically that of "health"—health not viewed in the context of two million
streptococci invading the lung tissues or of a ruptured cerebral artery, but
considered in terms of human living and behaviors of health. Concepts and
relevant phenomena in the domain of client from the nursing perspective
are important to the extent that the client, the human person, is the main
focus of nursing. For nursing to demonstrate its credibility and relevancy
in society, it is necessary to understand, explain, and predict certain hap-
penings in clients. These "certain happenings" and definitions of them are
central to this section's theoretical thinking.

The main idea is to concentrate and direct our intellectual energy
toward the study of more critical and essentially nursing-oriented concepts,
selected from a vast array of possible ones. Defining a boundary is difficult
because it involves a critical ability, a sense of relevance, and definite ideas
about propriety for nursing. Current literature indicates that nursing sci-
entists are approaching this boundary-definition issue in two different ways,
i.e., from a holistic point of view that is global and all-encompassing, and
from a particularistic point of view that is discrete and focused on selected
aspects of human conditions.

The domain of client offers a vast array of human phenomena from
which selections should be made for the study of appropriate and essential
phenomena from the nursing perspective. As suggested in Chapter 3, the
main difference between the holistic and particularistic conceptualizations
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of phenomena in the domain of client is in units of analysis. Holistic con-
ceptualization in this domain necessarily has to take in the whole person as
the basic unit of analysis. Particularistic conceptualization, on the other
hand, takes parts or certain elements of the human person as the basic
units of analysis.

Since it is somewhat arbitrary and difficult to select concepts of impor-
tance within the domain of client from the nursing perspective, I propose
a scheme for categorization by which certain characteristics of human phe-
nomena are classified for theoretical analysis in nursing. This classification
scheme for the domain of client includes:

1. Essentialistic concepts,
2. Problematic concepts,
3. Health-care experiential concepts.

Essentialistic concepts refer to those phenomena present in the client as
essential characteristics and processes of human nature and living that are
important to nursing and to human health in general. Examples of essen-
tialistic concepts are negative feedback, homeostasis, structural integrity,
coping, and self-image. Concepts referring to phenomena in human devel-
opment and growth are also thought to be essentialistic. Maturation, bond-
ing, socialization, ego-development, aging, etc., are a few examples
representing developmental concepts. Essentialistic concepts refer to nor-
mal and usual characteristics and processes that human beings experience
in ordinary states of living and growing. An understanding of these phe-
nomena will certainly aid in understanding the human person and health
from the nursing perspective.

Problematic concepts refer to phenomena that are present in human
beings as pathological or abnormal deviations from normal patterns of
healthy living. These concepts represent phenomena that require some
type of nursing solution and intervention. Such concepts as pain, infection,
anxiety, depression, and respiratory distress are of this type. Problematic
concepts have been the major focus of study by nursing scientists, especially
those who have put efforts into the development of nursing diagnosis ter-
minologies. For this category, the term problematic is used to mean prob-
lematic to nursing. Thus, concepts such as appendicitis or bankruptcy,
although these represent problematic human conditions, are not prob-
lematic concepts from the nursing perspective.

As the last group of concepts, health-care experiential concepts refer to
phenomena that arise from people's experiences in the health-care system.
This category includes such concepts as recidivism, compliance, health-
belief, hospitalization, etc. This type of concept is relevant for nursing stud-
ies because it refers to specific human experiences that affect either the
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process of health or the contents of nursing.
Table 4.1 lists examples of concepts categorized according to this classi-

fication scheme and in the holistic/particularistic modes. These examples
have been drawn from the current nursing literature in a casual manner,
and are listed here only as typical concepts in each category according to
the definitions given earlier.

This way of classifying concepts in the domain of client focuses on gen-
eral meanings of phenomena. Current development in the work for nurs-
ing diagnosis classification suggests that at present the discipline of nursing
is interested more in the conceptualization of problematic and health-care
experiential phenomena than in essentialistic concepts. My belief, though,
is that the discipline needs to clarify conceptualization of essentialistic con-
cepts that are necessary to understand many of the problematic and health-
care experiential concepts.

Table 4.1 Examples of Concepts in the Domain of Client for Study in the
Nursing Perspective

Concept Typer j r

Essentialistic

Problematic

Health-Care
Experiential

Level of Concept Description

Holistic

• Personho
• Heal
• Normali
• Ho
• Independen
• Maturatio
• Aging

• Lifestyle behavi

• Stre
• Sufferi
• Helplessne
• Chronici
• Traum
• Illne
• Maladaptati

• Noncomplian
• Recidivis
• Institutionalizatio
• Isolati

Particularistic

• Respiratory complian
• Mobili
• Dexterit
• Eg
• Intelligen
• Self-ima
• Biologic rhyth
• Hardine

• Infecti
• Pa
• Respiratory distre
• Obesi
• Incontinen
• Anorexi
• Irritabili
• Chronic sorro

• Nosocomial infectio
• Decubiti ulce
• Sensory overlo
• Technology dependen
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This classification scheme is one way of organizing human phenomena
into appropriate categories for scientific examination from the nursing per-
spective. Nursing is concerned with clients' behaviors, responses, and char-
acteristics in human living to the extent that these have some bearing on
their health, health-maintaining behaviors, and nursing requirements.
While this scheme is useful for categorical thinking, and has shown that
commonly studied concepts in nursing can be classified accordingly, the
discipline of nursing has long been preoccupied with the ideas of the
human person and of health as important conceptual issues. Major nurs-
ing theorists have struggled to present some refined ideas about these two
broad concepts in their presentation of nursing theories and conceptual
models. Conceptualizations of humans and health are the foundations
from which many other concepts in the domain of client are understood
in special ways. Hence, conceptualizations of humans and health are onto-
logical in nature. Accordingly, conceptual notions about humans and
health are usually the first and basic ideas requiring identification in the
development of nursing curriculum, nursing service philosophies, and pro-
fessional standards. Of all concepts relevant for inclusion within the nurs-
ing framework, the concepts of humans and health are the most essential
holistic ones for theoretical thinking.

CONCEPTUALIZATION OF HUMANS AND HEALTH

In a holistic posture, phenomena in the domain of client are conceptual-
ized as systems of interlinked elements, either with respect to the nature of
human beings or to that of health. Although there are other concepts in
the holistic mode that are important to nursing, concepts of humans and
health stand out as the most important and essential ones for nursing. An
understanding of what humans are all about and how things happen in
humans is central to nursing, because the recipients of nursing actions as
well as the performers of those actions are human beings. In addition,
health, pertaining to life and death and states in between, is an essential
property of humans. It is also the main purpose of nursing interventions.

Thus, the nursing perspective conceptualizes a person as biological yet
much more than a biological being with an emphasis on health, and con-
ceptualizes health as a variable state in which a person assumes certain
characteristics of human living associated with biological, psychological,
and social functioning and responses. Nursing is concerned with certain
types of human affairs and human well-being, i.e., health and illness.
Hence, it is natural for nursing scientists to struggle for clear conceptual-
izations of humans and human affairs of a particular kind—health.
Concepts of humans and health take on proper meanings in the nursing
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perspective insofar as conceptualization leads to effective and scientifically
valid nursing strategies.

In nursing, there has been a long history of preoccupation with a grand
understanding of the human person philosophically and theoretically. One
obvious reason for this preoccupation is, in a way, rooted in the profession's
insistence on having philosophical stands on life, humans, health, and
nursing. This value has been most clearly expressed in the accreditation cri-
teria for nursing curriculum throughout the years. Additionally, the pro-
fession has maintained a long-standing posture that views a human being
as a whole rather than as discrete details within a maze of physio-psycho-
social-spiritual components. Consequendy, nearly all nursing theorists have
supplied us with their specific visions of what a human being is and how
one should understand human affairs. Likewise, we are also supplied with
various conceptualizations of health by nursing theorists, motivated appar-
ently by similar rationales.

A person is usually conceptualized in a global sense and is described in
a synthesized fashion, indicating what a person is all about. Thus, nursing
conceptualizations of people are generally founded on philosophical pos-
tures about human existence (i.e., ontological), and are directed toward
unified views of people that provide useful approaches for nursing practice.
This mode of aligning the conceptualization of humans with the basic
tenets of the profession permits development of "models of humans" that
are the foundations for a scientific growth of knowledge in the field. Such
an approach has been used in psychology, sociology, economics, political
science, and medicine. For example, Simon's model of man (1957) has
been used in administrative science and social sciences as the basis for the
fields' theoretical and empirical work. Likewise, Comte's positivistic con-
ceptualization of a human being has influenced the early theoretical devel-
opment in sociology in Europe. Models of human beings provide scientists
with the basic attitudes and abstract tools to make detailed propositions in
the development of specific theories of human beings.

In contrast to the ways models of humans are developed and used in sci-
entific fields, conceptualization of health in nursing is a movement to a
somewhat particularistic level of thinking. In this sense, models of health
are less global than models of humans, and may develop from the main
philosophical ideas of humanity but are specifically oriented to describing
the nature of health, which is only one aspect of human affairs. Conceptua-
lization of health is similar to that used for the development of conceptual
models of "wealth," "knowledge," or "power," in the sense that the focus of
conceptualization rests on certain characteristics of human life, not the
human life itself.

These considerations point up analytical differences in the approaches
for "models of humans" and "models of health," although both concepts
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are holistic concepts for nursing. In general, models of humans are onto-
logical and address the basic existential questions regarding body/mind
and nature of human life, whereas models of health are conceptual and
focus on identifying specific phenomenal elements that define health.
Irrespective of the approaches adopted by theorists, the focus of attention
for theoretical consideration remains on those phenomena in humans
related to health insofar as a model is developed from the nursing per-
spective. While health as a concept is implicidy inferred more often in mod-
els of humans, it is explicitly defined and developed in models of health.

The difference in the approaches for developing models of humans and
health seems to be the placement of focus: The first approach for a model
of humans focuses on "human person" from philosophical orientation
whereas the second approach for a model of health focuses specifically on
"health" as the major phenomenon of interest. Thus, the two approaches
pose different measurement problems in relation to health as well, in that
the first approach requires measurement strategies that express the human
position with respect to health, while the second approach needs to oper-
ationalize health with respect to its conceptual constituents. Regardless of
the approaches adopted for explaining human phenomena in a holistic
mode, models of humans and health developed from the nursing per-
spective ultimately must be brought to bear on nursing questions. In
addition, models of humans and health are the basic frameworks for
development of theories in nursing on various levels and within a wide
range of scope. Theoretical development for nursing thus has to be viewed
to have some connections to particular models of humans and health that
provide the basic tenets and premises for specific delineations of theoreti-
cal statements and definitions within a theory.

These two approaches as conceptual models and theoretical systems in
nursing are currently the main efforts that are being fervently pursued in
nursing. The desire seems to be to develop a general nursing theory of a
grand type through a model of humans or a model of health. However,
models of humans and health are conceptual models that can be the base-
lines not only for theories of grand type but also for meso-level, middle
range, and micro-theories.

Although several serious attempts to develop models of humans and health
are currently being made in nursing, the next section examines several other
models of humans and health that have been developed by theorists in other
disciplines. This is done to provide a generalized baseline to compare and
contrast how models of humans and health have been developed in the sci-
entific community (including nursing), and to consider the relationships of
nursing models of humans and health to other approaches. Thus nursing
models of humans and health will be examined within the broader context of
the idea-systems present in the scientific community in general.
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MODELS OF HUMANS

It is difficult to be comprehensive in discussing models of humans. Since
our conceptualization of homo sapiens has been and will continue to be
closely tied to prevailing philosophical attitudes about life, humans, and
the universe, the history of dominant philosophies provides an important
base for understanding how several different models of man have emerged
in the recent past. For our discussion in this section, first I present only
briefly several different models of humans which are being debated in the
scientific world and that are considered relevant to nursing. This is mainly
done to provide a background for the discussion of and comparison with
nursing models of humans. A more comprehensive discussion follows
regarding several models of humans developed within the conceptual mod-
els of nursing. Philosophical and conceptual linkages between models of
humans developed in other relevant scientific disciplines and those devel-
oped in nursing indicate that scientific ideas in general do not arise out of
a vacuum but have connections with the prevailing general paradigm of the
scientific world.

Early scientific attempts at developing unified models of humans can be
traced back to nineteenth-century positivism. Such scientific thinkers as
Huxley, Darwin, Spencer, Moleschott, and Engels influenced the culmina-
tion of a concept of humanity in which a person is mainly thought of as a
species having animalistic instincts and wants. Models of humans prior to
the nineteenth century were so closely tied to the dominant religious
beliefs and philosophies, especially those backed by little biological and
physical understanding of human life, that the models' influence on the
conduct of human practice was profound, yet arbitrary. The arrival of pos-
itivism encouraged many scientists to try to explain human behaviors in
terms of animalistic patterns. Twentieth-century logical positivism also influ-
enced the conceptualization of humanity in many fields such as psychology,
biology, and sociology. In addition, Husserl's phenomenology and various
philosophical ideals of existentialism complicated theoretical thinking con-
cerning the concepts of humanity that emerged from many directions dur-
ing the twentieth century.

Models of Humans in General

As an archetype of empiricism and physicalism, the Skinnerian model of
humans was developed with the main focus on human behaviors.
Skinnerian conceptualization is based on behaviorism that has enlarged
upon the basic ideas about the need-instinct proposition of human behav-
iors. Both psychological and social versions of the behavioral model of
humans are based on the premise that human behavior is learned, main-
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tained, extinguished, and modified by means of reward and punishment.1

In a behavioral model, a person emits activities in a present situation based
upon the experiences he or she attained either directly or vicariously as the
consequences of previous activities; the consequences either reinforce or
extinguish learning and repeating of activities. Behaviors are evaluated
according to need/disposition or deprivation/satiation principles. Such
behavioral models of humans resulted from the late nineteenth and early
twentieth centuries' preoccupation with a value-free, positivistic approach
to the generation of scientific knowledge.

In a somewhat different orientation, Bernard, Cannon, and Selye devel-
oped a physiological conceptualization of humans. A person is viewed as
striving to adapt in the most efficient manner possible to demands or
stresses that are put upon the person, either as a total organism or in parts,
but always striving to maintain stability within the self. Theirs was an
attempt to unify a person into a whole being, opposing the scientific
advances and efforts that dissected a person into organs, cells, and differ-
ent functional attributes. The method of studying humans through the use
of autopsy and surgical techniques in the early 1900s influenced many sci-
entists to view humans in a dissected form. Medical and pathological atom-
ists' conceptions of humanity have their root in such a development.
Although scientists whose work is based on the atomistic view of humanity
still exist, the most dominant concepts of humanity in biomedical fields
today are stress-adaptation models. Much of the current work in stress-
adaptation models is based on the conceptual premises of the original
ideas postulated by Cannon, Bernard, and Selye.2

Rene Dubos' model of humans (1965) is an extension of this view of
adaptation and describes all aspects of the human environment as provid-
ing ephemeral conditions. A person is thought to exercise adaptive abili-
ties by selecting among alternatives to achieve a self-directed end, given the
external conditions that are encountered at a given moment. Dubos'
human, furthermore, is a product of the lasting and universal characteris-
tics of human nature, inscribed in being, and yet is capable of establishing
a personal history; thus, the person possesses both phylogenic and onto-

1. See: Skinner, B. F. (1953). Science and human behavior. New York: Macmillan;
Hull, C. L. (1951). Essentials of behavior. New Haven: Yale University Press; Bandura,
A. (1969). Principles of behavior modification. New York: Holt, Rinehart, and Winston
for psychological orientation; and Homans, G. C. (1961). Social behavior: Its elemen-
tary forms. New York: Harcourt and Brace; and Kunkel,J., & Nagasawa, R. H. (1973).
A Behavioral model of man: Propositions and implications. American Sociological
Review, 38, 530-543 for sociological orientation.

2. See: Cannon, W. B. (1931). The wisdom of the body. New York: W. W. Norton
and Company; and Selye, H. O. (1956). The stress of life. New York: McGraw-Hill.
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genie adaptability. A person is seen as an organism responding to stimuli
of environmental challenge in a manner that is based on rationality, i.e.,
while some responses are based on the direct effects of the stimuli on the
organism, most of a person's responses are usually determined not by such
direct effects but rather by the symbolic interpretations he or she attaches
to the stimuli.

Thus, Dubos' human treats and responds to actual environmental stim-
uli in a chained sequence of direct reactions, indirect reactions that occur
as ripple effects of the direct reactions, and responses to personalized sym-
bols that are generated by the impinging stimuli. This "human adapting,"
according to Dubos, makes the individual's responses to any environmen-
tal factors extremely personal.

Alfred Korzybski's theory of humans (1921), coming from the engineer-
ing and mathematical orientation that emerged in the wake of Russell's
mathematical logic and Einstein's theory of relativity, is concerned with
somewhat different aspects of human nature. This model views humans as
having the characteristics of time-binding power beyond the space-binding
capacity of animals and the matter-energy-binding property of plants.
Although the language used in the description of a person in this model is
highly oriented to the physical sciences, it describes a person as a life form
different from animals and plants, having another dimension of orienta-
tion, that of time. It is a departure from the theological and biological con-
ceptions of humans. A person and his or her capacity are conceptualized
as: (a) bound to past achievements, (b) the user of ever-increasing, inher-
ited wisdom, and (c) the trustee of posterity. This model of humans is
rooted in Descartes' idea of viewing the universe in terms of space, matter,
and time, and was developed with the backdrop of Einstein's proposition
that links human movement in time and space to other objects in a rela-
tivistic fashion. It views humanity's basic modus operandi as "creative com-
petition" by which new ideas and more goods are produced in a rational
manner. By juxtaposing Korzybski's theory of humans to Einstein's theory
of relativity, Polakov suggested that "man measures an event from die stand-
point of his own system regarded as at rest" and that a person is a relativist
having a unique personal system of reference in space-time contexts
(1925). An illuminating aspect of this model having a physical perspective
is its conceptual likeness to Dubos' model in which personally accumulated
history is stressed.

In addition to the behavioral model discussed earlier, there are several
different concepts of the psychological model of humans. Three views
stand out distinctively, indicating different orientations. The psychoanalytic
models of humans advanced by Freud and reformulated by many scientists3

3. For the similarities and differences among the psychoanalytic human mod-
els, see the following: Brown, N. O. (1959). Life against death: The psychoanalytical
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are based on the ideas of organizational and dominational relationships
among different psychological elements in humanity. The id (or the
instinct), the ego (the consciousness), and the superego are the main
human elements that determine self-generated actions and a person's rela-
tion to the world outside. Ego as consciousness plays an important role in
attaining, maintaining, and controlling human responses in the psychoan-
alytic model of man. A person's actions are the extensions of suppressions
of the id's wants and the superego's controls by the consciousness, and yet
expressed by the domination obtained by different aspects of the person-
ality for pleasure and power.

On the other hand, Maslow (1967, 1973) attempts to generate an idea
of humanity by interfacing human needs that are basically psychological in
nature with the biological makeup of the human organism. Maslow's con-
cept of a person as an organism that is oriented to self-regulation, self-gov-
ernment, and self-choice is akin to the rationalist view of humanity.
However, it is based on the notion that human needs are fundamentally
biological. He classifies human needs into two types: (a) the basic needs
including safety and protection, belongingness, love, respect, self-esteem,
identity, and self-actualization; and (b) the meta-needs including truth,
goodness, beauty, justice, order, law, unity, etc. These needs are seen as tied
to the structure of the human organism itself. He conceptualizes variations
in human conditions according to satisfaction and deprivation of need, and
views deprivation as the cause for disease or illness.

Gestalt psychologists' view of a person as a personalistic, holistic being is
a more recent concept of humanity in psychology. This concept of a uni-
tary human being suggests that human activities are produced by inte-
grated efforts of a person to express what he or she knows and how he or
she deals with this knowledge within the context of given biological condi-
tions. The Gestalt person is understood not in his or her componental
characteristics but as the whole depicted in his or her experience and
behaviors.

Psychological models of humans also have limiting explanatory use for
human phenomena in the nursing perspective. For nursing, only selected

meaning of history. Wesleyan, Wesleyan University Press; Dobzhansky, T. (1967). The
biology of ultimate concern. New York: The New American Library; Erikson, E. H.
(1959). Identity and the life cycle: Selected papers. New York: International Universities
Press; Erikson, E. H. (1964). Insight and responsibility: Lectures on the ethical implica-
tions of psychoanalytic insight. New York: W. W. Norton; Fromm, E. (1964). The heart
of man: Its genius for good and evil. New York: Harper and Row; Fromm, E., & Xiran,
R. (Eds.). (1968). The nature of man: A reader. New York: Macmillan; Hartman, H.
(1958). Ego psychology and the problems of adaptation (Trans, by D. Rapoport). New
York: International Universities Press; Rieff, P. (1966). The triumph of the therapeutics:
The uses of faith after Freud. New York: Harper and Row; and Browning, D. S. (1973).
Generative man: Psychoanalytic perspectives. Philadelphia: The Westminster Press.
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phenomena in the client can be studied within theoretical systems that are
based on psychological models of humans.

Another conceptualization of humans to emerge, rooted in Cartesian
philosophy, Kantian rationalism, and Russell's system of mathematical logic,
are economic models that view a person as being able to maximize prefer-
ences based on rational behaviors. The major premise of the economic
model is global rationality, implying a perfect fit between a human choice
and a preference, as in the game-theoretical model of vonNeuman-
Morgenstern. However, Simon (1957) suggests a model that emphasizes
"striving for rationality" rather than the "rationality" itself as the basis of
human behavior. Simon's human strives for rationality and yet is basically
oriented to a goal-satisfying rather than a goal-maximizing mode of deci-
sion-making behaviors. Simon's human makes decisions and selects choices
among alternatives through a satisfying mode, a mode through which a
person finds "a path that will permit satisfaction at some specified level of
all of its needs" (Simon, 1957, p. 271). A satisfying mode is defined by an
individual's aspirational level at the point of choice. Simon further
advances his thinking on the concept of bounded rationality and its rela-
tionship to human behavior in his conceptualization of "thinking man." He
recapitulates "satisficing" and "bounded rationality" as the basis of human
behavior in the following way:

" . . . a picture of Thinking Man, a creature of bounded rationality
who copes with the complexity that confronts him by highly selective
serial search of the environment, guided and interrupted by the
demands of his motivational system, and regulated, in particular, by
dynamically adjusting, multidimensional levels of aspiration."4

What is projected as central to human existence and human affairs in
economic and administrative models of humans is rationality. These mod-
els are conceptually concerned with circumscribed aspects of humans, deci-
sion making and choice behavior. These conceptualizations are not
concerned with the total organismic person as physical-biological being.
For them, such biological natures are only important to the extent that they
influence preferences, needs, and evaluations of utilities. Therefore,
human aspects other than rationality are only contextual to studying the
processes through which a person handles himself and his external world.
If we were to apply these models of humans direcdy to viewing the client in
the nursing perspective, the theoretical explanations of human phenom-
ena would be limited to choice-behaviors. Thus, such a model is useful only
in studying particularistic phenomena in the domain of client. Of course,

4. Simon, H. (1979). Models of thoughts (p. 4). New Haven: Yale University Press.
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there are many more models of humans that have been proposed by sci-
entists in different disciplinary orientations. For example, Parsons' model
of social humanity is composed of personality and organism, acting and
interacting with objects and other human beings in the social world. A per-
son acts and interacts within given cognitive, cathectic, and evaluative moti-
vations. The Parsonian individual is a product of integration of cultural
values and social norms. Furthermore, human deviant behaviors are viewed
in the context of functionality to the social system rather than to the indi-
vidual's motivations or needs. A social person thus is a constrained being,
acting within the limits of individual, social, and cultural standards and
expectations.

From the perspective of social action, Hollis (1977) distinguishes two
models of "man" as Plastic Man and Autonomous Man. Hollis' Plastic Man
is a being constituted by adaptive responses stemming from the interplay
between nature and nurture. On the other hand, Hollis' Autonomous Man
is a being with a subjective self whose basic apparatus for social actions is
rationality.

And there is also the biomedical model. In addition to the dissected view
of the human system as a biological being, there has been a growing inter-
est in medical fields for a development of conceptualization of humanity
that encompasses bioethical issues that have raised many moral questions
in the practice of health care in recent years. In an attempt to view human-
ity in the context of biomedical ethics, Fletcher (1979) proposes a com-
posite human model. He specifies the necessary characteristics of a human
person in terms of: (a) minimum intelligence, (b) self-awareness, (c) self-
control, (d) a sense of time, (e) a sense of futurity, (f) a sense of the past,
(g) the capacity to relate to others, (h) concern for others, (i) communi-
cability, (j) control of existence and freedom, (k) curiosity, (1) change and
changeability, (m) balance of rationality and feeling, (n) idiosyncrasy and
individuality, (o) neocortical function, (p) not non- or antiartificial, (q) not
essentially parental, (r) not essentially sexual, (s) not a bundle of rights,
and (t) not a worshipper. This model raises several moral and ethical ques-
tions regarding the values of life and existence. Although such a model can
create a great deal of controversy and discussion, it can enable scientists to
view human life and human existence from quite different perspectives.
More importantly, when such a model is applied to human services, there
are many practice implications. In any event, such a model at least provides
a framework upon which evaluation of human nature may begin and ques-
tions related to human interventions be addressed.

These are but some of the eclectic examples of models of humans in a
variety of scientific fields that suggest varied viewpoints and different angles
of vision. As this cursory review of such models suggests, our conceptions
of humanity are closely related to philosophical ideas about meanings
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attached to differentiating the subjective from the objective and about a
person's relations to the world and herself or himself. Scientific advance-
ment and technology, as well as the dominant modes of scientific investi-
gation, also influence our ideas about human nature, capacities, and
variabilities. Disclosures briefly discussed in these pages indicate that a per-
son may appear differently when objectified with the tinted glasses of biol-
ogist, psychologist, sociologist, mathematician, or physician. Yet a person
may also be perceived in the same manner even among scientists of differ-
ent disciplinary orientations and of varying perspectives. It is also obvious
that scientists use their conceptual models of humans for different pur-
poses, i.e., for development of a theory of humans, an ethical basis of sci-
entific inquiry, a framework for human intervention, or as a starting point
for philosophical discourse.

These examples also indicate that models of humans conceptualized in
other disciplines have limited theoretical utility for nursing if they are
applied directly to nursing without expansion or modification. This enlight-
ens our thinking and directs us toward developing nursing models of
humans. For nursing explanations, it is necessary to have nursing models
of humans, the contributions to the discipline of nursing of theoretical
developments in other fields for models of humans notwithstanding. The
specific nature of essential phenomena in nursing within the domain of
client requires conceptualization of humanity that addresses such specific
nature.

Nursing Models of Humans

In nursing, then, what should a model of humans describe? Nursing mod-
els of humans tend to describe humanity with respect to placement in and
operations related to health and well-being. Conceptual models proposed
by several nursing theorists of the 1970s and 1980s such as Rogers, Roy,
Orem, and Johnson have attempted to do this. I shall attempt at this point
to summarize the mental images that these nursing theorists have projected
in their models of humans. Of course, it needs to be made clear that these
theorists describe their ideas in an implicit manner and do not call their
conceptualizations of humanity, models. Health is usually the major theme
handled in nursing models of humans as the essential descriptive charac-
teristic of humanity. The current conceptualization of humanity in nursing
models can be categorized into six major types according to their views of
health as an essential human condition:

1. "Balance" as the essential human characteristic for human existence
and health;

2. "Process" as the mode through which humans' existence, living, and
health are actualized;
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3. "Configuration" as an integrative basis of human existence and
health;

4. "Aggregation" of parts as a way to express the human condition;
5. "Experiencing" as the basic characteristic of human existence and

health; and
6. "Meaning-making" as the essential feature of human living.

This idea of differentiating conceptual approaches to formulating mod-
els of humans in terms of balance, process, configuration, aggregation,
experiencing, and meaning-making is proposed here in order to attain a
clear mental picture of human phenomena as proposed by different nurs-
ing thinkers. By introducing this classification, we are also able to compare
nursing human models with those discussed earlier. The balance model is
a conceptualization in which human phenomena are considered in terms
of integration and stability. Selye's stress model of humans is a balance
model in which human phenomena are mainly considered with respect to
equilibrium.

The process model is a conceptualization in which human phenomena
are explained as ever-changing, continuing activities. Dubos' adaptive
model of humans is of this kind, in which a person is depicted as an ever-
adapting, growing entity. The configuration model refers to a conceptual-
ization of human phenomena in which integration among different
elements and subsystems is taken to be the major characteristic. Gestalt
human models are of this type.

The aggregation model is a conceptualization in which a person is
viewed as an entity composed of different elements. Human phenomena
are expressed as the additiveness of different elements that make up a per-
son. Biological and medical models of humans tend to take this form of
conceptualization of humanity. The experiencing model takes humans'
experiencing at present in a given context as the primary focus for under-
standing human living and existence. Models based on existentialism and
Husserlian phenomenology with their emphasis on the life world of indi-
vidual, subjective persons are of this type. On the other hand, the meaning-
making model emphasizes humans' reflexivity and hermeneuticity as the
basis for human life and health. Taylor's human science model of "man"
takes this form of conceptualization of humanity.

Johnson's behavioral system is an example of the balance model. Johnson
(1980) refers to humanity as a behavioral system comprised of patterned,
repetitive, and purposeful ways of behaving. Human behaviors are formed
into an organized and integrated functional unit. Human health is implic-
itly expressed as the state of behavioral system balance and dynamic stabil-
ity. According to Johnson, it is not the nature of properties or state of a
person that is central to his or her health and existence, but rather it is the
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system of behaviors as parts of an organized and integrated whole that is.
Thus, although labeled as a behavioral model, its premises are quite vari-
ant from the classical behavioral models of reinforcement and extinction.
This concept of balance as the expression of health is akin to the systems
theorists' view of humanity that considers a person as striving to attain the
maximum balance and homeostasis possible. From the latter's perspective,
a system's adaptiveness with respect to stability is the central process for an
explanation of variants in system-states, whether expressed in terms of
behaviors or states.

Although Johnson identifies subsystems within the human behavioral
system, it is ultimately the behavior as a whole that is the phenomenon of
interest to her. Johnson states that this conceptualization is not intended to
provide a framework for marking the boundary of what aspects of the
behavioral system are appropriate for the perspective of nursing. An
implicit inference in the model is that any possible or actual imbalance or
deviation from the dynamic stability of the behavioral system is a potential
target for nursing intervention. However, the specific types of behaviors or
imbalances which would be the main targets for nursing intervention are
neither clearly indicated nor implicitly stated.

The conceptual ideas projected in Rogers' model of unitary man are
related to process. Rogers (1970, 1989, 1992) conceptualizes a person as
continually renewing his or her patterns of life toward increasing com-
plexity and negentropy. The patterns of life process are seen as manifested
through a person's mutual, simultaneous interactions with the environ-
ment in the forms of integrality, helicy, and resonancy. Rogers' human,
being an ever-expanding and contracting human field, is in the process of
interchange with the environmental field in a reciprocal, interpenetrative
fashion; such interchange is based on the homeodynamic principles of
integrality, helicy, and resonancy. In his or her personal evolution in a given
space and through time, a person adopts these forms of interactive and
interpenetrative emergence of energy fields. These are basic forms of life
processes for an increased organization and patterning in one's field-rela-
tions and interchanges with the environmental field.

Rogers depicts a person as not having specific goals in his or her evolu-
tionary journey through life, except for the increasing complexity in orga-
nization and patterning, as the law of human developmental process.
Furthermore, a person's goals in the life process are probabilistic rather
than deterministic. This means that a person's goals in life process change
with the progression of the process itself, and that goals are revised and for-
mulated according to changes in personal evolution. What is most explicit
in this model is the unity of a person as interacting being, having personal
identity and existence defined by his or her relationships with the envi-
ronment. Thus, it is not possible to understand Rogers' human evolution-
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ary identity or process without having the knowledge of the characteristics
of the environmental field or the person's relationships with it. Rogers also
identifies seven qualities: wholeness, openness, unidirectionality, pattern,
organization, sentience, and thought, as the basic properties of the life
processes that determine the ways integrality, helicy, and resonancy in inter-
change are adopted in given situations. Thus, Rogers' human is an ever-
changing entity whose characteristics are not determined by genetic givens,
destiny, or predetermined patterns of growth, but are influenced in
dynamic ways by the changing nature of his or her environment, the chang-
ing nature of self, and the evolving nature of interchange between them.
Goals of life are never fixed, nor are the patterns of change that are possi-
ble for an individual's life.

Rogers implies that health is expressed as the process of life in its total-
ity. She postulates that nursing seeks to (a) strengthen the human-envi-
ronment symmetry; (b) promote synchronic interaction between a person
and his or her environment; (c) strengthen the coherence and integrity of
the human field; and (d) direct repatterning of the human and environ-
mental fields for more effective fulfillment of life's capabilities and realiza-
tion of maximum health potential (1970). The patterns of life process that
an individual attains express whether or not he or she has realized his or
her health potential. What is not specified in the model is an explicit defi-
nition of "health potential." Rogers' implicit notion of health stands for a
person in a state of continuing, maturational complexities, not defined by
any standardized expectations, but expressed only as evolutionary, sequen-
tial happenings. To Rogers, the human-environment field is an entity that
generates organization and patterning; it is treated as though it has a con-
sciousness or goal-directedness for an ever-increasing organization and pat-
terning. The model gives the impression that the human-environment
integrity is as critical for human existence as a person's integrity itself.

In the Roy Adaptation Model (Roy, 1976; Roy & Andrews, 1991; & Roy
& Roberts, 1981), a person is perceived as an adaptive system receiving
inputs identified as stimuli from the external environment and as gener-
ated by the self, processing them by internal and feedback processes inher-
ent in an individual's ever-changing abilities, and producing outputs as
either adaptive or ineffective responses. To Roy, adaptation has a positive
connotation, a state of "all systems go," a "green light" in specific relation
to what is happening to the person at a given moment. Roy's human
responds to stimuli in four basic adaptive modes: (a) physiological needs,
(b) self-concept, (c) role-function, and (d) interdependence. Adaptive or
ineffective responses result from the functioning of two basic mechanisms
of controlling and responding: regulator and cognator.

Because Roy conceptualizes a person as having four distinct modes for
adapting to stimuli, the concept of humanity according to this model is that
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of configuration, although there is an element of balance suggested in the
model. A person is depicted as a configuration of responses in four adap-
tive modes. Thus, human responses are the major phenomena of interest
in Roy's model and are analyzed in terms of their adaptiveness in relation
to four subsectors in an individual. Health, then, is relative to the person's
responses to stimuli that promote the person's general goals of survival,
growth, reproduction, and mastery, manifested within each adaptive mode.
A person who responds ineffectively to stimuli is seen as capturing and
spending energy for the particular set of stimuli, exhibiting behaviors that
are incongruent with the valued goals. Roy's human is a reactive entity
whose basic mechanisms become activated in response to impinging stim-
uli. The characteristics of creativity and self-determination are not empha-
sized in the model.

These three nursing models of humans are contrasted here in order to
provide concepts of humanity that are quite different from one another,
yet have a shared, significant identification in the nursing perspective.
These nursing theorists' ideas suggest that in the nursing perspective a per-
son may be described in terms of the nature of his or her behaviors
(Johnson), the level of complexity in organization and patterns exhibited
in the person's relations with the environment (Rogers), or the character-
istics of responses to stimuli impinging on the person depicted either as
adaptive or ineffective (Roy). As shown here, the concepts of balance,
process, configuration, aggregation, experiencing, and meaning-making as
the distinguishing characteristics of human models can only be used to
identify the dominant features of models rather than to label them as con-
fined to specific types.

As indicated in these discussions, it is possible, then, to imagine a room
with nursing scientists perceiving the client in many different ways, and
analyzing health problems with different conceptual orientations. Rogers
will wonder about the size, shape, and quality of the client's energy field
and how the nurse's presence as an element in the environmental field
affects the client's interchanges with the external world. Johnson's posture
will be that of analyzing the client's behaviors in terms of the integration as
a whole person-system. In contrast, Roy will evaluate the client's responses
to the situation as adaptive or ineffective and identify the focal, contextual,
and residual stimuli that cause deficits in the adaptive responses.

As Barrett (1978) suggested, a person becomes Janus, and each scientist
or theorist or philosopher is imprisoned in his or her seat for a view of par-
ticular features. The question is whether a scientist should get up from his
or her seat and walk around to obtain views of all the features from differ-
ent angles, or should remain in one position in order to attain an in-depth
understanding of features from that one particular perspective. It is cer-
tainly a paradox for scientists who wish to be comprehensive in the under-
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standing of a phenomenon and at the same time desire to gain a detailed
knowledge of a single aspect of that phenomenon.

The crux of the matter is in the complexities: A person eats, plays, and
fights; laughs and cries; does good for others and commits sins; falls in love
and falls out of love; makes friends and seeks solitude; is happy, sad, and
plainly content; makes decisions and follows the decisions of others blindly;
and is healthy, ill, disabled, and dying. All these aspects and more make the
conceptualization of a person difficult. Nursing models of humans, there-
fore, can at least confine our theoretical interests to selected human features.

Conceptualization of Humans in the Nursing Perspective

As the discussion in the preceding section shows and the literature reveals,
there is no unified perspective within nursing as the conceptualization of
humans. While some scholars may argue that it is both acceptable and nec-
essary to have multiple conceptualizations of humans in the nursing per-
spective, we need to consider what the essential features of humans are that
should be accounted for in conceptualization of humans in the nursing
perspective. Nursing is a practice discipline that is concerned with provid-
ing services to humans directly regarding their health. Therefore, concep-
tualization of humans in the nursing perspective has significance in
considering what the recipient of nursing care (i.e., the client) is like as
well as what the practitioner of nursing is about.

Mrs. Dorothy Kingsley, a 73 year-old widow, has been discharged from
the hospital after a hip replacement. She lives alone in an apartment
housing complex for the elderly and manages to carry on, though
most things need to be done for her. She sometimes uses a wheel-
chair to move around, although she is able to walk slowly and hesi-
tantly with a walker, and has put on a nice housedress that hangs
loosely when moving about. She is slight in her stature, and has a very
slight stoop. She has lost some of her hearing ability, especially in her
right ear, but is not keen on using the hearing aid although she has
one. Her voice is round, and she speaks with large gestures with both
hands. As she walks with her walker, her grips are tight and her closed
mouth slants downward as though in some strain. Small lines around
her eyes, however, reveal good-naturedness and readiness to a quick
smile. She feels lucky for having had the surgery, and is confident that
she will be able to go about in a few weeks to go to the malls for lunch
or visit friends. She is on medication for hypertension, and feels well
in general except for some pain and immobility at present associated
with the surgery.
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How do we see Mrs. Kingsley as a human being and as a patient? What
should nursing's ontological gaze be in seeing this patient? With the focus
on clients, the conceptualization of humans in the nursing perspective
needs to refer to the human body as well as the self as a person. It needs to
refer also to how humans feel and live with that body and self as well as with
others and in various situations, insofar as nursing is concerned with health.

This ontological position suggests that humans are bodies and selves
intertwined to carry on "living" through sensing, realizing, thinking, know-
ing, and responding to occurrences and changes that are internal and
external to them. Although historically nursing has been concerned with
the human body and care of the body, there has been a gradual silence
about the human body in the nursing discourse (Harder, 1992) as nursing
began to separate itself from medicine and align with human sciences in
the recent decades. This moving away from the focus on humans' physical
entity to the emphasis on experiences, feelings, and meanings has created
some confusion in viewing humans in the nursing perspective. Nursing
continues to be engaged in "body work" that involves caring for and treat-
ing parts of the body or the body as a whole, but at the same time is also
concerned with helping people with their emotional, existential, and spir-
itual aspects of life. In order to overcome this paradoxical contradiction
apparent in the nursing views of humans, three human features need to be
captured in an integrated fashion in conceptualizing humans in the nurs-
ing perspective: human body, personhood and self, and human living.

The human body, entrusted with its appearance, make-up, concreteness,
and boundedness, is to begin with biological but is existential in that it
exists as an entity as it is experienced in time and space. Benoist and
Cathebras (1993) suggest that the Cartesian conception of human body as
an object led to the modern biomedical concept of human body as an
entity separate or devoid of spirit or soul. However, the representation of
the human body in terms of its biological and physical features has been
objected to by many as delimiting the humanness and not expressing the
"true" qualities of humans. Bio-psycho-social models both in medicine
(Engel, 1977) and nursing are examples of attempts to overcome biologi-
cal reductionism. Phenomenological and existential ways of thinking have
led us to the notion of personhood and self in connection to embodiment.
Lawler (1991) states that "our understanding of the body is firmly inter-
woven with the nature of personhood and with the meaning of being
human, and our notion of human existence requires a bodily form that is
recognisable as human" (p. 56). Gadow (1980) also suggests that human-
ness and human experiences may be conceptualized as phenomenological
relations between the self and the body. Personhood and self signify the
subjectivity that is possible only through reflexivity, consciousness, and
meaning-making. Ontologically, how the body and self are connected to
reveal humanness and human existence is problematic as evidenced in var-
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ious theories of human nature. The notions of "mindful body" and "bodily
mind" suggest the continuing debate and confusion regarding the nature
of integration between the body and mind (either as consciousness or
spirit). The mind as constituted in personhood and self transcends the con-
ceptualization of it in the psychological or neuropsychological sense, and
refers to the ability to construct one's being as an existential idea.

The human body also is a vehicle through which we are social beings,
capable of symbolizing and interacting as well as being controlled and con-
trolling. The human body is no longer a simple configuration of physical,
materialistic elements, but constitutes both the physical/mate rial and the
symbolic and cultural. The human body exists and has meaning for its
capacity to have relations with space and time, and to perform both mech-
anistic and expressive activities and also for its ability to project messages
and identity in a cultural context (Benoist & Cathebras, 1993). Human
existence and living are concretized through the body, and the body medi-
ates living in its many particular forms such as eating, talking with friends,
or loving and in its entirety in a holistic sense such as being a mother, a
nurse, a worshiper, etc.

However, human living is carried on meaningfully in a form that is more
than the composition of biological and mechanistic responses and activi-
ties only through the mediation of personhood/self. Hence, human living
includes both (a) animalistic, biological activities and behaviors which
come to have specifically human meanings, such as eating which is not sim-
ply an act of getting food but is an act having meanings in personal, social,
and cultural contexts, and (b) those purely human, beyond-animalistic
activities such as worshiping, creating poetry, or simply reading a newspa-
per. As illustrated in Figure 4.1, human body, personhood/self, and living
may be seen as connected in an embedded, interpenetrating fashion to
project humanness.

Nursing's ontological concern with humanity lies in these three features
as they impact on health individually and in concert. Specific conceptual-
izations of humans in the nursing perspective thus need to be developed
with philosophical assumptions regarding human body, personhood/self,
and human living as well as the relations among them with respect to
health. Any version of biological, phenomenological, or behavioral reduc-
tionism is inadequate to address the theoretical and practical issues con-
fronting nursing, as nursing is work for human health that is grounded in
the human body, personhood/self, and human living.

MODELS OF HEALTH

Another holistic approach to conceptualizing phenomena in the domain
of client has been specified earlier as models of health. The theoretical
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Figure 4.1 Connections among human body, personhood/self, and
human living.

focus of this approach in nursing is to view health as having particular
meanings for nursing actions. Thus, in this approach, health would be
defined in terms of nursing care needs and nursing interventions.
Although health as a concept is rather global, compared to the concept of
a person, it encompasses rather selected sorts of phenomena in humans.
Because of this, many models of man contain basic notions about the phe-
nomena of health, as indicated in the discussions presented in the preced-
ing section. Health represents a circumscribed aspect of human
phenomena and can be conceptualized in more particularistic modes. The
literature indicates that the traditional models of health may be differenti-
ated into two distinct types: structural models and functional models.

Structural models of health are oriented to looking at human structures
and properties as the major indicators of the phenomena of health. In con-
trast, functional models of health view health as intrinsically tied to human
functioning. In this section, models are examined according to these two
types. Models of health proposed by scientists of other disciplines as well as
by nursing theorists are examined together according to the types into
which the models are classified.
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Structural Models of Health

The structural property-oriented approaches are rooted in the long history
of considering "health" as opposite to sickness, disease, and illness, begin-
ning with the ancient ideas (i.e., Egyptian and Greek) about the relation-
ships between the way one feels and the nature of bodily constituents.
Structural models of health are oriented to distinguishing the "normal"
nature and constitution of elements in a human person, especially in the
body—the physical being—and the deviations that exist that influence the
way a person feels, performs duties, and behaves. In general, these models
are clinically and/or medically oriented models, in which causes for change
and deviations are the main epistemological interests.

Thus, for the conceptualization of health in such approaches, it is essen-
tial to know what causes deviations; hence the development of a string of
theories of pathophysiological explanations, starting with early demonic
theories of disease. Historically, many of the medically oriented theories of
disease belong to this type of approach. Examples included Galen's theory
of humoral balance as the basis of diseased states; the miasmic theory of ill-
ness of the eighteenth century by which the production of disease is attrib-
uted to invasion of the body by earthly, noxious miasma; the germ theory
of the nineteenth and early twentieth centuries; the general adaptation syn-
drome as the basis of stress/adaptation; and the current biochemical the-
ories of pathology.

Health in a structural model is indicated by the signs and symptoms a
person experiences or exhibits. These are considered changes and devia-
tions in the human elements and structures. Currently, there are two gen-
eral structural models of health: the clinical model and the adaptation
model.

Clinical models, generally having a historical linkage to earlier concep-
tualizations of "disease" in medicine, are oriented to explaining health in
pathological terms. Clinical models view health as a state in which there is
an absence of abnormal signs and symptoms and as an opposite state of
"diseased." In a diseased state, a person is in acquisition of an undesirable,
abnormal, or deviant entity or property in human structures with specific
known or unknown etiologies.

The terms, signs and symptoms in this context have negative, undesir-
able connotations. While current clinical models in general have recon-
ciled with the unified view of a human as a free-flowing integration of mind
and body, there is a tendency in clinical models to have a deterministic view
of what might go wrong with human nature in given situations. The earlier
conceptualizations of health in clinical models were implicitly based on the
dualism of the "psyche" (the mind) and the "soma" (the body).
Incorporation of the ideas on psychosomatic interdependence is a more
recent development in clinical models. Yet the recent interest in psy-
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chopharmacological research indicates persisting adherence of clinical
models to physicalism as the major philosophical orientation.

The deterministic view in clinical models is evident in the continuing
search for causal factors for diseases. Clinical models usually assume the sci-
entific posture that seeks to identify and understand characteristics of dis-
eased states as primary for correcting the diseased states.

Adaptation models are of more recent development. The concept of
general adaptation syndrome (Selye, 1956, 1976) popularized the view of
health in relation to an individual's responses and behaviors to stresses and
noxious stimuli. Health in these models is conceptualized as a state of cop-
ing and adapting within a continuously changing environment. Health
indicates that a person maintains his or her integrity of structures and yet
changes his or her nature and behaviors to respond effectively to situa-
tional demands. Engel (1970) suggests that health and disease are phases
that result as the human organism strives to master and handle stresses that
are continually posed by environments on multiple levels, i.e., cellular,
chemical, physiological, and behavioral levels. He views a state of health as
when an organism functions effectively as a whole, fulfilling needs, suc-
cessfully responding to the requirements of the environment, and pursu-
ing its biological destiny, including growth and reproduction (Engel, 1975).
This state of health is specifically tied to the adaptation that occurs in the
human organism.

Myers' and his colleagues' work (1972) on stressful life events, the frame-
work of Howard and Scott (1965), and the work of Hinkle (1961) and
Wolff (1962) propose ecologically oriented adaptation models of health in
which health is viewed as adjustments to one's social environment and
occurrences in life situations. Such ecologically oriented adaptation mod-
els consider the ecological influences as structurally demanding and caus-
ing changes in the structures of adaptation.

Fabrega (1974) proposes a somewhat different adaptation model, which
he calls a "phenomenologic" view of health and disease. The basic assump-
tion is that disease needs to be understood in the context of an individual's
subjective experiences. Such subjective experiences are thought to be
shaped by social and cultural patterns. Characteristics of disease in the phe-
nomenologic model encompass changes in the state of being, such as in
the state of feeling, thought, self-definition, impulses, etc. These changes
are seen as discontinuous with everyday affairs and are believed to be
caused by socioculturally defined agents and circumstances. The main
"change" of structure of interest to Fabrega is an altered concept of self-
identity. In a phenomenologic sense, an altered self-identity is defined as
disturbed feelings, bodily sensations, beliefs about how the body functions,
self-derogatory convictions, imputations of moral guilt, etc. As the major
form of disease state, it is inclusive of discomfort, disability, discreditation,
and danger according to Fabrega (1974).
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Among nursing models in which health is considered as a concept, Roy's
adaptation model treats health as a state of structural characteristics in
adaptive processes (Roy & Andrews, 1991; Roy & Roberts, 1981). Roy sug-
gests that a state of health is possible for a person who is adaptive. A per-
son is healthy when he or she is able to direct energies to respond to
multiple stimuli of life rather than expanding and concentrating on one
set of stimuli. In essence, Roy's model views health as having certain prop-
erty and structural characteristics in an individual organism. A state of
health is attained when an individual receives an appropriate type and
amount of stimuli and has structural integrity in its adaptive modes and
mechanisms.

Health in structural models is operationalized and measured most
appropriately in terms of feeling-states, perceptions, and sign/symptom
complexes. State characteristics that are considered the indicators of health
in these models are: (a) measured objectively and compared to the estab-
lished norms as the expression of "healthy" state, as in the clinical mea-
surements of blood pressure, body weight, level of hemoglobin, size of
liver; (b) expressed as experiences and perceptions, as in feelings of pain,
headache, depression, fatigue, discomfort, respiratory distress; or (c) assessed
as behaviors of adaptation, as in adaptive versus maladaptive behaviors, neg-
ative versus positive responses, enhancing versus destroying behaviors.

Instruments developed currently with this approach in the conceptual-
ization of health are found in the works by Given, Simoni, and Gallin
(1977); Kennedy, Northcott, and Kinzel (1978); and Wan (1976), among
many others. In the same tradition, Turnbull (1976) treats health for nurs-
ing in a strictly structural perspective. A measurement of wellness and
health is expressed in tenns of intactness, symmetry, nourishment, and pro-
ductivity. Structural models of health are thus oriented to describing health
in terms of changes that are present in human structures producing varia-
tions in feeling states, behaviors, and appearances of the structures.

Functional Models of Health

Functional models begin with the premise that health is a state of variabil-
ity in human functioning. The functionalists' approach views dimensions
of health and variations in the state of health in terms of a human ability
to perform required functions. Optimum health refers to the normative
reference point of desired capacity and functioning.

Naegel (1970) perceives health as "a condition necessary for the real-
ization of two of our regnant values: mastery of the world and fun." Health
as a state allows one to do what one wants to do and to be what one wants
to be. As an opposite state, illness is seen to impede activity and limit one's
autonomy, and to be a state of frustration and deprivation. In addition,
Naegel sees health as a moral good that is desired by all but vaguely
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defined: health is part of the condition of participation in social life as a
valued state. In this view, health is globally described in social, functional
terms. Health is a state in which a person is able to participate in the affairs
of the world and the affairs of self with the freedom of the individual. To
Naegel, autonomy is the basic functional requirement for an individual's
freedom of pursuit, and health is the end-state in which the individual's
autonomy can be enjoyed.

If we are to designate Naegel's concept of health as a functionalist's ori-
entation in an individualistic sense, then Parsons' concept of health is a
functionalist's approach in a social sense. Parsons (1951, 1958) conceptu-
alizes health as a socially desirable and normative state that is functionally
important to the social system. To Parsons, health is a functional require-
ment for maintaining integration in the social system in an aggregated
form. From this assumption, an individual's health is defined in terms of
his or her capacities to assume roles and perform essential social tasks sat-
isfactorily. Twaddle (1974) consolidates both the biological and sociologi-
cal meanings of functioning into a more inclusive conceptualization of
health. In addition, health is a state labeled by self and others according to
Twaddle.

Twaddle proposes the following postulates as the essential ideas about
health and illness:

Health and illness are defined normatively and refer to "standards of
adequacy relative to capacities, feeling states, and biological func-
tioning needed for the performance of those activities expected of
members of a society," and yet deviations from the norms are rather
ambiguously defined by the society.
Health and illness are designated according to the norms of func-
tioning in the biological context, in that parameters of biological
functioning are used as the criteria designating the health status.
The norms for differential labeling and designation of health status
are not consistently applied to social groups, in that the norms tend
to be differentially interpreted among different social groups, social
situations and times, and differently applied by different individuals.5

Correspondingly, health is a designated state in which adequacy in one's
capacities for role and task performance is judged by self and others against
normative and socially held standards. What is most essential for these func-
tional approaches, then, is the definition of "normal" or "expected" human
functioning and capacity for functioning. Insofar as a person is capable of

5. Twaddle, A. C. (1974). The concept of health status. Social Science and Medicine,
8,83.
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functioning as expected and adequately, an enlarged heart, an absence of
a kidney, or the presence of discomfort and pain is not essential to this con-
ceptualization of health. Engelhardt (1976) also notes that the conceptions
of health and illness are tied to our ideologies and expectations concern-
ing the world, in that we identify and judge certain states as illnesses
according to what we consider as dysfunctional, deformed, or violating the
norms of a reasonable expectation with regard to freedom of action on our
part as humans. He considers it an instance of "hubris." Many recent stud-
ies indicating different evaluative standards of health applied to the gen-
eral adult population and those applied to the aged suggest that
differential criteria for evaluation of health status do exist for subpopula-
tion categories.

The functional approaches have been used quite frequently in health
services research. Efforts to develop indicators of health that depart from
the classical, clinical measurements of abnormalities have evolved into sev-
eral indices of health that are based on functioning. For example, as a most
comprehensive approach, the Rand Health Insurance Study (Brook et al.,
1979) has used physical, social, and psychological functioning as the basis
for the development of health status indicators. Kaplan, Bush, and Berry
(1976) also carried out a survey study in which normative designations of
functioning capacities were assessed in order to use them as a reference
guide for health-status designations. The long-standing use of activities of
daily living scales in rehabilitation and gerontology is an example of appli-
cation of the functional approaches for health assessment.

In nursing, Orem's self-care model is a version of a functional model of
health. Orem (1991) conceptualizes health in relation to self-care deficits,
which are expressed as deficiencies in any one of the self-care foci identi-
fied in three categories of universal, developmental, and health-deviation
self-care types. Orem views that "health includes that which makes a person
human (form of mental life), operating in conjunction with physiological
and psychophysiological mechanisms, and a material structure (a biologic
life), and in relation to and interaction with other human beings (inter-
personal and social life)."H

Health is a state of wholeness or integrity of the person in terms of his
or her capacity to provide self-care. Since Orem views a human being as a
unity functioning biologically, symbolically, and socially, one has to be able
to perform deliberate actions to be functional and healthy. Health is thus
attained by sufficient and satisfactory self-care actions responding to vary-
ing demands for attention to self. Effectively performed self-care action
contributes to human integrity, human functioning, and human develop-

6. Orem, D. E. (1980). Nursing concepts of practice (2nd ed., p. 119). New York:
McGraw-Hill.
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ment. Orem further proposes that the client's health in the nursing per-
spective should be considered according to three types of self-care requi-
sites (1980, 1991). Universal self-care requisites are considered to have six
foci: (a) air, water, and food; (b) excrement; (c) activity and rest; (d) soli-
tude and interaction; (e) hazards to life and well-being; and (f) normalcy.
Developmental self-care requisites encompass two categories: (a) condi-
tions that support life processes and promote the process of development;
and (b) provisions for preventing exposure to deleterious conditions or for
developing strategies to deal with harmful conditions. Health-care devia-
tion self-care requisites are related to six categories: (a) preventive and
proactive health-seeking; (b) therapeutic; (c) compliant to medical mea-
sures; (d) awareness of adverse effects of health-care; (e) self-concept gen-
erating; and (f) accepting and adjusting to health deviation consequences.
Thus, self-care is the functional capacity to handle such requirements and
is considered as deliberate action, either routine or programmed. Usually,
self-care actions performed in daily living become routine, while new self-
care actions have to be learned in response to given, specific demands.

Although Orem's attempt is to conceptualize health in a nursing frame
of reference, moving away from medical, psychological, and sociological
orientations, the self-care model suffers from its implicit assumptions of
"unbounded rationality" as the basis for choice of actions and of "deliber-
ateness" in choices as well as in actions. What is not handled adequately in
the conceptualization of the model is the role of unconscious, reflexive,
and autonomic human responses that define a person's functional capaci-
ties and which are responsible for many types of self-care activities.

As shown in these discussions of various models of health, a purely struc-
tural or functional conceptualization of health appears to be inadequate
and incomplete in abstracting the complex phenomena of health. Recent
interests in applying the general systems approaches to conceptualization
of health are attempts to overcome such inadequacies.

Departing from the conventional perspectives and approaches pre-
sented in the preceding section, Newman (1979, 1994) proposes a theory
of health based on Rogers' model of unitary man. Newman's basic assump-
tions regarding health, which is viewed as the synthesis of disease at one
end and nondisease on the other, are six-fold:

• Health encompasses conditions of illness or pathology that a
accompanied by varying degrees of incapacitation.
• Conditions of illness or pathology are manifestations of the total pa
tern of the individual.
• The manifested patterns of the individual precede structural or fun
tional changes.
• The manifested patterns of the individual are not pathology itse
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and thus removal of pathology in itself will not change the patterns
of the individual.
• Being ill is healthful when it is the only way an individual's patter
can manifest in a given life process situation.
• Health is the expansion of consciousness and is the totality of the li
process.

To Newman, the phenomena of health constitute the concepts of move-
ment, time, space, and consciousness. Newman poses five general proposi-
tions, considering the expansion of consciousness as the expression of
health. Hence, the processes that specify how an individual expands con-
sciousness will explain how an individual progresses in life with respect to
health.

Newman considers time and space as the basis of life processes, having
a complementary relationship. Time and space are postulated to be in a
complementary elasticity by which an individual moves about in relation to
space and time. This suggests that an individual compensates for a loss in
space with a gain in time and vice versa. Therefore, the patterns of an indi-
vidual are manifested through this complementary process. Yet space and
time as objective world elements are meaningless to an individual until
one's position in it is expressed by movement.

To Newman, personal reality comes into existence via patterns of move-
ment. The meanings of space and time are relative to movements of self
and perceived others. In addition, the patterns of movement are expressed
within the conscious recognition of body and self. Thus, expressions of self
are manifested in movements, and time is "possessed" by an individual
through the patterns of movement one develops. Furthermore, since con-
sciousness means awareness of the life context in space-time dimensions,
time measures the level of expanded consciousness.

This conceptualization departs in several ways from the conventional
views of health in nursing. To begin with, health is neither viewed in rela-
tion to structural integrity nor to functional competency. It is not a prop-
erty concept, but a process concept. Health is an expression of the level to
which an individual's consciousness has expanded and is expanding, influ-
encing the awareness of self, which in turn determines the ways the indi-
vidual moves within subjective time and space. Time and space are media
within which an individual expands self through movement and con-
sciousness. Thus, health is a process in which one finds individualized yet
evolving patterns of movement and consciousness, defining and claiming
"possessed" and "private" space and time from those that are present in the
object world. Indeed, this conceptualization is revolutionary and requires
a set of different world views. In this view, health is holistic, transcending
the notions of illness, disease, or even body and mind. It nearly means life
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itself; therefore, the conceptualization suffers from a lack of specificity. If
health is the processes of life, it is conceived interchangeably with the con-
cept of life. According to this conceptualization of health, a state of health
cannot be differentiated from a state of life. In addition, this concept
equates health with a state of consciousness, yet the meaning of conscious-
ness is not explicitly defined in the theory. If consciousness is "knowing,"
this conceptualization also disregards that aspect of human life controlled,
regulated, and promoted by the reflexive, autonomic, and unconscious
responses. Consciousness equated with the concept of life also raises a
philosophical question regarding the intrinsic value of human existence.
Certainly, Newman's theory of health opens the way for many other possi-
ble revolutionary conceptualizations of health that may be more particu-
larly fitting to theoretical thinking in nursing.

In addition to holistic conceptualizations of healdi expressed in Rogers's
models of unitary humans and Newman's theory of health, there are two
more recent ideas that should be noted: existential and phenomenological
conceptualizations, and ideological and constructionistic conceptualiza-
tions. From the existential and phenomenological perspectives, health is
what subjective selves experience that gives specific meanings of wellness.
On the other hand, ideological and constructionistic conceptualizations of
health consider health as a state that is constructed by the mind and an
idea that exists in one's definitional world.

However, these discussions indicate that what is most critical in studying
the phenomena of health rests not on the development of a unified con-
cept of health, but on the understanding that different approaches to the
conceptualization of health, e.g., structuralism, functionalism, general sys-
tems approach, essentialism, or relativism, will lead to different sets of the-
oretical ideas and explanations. Accordingly, health may be understood
and explained in relation to such concepts as attitude, value, quality of life,
experience, stressful life events, attribution, help-seeking behavior, energy
expansion, sensory deprivation, self-image, etc.

This section has presented diverse conceptual thinking about humanity
and health. As indicated earlier, the nursing perspective needs to steer our
conceptual development and theoretical analysis to those areas of human
affairs and human nature related to health. For nursing to make theoreti-
cal sense as a field, it is necessary to develop conceptual and theoretical
approaches that can be used for nursing's understanding of human health.
At the same time, truly fruitful theoretical advancements may not result
directly from such holistic conceptualizations of humanity and health, but
from more focused approaches that are developed to understand more
particularistic aspects of humanity and health. This idea is in line with the
assertion that nursing may benefit more at the present time by developing
middle range theories of nursing rather than by trying to muddle through
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grand conceptualizations of humanity and health. What is needed in devel-
oping middle range theories of nursing is a fundamental philosophy about
human life and health rather than a well-developed conceptual model.

SELECTED CONCEPTUAL ANALYSES

In the first section of this chapter, a list of concepts in the domain of client
as examples for the nursing perspective was presented. In this section, con-
ceptual analysis of two selected concepts in the domain of client are pre-
sented. The main purpose of this section is to show how a first-level
analytical approach is used to gain conceptual and empirical understand-
ing of phenomena. Two concepts, restlessness and compliance, are treated
as examples for clarifying conceptual ideas about them and their relevance
in the framework of nursing. Restlessness is selected as an example of a
"problematic" concept, and compliance is selected as an example of a
"health-care experiential" concept. Each concept is analyzed with respect
to (a) definitional clarification and conceptual meanings as reflected in the
literature; (b) measurement and operationalization of concepts as a step
toward an empirical analysis; and (c) the concept's relationships with other
concepts that are important in nursing. The strategy and rationale for the
conceptual analysis were discussed in detail in Chapter 2, and that rationale
is adopted in this section for the analyses of restlessness and compliance.
The specific reasons for selecting these two concepts are meaningless for
actual presentations and have no significance to our exercises in theoreti-
cal thinking. However, there is a contrast in the level and richness of con-
ceptual development for these two concepts: Restlessness as a concept has
received very little scientific attention, while compliance has been studied
not only by nursing scientists but also by scientists in other behavioral and
social sciences during the past decade.

Restlessness

Scenario

Ellen Austin, R.N., who is a team leader for this unit of ten semi-critically ill
patients reports about the experiences during the night of two patients:
Mrs. Jane Turcotte is a 32-year-old woman who was admitted to the hospi-
tal with abdominal and chest injuries resulting from an automobile accident
three days ago; Mr.Thomas Taylor is a 68-year-old patient who is diabetic
and has chronic obstructive lung disease, and has been on this unit for the
past four days. Ms. Austin reports:



88 The Nature of Theoretical Thinking in Nursing

"Mrs.Turcotte had a very restless night. I do not think she slept even ten min-
utes. She thrashed about the bed all night long, was agitated and restless.
She received the pain medication and the sedative, but these didn't induce
her to rest. She took off her TEDS several times, almost pulled off her dress-
ing, and attempted to get out of the bed. I stayed with her for a while, which
seemed to calm her down a little. Mr.Taylor was out of his bed and walked
up and down the corridor more than ten times during the night. He would
get into the bed, then get up and sit in the chair, and then walk.This was
repeated many times. He took a dose of sleeping medication early in the
evening and did not want it repeated. He must be exhausted this morning.
I asked him why he was so restless. He couldn't tell me the reason."

Definition

Restlessness is most commonly used in the adjectival form to describe peo-
ple's behaviors of agitation. Although the phenomenon of restlessness
seems to be a frequent occurrence, it has not been studied extensively as a
distinct concept in the literature. Yet the phenomenon of restlessness is
found in ordinary life situations and in patients' experiences. We have seen
many patients in hospitals, nursing homes, and clinics in a state of restless-
ness and agitation. We also have experienced restless moments and hours
ourselves when we found ourselves wandering about the house without
aim, and with a feeling of uneasiness and agitation. Norris (1975) found in
her literature review that restless behaviors are found in animals in prepa-
ration for migration or hibernation. As described in the above scenario,
there are many forms of behaviors that are associated with restlessness.

Agitation is the most commonly used term in combination with restless-
ness to describe a behavioral state that includes aimless, roving, or wander-
ing movements of the body or extremities. English and English (1958) define
restlessness as "a tendency to aimless and constantly changing movements,"
and define agitation as "a condition of tense and irrepressible activity, usually
rather 'fussy' and anxious." Barnes and Murray (1980) define agitation as "a
broad behavioral term connoting excessive motor activity, often nonpur-
poseful in nature, and commonly associated with feelings of internal tension,
irritability, hostility and belligerency." A person in a state of restlessness tends
to move about without purpose, with an unspecified feeling of uneasiness
and tension. It is a behavioral state of motor activity accompanied with spe-
cific kinds of emotional experiences, and thus is a property concept. Norris
(1975) suggests that restlessness may be specified by behavioral indicators:
(a) increased, repetitive, aimless skeletomuscular activities; (b) urgency in
repeating the activities; and (c) increased muscle tones of body, face, or both.
These definitions suggest that restlessness is a state of behavioral movements
of muscles, combined with an uneasy feeling state.
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Restlessness is a "problematic" concept because it represents a state that
requires our questioning of its causes, and because it is an undesirable,
troublesome state requiring some form of solution, especially when it lasts
for a long duration. Although restlessness of a short duration, the passing
restlessness we experience in everyday life, is in the normal repertoire of
human behavioral experiences, when it exists in a person for a prolonged
duration or is exaggerated in its intensity as apparent in the two patients in
the scenario, the phenomenon acquires a pathologic meaning.

As many psychomotor phenomena are treated in the recent literature,
restlessness, conceptualized interchangeably with "psychomotor agitation,"7

is also considered by many scientists in the context of neuropsychophysio-
logical explanations. Olds (1976) postulates the effects of catecholamines
on agitation, especially psychotic agitation, and many recent studies of
amines' effects on behaviors have attributed restlessness to the effects of
cimetidine or amphetamines. In addition, nocturnal restlessness of cardiac
patients has been explained as the hypoxic response in several recent stud-
ies; such explanations might suggest relationships among cerebral hypoxia,
catecholamine release, motor activities, and apprehension.

While it is not too difficult to recognize a person in a state of restless-
ness, restlessness is difficult to define explicitly for several reasons. First, it
is often used to indicate a state of mind, as in "I am restless. The spring air
must be affecting me!" even though the person may not exhibit behaviors
of restlessness. Second, it is also often used to describe behaviors objectively
observed, as in "He is restless today; he acts like a tiger in a cage." Third, it
can be a fleeting or long-lasting experiential phenomenon in which many
different kinds of body and motor movements are possible. And fourth, his-
torically it has been described as one aspect of more complex phenomena,
such as schizophrenia, depression, anxiety, fear, hyperthyroidism, hypo-
glycemia, and dysphoria.

Furthermore, it has seldom been treated in scientific fields as a distinct
phenomenon. The phenomenon of restlessness, it seems, should be con-
ceptualized with respect to the nature of motor activity and the associated
feeling state. Therefore, restlessness may be tentatively defined as a state in
which a person exhibits purposeless and irrepressible body movements and
activities accompanied by a feeling of tension and uneasiness.

Differentiation of the Concept From Anxiety and Fear

The major aspect that differentiates restlessness from anxiety and fear is
the emphasis on motor activities and the specificity of the feeling state.

7. Index Medicus classifies restlessness as psychomotor agitation, and both terms
seem to refer to the same kind of phenomena.
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While all three concepts deal with phenomena that occur in persons in
stressful, emotional states, accompanied with neurophysiological and
motor behaviors, restlessness as a concept is confined to phenomena in
which specific kinds of motor activities are exhibited with a feeling state of
uneasiness. In contrast, anxiety refers primarily to a state of an emotion
that is subjectively felt and consciously perceived as tension, apprehension,
and nervousness. It is usually accompanied by or associated with activation
of the autonomic nervous system (Spielberger, 1975). Anxiety may be
expressed in many behavioral forms, including restless motor activities.
Thus, restlessness as a concept may be considered an element in a more
general class of phenomena called "anxiety."

The concept of fear is less similar to the concept of restlessness, but it is
possible to imagine the presence of restless behaviors when a person is in
a state of mild fear. In general, fear refers to an emotional state in which a
person feels the possible, pending imposition of an undesirable, noxious,
dangerous, or threatening condition. It is expressed in various behavioral
forms through the activation of the autonomic nervous system, ranging
from a total frozen state to a frantic flight. The emotional state of fear is
focused and usually has a specific object by which fearful emotions are
elicited. In these respects, the phenomenon of restlessness differs from fear
more definitely than it differs from anxiety.

Operationalization

Very little work is available in the literature on the Operationalization of the
concept of restlessness. Nurses in clinical situations have used many
descriptions of restlessness; many are subjectively derived understandings
of restless behaviors. Norris describes restlessness as the following:

Restlessness seems to be expressed in many ways; by tossing, turning,
or twisting in bed, by pacing, tapping with fingers or feet, picking with
the fingers, scratching, or other motor activity of a repetitive, seem-
ingly urgent, and not purposeful controlled or directed manner.
Facial expressions may be tense, watchful, or fearful. The rate or
amount of speech may increase.8

Clinical manifestations of resdessness appear to be irregular and are sub-
ject to personal interpretations. The common procedure used in studies is
usually descriptive in nature and is indicated by a gross measure of judg-
ment for the degree or presence of agitated motor movements.

8. Norris, C. M. (1975). Restlessness: A nursing phenomena in search of mean-
ing. Nursing Outlook, 23, 104.
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Since an operationalization of a concept depends on the explicit defin-
ition of the concept adopted or developed, we assume that this opera-
tionalization, given the definition advanced above, requires at least two
dimensional measurements: (a) the nature of motor activity, and (b) feel-
ing state. There are several characteristics inherent in the restless motor
activity—aimlessness of movements, irrepressibility of movements, and
fussiness of movements. In addition, an accompanying feeling state of gen-
eralized tension, uneasiness, nonspecific distress, irritability, or belligerence
needs to be included in the measurement strategies to express the phe-
nomenon of restlessness.

Duration is also suggestive of an important aspect of restlessness, mani-
fested clinically in patient-care situations. Intensity of restlessness is another
aspect of clinical manifestation requiring nursing attention, yet there seems
to be no objective way of differentiating degrees of intensity. At best, the
measure of restlessness has to be descriptive with respect to motor activities
and movements. Measurement of restlessness for the dimension of the feel-
ing state is problematic, since it has to depend upon the client's expres-
sions of feelings.

Relationships with Other Concepts

There is a paucity of research that deals specifically with restlessness in
patients. Few studies in the literature deal with the hypoxia hypothesis,
which suggests that restless behaviors may be the response to hypoxia.
Resdessness also has been considered the response to cerebral anoxia, usu-
ally resulting from injury. Norris (1975) alludes to several possible causes
of restlessness, such as changes in the rhythmiciry of life, anticipation of
change, fatigue and boredom, role-deprivation, as well as many patho-
physiological conditions.

Conceptualization of restlessness in a global, experiential sense is not
found in the literature. Clinical observations and experiences suggest that
restlessness is related to such experiences of hospitalized patients as unfa-
miliarity of surroundings, stress of illness or surgery, symbolic and physical
meanings of isolation, and altered perceptions. A better understanding of
restlessness-inducing factors within the person, the environment, and in
experience can help develop nursing interventions that can be applied to
clients who become restless. There may be many experiential and symbolic
factors as well as physical ones in hospitalization and illness experiences
that tend to arouse restlessness in certain clients. In addition, studies dif-
ferentiating psychotic/schizophrenic agitation and simple restlessness
should be of interest for a better understanding of neuropsychophysiolog-
ical propositions, especially those related to catecholamine physiology.
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These are a few examples of noncompliance in health care.

A bottle full of antihypertensive drug on the night stand having the
prescription filling date six months old.
Four plus sugar of a diabetic client's urine test for the past four con-
secutive visits to the nurse practitioner at a clinic.
Missed clinic visits by a patient on cardiac medication.
Two packs of cigarettes smoked daily by a client who has an advanced
chronic obstructive lung disease and bronchial asthma.
A 3,000 calorie diet consumed repeatedly by a client on a 1,000 calo-
rie reducing-diet regime.

Definition

At the conclusion of the Workshop/Symposium on Compliance with
Therapeutic Regimens at McMaster University held in May 1974, the group
accepted a general definition of compliance as the extent to which the
patient's behavior coincides with the clinical prescription (Sackett, 1976).
In contrast to this definition of compliance, which is suggestive of the neu-
trality of the concept, there have been many definitions of compliance sug-
gested by health-care practitioners and scholars that encompass the notion
of power influence on the behaviors of conformity. Barofsky (1978)
attaches coercion to the phenomenon of compliance, maintaining the neg-
ative meaning of the concept. Compliance thus raises an ethical issue deal-
ing with client autonomy. The negative connotation of the term has been
the focus of many debates among physicians, nurses, behavioral and social
scientists, and social workers.

The primary difference between the definitions proposed by the Sackett
group and by Barofsky can be found in the perspectives from which the
phenomena are conceptualized. The first approach in which alignment of
client's behaviors with prescriptions as a definition of compliance views the
phenomena as a property concept. Here, the notion of how compliant
behaviors may result is removed from the definition, and it only refers to
the client's behaviors judged against the clinical prescriptions for adher-
ence and conformity. Thus, in the health-care field, compliance as a prop-
erty concept has an accepted meaning that refers to the adherence and
coincidence of a client's behaviors to professional prescriptions.

In contrast, compliance as a process concept refers to the client's behav-
iors that vary according to the degree with which others influence the
behaviors (Barofsky, 1978). This form of definition depicts the process of
influence in which power to influence is exercised to produce certain
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behaviors in the client. Thus, characteristically, the same client behaviors
(i.e., by an objective judgment, such as taking medication at certain hours
of the day, or making return clinic visits faithfully) may be classified as com-
pliance, adherence, or therapeutic alliance, depending upon whether the
behavior is produced by (a) coercion that is thought to produce compli-
ance; (b) conformity that is thought to result in adherence; or (c) negoti-
ation that is considered to bring about therapeutic alliance. For this
definition of the concept, what is central to the phenomenon is not the
nature of behaviors exhibited by the client but the way the behaviors are
induced from the client. That is, it is important to differentiate whether the
behaviors are produced by coercive pressure, self-propelled conformity, or
negotiation between the client and the professional in which some type of
transaction occurs. It is theoretically important because an understanding
of such processes is necessary for predicting future behaviors.

In conceptualizing the phenomenon of compliance, there also has been
some debate about what should constitute "clinical prescriptions."
Medication orders, return visits, dietary modifications, exercise programs,
curtailment of smoking, abstinence of alcohol consumption, and other
changes in personal habits have been included as examples of clinical pre-
scriptions in the field. Since the phenomenon of compliance refers to self-
administered regimens without the constant surveillance by professional
staff that exists in institutionalized care settings, clinical prescriptions gen-
erally refer to the kinds of activities and modifications of behaviors related
to daily habits. The object is development of new behavioral patterns or
modifications of existing ones. These behaviors are usually in the core of
the client's private life.

Sackett (1976) introduces the intended goal, in terms of prevention,
management, and rehabilitation, as an additional dimension of the clinical
prescriptions. He shows that the studies reviewed suggest different levels of
compliance, not only according to the types of regimen but also according
to the intended goals of regimen.

This diversity in conceptualization of compliance suggests the complex-
ity of the behavioral patterns linked to compliance, and begs for a unified
theory of compliance.

Operationalization

Expression of compliance in measurable terms has been the major diffi-
culty for the researchers in the field. Although there have been many stud-
ies using various types of direct or indirect measures of compliance, there
is no consensus as to what would explicitly and accurately reflect the degree
of compliance. Gordis (1976) surveyed many studies of compliance and
found that there is neither a general agreement on the definition that dis-
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tinguishes compliance from noncompliance, nor a measurement system
that expresses the true meaning of compliance in terms of outcome. Direct
measures, such as the rate of drug excretion and blood levels of drugs, to
test the compliance to medication-taking, has been found to be more reli-
able than pill-counting or self-reporting. However, it has been suspected
that explanations of compliance may be masked by measurement errors in
both types of methods.

Many of the indirect measures that use outcomes of regimens as the cri-
teria for compliance, such as blood pressure level, weight-reduction rate,
or respiratory capacity, have been found to be influenced by many other
physiological and transient variables as well as regimen-compliance. In
many instances, such measurements tend to yield minimal information
about compliance.

Another major operationalization problem is in the comparability of
compliance to one regimen with that to another. For example, there is no
conceptual or operational clarity in handling the similarities and differ-
ences between compliance to a hypertensive medication and compliance
to a low-salt diet. Obviously, the motivational and behavioral constraints
that influence compliance to these two regimens are quite different. The
complex nature of clinical prescriptions and the requirements these pose
on individuals remain the most critical aspect of the phenomenon of com-
pliance both theoretically and operationally.

Measurement of compliance relying on self-reporting has received a
great deal of criticism for its reliability as well. Many studies found discrep-
ancies between what clients report and their actual behaviors, although
there continue to be reports of compliance studies using this form of oper-
ationalization, for the lack of a better or more convenient measure.

Relationships With Other Concepts

Compliance literature abounds with research studies that link compliance
with different concepts in the domain of client, such as motivation, amount
of knowledge, cognitive dissonance, and the presence of serious symptoms.
The health-belief model (Becker, 1974) has been used in many studies as
the theoretical framework, trying to explain compliance on the basis of
clients' internal states and definitions of situations. These explanations are
mainly oriented to treating compliance as an essentially self-triggered phe-
nomenon. Thus, compliance is viewed as a behavioral outcome of other
personal traits and characteristics, such as (a) how motivated a person is to
attain a healthy state; (b) how much a certain state of health is valued by
the person; (c) what the extent is to which a person believes his or her con-
duct will result in a positive outcome; (d) what the extent is for a person to
maintain a cognitively conflicting situation; and (e) how much a person
knows about the nature of illness and the effectiveness of treatment.
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In addition, several concepts in the domain of environment, such as
social support, social pressure, and symbolic expectations, also have been
found to influence a client's compliance. In the domain of nursing action,
characteristics of client-nurse interaction, contracting, and collaborative
decision making have also been studied to explain compliance in the
client. The degree to which a client receives reinforcement, positive feed-
back, frequent support or supportive knowledge generated by the client's
interactions with significant others and professionals, as well as the degree
to which a client receives pressure for conformity, have been shown to
influence compliance with various types of clinical prescriptions.

Hence, it appears that compliance is related to influences of internal
and external types as seen from the perspective of the client. The exact
nature of the processes by which both internal and external factors
mediate compliance has not been studied extensively and needs to be
investigated.

SUMMARY

Since this chapter contains a great deal of new terminology and several new
ideas in conceptualization, it is perhaps worthwhile to point out the main
ideas that have been discussed. The domain of client as the focus of con-
ceptualization is shown to contain diverse types of concepts and phenom-
ena essential for theoretical thinking in nursing.

It appears that rethinking of the models of humans and health is central
to clarifying both philosophical and theoretical stances that are necessary
for theoretical thinkers to assume in nursing. It might be useful to exam-
ine many and varied models of humans and health that are currently used
as the basis for theoretical developments in other scientific fields in order
to attain a greater clarity in the theoretical requirements for nursing mod-
els of humans and health. It also seems fruitful to reexamine nursing mod-
els of humans and health that are being used in research and practice for
their theoretical breadth and limitations.

While there are many different ways of categorizing concepts in the
domain of client for studies from the nursing perspective, the suggested
typology of essentialistic, problematic, and health-care experiential types
provides a beginning for examining the conceptual properties in a system-
atic way. By way of examples, attempts are made to show how to ask impor-
tant questions in definitional clarification of concept, operationalization of
concept, and in considering relationships of concept with other related
phenomena. Restlessness and compliance were discussed to show the use
of these strategies in conceptual analysis.

The main thrust in conceptualization for the domain of client is in
developing, ultimately, a nursing theory of humanity or a nursing theory of
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health that can be the basis for understanding a diverse array of problems
presented by the client whom we encounter in nursing. In addition, the
need for development of middle-range theories aimed at understanding
boundary-specific phenomena in clients has been implicitly stressed in the
discussions of restlessness and compliance. Middle range theories in nurs-
ing that deal with broad, particularistic phenomena in the domain of client
will help us accumulate the many layers of theoretical knowledge necessary
for a development of grand nursing theories.

BIBLIOGRAPHY

Ahmed, P. I., & Coelho, G. V. (Eds.). (1979). Toward a new definition of health: Psycho-
social dimensions. New York: Plenum Press.

Balis, G. M., Wurmser, L., & McDaniel, E. (Eds.). (1978). The behavioral and social
sciences and the practice of medicine. Boston: Butterworth Publishers.

Bandura, A. (1969). Principles of behavior modification. New York: Holt, Reinhardt,
and Winston.

Barnes, R., & Murray, R. (1980). Strategies for diagnosing and treating agitation in
the aging. Geriatrics, 35, 111-119.

Barofsky, I. (1978). Compliance, adherence, and the therapeutic alliance: Steps in
the development of selfore. Social Science and Medicine, 12A, 369-376.

Barrett, W. (1978). The illusion of technique. Garden City, NY: Anchor Press.
Becker, M. H. (1974). The health belief model and personal health behavior. Health

Education Monogram, 2, 326—473.
Becker, M. H. (1976). Sociobehavioral determinants of compliance. In D. L.

Sackett, & R. B. Haynes (Eds.), Compliance with therapeutic regimens (pp. 40-50).
Baltimore: The Johns Hopkins University Press.

Benoist, J., & Cathebras, P. (1993). The Body: From an immateriality to another.
Social Science and Medicine, 36, 857-865.

Blau, P. M (Ed.). (1975). Approaches to the study of social structure. New York: The Free
Press.

Blazer, D., & Williams, C. (1980). Epidemiology of dysphoria and depression in the
elderly population. American Journal of Psychiatry, 137, 439-444.

Breslow, L. (1972). A quantitative approach to the WHO definition of health.
International Journal of Epidemiology, 1, 287-294, 347-355.

Brook, R. H., Ware, J. E., Davis-Avery, A., Stewart, A. L., Donald, C. A., Rogers, W.
H., Williams, K, N., & Johnston, S. A. (1979). Overview of adult health status
measures fielded in Rand's health insurance study. Medical Care (Supplement),
17, 1-131.

Brown, N. O. (1959). Life against death: The psychoanalytical meaning of history.
Wesleyan, CT: Wesleyan University Press.

Browning, D. S. (1973). Generative man: Psychoanalytic perspectives. Philadelphia: The
Westminster Press.

Cannon, W. B. (1932). The wisdom of the body. New York: W.W. Norton.
Clark, A. R., Johnson, K. J., Kerth, L. T, Loken, S. C., Morkiewiez, T. W., Meyers, P.



The Domain of Client 97

D., Smith, W. H., Strovink, M., Wenzel, W. A., Johnson, R. P., Moore, C., Mugge,
M., Shafer, R. E., Gollin, G. D., Shoemaker, F. C., & Surko, P. (1980). Lower
limit on neutral-heavy Muon mass. Physical Review Letter, 46, 299-302.

Dobzhansky, T. (1967). The biology of ultimate concern. New York: The New American
Library.

Dubos, R. (1965). Man adapting. New Haven: Yale University Press.
Dubos, R. (1976). The state of health and the quality of life. Western Journal of

Medicine, 725,8-11.
Engel, G. L. (1970). Sudden death and the medical model in psychiatry. Canadian

Psychiatric Association Journal, 75, 527-538.
Engel, G. L. (1975). A unified concept of health and disease. In T. Mullin (Ed.),

Medical Behavioral Science (pp. 185-200). Philadelphia: W.B. Saunders.
Engel, G. L. (1977), The need for a new medical model: A challenge for biomedi-

cine. Science, 196, 129-136.
Engelhardt, H. T, Jr. (1976). Ideology and etiology. Journal of Medicine & Philosophy,

1, 256-268.
English, H. B., & English, A. C. (1958). A comprehensive dictionary of psychological and

psychoanalytical terms. New York: Longman, Green.
Erde, E. L. (1977). Mind-body and malady. Journal of Medicine & Philosophy, 2,

177-190.
Erde, E. L. (1978). Philosophical considerations regarding defining "health," "dis-

ease," etc., and their bearing on medical practice. Ethics, Science & Medicine, 6,
31-48.

Erikson, E. H. (1959). Identity and the life cycle: Selected papers. Psychological Issues
Monograph, Vol. 1, no. 1. New York: International University Press.

Erikson, E. H. (1964). Insight and responsibility: Lectures on the ethical implications of
psychoanalytic insight. New York: W.W. Norton.

Fabrega, H., Jr. (1974). Disease and social behavior: An interdisciplinary perspective.
Cambridge: MIT Press.

Fabrega, H. J. (1980). The position of psychiatric illness in biomedical theory: A cul-
tural analysis. Journal of Medicine & Philosophy, 5, 145-168.

Fauman, M. A. (1978). Treatment of the agitated patient with an organic brain dis-
order. JAMA, 240, 380-382.

Fletcher, J. (1979). Humanhood: Essays in biomedical ethics. Buffalo, NY: Prometheus
Books.

Fromm, E. (1947). Man for himself. New York: Rinehart Company.
Fromm, E. (1964). The heart of man: Its genesis for good and evil New York: Harper & Row.
Fromm, E., &Xiran, R, (Eds.). (1968). The Nature of man: A reader. New York: Macmillan.
Gadow, S. (1980). Body and self: A dialectic. The Journal of Medicine and Philosophy,

5, 172-185.
Gadow, S. (1995). Clinical epistemology: A dialectic of nursing assessment.

Canadian Journal of Nursing Research, 27, 25—34.
Garrity, T. F., Somes, G. W., & Marx, M. B. (1978). Factors influencing self-assess-

ment of health. Social Science and Medicine, 12A, 77-81.
Given, C. W., Simoni, L., & Gallin, R. (1977). The design and use of a health status

index for family physician. Journal of Family Practice, 4, 287—291.
Goldberg, W. B., & Fitzpatrick, J. J. (1980). Movement therapy with the aged.

Nursing Research, 29, 339-346.



98 The Nature of Theoretical Thinking in Nursing

Gordis, L. (1976). Methodologic issues in the measurement of patient compliance.
In D. L. Sackett, & R. B. Haynes (Eds.), Compliance with therapeutic regimens
(pp. 51-66). Baltimore: The Johns Hopkins University Press.

Harder, I. (1992). The world of the hospital nurse: Nurse patient interactions—body nurs-
ing and health promotion: Illustrated by use of a combined phenomenological/'grounded
theory approach. PhD Dissertation. The Faculty of Health Sciences of the
University of Aarhus, Demark.

Hartman, H. (1958). Ego psychology and the problems of adaptation (Trans, by David
Rapoport). New York: International Universities Press.

Haynes, R. B. (1976). A critical review of the "determinants" of patient compliance
with therapeutic regimen. In D. L. Sackett, & R. B. Haynes (Eds.), Compliance
with therapeutic regimens (pp. 26-39). Baltimore: The Johns Hopkins University
Press.

Helson, H. H. (1956). Adaptation level theory. New York: Harper & Row.
Hinkle, L. E. (1961). Ecological observations of the relation of physical illness, men-

tal illness, and the social environment. Psychosomatic Medicine, 23, 289-297.
Hollis, M. (1977). Models of man: Philosophical thoughts on social action. Cambridge,

England: Cambridge University Press.
Homans, G. C. (1961). Social behavior: Its elementary forms. New York: Harcourt,

Brace.
Howard, H., & Scott, R. A. (1965). Proposed framework for the analysis of stress in

the human organism. Behavioral Sciences, 10, 141-160.
Hull, C. L. (1951). Essentials of behavior. New Haven: Yale University Press.
Hunt, S. M., & McEwen, J. (1980). The development of a subjective health indica-

tor. Sociology of Health and Illness, 2, 231-246.
Johnson, D. E. (1977). The Behavioral system model for nursing. A Paper Presented at

the University of Delaware. Newark, Delaware.
Johnson, D. E. (1980). The behavioral system model for nursing. In C. Roy, &J. P.

Riehl (Eds.), Conceptual Models for Nursing Practice (2nd ed., pp. 207-216) New
York: Appleton-Century-Crofts.

Kaplan, R. M., Bush, J. W., & Berry, C. C. (1976). Health status: Types of validity and
the index of well-being. Health Services Research, 11, 478-507.

Kelman, S. (1980). Social organization and the meaning of health. Journal of
Medicine & Philosophy, 5, 133-144.

Kennedy, L. W., Northcott, H. C., & Kinzel, C. (1978). Subjective evaluation of well-
being: Problems and prospects. Social Indicators Research, 5, 457-474.

Keyser, C. J. (1924). Mathematical philosophy. New York: E.P. Dutton.
Korzybski, A. (1921). Manhood of humanity. New York: E.P. Dutton.
Kunkel, J., & Nagasawa, R. H. (1973). A behavioral model of man: Propositions and

implications. American Sociological Review, 38, 530-543.
Lawler, J. (1991). Behind the screens: Nursing, somology, and the problem of the body.

Melbourne: Churchill Livingstone.
Maddox, G. L. (1964). Self-assessment of health status. Journal of Chronic Disorders,

77,449.
Maslow, A. H. (1967). A theory of metamotivation: The biological rooting of the

value-life. Journal of Humanistic Psychology, 7, 93-127.
Maslow, A. H. (1973). Towards a Humanistic Biology. In J. Stulman, & E. Laszlo



The Domain of Client 99

(Eds.), Emergent man: His chances, problems and potentials (pp. 1-23). New York:
Gordon and Breach.

Moos, R. H. (1976). The human context: Environmental determinants of behavior. New
York: Wiley Interscience.

Moravcsik, J. (1976). Ancient and modern conceptions of health and medicine.
Journal of Medicine & Philosophy, 1, 337.

Mushkin, S. J., & Dunlop, D. W. (Eds.). (1979). Health: What is it worth?Measures of
health benefits. New York: Pergamon Press.

Myers, J. K., Lindenthal, J. J., Pepper, M. P., & Ostrander, D. R. (1972). Life events
and mental status: A longitudinal study. Journal of Health and Social Behavior, 13,
398-406.

Naegel, K. D. (1970). Health and healing (Compiled and edited by E. Cummings).
San Francisco: Jossey-Bass.

Newman, M. A. (1979). Theory development in nursing. Philadelphia: F. A. Davis.
Newman, M. A. (1994). Health as expanding consciousness (2nd ed.). New York:

National League for Nursing.
Norris, C. M. (1975). Restlessness: A nursing phenomenon in search of meaning.

Nursing Outlook, 23, 103-107.
Nursing Theories Conference Group. (1980). Nursing theories: The base for professional

nursing practice. Englewood Cliffs, NJ: Prentice-Hall.
Olds, J. (1976). Behavioral studies of hypothalamic functions: Drives and rein-

forcements. In R. G. Grennell, & S. Gagay (Eds.), Biological foundations of psy-
chiatry. New York: Raven Press.

Orem, D. E. (1980). Nursing: Concepts of practice (2nd ed.). New York: McGraw-Hill.
Orem, D. E. (1991). Nursing: Concepts of practice (4th ed.). St. Louis: Mosby.
Parsons, T. (1951) The social system. New York: The Free Press.
Parsons, T. (1958). The definitions of health and illness in the light of American

values and social structure. In G. E. Jaco (Ed.), Patients, physicians, and illness.
Glenco, IL: The Free Press.

Pennington, J. E., & Mask, E.J. (1980). Case-record of the Massachusetts General
Hospital: Case 28-1980—Pneumonia in a 62 year old man with chronic lym-
phocytic leukemia. Neiu England Journal of Medicine, 303, 145-152.

Polakov, W. N. (1925). Man and his affairs: From the engineering point of view.
Baltimore: Williams and Wilkins.

Redlick, F. C. (1976). Editorial reflections on the concepts of health and disease.
Journal of Medicine & Philosophy, 1, 269-280.

Rieff, P. (1961). Freud: The mind of the moralist. New York: Doubleday.
Rieff, P. (1966). The triumph of the therapeutics: Uses of faith after Freud. New York:

Harper & Row.
Robin, E. D. (Ed.) (1979). Claude Bernard and the internal environment: A memorial

symposium. New York: M. Dekker.
Rogers, M. E. (1970). An introduction to the theoretical basis of nursing. Philadelphia: F.

A. Davis.
Rogers, M. E. (1980). Nursing: A science of unitary man. In C. Roy, &J. P. Riehl

(Eds.), Conceptual Models for Nursing Practice (2nd ed.) (pp. 329-337). New York:
Appleton-Century-Crofts.

Rogers, M. E. (1989). Nursing: A science of unitary human beings. InJ. Riehl-Sisca



100 The Nature of Theoretical Thinking in Nursing

(Ed.), Conceptual models for nursing practice (3rd ed.) (pp. 181-188). Norwalk,
CT: Appleton & Lange.

Rogers, M. E. (1992). Nursing science and the space age. Nursing Science Quarterly,
5, 27-34.

Roy, C. (1970). Adaptation: A conceptual framework for nursing. Nursing Outlook,
18, 42-45.

Roy, C. (1976). Introduction to nursing: An adaptation model. Englewood Cliffs, NJ:
Prentice-Hall.

Roy, C., & Andrews, H. A. (1991). The Roy adaptation model: The definitive statement.
Norwalk, CT: Appleton & Lange.

Roy, C., & Riehl, J. P. (1980). Conceptual models for nursing practice (2nd ed.). New
York: Appleton-Century-Crofts.

Roy, C, & Roberts, S. L. (1981). Theory construction in nursing: An adaptation model
Englewood Cliffs, NJ: Prentice-Hall.

Royce, J. E. (1961). Man and his nature: A philosophical psychology. New York: McGraw-
Hill.

Sackett, D .L. (1976). Introduction and the magnitude of compliance and non-
compliance. In D. L. Sackett, & R. B. Haynes (Eds.), Compliance ivith therapeutic
regimens (pp. 1-25). Baltimore: The Johns Hopkins University Press.

Selye, H. (1956). The stress of life. New York: McGraw-Hill.
Selye, H. (1976). The stress of life (Revised ed.). New York: McGraw-Hill.
Simon, H. (1957). Models of man. New York: John Wiley.
Simon, H. (1979). Models of thoughts. New Haven: Yale University Press.
Skinner, B. F. (1953). Science and human behavior. New York: Macmillan.
Smith, J. A. (1981). The idea of health: A philosophical inquiry. Advances in Nursing

Science, 3, 43-50.
Sontag, S. (1977). Illness as metaphor. New York: Farrar, Straus, and Giroux.
Spielberger, C. D. (1975). Anxiety: State-trait-process? In C. D. Spielberger, & I. G.

Sarasen (Eds.), Stress and anxiety (Vol. 1). Washington, DC: Hemisphere.
Turnbull, A. (1976). Measurement of health. American Journal of Nursing, 76,

1985-1987.
Twaddle, A. C. (1974). The concept of health status. Social Science and Medicine, 8,

29-38.
Wan, T. (1976). Predicting self-assessed health status: A multivariate approach.

Health Services Research, 11, 464-477.
Wolff, H. G. (1962). A Concept of disease in man. Psychosomatic Medicine, 24, 25-30.
Woody, R. H. (Ed.). (1980). Encyclopedia of clinical assessment, Vols. 1 and 2. San

Francisco: Jossey-Bass.
Zola, I. K. (1966). Culture and symptoms: An analysis of patients' presenting com-

plaints. American Sociological Review, 31, 615-630.



The Client-Nurse Domain

Firstly, there is the unity in things whereby each thing is at one with itself,
consists of itself, and coheres with itself. Secondly, there is the unity whereby
one creature is united with the others and all parts of the world constitute
one world.

—della Mirandola

OVERVIEW

This chapter presents a conceptualization of the client-nurse domain and
theoretical ideas about phenomena in that domain. As presented in
Chapter 3, the client-nurse domain is defined as the area of study in nurs-
ing related to phenomena arising out of encounters between client and
nurse. The client-nurse domain encompasses client-nurse dyad phenom-
ena that exist or are possible when a client is with a nurse or nurses in a
health-care situation. In specifying this as constituting a specific domain of
interest for nursing's theoretical development, I have proposed that "con-
tacts between the client and nurse are occasions in which transfer and/or
interchange of information, energy, and affection/humanity occur" (Kim,
1987).

The following section is devoted to discussion of conceptual issues in
studying phenomena in the client-nurse domain. Delineation of the phe-
nomenal world for the client-nurse domain is specified with respect to
three different ontological foci for the study of human to human relations.
The rationale and significance for specifying client-nurse relations in
terms of three types of phenomena, i.e., contact, communication, and inter-
action are discussed as well. This is followed by an examination of selected
nursing models in dealing with client-nurse phenomena with respect to
their focus of attention and perspectives. The last section offers concep-
tual analyses of the phenomena of negotiation as an example of client-
nurse domain phenomena.
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THE CLIENT-NURSE DOMAIN

Phenomena in the client-nurse domain occur in direct encounters between
the client and the nurse. Phenomena that occur between two individuals
(sometimes more than two, especially when the client constitutes a group
of people as a unit) who have come together into situations because one
party is the client and the other the nurse are nursing phenomena. They
are nursing phenomena because they require understanding and explana-
tion from the nursing perspective. Here it is necessary to differentiate nurs-
ing phenomena in the client-nurse domain from those that are objects of
explanation in other scientific fields. For example, a sociologist might con-
sider the patterns of interaction between the client and the nurse as sub-
ject matter, properly so, for explanation within a theory of social exchange.
The sociologist's focus is necessarily "sociological," and insofar as it remains
to be conceived as sociological, it is a proper subject matter for a sociolog-
ical explanation. The sociologist is interested in explaining interaction in
terms of how social norms, attitudes, and values influence interactional pat-
terning; how interactions begin, develop, and terminate in such social sit-
uations; or how one party's use of social symbols affects others' reactions to
them. These are valid and essential questions that sociology tries to answer
in its proper relevance structure.

On the other hand, a nursing scientist may take the pattern of interac-
tion between the nurse and the client as subject matter for explanation
within a nursing theory or from a nursing perspective that is based on the
philosophy of care. The nursing scientist focuses on understanding the
phenomena, for example, with respect to (a) how the patterns of associa-
tion between the client and the nurse influence the client's reactions to his
or her health, problems, and health-care situations; (b) what kinds of rela-
tions and behaviors between the client and the nurse foster focus on the
client's needs and goals; or (c) what kinds of communicative patterns foster
the client's learning of new health-care requirements. The nursing focus is
apparent in such questions. The same world, then, is examined on two dif-
ferent planes, that is, from two entirely different perspectives, allowing pos-
tulations of scientific problems that are oriented to two different objectives:
Sociology, in this case, is interested in furthering an understanding of
human interaction as social phenomena, while nursing is interested in
understanding nurse-client interaction as nursing intervention or as a part
of nursing actions, and is directed toward a knowledge base that can enable
prescriptions of the most effective patterns of nursing behaviors in client-
nurse exchanges or that provide understanding about the nature of client-
nurse dyads as they impact on the client's health-related experiences.

What then are the valid criteria that can be used to point out as appro-
priate those aspects of reality in the client-nurse domain for study from the



Conceptualization of what is happening in such encounters mainly
depends on the scope with which specific phenomena are abstracted. Let
us return to the last section of the scenario of Mr. Harold Smith that was
presented in Chapter 3.

Ms. Dumas, the nurse, enters the patient's room with the IV dose of
cefamandole to be put through the IV line, and notices the uneaten
dinner, signs of a quiet, depressed mood, and coughing. Mr. Smith's
roommate is in a great deal of pain, having had abdominal surgery
on the preceding day. He moans and groans aloud at times. Ms.
Dumas administers the medication through the IV line and talks to
Mr. Smith about his discomfort and coughing.

Each discrete act that occurs between Ms. Dumas and Mr. Smith can be
conceived in a different phenomenal term in a particularistic mode of
analysis. Thus, exchange of mood, energy transfer, attentiveness, etc., may
be considered as particularistic concepts referring to some of the phe-
nomena apparent in this situation. On the other hand, the occurrences in
the situation may be conceptualized in a holistic posture, as transaction,
nurse-patient interaction, or therapeutic relationship. Such differences in
conceptualization of the phenomena apparently present in a nursing situ-
ation allow several levels of theoretical questioning, yet the locus of occur-
rence here remains within the context of client-nurse dyad.

One way of particularizing phenomena in the client-nurse domain is by
focusing on specific ontological aspects of humans: contact phenomena with
the focus on humans as embodied, "materialized" entities, communication
phenomena with the focus on humans as symbol users both of language and
other nonlinguistic forms, and interaction phenomena with the focus on

They are phenomena "existentially" occurring in situations where a
client and a nurse are present in respective roles.
They are phenomena whose meanings have implications for the
client's health and health-related experiences.
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nursing perspective? The valid criteria appear to rest with the kinds of ques-
tions that are posed in conceptualization. The main question is this: Would
a variation of "this occurrence" (that is, any occurrence of a type) that is taking place
between the client and the nurse in any way alter or influence (or should alter) the
way the client feels, perceives the world relevant to health, and proceeds to make
actions regarding his or her health state? If the answer is yes, then we have suc-
cessfully conceptualized a nursing phenomenon in the client-nurse
domain. In this way, phenomena in the client-nurse domain have two com-
mon characteristics:
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humans as social agents. As dyadic relations occur in a holistic manner
engaging all aspects of participants, this differentiation is only an analytical
tool to delineate focused features of relations. This means that in all dyadic
relations, including those of clients and nurses, we are engaged with each
other more or less all at once as embodied selves, using language, gestures,
or feeling tones, and being social agents of roles. Some aspects of such
dyadic engagements may be conceptualized as contact, communication, or
interaction only for analytic purposes and in order to develop theoretical
understanding.

Contact Phenomena

Contact phenomena as a type in the client-nurse dyad refer to those phe-
nomena that involve the participants' embodiment, physicalness, and
space-occupying character. The ontological focus in considering dyadic
relations as contact is in viewing humans in an entitative living form. When
we are together with one another, we are close or distant, we touch with
hands or with other parts of our bodies, we are present with our beings
(that is, with our essences, with energy, prahna, spirit, etc.), and we assume
positions relative to each other. In so doing, we exchange energy, make
contact with each other's spirit, are cognizant of each other's presence, and
feel each other's humanity. A nurse who enters into a patient's room may
stand by the foot of the bed to give certain instructions to the patient, turn
the patient over to give medication, massage the patient's feet, or carry out
centering and the laying on of hands to relieve the patient's pain. In such
instances, it is possible to delineate certain phenomena as contact between
the nurse and the client as embodied human beings consisting of certain
entities that come in contact with each other. It is possible to conceptual-
ize such phenomena as distancing, instrumental touch, energy transfer, and
therapeutic touch. This way of conceptualizing certain aspects of client-
nurse dyad is important for nursing, because nursing unlike much other
human services work, entails a great deal of body work that involves both
patients' and nurses' bodies.

Communication Phenomena

Communication phenomena have received a great deal of attention in
nursing as communication has been considered a critical aspect of nursing
practice. Many aspects of nursing practice involve communicating with
patients and their families, for example in gaining information from
clients, providing information to clients, and exchanging information and
sentiments between clients and nurses. Communication phenomena
involve the use of language and other symbols.
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The oncological focus in considering dyadic relations as communication
is in viewing humans as acculturated, linguistic, symbol users. Humans as
symbol users are grounded in cultures and socialization through which
shared meanings get established as the basis for understanding and
exchanges. Studying communication phenomena is important in nursing, as
a large portion of client-nurse relations involves exchange of information and
use of symbols. Such concepts as tailoring, negotiation, therapeutic commu-
nication, communicative conflict, and client-nurse communication styles
have been identified and studied in the nursing literature for their influence
on clients' health, compliance, satisfaction, and learning.

Interaction Phenomena

Interaction phenomena in the client-nurse dyad refer to those interactions
that are analyzable by considering clients and nurses as social agents assum-
ing their respective roles in the situation of nursing care. The ontological
focus for conceptualizing certain aspects of client-nurse relations as inter-
action is in viewing humans as social agents who are engaged in forms of
social life which vary according to the social situations in which interper-
sonal engagements occur. Clients and nurses in assuming their respective
roles within health-care situations establish social relations that are unique
to such situations.

The interaction phenomena of interest to nursing are "social" in nature
and probably qualify justifiably as an appropriate subject matter for socio-
logical attention. However, it is important for nursing to delineate and
study interaction phenomena in the client-nurse domain with specific
attention to their implications for clients, not necessarily on the social pat-
terning perspective often adopted in sociology. Insofar as interactive fea-
tures of client-nurse dyad have implications for client outcomes, it is
important to develop theoretical knowledge about them from the nursing
perspective. Table 5.1 lists examples of concepts that are appropriate for
scientific attention in this client-nurse domain.

CLIENT-NURSE PHONEMENA IN
THREE MEANING-ORIENTATIONS

As presented above, client-nurse phenomena exist when two human
beings, a client and a nurse, with all of the realities of being human, are
together in the context of nursing care. Such togetherness has three dis-
tinct meanings:
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Table 5.1 Examples of Concepts in the Client-Nurse Domain for Study in
the Nursing Perspective

CONCEPTS

Contact Concepts

Communication
Concepts

Interaction
Concepts

LEVEL OF CONCEPT DESCRIPTION

HOLISTIC

• Comforting tou
• Therapeutic touc
• Distanci
• Interperson
energy transfer
• Interperson
presence

• Communicati
conflict
• Communicati
styles
• Therapeut
communication

• Mutuali
• Empathe
relationship
• Transacti
• Therapeu
alliance

PARTICULARISTIC

• Instrumental tou
• Massagi
• Eye-cont

• Tailori
• Client-nur
Negotiation

• Client-nur
collaboration
• Role-confl
• Gift-givi

1. It is itself a form of nursing therapeutics by which a specific client out-
come is expected, such as relief of pain, alleviation of anxiety, feeling
of comfort, or learning of a new self-care technique. This orientation
of client-nurse encounters is based on the aspect of nursing under the
auspices of the philosophy of therapy.

2. It is a medium through which nurses deliver various nursing thera-
peutics and strategies to clients, such as giving medication, doing a
wound care, or providing self-care material.

3. It is a process that occurs within the philosophy of care in which a
client and a nurse are connected with the nurse's human service ori-
entation and the care-focus.

While it is possible that an encounter between a client and a nurse has
all three of these meanings, a certain aspect of the encounter may be con-
sidered to have specific meaning orientation as a nursing therapeutic, a
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medium, or a philosophy of care. Considering client-nurse phenomena in
terms of their meaning-orientations is important because of their connec-
tions to client outcomes or client-related goals. For instance, client-nurse
phenomena with the meaning-orientation of nursing therapeutics have
direct implications for client-outcomes, while client-nurse phenomena with
the meaning-orientation as medium is only contextually and indirectly
related to client-outcomes. On the other hand, client-nurse phenomena
with a meaning orientation in the philosophy of care have implications for
client-outcomes only in terms of the general care process. Hence, it is
essential to differentiate client-nurse phenomena in terms of their mean-
ing-orientations in developing theoretical formulations.

Client-Nurse Phenomena as Nursing Therapeutics

All three types of client-nurse phenomena, i.e., contact, communication, and
interaction, may be therapeutic in the sense that nurses' relational behaviors
have as their objectives a goal (or goals) of intervention for clients' health-
oriented problems. Nursing is in the business of "improving" clients'
health, that is, the bulk of what nurses do has to have the therapeutic ori-
entation in the spirit of the philosophy of therapy. Most commonly, nurs-
ing therapeutics are physiological, behavioral, or psychological interventions
aimed at solving patients' problems. For example, the nursing therapeutic
for a patient in dehydration would be an administration of fluid and elec-
trolytes on a hydration schedule based on a physiological theory, whereas
the nursing therapeutic for a patient who is noncompliant of diabetic self-
care may be a use of patient-contracting based on a behavioral theory.
However, some of clients' problems require nursing interventions that are
based on theories of relations. Hence, nursing therapeutics using specific
forms of client-nurse encounters aim to solve clients' problems through
relational processes.

Nurses can use relational processes such as touch, communication, or
interaction to address specific patient problems. Therapeutic touch has
been developed as a modality of nursing intervention used to relieve the
patient's pain or anxiety. A specific form of communication has also been
developed as "therapeutic communication" to deal with patients having dif-
ficulties with self-concept, social relations, or the process of adjustment to
physical limitations. Role modeling as a form of client-nurse interaction has
also been used to teach patients about new styles of behaviors. Such
processes, that is, therapeutic touch, therapeutic communication, and role
modeling for example, are nursing therapeutics, which use client-nurse
relations as the basic forms for interventions. For this meaning orientation,
then, specific forms of client-nurse relational processes target certain nurs-
ing problems of patients and are used to solve those problems. Hence, this
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meaning-orientation is aligned with the philosophy of therapy in nursing,
and points to the need for knowledge development for nursing therapeu-
tics via human-to-human relational theories.

Client-Nurse Phenomena as Medium for Nursing Actions

Nursing actions, that is, what nurses do in nursing practice, include activi-
ties which are carried out either in the presence of patients or away from
patients. Although there are many actions which are carried out away from
patients, what the majority of patient care nurses are involved in is carried
out in actual encounters with patients. In such instances, the encounters
themselves do not have specific therapeutic meanings. They are the media
through which certain nursing actions are actualized. For instance, when a
nurse carries out a complete nursing assessment in a patient, she or he asks
the patient certain questions in order to get information about the patient's
history, complaints and habits, listens to the patient's lung sounds or mea-
sures the vital signs, and inspects the patient's wound or physical appear-
ance. In this case, the essential aspect of nursing action is a complete
nursing assessment. However, this action of assessing the patient involves
client-nurse phenomena such as information exchange and physical touch.

Hence, from this context, client-nurse encounters have a meaning ori-
entation as a medium through which nursing actions are instituted and
delivered. As a medium, what occurs in the client-nurse encounter has con-
sequences on the way nursing action is accomplished. Communication pat-
terns used in client-nurse encounters may influence the character of
information obtained by the nurse in assessment. Or the way a client and
a nurse interacted while the nurse was carrying out colostomy care may
influence the way a patient establishes a perception about the nature of
colostomy self-care. A subtle difference in a nurse's physical touch of the
patient during dressing change, in giving an injection, while doing an
endotracheal suctioning, or in adjusting IV chemotherapy infusion can
influence the effects of such activity directly or indirectly, immediately or
in a delayed fashion.

Client-nurse phenomena from this meaning orientation, then, arise out
of client-nurse encounters in which there are primary nursing actions to be
performed by nurses and where the encounters function as media for the
delivery of such primary nursing actions. The characteristics, processes, and
features of client-nurse encounters from this meaning orientation are
viewed to have impact on the processes and outcomes of primary nursing
actions. This view is thus important for our consideration because the effec-
tiveness of nursing actions can be greatly influenced not just by the nature
of nursing actions but also by the nature of the medium through which
nursing actions are accomplished.
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Client-Nurse Phenomena in the Philosophy of Care Orientation

Nursing by its social mandate and professional orientation has two philo-
sophical orientations as discussed earlier: the philosophy of therapy and
the philosophy of care. As a human practice discipline, nursing work is ori-
ented to helping people in need of service not only by solving their specific
health-related, health-experiential problems, but also by providing care to
their beings as individuals as they go through a process of health care.
Hence, the philosophy of care is bifocally central to nursing in conjunction
with the philosophy of therapy. The philosophy of care focus is actualized
in nursing through various forms, such as in nurses' interactions with
clients, through upholding the ethical values of human dignity and auton-
omy in every nursing action, and in defending patients' rights. It is the
nurses' interactions with clients in which the philosophy of care is played
out in nursing most importantly.

Hence, all client-nurse encounters are overarchingly governed by how
the philosophy of care is integrated by the nurse. There is embeddedness
of the philosophy of care in client-nurse encounters, regardless of whether
the encounter is therapy-oriented or medium-oriented. However, such
embeddedness can be analytically separated from the previously discussed
two orientations, because the philosophy of care orientation points to spe-
cific meaning features of client-nurse encounters. Such phenomena as
mutuality, empathetic relation, tailoring, therapeutic alliance, collabora-
tiveness, and presence in client-nurse encounters have meanings in terms
of the philosophy of care and can be analyzed and understood in this con-
text. Such phenomena in client-nurse encounters shape the governing
character of relationships in nursing.

The philosophy of care orientation directs us to examine client-nurse
encounters in terms of the degree with which encounters are client-ori-
ented, empathy-based, and humane. Hence, the orientation points to the
needs to develop theories of approaches in client-nurse encounters.
Theories of approaches are relevant for understanding nurses' approaches
which differentiate the incorporation of the philosophy of care in client-
nurse encounters, and in developing different ways nurses can approach
clients in their interactions with them.

Table 5.2 provides examples of phenomena in the client-nurse domain
viewed from a matrix formed by three types and three meaning-orientations.

NURSING MODELS FOR THE CLIENT-NURSE DOMAIN

Although all nursing theories and conceptual models address client-nurse
domain phenomena as relevant aspects to be considered in understanding
nursing, there are only a few models that focus on client-nurse phenomena
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Table 5.2 Examples of Client-Nurse Domain Phenomena According to
the Classification by Types of Meaning-Orientations

TYPES OF
PHENOMENA

Contact
Phenomena

Communication
Phenomena

Interaction
Phenomena

TYPES OF MEANING-ORIENTATION

Therapy
Orientation

• Therapeut
touch
• Massagin

• Therapeut
communication
• Teachi

• Role-modeli

Medium
Orientation

• Instrument
physical touch

• Client-nur
talk
• Informati
exchange

• Role confli

Philosophy of
Care Orientation

• Cradlin
• Distancin

• Tailorin
• Empathet
communication

• Mutuali
• Presen
• Client-nur
alliance

as the central concepts in their theoretical expositions. Mostly, nursing the-
orists consider and include the presence of the nurse in the enactment of
nursing action as actors in the delivery of nursing service, often without a
specific conceptualization of client-nurse relations as a part of nursing
actions. As the conceptual models by Roy and Neuman are oriented to the
study of clients and client-domain phenomena, their models do not
include specific concepts in the client-nurse domain. For example, to
Neuman (1995), the purpose of nursing intervention is to reduce stress fac-
tors and adverse conditions that either affect or could affect optimal func-
tioning of a client in a given situation. Similarly, Roy's adaptation model
also considers nursing intervention as the management of stimuli, and
nurses' role as the deliverer of interventions (Roy & Andrews, 1991). The
inherent interactive features involved in carrying out nursing interventions
are treated as givens in these models.

Orem within her self-care model, which is oriented to the study of clients
from the perspective of functioning, delineates the nursing system as a sep-
arate concept with the understanding that this is a system of actions and
interactions designed by nurses for the benefit of clients in nursing prac-
tice situations (Orem, 1991). Orem's nursing system thus refers to both the
actions of nurses performed to help clients to meet their self-care requisites
and nurses' interactions with clients in this helping process. Nurses' use of
"social and interactive technologies" is viewed to be essential in producing
the outcomes of the "professional-regulatory technologies" applied to
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clients in order to meet their self-care requisites (Orem, 1991). Thus,
Orem's as well as Roy's and Neuman's views of client-nurse interaction are
based on the meaning-orientation of it as medium. King (1981, 1990) in
her theory of goal attainment proposes the concept of interpersonal system
as the basic system for attaining a state of health for clients that permits
them to function in their roles. Hence she views interpersonal processes
between the client and nurse as the media through which nursing goals
can be attained.

Among other nursing scholars, L. Hall (1966) conceptualizes nursing
action in terms of care and nurturing, not in an interactive sense but in an
"active" sense on the part of the nurse. Orlando's conceptualization of
nursing action is an interactional one in which the nurse's action is based
on the client's reactions in situations of nursing care. The nursing action is
thus viewed as a dynamic relationship (Orlando, 1961). Riehl's interaction
model, based on the symbolic interactionist orientation, conceptualizes
nursing action as that of the nurse taking the role of the other in her rela-
tionships with the client (1980). Watson (1979) proposes that nursing
action be based on "carative" factors and views the practice of caring as cen-
tral to nursing. These conceptualizations adhere to the notion that nursing
action is not simply doing things for the client or performing actions for
the client, but involves the nurse as an interactive agent in a rather total
way. On the other hand, theorists like Rogers, Parse, and Newman discuss
the inclusive nature of client-nurse relations in considering the client as
they view the client's experiences or states to have intimate interactions
with the environment of which the nurse is an important part. Thus, these
authors view client-nurse phenomena from the philosophy of care orien-
tation in which client-nurse relations are viewed to be human-to-human
encounters with the involvement of the totality of humanity.

Peplau (1962) has a specific interactive orientation in her conceptual-
ization of therapeutic interrelationships in nursing. Wiedenbach (1964)
also views nursing action as that directed to the client for whom actions as
a helping process provide necessary requirements that will help restore the
client's ability to cope with the demands of a healthy life. Hence, these two
authors view client-nurse interaction from the nursing therapeutics orien-
tation. In the following section, the theoretical ideas of three nursing the-
orists, Rogers, Peplau, and King, are discussed in detail in terms of their
views on client-nurse phenomena.

Rogers' Concept of Unitary Human Beings

Rogers' conceptualization of nursing action is covertly done within the
model of a unitary man. Rogers states that nursing practice is directed
toward promoting symphonic interaction between a person and the envi-
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ronment, strengthening the coherence and integrity of the human field,
and directing and redirecting patterning of the human and environmen-
tal fields for realization of maximum health potential (Rogers, 1970). For
Rogers, nursing action is composed of behaviors, operations, and proce-
dures, ranging from the use of instruments to human relationships. They
are used with intellectual care in "rhythmic correlates of practice" in order
to help people to achieve positive health or maximum health potential.
The basic premises for nursing actions are (a) the wholeness of a person
and his or her integrality with his or her environment; (b) the dynamic,
evolutionary, innovative wholeness of the individual life pattern; and (c)
the energy field for any individual as "an irreducible, pandimensional
energy field identified by pattern and integral with the human field"
(Rogers, 1992, p. 29).

Health and illness are considered on a continuum, expressed according
to the degree with which multiple events as a patterned influence affect the
person's life processes at a given space-time. Because each human being is
unique and whole, and since a person is conceived to have the capacity to
reason and feel, and thus participates knowingly and probabilistically in the
process of change, both the client and the nurse are integral participants
in the nursing intervention process. The nurse, therefore, is an environ-
mental component for the client, repatterning the energy field of the
client's environment simply by being present. According to Rogers' model,
nursing action, hence, is concerned with the following aspects:

1. Changing the client's values for probabilistic goal-setting that is respon-
sive to the changing nature of the human and environmental fields. This
involves the nurse realizing the client's individual potential and uniqueness
for a future maturation relative to health.

2. Strengthening the person-environment resonancy by rearranging the
rhythmic flow of energy waves between a person and his or her environ-
ment and by maintaining rhythmic consistency. This involves the nurse
ordering or reordering the nature, amount, and speed of wave dispersion
in the human and environmental fields for enhancement of the client's
development relative to health.

3. Attaining the person-environment complementarity in an effort to
acquire the best possible patterns of living coordinates for the client in
coexistence with environmental changes. This requires the nurse to help
the client come to terms with and realize individual differences and poten-
tialities for directing change that are most beneficial to his or her evolution
and the most effective fulfillment of life's capabilities.

These three categories of nursing action in Rogers' model suggest that
nursing action is not discrete activity but a process of holistic, interactive
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intervention. Thus, the variability of nursing action can be expressed in
qualitative rather than in nominative terms. Nursing action is conceptual-
ized from the interactive perspective to the extent that the nurse's presence
in the environment changes the characteristics of the environmental
energy field and has the potential for strong influences on repatterning.
The phenomena of mutual, complementary influence between the client
and nurse is not distinctively conceptualized as a special case, for Rogers
believes not in the human-to-human interaction as an essential phenome-
non but in the human-to-environment interaction in which other individ-
uals are quality-changing aspects of the environment as is the nurse.

Because nursing action is not directed at "solving" a health problem, the
conceptualization of nursing action is not prescriptive. For that matter, the
goal of nursing action is never deterministic. It is viewed in terms of "cor-
relates" and mutual simultaneity. Hence, the outcomes of nursing action in
the client are directed toward the more complex repatterning and organi-
zation of the energy field that are expected to occur in a probabilistic and
correlative fashion, not in a cause-effect way.

Peplau's Concept of Interpersonal Relation

Peplau (1962) defines nursing as a therapeutic, interpersonal process that
helps the client solve problems and likewise moves the client toward the
direction of creative, constructive, productive, personal, and community liv-
ing. To Peplau, nursing refers to relationships between the client and the
nurse in which interactive processes become a maturing force and an
educative instrument for both parties. Thus, although the principal aim of
nursing is to guide the client toward new learning and a positive change for
self-repair and self-renewal, the nurse also experiences growth and matu-
rity through interpersonal involvement. Peplau conceptualizes the inter-
personal process in four phases through which the client and the nurse
attain therapeutic outcomes. Orientation, identification, exploitation, and
resolution are the stages of interpersonal relations, of which nature, length,
and effectiveness are determined not only by the nurse's ability to perform
the roles of teacher, resource person, counselor, leader, technical expert,
or surrogate, but also by the client's abilities and motivations for movement
in the relationship. According to Peplau, the major variable characteristics
that influence the outcome of the interpersonal process are (a) the sequen-
tiality of the interpersonal relation and (b) the nature of efforts of both
actors in their collaborativeness or independence.

Independent variables that prescribe the need for the interpersonal
process are psychobiological conditions such as needs, frustration, conflict,
or anxiety that are detrimental to an individual's maturing process.
Outcomes of nursing action as interpersonal process are oriented to the
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total person rather than to specific aspects of the individual. The most sig-
nificant departure in Peplau's ideas of nursing action from those developed
by others is in the recognition that experiential growth from the interac-
tion takes place not only in the client but also in the nurse. A resulting pos-
tulation is that a nurse will become increasingly proficient and effective in
interpersonal relations with clients as the nurse's experiences in nursing
action increase. However, this conceptualization does not consider the
applicability of interpersonal process as a holistic modality of nursing action
for a variety of problems a client may present and is limited in that way.

King's Model of the Interpersonal System
(Theory of Goal Attainment)

King's idea of nursing is based on the conceptualization of the nursing sys-
tem as comprised of dynamic interacting systems. Within the dynamic inter-
acting personal, interpersonal, and social systems, nursing occurs as
actions, reactions, and interactions through which information is shared,
relationships are created between the nurse and the client, and goals and
the means for attaining the goals for the client's health are mutually estab-
lished (King, 1981, 1990).

According to King, interactional aspects of nursing action accordingly
encompass actions of perceiving, thinking, relating, judging, and acting
against the behavior of individuals who come to a nursing situation. The
client-nurse-interaction, the dyad interaction, is one type of interpersonal
system in which several processes of the system are used to attain a goal.
The processes can be summarized as follows (King, 1981, 1990):

Perception process used to attain information about each other and
the situation.
Communication process for exchange and interpretation of infor-
mation that each imparts in the interaction.
Transaction process of sharing values, needs, and wants through
interaction.
Role process by which the nature of the relationship and modes of
communication to be used in the relationship are identified.
Stressor process of becoming energy responsive to the other.

These are expressible in variable terms to indicate the quality of nurs-
ing. Dependent variables of nurse-client interaction are goal attainment for
the client, satisfaction, and enhancement of growth and development.
Relationships among the different processes of interaction are hierarchical
in that the perceptual process precedes communication, and both percep-
tion and communication affect the transaction. At the same time, the
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processes of role and stressor influence all other aspects of interaction.
King's model considers interaction as a descriptive, yet normative process,
oriented to the client in a holistic way. Interaction is the fundamental mode
of nursing action from which all other subsequent actions and transactions
evolve for the attainment of goals.

As shown in these summaries, conceptualizations of client-nurse rela-
tions vary in these models with respect to the level of goal specificity (i.e.,
discrete/global), and in terms of prescriptive versus experiential orienta-
tion. These also vary in terms of their meaning orientation: Rogers's uni-
tary human model with the philosophy of care orientation, Peplau's model
with the nursing therapeutic orientation, and King's theory of goal attain-
ment with the medium orientation. Theoretical explanations of the phe-
nomena of client-nurse relations may take on various analytical forms as
well. Client-nurse relation may be a medium through which a discrete activ-
ity is performed in order to correct some deviation in the client. In con-
trast, it may be the immersion of two individuals, a client and a nurse, in a
total experience of interaction. Even at such extremes, the goal is always
directed toward the client, any unexpected as well as expected changes in
the nurse notwithstanding.

SELECTED CONCEPTUAL ANALYSES

As in the client domain chapter, two concepts are examined in this chap-
ter as examples of phenomena in the client-nurse domain. The concepts
of negotiation and client-nurse alliance are presented. As stated in the ear-
lier chapters, the main purpose of this section is to show how a first-level
analytical approach is used to gain conceptual and empirical understand-
ing of phenomena within the client-nurse domain. Each concept is ana-
lyzed with respect to (a) definitional clarification and conceptual meanings
as reflected in the literature; (b) measurement and operationalization of
concepts as a step toward an empirical analysis; and (c) the concept's rela-
tionships with other concepts that are important in nursing. The strategy
and rationale for the conceptual analysis were discussed in detail in
Chapter 2, and that rationale is adopted in this section for the analyses of
negotiation and client-nurse alliance.

Negotiation in Nursing

Negotiation between the nurse and the client as a phenomenon of client-
nurse relations has been most frequently discussed in relation to patient
compliance. Yet, negotiations are found in various nursing situations for
some kinds of outcomes occurring in informal, incidental ways as well as in
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a formal fashion. An informal, incidental negotiation may be found in a
nurse-client exchange. For example, a nurse prods and cajoles a client who
is in surgical pain to ambulate while the client implores and pleads against
it, and yet after awhile they find a solution together that is agreeable to
both, a negotiation. A formal negotiation in nursing may be found in con-
tingency contracting in which the nurse and the client come to terms
regarding the desired or targeted new behavior in the client and the
reward in exchange for performance of that behavior, as described by
Swain and Steckel (1981).

Negotiation in nursing analyzed in this section only refers to negotiation
between nurse and client, rather than between client and family, nurse and
nurse, or nurse and physician. Although such negotiations occur in nurs-
ing, these are not central to the nursing action perspective of the client-
nurse system.

Definitions

As stated in Webster's dictionary, negotiation is a conferring, discussing, or
bargaining to reach an agreement in a generic sense, and it requires two
parties, individuals or groups, in order for the phenomenon to occur.
Strauss (1978) accepts the concept of negotiation as one of the possible
means of "getting things accomplished" when two or more parties need to
deal with each other to get those things done. Negotiation occurs as indi-
viduals involved in an interaction attempt to attain certain consequences
or outcomes that are realizable only through dealings with another party
or parties.

Negotiation may be oriented to many different kinds of consequences,
some tangible such as labor contracts, and others intangible such as gen-
eral understanding of each other's position or rules of behavior. Since
negotiations take on different characteristics according to specific struc-
tural conditions of interaction, i.e., parties (persons), context (time and sit-
uation), and subject, negotiations in nursing are special cases of a general
type in this respect.

Several characteristics differentiate negotiations in nursing from a gen-
eral type. First, negotiations in nursing are between two parties having spe-
cific social roles, those of nurse and client, and occur in interactions
characterized by these role relationships. Second, negotiations in nursing
occur in health-care situations, in which most clients are more or less "cap-
tive," in the sense that they are restricted from walking away freely from the
situations. Third, negotiations in nursing are oriented to consequences that
are aimed at the client's benefit. Therefore, motivation for negotiation on
the part of the nurse is assumed to be inherently "selfless" and other-ori-
ented (i.e., client-oriented).
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Negotiation in nursing is a rather new concept. Traditionally, clients and
professionals are considered to have a one-sided relationship in which the
distribution of power and knowledge between the two parties is unequal.
Freidson's classical analysis of professional dominance in medicine indi-
cates the use of power and expertise in influencing the patient's vulnera-
bility (1970b). In recent years, however, there has been a growth of popular
discussions about the role of the client in influencing the nature of the
health care that one receives. With the emerging realization among health-
care professionals that clients possess resources that can be used to recover
and maintain health, and that the client's passivity in health care probably
is not conducive to optimal health-care outcomes, collaborative models of
professional practice have been proposed in various forms. In nursing,
involvement of clients in their care has been a longstanding value, and has
been emphasized more strongly in recent years along with the concepts of
primary nursing and self-care. However, the processes by which negotia-
tions occur in nursing and the nature of negotiations in nursing have not
been conceptualized formally, nor have they been formally incorporated
into nursing practice protocols.

Negotiation is a reciprocal, dynamic exchange between the nurse and the
client in an effort to arrive at a mutually acceptable solution through a bal-
anced use of expert knowledge, power, human sensitivity, and understand-
ing. As a process, it is interactional and follows a sequence. The sequence of
negotiation starts with an initial approach of two parties (a nurse and a
client), in which recognition of the need for reconciliation or bargaining
occurs. Exchange encounters, in which an option in solutions is not available
or permitted, preempt the possibility of them advancing to negotiations.

From the initial state, the process of negotiation becomes diversified in
its form and content according to the following six attributes, as described
by Zartman (1976) and Strauss (1979):

1. The parties' previous experiences and encounters;
2. Patterns and outcomes of previous negotiations between the parties;
3. Distribution of actual and perceived power between the parties;
4. The values and costs at stake to both parties;
5. Expertise in the use of negotiation techniques;
6. Personal attributes used for influencing each other.

The final stage of the process culminates in the nature of negotiation
outcomes that may be differentiated according to (a) outcomes' temporal
limits, i.e., how long the agreement resulting from a specific negotiation is
binding to the parties; (b) manifest and latent (tacit) meanings of the
agreement; and (c) applicability and transferability of the agreement to
other situations or its generalizability.
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In nursing, then, negotiations occur when the nurse and the client real-
ize difference(s) in opinions, approaches, or solutions regarding the
client's nursing care. Negotiations may involve the goal of nursing care, the
type of nursing care or procedures in nursing, and self-care. Negotiations
in nursing may be oriented to solving conflicts that are only inherent in
one specific situation or that have long-range implications, especially when
they are related to lifestyle behaviors or long-term goals.

Operationalization

Negotiation as it refers to a process is difficult to operationalize. A descrip-
tive Operationalization, at best, indicates the nature of negotiation. Because
the process of negotiation is viewed to be influenced by the six structural
aspects identified above, the actual Operationalization needs to be made
outside of these factors. Negotiation has been operationalized in terms of
the time it takes to arrive at an agreement, the qualitative change that exists
in the final agreement from the original wishes of both parties, and forms
of interactional exchange used during the process, especially in terms of
communication patterns.

In most studies of negotiation the units of analysis are: (a) whether or
not negotiation is present in a situation; (b) how long a negotiation session
lasts; or (c) what results from a negotiation session. Qualitative Opera-
tionalization, in terms of good/bad, effective/ineffective, or promotive/
destructive, has not often been considered.

Relationships With Other Concepts

Zartman (1976) summarizes seven different approaches used in the litera-
ture to explain outcomes of negotiation:

Evolutionary explanation,
Contextual explanation,
Structural explanation,
Strategic explanation,
Personality explanation,
Behavioral explanation,
Process explanation.

These seven approaches of explanation identify variables that influence
or determine outcomes of negotiation. In nursing, the following may be
applicable variables for studying negotiations according to these seven
approaches.
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Effects of formality of negotiation. It appears that formalized negotiation in
nursing forces both the nurse and the client to enter into the process,
while parties involved in informal negotiation may escape from the
process without coming to agreement when the process becomes uncom-
fortable or stressful. Effects of delay or interruption may be significant
for the provision of nursing care. Since there are no formal sanctions
that either force or prescribe negotiated order in the client-nurse inter-
action, the form of negotiation in nursing should be considered in terms
of client-care outcomes.

Influence of the context of nursing care. Contexts in which the nurse and client
come together for negotiation vary according to type of health-care orga-
nization (ambulatory, acute care, long-term care, or home), type of nurs-
ing service system (for example, primary nursing or team nursing), power
distribution, organizational philosophy, etc. Physical and ecological con-
texts may have influence on certain types of negotiations in clinical settings.

Effect of the structure of the relationship. Although tied to the contents in many
ways, structures of nurse-client relationships refer to the patterns of com-
munication and influence. Such factors as role-orientations of the nurse
and the client and their evaluations of the relationships will influence the
outcomes of negotiations.

Effect of strategic elements. Contingency contracting is a form of negotiation
used in nursing in which negotiations focus on the values of "goods" to be
forgone and the values of "goods" to be rewarded. Negotiations in nursing
involve many different outcomes, ranging from a one-time action of turn-
ing in bed to stopping cigarette smoking, or to other major lifestyle
changes. In negotiations, tradeoffs are often made among valued objects
by the participants in an effort to arrive at an agreement. A personal value-
structure will influence the way tradeoffs are made in negotiations.

Personality explanation. Successful negotiations may be attained more often
when compatible personalities are negotiating in nurse-client relationships.
Other personal characteristics such as affective orientation, independence,
and locus of control may also influence negotiations in nursing.

Influence of behavioral skills used in negotiation. Nurses who have a broad
behavioral repertoire, effective in interaction and exchange, may be more
successful in nurse-client negotiations.

Process explanation. Negotiations may be studied in terms of ongoing process
in a phenomenological sense. The symbolic interactionists' approach in the
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explanation as to what occurs in the nurse-client negotiation will force us to
examine negotiation as a special case in social interaction.

Client-Nurse Alliance

Hopefully, the relationship that develops between the client and the nurse
is one that is characterized by mutuality, alliance, and partnership. The
nature of client-nurse interaction has an important impact on the way nurs-
ing care is provided and the achievement of desired client outcomes
(Garvin & Kennedy, 1990; Kim, 1983). Such concepts as collaborativeness,
coalition, mutuality, therapeutic alliance, and partnership, have been dis-
cussed in the literature as desirable characteristics that depict client-nurse
relations in which sharing of knowledge, power, understanding, purpose,
and feelings exist. However, the concept of client-nurse alliance or those
concepts which seem to refer to the same type of phenomena have been
described as both a state of client-provider interaction and a specific
process of client-provider interaction that is oriented toward a client goal.

Definition

The phenomena of being in concert with each other between a client and
a health-care professional have been conceptualized in many different ways
in the literature. For example, Madden (1990) reviews the use of the term
"therapeutic alliance" in relation to patient compliance, and indicates that
often this concept refers to the interactive process between the client and
the professional which is oriented to producing behaviors in the client that
align with the therapeutic goals. Through the application of the hybrid
model for concept development proposed by Schwartz-Barcott and Kim
(1986, 1993), Madden arrived at the definition of the concept of thera-
peutic alliance as:

. . . a process that emerges within a provider-client interaction in
which both the client and the provider are (1) actively working
toward the goal of developing client health behaviors chosen for con-
sistency with the client's current health status and life style, (2) focus-
ing on mutual negotiation to determine activities to be carried out
toward that goal, and (3) using a supportive and equitable therapeu-
tic relationship to facilitate that goal.1 (Madden, 1990, p. 85)

1. Madden, B. P. (1990). The hybrid model for concept development: Its values
for the study of therapeutic alliance. Advances in Nursing Science, 12, p. 85.
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On the other hand, Zigmond (1987) suggests that mutuality between
the client and the professional is achieved through the development of
empathy that is possible through a dialectic fusion and merger of frame-
work of experiences and a construction of common language oriented to
empowerment, dignity, and self-responsibility. Jordan (1986) also empha-
sizes mutual empathy and mutual intersubjectivity as the key aspects of
developing mutuality between two individuals. Henson identifies mutuality
as "a connection with or understanding of another that facilitates a
dynamic process of joint exchange between people" (1997, p. 80).
Mutuality is viewed as a form of relationship between nurses and clients, in
which they can be actively involved to work together for the attainment of
mutually identified goals. Sullivan (1998) views the phenomena as coali-
tion, which develops a spirit of cooperation and partnership building.
Interpersonal coalition is viewed as a power-sharing partnership character-
ized by collaborative empowerment, mutual respect, trust, and mutual goals.

The literature is rich in describing the concepts of mutuality, collabora-
tion, participation, coalition, and therapeutic alliance as referring to the
aspects of client and provider relationships that pertain to sharing of feel-
ings and orientation (mutuality), joining efforts to achieve goals (collabo-
ration and participation), establishing a common power base (coalition),
and building a mutual understanding of therapeutic goals (therapeutic
alliance). However, these concepts, especially the concepts of mutuality,
coalition, and therapeutic alliance, are viewed here as sub-aspects of the
concept of client-nurse alliance, which is considered to refer to a broad
conceptualization of client-nurse relationship encompassing the conjoin-
ing of two partners in terms of understanding, knowledge, power, and goals.

The concept of client-nurse alliance is viewed here to be a property con-
cept depicting a state of relationship that is oriented to having a conjoint
front. As stated in Webster's dictionary, alliance is a state of being united of
interest in which two parties establish relationships for mutual objectives.
Empathy, mutuality and coalition in client-nurse relations are the basis for
alliance and encompass not only an understanding of and commitment to
the client's needs and goals but also building of concerted power-base and
sharing of knowledge. However, the alliance in a health-care context must
be considered as a state in which the major orientation of the alliance is for
the client's benefit. Hence the alliance results from interactive processes
which are oriented to helping clients to attain health-care goals.

Operationalization

As there is no specific piece of work in the literature that specifies the con-
cept of client-nurse alliance as defined above, operationalization of the con-
cept must be considered by consolidating the conceptualizations of



This is an empowered state both for the client and the nurse in relation
to adversities that may arise in health-care situations, making it possible for
the movement toward the attainment of goals for the client.

Relationships With Other Concepts

Although the client-nurse alliance has not been studied specifically in rela-
tion to other concepts, the concepts of mutuality, coalition, and therapeu-
tic alliance have been identified as having effects on attainment of a goal
that is satisfactory to involved parties (Henson, 1997), patient satisfaction
(J. A. Hall, Roter, & Katz, 1988), compliance with therapeutic regimes
(Barofsky, 1979; and Deering, 1987, for example), and positive client out-
comes (Frieswyk et al., 1986). In addition, these concepts have been viewed
to be influenced both by interactional processes and the nature of com-
mitment that exists among the participants of relationships.

Theoretically, then, the concept of client-nurse alliance must be exam-
ined in relation to (a) how such a state as the client-nurse alliance may
develop; and (b) what impact the client-nurse alliance has on the client.
Explanation of the client-nurse alliance can be posed by considering the
participants' characteristics such as the willingness to share, openness,
empathy, power dynamics, and comfort in self-disclosure (Jordan, 1986).
In addition, it can also be posed by focusing on the nature of interactional
processes that result in client-nurse alliance. These include such processes
as empathic interaction (Jordan, 1986), dialectical fusioning in which
shared meanings and common language get established (Zigmond, 1987),
equalizing of power differentials (Henson, 1997), interaction of mutual
support, negotiation, and active participation (Madden, 1990).

Possible consequences and impacts of the client-nurse alliance need to
be thought of from the perspective of clients. Since implicitly the alliance
is desired for the client's health goals and health-care outcomes, the theo-
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mutuality, coalition, and therapeutic alliance. The key empirical aspects of
client-nurse alliance then include the following:

A feeling of mutual understanding;
An mutual appreciation of possibilities and limitations that exist in
the situation of nursing care;
A culmination of mutual acknowledgement of the client's health and
health-care goals;
A sharing of power and knowledge for the client's health and health-
care goals;
An achievement of a joint "voice" for the client's health and health-
care goals.
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retical significance of the client-nurse alliance resides in the concept's rela-
tionship to client outcomes. The client-nurse alliance may influence at the
primary level the kinds of decisions made on behalf of patients not only by
nurses but also by other health-care professionals by affecting negotiation
and collaboration. Such an effect may in turn impact on the ultimate client
outcomes of care. In addition, the client-nurse alliance may create a sense
of empowerment in the client. The concept refers to an important aspect
of client-nurse phenomena, and should be fully developed theoretically.

SUMMARY

The ideas presented in this chapter focus on phenomena that exist in situ-
ations where a client and a nurse are together. It is difficult to conceptual-
ize phenomena in the client-nurse domain, distinctively distinguishing
them from belonging to the client (the client domain) and to the nurse
(the practice domain). Phenomena in the client-nurse domain must be
considered analytically distinct from the phenomena in the client and the
practice domains, by viewing them to belong to both the client and the
nurse in the context of a relationship. While what are felt, experienced,
and acted belong empirically to the separate actors in an interaction, they
are relational phenomena because their existence is not possible without
the coexistence of the actors in the context of an interchange.

I have proposed an analytical schema to differentiate phenomena of the
client-nurse domain as contact, communication, and interaction types.
While this schema is useful to partition out different aspects of client-nurse
relations analytically, there may be a strong opposition to such particular-
ization from holistic scholars. This schema is proposed as a way to clearly
delineate different aspects of client-nurse relations and to think theoreti-
cally from a pluralistic perspective. This schema points to the possibility of
focusing on specific ontological aspects of human relations in developing
theoretical ideas about client-nurse phenomena.

In addition, three meaning orientations of client-nurse phenomena have
been identified as (a) the medium orientation, (b) the therapy orientation,
and (c) the care orientation. Viewing client-nurse phenomena from these
three orientations allows conceptual and theoretical examinations of them
from different perspectives of impact.

The major thrust in conceptualization for the client-nurse domain is to
view client-nurse relations as human-to-human engagements with a specific
emphasis on the features of client and nurse as participants and with the
consideration of nursing context as the locus of occurrence. This thrust
makes the knowledge development from a nursing perspective for the
client-nurse domain unique and essential.
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The Practice Domain
of Nursing

. . . making and acting are different. . . ; so that the reasoned state of capac-
ity to act is different from the reasoned state of capacity to make. . . . The ori-
gin of action—its efficient, not its final cause—is choice, and that of choice
is desire and reasoning with a view to an end . . . and such an origin of
action is a man.

—Aristotle, Book VI

OVERVIEW

This chapter presents theoretical ideas about phenomena of nursing work,
particularly located in the nurse as she or he is engaged in delivering nurs-
ing care. I propose a view of nursing work to encompass what nurses do
and experience in clinical situations in relation to clients and in address-
ing clients' problems that are subject to nursing attention. Nursing work
refers to nurses' practice that includes the cognitive, behavioral, social, and
ethical aspects of professional actions and activities performed and/or
experienced by nurses in relation to patient care. This is a somewhat lim-
ited view of nursing work, disregarding those aspects of what nurses do as
organizational role players such as making out unit assignments, working
with the unit budget, or working on a committee. Discussions regarding the
conceptualization of nursing practice focus on the need to develop sys-
tematic and theoretical ideas about the nature of phenomena in the nurse
as she or he is practicing nursing. A framework to analytically delineate two
aspects of nursing practice is presented as a way to examine the complex
nature of practice. A separate section is devoted to discussion of issues
related to the concept of nursing diagnosis. Recent developments in the
area of nursing diagnosis make it necessary to give an exposition on theo-
retical considerations regarding the concept and referents of nursing diag-
nosis, as well as on the role of the concept in theory development in nursing.
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The last section offers conceptual analyses of the phenomena of clinical
expertise and aesthetics of nursing practice as examples of the phenomena
in the practice domain.

MEANINGS OF NURSING PRACTICE

This domain embraces what and how we, as nurses, carry out and perform
those actions we call "nursing." Our interest lies in understanding and
explaining nursing practice and in improving the way we practice nursing.

As discussed in Chapters 4 and 5, many phenomena within the client
and client-nurse domains are of critical import to nursing; yet it is theo-
retical development for the domain of practice that is essential in order to
make nursing practice scientific. It is with the knowledge of this domain
that we can come to a full understanding of how nurses make the differ-
ence in clients through nursing practice. Obviously, theoretical concerns
for this domain are determined by a definition of nursing adopted in the
study. If we consider nursing as a "particular way" of managing human
health affairs, it is precisely this "particular way" that requires definition
and by which relevant phenomena are identified for scientific explana-
tion. Through scientific explanations of what goes on in the world of
"nursing practice," we are able to systematize our ways of acting and to
prescribe specific actions to fit specific requirements. The ultimate objec-
tive of the science of nursing necessarily focuses on this ability to prescribe
nursing actions.

In other words, our need to understand and explain scientific problems
that reside in the domains of client and client-nurse are for this ultimate
purpose as well. More specifically, only those theoretical postulates and
empirical questions that have ultimate significance for the contents of nurs-
ing work can be considered to be within the nursing frame of reference,
and require scientific answers from the nursing angle of vision. The start-
ing point, then, for a scientific study of nursing is in thinking of nursing
activities as "purposive."

In ordinary nursing terminology, nursing practice refers to many differ-
ent things and is often used interchangeably with "nursing skills," "clinical
practice," or simply "nursing." Most often it is used, in a comparative sense,
on a par with nursing theory and nursing research. Nursing as a discipline
is viewed as having three structural components in this usage: theory, prac-
tice, and research. In addition, by definition, nursing practice may refer to
the phenomena of the nursing profession, the phenomena that exist with
the individual nurse in everyday practice in general, or the phenomena of
specific action performed by a nurse in a given specific situation. Nursing
practice can also be specified according to the type of nursing action, such
as in nursing practice of communication or nursing practice of preopera-
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tive teaching. It also may be categorized according to client characteristics,
such as nursing practice for children, nursing practice for healthy adults,
etc. Departing somewhat from such common sense uses of the term, the
conceptualization of nursing practice specified as nursing work here refers
to phenomena related to what nurses as agents of nursing work do and
experience.

In a generic sense, practice is considered as activities, both mental and
behavioral, that are carried out by individuals in a specified situation. The
term is used differently from that common usage of "practice," as in "You
will improve with practice," in which it is synonymous with "drill." A theo-
retical conceptualization of practice as used in nursing practice or profes-
sional practice is closely linked with another common usage, as in "Your
idea is a good one, but it won't work in practice."

In proposing situation-producing theory as the proper form of nursing
theory, Dickoff and James (1978) implicitly equate practice with activities
that "produce situation." To them, practice is the vehicle by which a desired
situation in nursing is produced, and is theoretically influenced by goal
content, prescription, and a survey list. Theoretically, a survey list infers sit-
uational variables relative to prescribed nursing activity. In turn, they also
conceive that practice, the activity performed in reality, is the base for
descriptive theories (factor-isolating theories) as well.

In a similar point of view, Wilson (1977) proposes that the grounded
theory approach advanced by Glaser and Strauss (1967) may be adopted to
develop theories that are applicable to explaining and predicting processes
of nursing practice. Beckstrand (1978a, 1978b) also defines practice as a
class of phenomena that includes all actions that bring about changes in an
entity for realization of a greater good. Phenomenologists have considered
practice as experiences in clinical situations, having subjective meanings
and contextual significance (Benner, 1984). On the other hand, Agyris and
Schon (1976b) define professional practice as a sequence of actions under-
taken by a person to serve others who are considered clients. In this sense,
the term "practice" consists of the following characteristics:

Practice as a phenomenon is a broader term than action but encom-
passes action; its conceptualization is based on a set of assumptions.
Practice presupposes the presence of a mental image of what will be
or need to be enacted. It assumes that a mental picture, a cognitive
understanding, or knowledge is antecedent to action.
Practice is situation-specific.
Practice is social in that it belongs to actions associated with being a
social agent.
Practice is ethically and morally entrenched as an aspect of a human
agent's life in the Aristotelian sense that it refers to life forms of free
agents in an ethical sense.
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The concept of "practice" including something other than what the
nurse does with the client has been proposed by several authors in a gen-
eral perspective (Benne, Chin, & Bennis, 1976; Bourdieu, 1977, 1990;
Freidson, 1970a). The concept of practice that refers to the cognitive
aspects of professional actions, along with the behavioral and social aspects,
appears to be a significant departure from earlier ideas about professional
practice in which professionals are presumed to behave according to what
they know. Variability in professional actions related to the professional's
use of knowledge and cognitive processes that are used for translating
"what one knows" to "what one does" is specifically at the core of ques-
tioning about the concept of practice. And it is precisely this notion that is
vital to scientific study of nursing actions within the practice domain. This
focus of theoretical questioning is not interested only in "what" the nurse
does with or for the client but more importantly in "how the nurse arrives at
given action choices " and "how such action choices turn into human activities. "

Nursing practice in general is accepted as a set of activities performed
by a nurse (an agent) toward the good of the client in specific situations.
The concept involves: (a) knowledge of how to arrive at "good" outcomes
of nursing; (b) knowledge of what is "good" for the client; and (c) perfor-
mance of prescribed nursing actions in reality. The goal of action is always
referable to the nurse as the originator of "provisions" for the client. The
actions in nursing practice are special types of human enactments per-
formed in the context of the service requirements of a client. Practice exists
in a given nursing situation as a discrete case apart from all other cases, and
is primarily oriented to the values that define what is normatively good for
the client.

Donaldson and Crowley (1978) indicate that nursing scholars generally
are in agreement on what nursing should be concerned with, and Riehl
and Roy (1980) found commonalties among five nursing models examined
by them with respect to the characteristics of interventions prescribed as
nursing. For example, they found that nursing interventions prescribed by
these nursing models allow for the client's expression of feelings, are aimed
at maintaining whatever independent behaviors are possible for the client,
and provide new ways for increasing the client's independence (Riehl &
Roy, 1980). Furthermore, there is a movement toward developing a com-
mon conceptual scheme for nursing, beginning with the works of the
North American Nursing Diagnosis Association on nursing diagnosis and
also with the work to systematize nursing interventions (Bulechek &
McClosky, 1992). Nevertheless, fuzziness still exists in conceptualization,
especially in terms of defining the boundary within which actions are clas-
sified as nursing. This fuzziness can be attributed to the fact that most of
what nurses do is not significantly different from what ordinary people do
in their everyday lives. What are different are not the acts themselves, but
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when, how, and why they are carried out. In nursing, the same acts take on
special meanings in their enactment.

A nurse sits with a dying patient as a wife sits with her dying husband.
The "act" of attending the last hours of a dying person may appear the
same in these two occasions. However, the meanings of that act to the
"attendees" as well as to the client would be different, and the actual con-
tents of the act of attending may be very different in behavioral, affective,
informational, and technical senses. Theoretical efforts in nursing, then,
need to focus on how such ordinary actions take on professional, nursing
meaning and in what ways they become different from ordinary human
actions. In a nondeliberate effort to make nursing actions "unordinary,"
that is "technical," the current nursing world has become preoccupied with
bringing into the core of nursing those actions that require competent use
of technological instruments. Though this preoccupation results from the
current use of technology in health care, technology has to be considered
as the tools for nursing, not the content itself. The core of nursing actions
within nursing work resides in the human-to-human actions performed by
a professional nurse for goals that are oriented to the client's health-related
affairs.

For theoretical thinking in this chapter, then, I propose a definition of
nursing practice as acts of a person under the conscious aegis of "nursing."
Although this definition appears to be circular, the labeling of the act as
"nursing" is necessary for both subjective and objective endorsement of
the actions within nursing practice in a social sense. Because nursing is a
social role, the content of the role, i.e., the performance of it, has to be
designated formally as belonging to that role. Since acts enacted in a given
role may be different in many ways, it is difficult to describe the acts with-
out enumerating every kind. It is more of a conceptualization issue rather
than a definitional one to be concerned with what kinds of acts are of a
nursing type.

By this way of thinking, then, the nursing act takes on a specific mean-
ing with respect to its locus of occurrence, that is, in the nurse agent.
Hence, nursing acts include those performed in the presence of a client or
by the nurse in solitude, away from clients but on behalf of them, such as
consulting with physicians, conferring with family members, or negotiating
with referring agencies in behalf of the client. These certainly are behav-
iors that need to be included as appropriate nursing actions. In addition,
nursing practice has two philosophical orientations in its relationship to
nursing clients. Nursing clients represents two aspects of attention for
nurses: clients' specific clinical problems and clients as human persons.
Nurses must address "problems" the client experiences in the health-care
situation with nursing therapeutics and at the same time deal with the
client as a human person. Hence, nursing practice must coordinate two
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separate philosophies of practice: the philosophy of therapy focusing on
clients' problems and the philosophy of care focusing on clients as human per-
sons in totality.

As shown in Figure 6.1, the philosophy of therapy aligns practice with
goal-oriented and strategic actions that are aimed at solving or attending
to the client's specific problem(s). Clients' problems such as fatigue, pain,
dyspnea, cognitive deficit, immobility, or noncompliance are viewed as tar-
gets requiring certain sets of therapeutic actions, interventions, or strate-
gies. This occurs as an aspect of nursing practice from the philosophy of
therapy orientation with the major aim being remedy and treatment. On
the other hand, the philosophy of care orients nursing practice involving
the whole of clients' experiences as human persons. The focus of attention
for nursing practice with this orientation is not the clinical problem (s), but
is the human beings in specific situations. Nursing practice with this ori-
entation involves approaches to clients as human persons situated in the
service settings of nursing. The major aim with this orientation is in pro-
viding "care" to clients as human persons with specific and unique histo-
ries, personhood, and experiences. Nursing practice, then, must coordinate
both of these philosophies.

A FRAMEWORK FOR THE PRACTICE DOMAIN1

As discussed in the preceding section, nursing practice conceptualized as
such points to a rather complex picture. It involves both mental and behav-
ioral aspects of actions which are interlinked with the agent of practice, the
client situation, the context of practice, and the considerations of nursing
perspectives.

Nursing practice encompasses actions that are performed by nurses
alone without the physical presence of a client or with the physical pres-
ence of a client involving or not involving the client actively in the actions.
Yet the goals of such actions are oriented to the client always. These actions
refer to intellectual or cognitive as well as behavioral actions involved in
providing nursing care to clients. The clearest example of such actions is
what we call "nursing process." The concept of the nursing process refers
to a set of intellectual and behavioral actions performed by a nurse in sys-
tematizing actual nursing-care actions. The purpose of the nursing process
and relevant features of the nursing process are inherently tied to the
client's problems; nevertheless, the actions of the nursing process belong

1. This section is an expansion and elaboration of Kim, H. S. (1994). Practice
theories in nursing and a science of nursing practice. Scholarly Inquiry for Nursing
Practice: An International Journal, 8, 145-158.
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Figure 6.1 Philosophies of therapy and care as the frame for nursing practice.

to the nurse agent. As an agent, the nurse performs the following activities
within the process:

1. Gathers information;
2. Makes judgments about the nature of information available;
3. Arrives at problem statements based on many information networks;
4. Examines available and possible kinds of strategies for the solution of

problems;
5. Selects certain types of interventions as appropriate and effective;
6. Carries out those interventions, adopting scientifically selected oper-

ational procedures;
7. Evaluates outcomes of the intervention;
8. Modifies the existing information base on the client as well as the

future modus operandi regarding the solution of the client's problems.

The nursing process is the most global way of conceptualizing nursing
practice, for it includes nearly all aspects of nursing's intellectual and
behavioral processes. However, this view of nursing practice within the
frame of nursing process is linear and does not take into account the com-
plex and comprehensive features inherent in the actions of nursing prac-
tice. The framework presented below is a way to elaborate on the
complexity of nursing practice. This framework is an elaboration of the
work presented earlier (Kim, 1994).

The complex nature of nursing practice indicates that the practitioner
is involved in a set of actions—mental activities and enactment activities in
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a specific situation of practice encompassing aspects that pertain to: (a) the
client, (b) the context, (c) the agent-self, and (d) the nursing frames.
Nursing practice is a complex series of actions that can be partitioned into
two dimensions: the deliberation dimension and the enactment dimension
as shown in Figure 6.2.

The deliberation dimension involves the practitioner engaging in men-
tal activities to develop a program of action, manifestly or latently (that is,
consciously or unconsciously), as analytically separated from the enactment
of action. It focuses on the assessment the practitioner makes of the situa-
tion, the practitioner's judgement about the assessment, and the arriving
at decisions as to what the nurse should do or needs to do in order to meet
the demands of the situation. This may involve a situation with a specific,
single problem to be addressed, or one that is entrenched with coexisting,
multiple problems and issues requiring decisions not only for problem solu-
tions, but also for coordination of judgments and choices. Deliberations are
viewed to be analytically connected to a network of five structural units: (a)
aspects of client, (b) aspects of nurse-agent, (c) nursing goals, (d) nursing
means, and (e) context of nurse-agent.

The enactment dimension is analytically separated from the deliberation
dimension, and involves acting and behaving in a specific practice situation
involving the practitioner, the client as a recipient of service as well as a
responding human-other, and the contextual frames within which the
actions take place. In this phase, nursing action is analytically connected to
three structural units: (a) the client, (b) the nurse-agent, and (c) the con-
text of nursing action. Enactment is bound by time, space, and physical
locality in relation to the acting agent, i.e., the practitioner. Although it is
conceptualized to be analytically separated from the deliberation dimen-
sion, it does not mean that the enactment dimension does not have the
mental elements, as human actions cannot be considered devoid of men-
tal content. Separating this dimension from the deliberation dimension
allows us to examine nursing practice for what is actually done and accom-
plished concretely in clinical situations. Although I conceptualize these two
as analytically separate dimensions, the occurrence of these dimensions is
not necessarily linear and connected sequentially in actual practice situa-
tions. This means that a nurse may be engaged in a sequence of activities
in a given clinical situation, which are all deliberative as specific events, or
that a nurse may be engaged in clinical events of enactment in sequence.

The Deliberation Dimension

Deliberation in nursing practice refers to phenomena in the nurse-agent
as she or he is mentally and intellectually addressing the clinical situation
in anticipation of actual delivery of nursing services. Aristotle discusses the
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meaning of deliberation in relation to practical wisdom (prudence or
phronesis) as:

Practical wisdom on the other hand is concerned with things human
and things about which it is possible to deliberate; for we say this is
above all the work of the man of practical wisdom, to deliberate well,
but no one deliberates about things that cannot be otherwise, nor
about things which have not an end, and that a good that can be
brought about by action. The man who is without qualification good
at deliberating is the man who is capable of aiming in accordance
with calculation at the best for man of things attainable by action2

Hence, deliberation is connected to action and is oriented to a result.
The nurse in the deliberation dimension (a) considers the meaning and
nature of information; (b) processes a given set of information vis-a-vis
existing relevant structures; (c) surveys and draws on both the public and
personal knowledge arenas; (d) contemplates about future courses of
action, establishes intentions; and (e) makes judgements and choices about
conceptual and action decisions. The nurse in this dimension of practice
may be involved in such mental activities knowingly or unknowingly, but
regardless, she or he is engaged in deliberations by involving five sets of
structures.

The structure related to aspects of the client is the focal framework upon
which the significance of nursing for that client is established situationally,
that is, for a given situation or an event, and holistically for that client's
nursing care. This structure encompasses those elements that are related
to the nature of specific problems confronting the client, that provide the
client with meanings and perceptions about the problems and situations,
and that are related to personal resources present and available in the
client. As shown in Figure 6.3, these elements can be differentiated as gen-
eral or specific, identified in terms of health problems and health-related
experiences, personal history, motivation and commitment, attitudes,
knowledge, and capacity. This structure thus defines the elements, which
the nurse must bring into a varying focus in deliberating about a program
of nursing service. It is the major frame that provides information to the
nurse during this phase.

The structure of nurse-agent refers to the aspects of variability in the nurse
which are possible for activation in the process of deliberation. As shown
in Figure 6.3, it is organized into two aspects of the practitioner (i.e., the
general and specific situation-bound) with respect to six categories:

2. Barnes, J. (Ed). (1984). The complete works of Aristotle: The revised Oxford transla-
tion. Vol. 2. (pp. 1802). Princeton, NJ: Princeton University Press.
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Structure of Client

General Aspects Specific Aspects

Problems and Their Meanings

Motivation/Commitment

Values and Value Standards

Knowledge and Experience

Capacity/ Abilities

History and Contextual Grounding

Structure of Nurse

General Aspects Specific Aspects

Personal Frames of Reference

Motivation/Commitment

Values and Value Standards

Knowledge and Experience

Capacity/ Competency

History and Contextual Grounding

Figure 6.3 Structures for deliberation: Aspects of client and nurse.

1. The frame of reference the nurse is adopting in providing personal
meanings regarding nursing practice in terms of standards, commit-
ments, locus of interest, philosophy, and world views;

2. Motivation and feeling states;
3. Value commitments from the ethical and moral perspective that

guide the nurse's practice;
4. Personal knowledge existent in the nurse both as organized and

unorganized entities;
5. Experiential history both as a nurse and a human being;
6. Personal capacity for practice as resources such as energy, skills, and

modes of thinking.

The structure of nurse-agent is critical in the process of deliberation
since the professional practice requires the agent's primary focus on oth-
ers (i.e., clients) and other-directed actions (i.e., actions for the benefit of
clients). The practitioner has to negotiate with him- or herself regarding
the paradox that ensues with the coexistence of this other-directedness in
orientation and the fundamentally self-centered nature of human actions.
It means that the practitioner in having the goals of practice embedded in
the client engages in the phase of deliberation both with and without the
conscious recognition of the extent to which the nurse's own aspects are
involved. The elements identified within this structure are what the nurse
brings into the nursing practice setting, and are basically attained, accu-
mulated, and culminated through professional socialization and experi-
ence. Their mobilization in and impact on the processes of this phase are
selective and variable in different clinical situations.

The structure of nursing goals, as shown in Figure 6.4, encompasses the
goals inherent in a clinical situation, both latent and manifest, and is dif-
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ferentiated on two dimensions: scope and orientation. Goals in clinical sit-
uations may be general from the nursing perspective such as promotion of
health or attainment of client autonomy, and specific to situation and prob-
lem on hand such as maintenance of airway patency or attainment of com-
petence in diabetic self-care. In addition, goals may exist differently from
the perspectives of the client, the nurse, and others such as family members
and other health-care professionals. For any given clinical situation in
which nursing actions must take place, there exists a set of goals identifi-
able as a varying combination of the generalized and specific goals for the
client, the nurse, and others. There may be alignment or misalignment
among these goals, as the client, the nurse, and others such as family mem-
bers could be oriented to primarily different aspects of the client's well-
being, different priorities, or different motivational structures. How the
nurse becomes cognizant of and puts emphasis on different sets of goals in
deliberation is one of the problematic aspects of the process of deliberation.

The structure of nursing means, in a similar manner to the structure of nurs-
ing goals (as shown in Figure 6.4), is differentiated into two aspects: the
scope of application and availability. Nursing means include strategies of
nursing applicable in clinical situations to bring about some ends that are
relevant to nursing practice. Nursing means from the view of the scope of
application can be general in that the target for the application is the client
as a human person, or specific to a situation or problem. Nursing means can
be available in the public arena mostly as validated forms of strategies, or
privately to given nurses attained mostly through experience, or as conjec-
tures existing only as tentative ideas. The nurse-agent thus also brings a vary-
ing combination of means emerging from this structure into the process of
deliberation. The process therefore must involve juxtaposing the elements
within this structure with the elements of the structure of nursing goals with

Structure of Nursing Goals

Genera) Goals
Specific Goals
(Situation or

Problem Specific)

Structure of Nursing Means

General Means
and Approaches

Specific Means
or Strategies

ORIENTATION:

Goals defined by Client

Goals defined by Nurse

Goals defined by Others

AVAILABILITY:

Repertoire at Large

Personal Repertoire

Conjectured Means and Approaches

Figure 6.4 Structures for deliberation: Aspects of nursing goals and nurs-
ing means.
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a view toward establishing a program of actions that makes the practice
coherent, meaningful, strategically effective, and sensible.

The structure of the context of nurse-agent is the background upon which the
nurse's deliberation is processed and refers to elements in the physical,
social, and symbolic spheres of the practice environment. Deliberation
takes place in the context of practice situation that contains not only the
environmental entities but also the meanings of such entities. Noise, con-
flicting demands existing in the situation, value structure or culture of the
situation, an institutionalized form of practice, level of institutional inte-
gration of roles, a lack of staff, and being assigned to several complex
clients are examples of the elements within this structure that impinge on
the deliberation process.

Deliberations involving these five structures are not only oriented to
making choices for actions to be pursued but in doing so the present situ-
ation of deliberation is contiguously linked to the future in association with
the chosen actions. Normatively, it is expected that a practitioner be
engaged in the deliberation phase with a commitment to achieving fidelity
of strategy, competent delivery, timeliness and relevancy of program, and
efficacy of outcomes. This view points to the idea that the processes in this
phase necessarily need to be rational and prescriptive; however, the phe-
nomena as they exist in actual practice may be more haphazardly or intu-
itively organized than programmatic or intentional.

Clinical decision making, clinical judgment and diagnosing, information
processing, surveilling, priority setting, and nursing-care planning are
examples of phenomena in this phase.

The Enactment Dimension

The enactment dimension refers to the phase at which the nurse performs
activities in nursing and the phenomena of enactment are conceptualized
in terms of human action being carried out and performed behaviorally by
a nurse-agent in the context of nursing care. If one believes that the reality
of enactment has a direct and complete causal relation with intention, and
intentions are a sufficient explanation of enactment, then it would not be
necessary to consider this dimension separately from the dimension of
deliberation. However, I believe this view is not tenable from the theoreti-
cal considerations, but also because the conceptualization of human action
within the disciplines of human service practice requires us to consider
human action in a much more complex way. Enactment in human service
practice not only is realized by the nurse-agent, but also invariably involves
another human being (the client) that is also an engaged, enacting agent.
In addition, certain aspects of nursing practice require deliberation as sep-
arate activities of the nurse. Furthermore, the connections between delib-
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eration and enactment are not uniform and linear, and can take various
forms according to differences in the nature of the practice setting. For
example, a critical care situation often requires on-the-spot, immediate
action responses, while in a home-care setting enactment of nursing actions
may be separated from deliberation by a prolonged time lag. Or, a nurse
may do a deliberation while the enactment needs to be done by a third per-
son through delegation of actions.

Facts of enactment are nonetheless time-bound, possibly have multiple
meanings, and are fleeting, as depicted by Bourdieu (1990) in describing
game playing as an example of practice.

A player who is involved and caught up in the game adjusts not to
what he sees but to what he fore-sees, sees in advance in the directly
perceived present. . . . He decides in terms of objective probabilities,
that is, in response to an overall, instantaneous assessment of the
whole set of his opponents and the whole set of his team-mates, seen
not as they are but in their impending positions. And he does so "on
the spot," "in the twinkling of an eye," "in the heat of the moment,"
that is, in conditions which exclude distance, perspective, detachment
and reflection. He is launched into the impending future, present in
the imminent moment, and abdicating the possibility of suspending
at every moment the ecstasies that project him into the probable, he
identifies himself with the imminent future of the world, postulating
the continuity of time.s

Enactment is connected to deliberation but is accommodated by on-the-
spot adjustments that connect what exists at the present of enactment to
the immediate future. We feel the urgency of human enactment, as it is
bound to the present and future at the same time but becomes the thing
of the past instantaneously. We also feel the immediacy of human action in
the human agent's engagement, as well as the finality of action once it is
enacted. Action science proposed by Argyris, Putnam, and Smith (1985)
and the notion of reflective practice advanced by Schon (1983) examine
the reasons for practitioners' failure to achieve intended consequences in
their practice and possible disparity that exists between what practitioners
believe they are doing and what they actually do.

Enactment is conditioned by three structures: (a) aspects of nurse-agent,
(b) the client, and (c) context of nursing action. As an enactor in this
phase, the nurse brings into the situation of enactment the agent-self with
all of its capabilities and limitations, desires and hesitancies, sensibility and

3. Bourdieu, P. (1990). The logic of practice (R. Nice, Trans.), (pp. 81-82). Stanford,
CA: Stanford University Press.
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hardiness, habits and quarks, history and background, and beliefs and
knowledge. Such aspects of the nurse accommodate how actions become
actualized, by making them good or bad, skillful or cumbersome, with pas-
sion or without, coordinated or disjointed, organized or disorganized, effi-
cient or inefficient, ethical or unethical, and artful or mundane.

The client, often as one co-engaged in enactment of nursing actions,
brings into the situation all aspects that make her or him a specific indi-
vidual, engaged in the specific situation of his or her life that are ongo-
ing. Through the client's responses, behaviors, and presence, enactment
is also accommodated as nursing actions are being performed in clinical
situations.

The contextual aspects of the situation of enactment are the physical,
social, and symbolic aspects of the environment that are bound to the
enactment in a spatiotemporal sense, both immediately and remotely but
significantly. The context of enactment both confines and allows forms of
nursing actions that are possible. Nurses, regardless of their deliberation,
need to adapt to the situational contingencies in performing nursing
actions. For example, a nurse may "end up" delegating a specific action to
a health-care assistant even though her intention was to do it herself. A
nurse may need to stop teaching a patient about diabetic self-care in mid-
stream, as she is being paged for an immediate attention.

Technical competence, nursing aesthetics, delegation behavior, nursing
documentation and nursing description, ritualized practice, caring, ethical
practice, and tailoring nursing actions are examples of phenomena in the
practice domain with a focus in the enactment phase.

Phenomena in the Practice Domain in a Holistic Sense

This differentiation advanced in the preceding section allows us to view
nursing practice analytically with a phase orientation, partitioning out phe-
nomena that are particularly mentalistic from those that are action-ori-
ented. This, for analytic purposes, enables us to look toward developing
theories, which are oriented to characteristically different types of human
processes. However, many human experiences and human practice phe-
nomena are so totally, intricately, and pandimensionally interwoven with
both mental and action aspects that it is impossible to partition them even
analytically with a phase orientation. Such phenomena require more holis-
tic conceptualizations. For example, the concept of innovation adoption
refers to both mental and action-oriented phenomena of knowledge uti-
lization. Similarly, the concept of clinical expertise as advanced by Benner
(1984) has a holistic orientation. In addition, many of the professional role-
related phenomena in the nurse relevant to clinical nursing practice are
not amenable to the phase conceptualization. These include such phe-
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nomena as role-overload. Table 6,1 shows examples of phenomena in the
practice domain.

These are beginning conceptualizations of many aspects of phenomena
in the practice domain. It appears that it is useful to adopt two distinct
approaches to conceptualizing phenomena in the practice domain, as in
other domains. The first approach is a holistic one by which the total
process is perceived as nursing practice or nursing process. The second
approach is a particularistic mode by which many phenomena are distinctly
perceived as separate concepts.

Conceptualization of phenomena in the practice domain either in the
holistic or the particularistic approach points up two distinct characteris-
tics of the phenomena: quality of nursing action and methodological dif-
ference in nursing action. Hence, for example, the phenomena of the
nursing process can be considered for scientific explanation with respect
to the qualitative nature (e.g., good/bad; effective/ineffective; or effi-

Table 6.1 Examples of Concepts in the Practice Domain

Holistic Focus Nursing process
Knowledge utilization
Innovation adoption
Clinical competence
Clinical expertise
Role overload

ANALYTIC FOCI
LEVEL OF CONCEPT DESCRIPTION

Holistic Particularistic

Focus on Deliberation
Phase

Nursing care
planning
Information
processing
Clinical decision
making

Clinical mierencmg
Nursing diagnosis
Prioritization
Surveilling

Nursing
aesthetics
Caring
Ethical practice

Focus on Enactment
Phase

Technical competence
Delegation
Nursing
documentation
Nursing description
Tailoring
Nursing assessment
Ri realization
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cient/inefficient), and to the techniques of adoption (i.e., sequential appli-
cation; frequency of use; time of use; independent/team approach).
Nursing decision making can also be thought of in these two ways: (a)
good/bad, appropriate/inappropriate, or adequate/inadequate, which are
qualitative aspects of the decision making, regardless of actual techniques
adopted in the process; and (b) adoption of specific techniques of decision-
making such as optimization, "satisficing," or balance techniques.

Modes of Investigation for the Practice Domain

Nursing scientists have to be in a somewhat different position from that of
pure scientists for whom detachment and debunking are, of necessity,
essential attitudes toward their subject matters, especially in studying phe-
nomena in the practice domain. While maintaining scientific objectivity
and detachment, nursing scientists have to work in balance with the atti-
tude of advocacy for "good practice." Indeed, the challenge to the science
of nursing is in finding ways to discard trivial and frivolous acts from the
ordinary repertoires of what nurses perform in "doing nursing," and to
replace these acts with interventions and therapies that have significant
purpose and rationality.

In order to do this, it is necessary, first, to know (or find) ways of sepa-
rating those nursing acts that are trivial or frivolous from those that are
meaningful, in that they are "nursing" acts. Implied in this statement is an
acceptance of the reality that all of what nurses do in ordinary nursing sit-
uations is not necessarily "nursing," and that nurses are neither scientific
in all their acts nor able to make all their acts have nursing meanings. It is
probably neither necessary nor possible to program (i.e., prescribe) every
action of a nurse, that is, every act performed in a nursing situation.
Nonetheless, the essential objective for the science of nursing is to strive for
a system of knowledge that will increase the proportion of rational and
explained acts in the total repertoire of what the nurse does in nursing.

One primary way of arriving at this understanding is through decipher-
ing the meanings of acts performed by nurses. This points us toward an
inductive method of study in which the description of the nursing world
allows us to attach meanings to nursing acts and discover patterns of occur-
rence. For example, if we find that different nurses entering a terminally
ill patient's room assume certain body postures and utter certain words to
the patient, we would be in a position to question their meanings as well as
effects on the patient. The inductive approach for the discovery of patterns
and meanings of nursing acts is important for the science of nursing in its
current developmental stage as a scientific field. This is not to say that the
deductive approach is not useful for development in the science of nurs-
ing. Both approaches need to be applied appropriately in studying nursing.
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MODELS FOR THE PRACTICE DOMAIN

Conceptualization of phenomena in the practice domain is rarely done by
nursing theorists in a systematic way. Most conceptual models of nursing
treat phenomena in the practice domain as natural occurrences, neither
requiring specific conceptualization nor theoretical explanations in a spe-
cific nursing perspective. Otherwise, it is considered to be encompassed
within the idea of nursing process that the profession has come to accept
as a universally correct modus operandi for providing nursing care. During
the last three decades, nursing process has become well incorporated into
the nursing knowledge system, and is considered the systematic way of giv-
ing care. The American Nurses Association's Standards for Practice are
based on this form of problem-solving and action in nursing. Nursing
process as an accepted "theory" or "principle" for provision of nursing care
is treated by most nursing theorists in their writings as such. Application of
the nursing model in the nursing process is discussed in great detail in
many writings.

The attitude that nursing action follows naturally from nursing assess-
ment is particularly prominent in models in which nursing action is viewed
in a prescriptive manner. For example, according to the Roy Adaptation
Model, the nurse knows what to do if the behavior of the client has been
clearly specified, linking it to its predominant stimuli in the nurse's assess-
ment, since the "intervention is based specifically on the nursing assess-
ment" (Roy & Roberts, 1981, p. 47). Further on, they state that:

Based on this model [the Roy Adaptation Model], some nursing
interventions will be traditional techniques such as comfort measures
or health teaching. However, our theoretical work may allow us to dis-
cover entirely new activities that are the unique responsibility of the
nurse when she is viewed as the promoter of patient adaptation.4

What they do not consider "problematic" in these statements is "how a
nurse will discover a new activity," or "how a nurse makes a choice of a new
activity over an old one," or even "why a nurse might want to seek new activ-
ities." In this model, the nurse is required to make "judgments" about inef-
fective processes influencing the client's adaptation level in order to come
up with a diagnostic label for an ineffective behavior. It is exactly this phe-
nomenon of nursing judgment that is problematic when a nurse scientist
shifts the focus from the client to the nurse. The phenomenon of nursing
judgment is an example of constructs that belong to the practice domain,

4. Roy, C., & Roberts, S. L. (1981). Theory construction in nursing: An adaptation
model (pp. 47-48). Englewood Cliffs, NJ: Prentice-Hall.
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requiring scientific explanations. Nursing assessment also refers to a set of
phenomena in the nurse that pertains to specific processes and features.

Similarly, Neuman (1995) considers the use of the assessment/inter-
vention tool designed according to the Neuman Health Care System model
to offer a prescriptive base for nursing action. Like Roy, Neuman views the
selection of nursing action as deterministic based on the adoption and
careful use of an assessment tool.

Rogers is somewhat more specific and states that professional nursing
practice is creative and imaginative, and is considered to be rooted in
"abstract knowledge, intellectual judgement, and human compassion"
(Rogers, 1970, p. 122). She believes that nursing action is not determined
by set formulas, and that the nurse's ability to select appropriate tools of
practice is an intellectual skill. Rogers identifies three variables as those
influencing the safe practice of nursing (i.e., how the nurse selects appro-
priate actions and how selected actions are put together): (a) the nature
and amount of scientific knowledge; (b) the imaginative, intellectual judg-
ment; and (c) human compassion.

Intellectual skill in selecting those tools and procedures best suited to
a given situation and artistry in utilization of mechanical and personal
resources are important dimensions of nursing practice. However, it
must be thoroughly understood that tools and procedures are
adjuncts to practice and are safe and meaningful only to the extent
that knowledgeable nursing judgements underwrite their selection and the
ways in which they may be used."

She continues:

Nursing practice must be flexible and creative, individualized and
socially oriented, compassionate and skillful. Professional practition-
ers in nursing must be continuously translating theoretical knowledge into
human service and participating in the coordination of their knowl-
edge and skills with those of professional personnel in other health
disciplines.(i

Although these are pointed out as essential elements for good nursing
practice and refer to both the deliberation and enactment dimensions of
nursing practice, Rogers does not follow through with this idea in her

5. Rogers, M. E. (1970). An introduction to the theoretical basis of nursing (p. 126).
Philadelphia: F. A. Davis. Italics are mine.

6. Rogers, M. E. (1970). An introduction to the theoretical basis of nursing (p. 128).
Philadelphia: F. A. Davis. Italics are mine.
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model, nor does she translate the meaning of this idea within her model of
unitary human beings. Conceptualization in which an explanation of vari-
able conditions of such phenomena as "translating knowledge" or "using
the tools of practice" apparent in the practice domain is not offered in the
model of unitary man. Theoretically, Rogers' statements are rhetorical and
fall short of scientific explanation. While she identifies phenomena requir-
ing scientific explanation, she neither offers exact definitions of elements
critical for variations in the nurse's actions nor describes the way these ele-
ments are related to each other and related to the content of nursing action.

King's notion of nursing practice is incorporated into the concept of
give-and-take, the interaction that is the basis for nursing decision making
in the model (1981). Thus, the variables influencing nursing practice are
what the nurse brings into the client-nurse interaction situation. These are
the nurse's perceptions, skills in communication, values for transaction,
role concepts, and stress. These same elements as variables in the client are
also brought into the interaction. Nursing practice varies not because of
what the nurse processes in isolation from the client, but only as a result of
the nature of the interactional evolution that takes place with what the
nurse and the client bring into the situation and how they work together.
This suggests that King considers nursing practice only from the interac-
tional orientation. Nursing action as a process does not exist in the nurse;
the nurse is a variable for nursing action for what the nurse is and how she
or he participates in interaction with the client.

In a more specific fashion, Orem (1980, 1991) proposes the concept of
nursing agency, denoting the nurse's specialized abilities. Nursing agency
includes (a) specialized education, (b) specialized knowledge of the nurs-
ing situation, (c) mastery of technology of nursing practice, and (d) moti-
vation for practice. The characteristics of nursing practice are expressed
in terms of the art of nursing and nursing prudence. The art of nursing
means creating systems of nursing assistance and care, and depends upon
the quality of the nurse for creative investigations and analyses and syn-
theses of information within the nursing situation. On the other hand,
nursing prudence means rightly doing selected acts in a given situation
based on one's knowledge of the situation. It depends on that quality of a
nurse that is related to the ability to seek and take counsel in new or diffi-
cult nursing situations, to make correct judgment for action under chang-
ing conditions, to decide to act in a particular way, and to take action. The
art of nursing and nursing prudence are influenced by experience pri-
marily, but interactively also by such variables as a nurse's talent, person-
ality, developed and preferred modes of thinking, stages of personal and
moral development, ability to conceptualize complex situations of action
and to analyze and synthesize information, and life experiences (Orem,
1980, 1991).
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Thus, according to Orem's conceptualization of nursing practice, an
activated nursing agency produces nursing operations and actions that
vary in terms of the art of nursing and nursing prudence. The basic pos-
tulation is that nursing agency, in combination with other personal char-
acteristics of the nurse, influences the nature and mastery of those
nursing actions performed. This model, however, does not deal with the
issue of how nursing actions are selected and performed in certain ways
by the nurse. Orem conceptualizes the phenomena in the practice domain
in a holistic manner.

This section surveyed the approaches used by selected theoretical works
in conceptualizing nursing practice and treating phenomena in the prac-
tice domain within the proposed theoretical models. As shown, these the-
oretical frameworks treat phenomena in the practice domain tangentially,
rather than as the primary foci for description and explanation.

ISSUES IN THE CONCEPT OF NURSING DIAGNOSIS

The discussions offered in the preceding sections of this chapter bring us
to conceptual issues regarding the concept of nursing diagnosis. The rea-
sons for dealing with the concept in a separate section are twofold: In a def-
initional sense, nursing diagnosis is a label that is attached to a phenomenon
(or a cluster of phenomena) present in a client, indicating that the
phenomenon requires a nursing solution. Thus, the naming of client
phenomena has to depend in the first place on the way "client" is conceptu-
alized, and secondly, on the definition of a nursing solution vis-a-vis a med-
ical solution, or pharmacological solution, or social service solution, etc. In
addition, a nursing diagnosis as a phenomenon is a "created" phenome-
non, that is, it is a concept constructed to fulfill specific needs of the pro-
fession. A nurse has to perform a labeling act in examining the reality that
is present in the client and by selecting relevant facts. Nursing diagnosis is
a way of translating "natural phenomena" to have specific, scientific "nurs-
ing" meanings. It is a systematic conceptualization of phenomena in the
client system from a nursing perspective, not only for descriptive under-
standing, but necessarily for prescriptive purposes. Nursing diagnosis is nec-
essary only because one is interested in also making decisions about a
specific nursing solution (or what is also termed as nursing intervention,
nursing approach, or nursing therapy).

In accepting the nursing process as the major scientific approach for
delivering nursing service during the past two decades, the nursing pro-
fession has also basically accepted the concept of nursing diagnosis as a
process through which a nurse arrives at a judgment regarding the client's
problems requiring a nursing solution. However, there still is an inter-
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change in the use of terms—nursing diagnosis, nursing problems, nursing
needs. Whether or not a nurse comes up with an exact name for the
client's problem in nursing terms, the diagnosing act for the nurse has
been included firmly and formally in the nursing process. In general, nurs-
ing theorists, nursing researchers, and nursing practitioners agree that a
nurse, in delivering a systematic, scientific nursing service to the client,
should go through the step of identifying the client's problems and arriv-
ing at a list (i.e., nursing problem statement, list of nursing needs, or nurs-
ing diagnosis) that is then scrutinized for a nursing solution. Therefore, the
controversies are not related to the basic concept of nursing diagnosis. The
major issues are related to (a) varying views regarding "clinical" referents
of nursing diagnosis, and (b) nursing diagnosis classification system.

Referents of Nursing Diagnosis

It is generally accepted that nursing diagnosis refers to health problems or
health states that are treated by means of nursing intervention (Gebbie and
Lavin, 1975). Health problems that are the referents of nursing diagnosis
have been conceptualized from nursing perspectives in a variety of ways. As
an attempt to differentiate nursing diagnosis from medical diagnosis,
Aspinall, Jambruno, and Phoenix (1977) view health problems in nursing
diagnosis as impaired body functions, while others (for example, Roy,
1975) view health problems in terms of response to illness or pathological
conditions. Jones (1979), on the other hand, states that a nursing diagno-
sis is the statement of a person's responses to a situation or illness that is
actually or potentially unhealthful and that a nursing intervention can help
to bring about change in the direction of health, a concept adopted from
Mundinger and Jauron (1975). This diversity in the early conceptualiza-
tions of nursing diagnosis still persists, although the position taken by the
North American Nursing Diagnosis Association (NANDA) has dominated
the definition regarding nursing diagnosis.

The definition proposed by the theorists at the Third National Con-
ference is more global: "Nursing diagnosis is a concise phrase or term sum-
marizing a cluster of empirical indicators representing patterns of unitary
man" (Kim & Moritz, 1982, p. 219). Although this definition has been
developed by a group of nursing theorists and suggests general agreement
in viewing problems of human health, the actual application of this defin-
ition in "creating" conceptual labels (or terminology) for nursing diagnos-
tic states is at variance with the concept of wholeness. In addition, nursing
theoretical models already developed have their own definitions of health
problems: adaptation (Roy), self-care deficit (Orem), patterns of unitary
man (Rogers), responses to stressors (Neuman), and behavior (Johnson).
As indicated by Gordon and Sweeney (1979), there is a lack of consensus
on the referents of nursing diagnosis.
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There is general acceptance of the idea that nursing diagnosis does not
(or should not) refer to pathological deviations or disease states. However,
nursing diagnosis may refer to health problems and health states focusing
on many different aspects of human experience. Stevens lists the following
five examples (1979, p. 95):

1. Experiential states;
2. Physiologic deviations from the norm;
3. Problematic behaviors;
4. Altered relationships;
5. Reactions of others.

Stevens' observation was based on the list established by the National
Conference Group's work. This group's continuing efforts as well as others'
work oriented to establishing a "complete" list seem to bring forth more
confusion in specifying the exact characteristics or criteria of referents of
nursing diagnosis. For example, Avant (1979) developed a set of criteria for
nursing diagnosis of maternal attachment. In proposing this as a nursing
diagnosis, Avant submitted a vast array of nonproblematic phenomena as
possible referents for nursing diagnosis. Indeed, this is philosophically cor-
rect, since nursing is concerned with enhancement of health and healthful
behavior. However, making diagnosis about nonproblematic phenomena
raises a question of suitability: Should the nursing diagnosis indicate the
results of differentiation and abstraction of problems that require nursing
attention? Or should the nursing diagnosis indicate concise statements
descriptive of human conditions? The question also is how rigorously
should we follow the criteria for rejection: "Any rejection [of a category
from the list of nursing diagnoses established by NANDA] should be based
on clinical evidence that the diagnosis provides no basis for nursing inter-
vention" (Gebbie & Lavin, 1975, p. 57).

The general statement accepted by the theorists at the Third National
Conference appears to reflect the second position, that nursing diagnosis
is a term denoting a description of a human condition. However, the diag-
nostic nomenclature approved by the Group includes only problematic
phenomena, denoted by such terms as alterations in, impairment of, abnor-
mal, dysfunctional, inadequate, lack of, and disturbance in (Kim & Moritz,
1982). These refer to deviated and problematic states in structural (i.e.,
alteration, lack, disturbance, and inadequacy) and functional (impairment,
abnormality, and dysfunction) aspects of human phenomena. In addition,
the list also includes areas of diagnosis related to the process aspect of
human phenomena, such as grieving, coping, or manipulation. This obser-
vation calls attention to the need to develop conceptual systems that may
be used to point out referents of nursing diagnosis. Of course, as pointed
out by Stevens (1979), it is related to the problem of defining the subject
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matter for nursing and nursing practice. Therefore, specifying the refer-
ents of a nursing diagnosis is closely linked to the conceptualization of phe-
nomena in the domain of client.

Nursing Diagnosis Classification System

The impetus for development of a classification system of nursing diagno-
sis has culminated from the positions that "without such a system, nurses
will continue to experience difficulty in educating beginning practitioners,
designing and performing research, and communicating nursing care
within the nursing profession or across the health system" (Gebbie & Lavin,
1975, p. 1), and that "the development of a diagnostic classification system
for nursing is an essential next step in the development of the science of
nursing" (Roy, 1975, p. 90). These positions are congruent with the ideals
and hopes of the profession, and seem to suggest a diagnostic classification
system as a way of defining the content of nursing's subject matter. This
attempt is also thought of as a step in theory development in nursing (B.
Henderson, 1978; Kritek, 1979; Roy, 1975). Kritek (1979) believes a nurs-
ing diagnosis classification system is a factor-isolating theory on which the
next level of theory development is based.

The North American Nursing Diagnosis Association as the official body
formed to advance the systematization of nursing diagnoses and the devel-
opment of a nursing diagnosis classification system has adopted the induc-
tive approach in what they termed a taxonomic classification of nursing
diagnosis (Gebbie & Lavin, 1975). By adopting the inductive method, the
Group bypassed the question of "theoretical orientation" of the classifica-
tion system, their later adoption of the conceptual framework of unitary
man notwithstanding. Their position is to arrive at an agreement on the
problem-label, etiology, and signs and symptoms, i.e., defining characteris-
tics for diagnostic categories by using language that is not theory-based. By
being atheoretical in its approach, the classification system may be
accepted, tested, and used by nurses with different theoretical orientations.
However, a conceptual system that is composed of a definition, a causal
statement as to why such a phenomenon occurs (etiology), and opera-
tionalization of the term (defining characteristics) cannot be derived with-
out theoretical premises. It appears, then, that a classification system
developed in a manner such as adopted by NANDA is multitheoretical
rather than atheoretical. This posture by NANDA raises questions such as:
To what extent would alternative classification systems of diagnostic terms
that are based on specific nursing theories be accepted and used inter-
changeably with other systems; and could a unified nomenclature of nurs-
ing diagnosis classification incorporate alternate "explanations of etiology"
that are based on other theoretical assumptions and postulations?



The Practice Domain of Nursing 151

Another question is related to the implications of a nursing diagnosis
classification system for nursing intervention. Would such a system result
in nursing's own version of Merck's Manual? To what extent will the nursing
diagnosis nomenclature dictate nursing intervention prescriptions? The
work of Bulechek and McCloskey (1987, 1992) has a serious implication for
linking nursing diagnosis to nursing intervention. An inventory and classi-
fication of nursing interventions must then be linked to clients' problems,
if the dominant premise for nursing is based on the philosophy of therapy.

On the other hand, there are also voices criticizing the advancement of
nursing diagnosis work, for example, as a possible ground for erroneous
reification of phenomena or as a way to professional stereotyping and label-
ing of clients (Mitchell, 1991). These are questions nursing scientists and
practitioners should deal with and debate if we are not to be stifled by "a
need to have a system," and if we are to allow multiple approaches to the-
oretical development in nursing.

SELECTED CONCEPTUAL ANALYSES

As have been presented in Chapters 4 and 5, two concepts are examined in
this chapter as examples of phenomena in the Practice Domain. The con-
cepts of clinical expertise and of nursing aesthetics are analyzed as examples of
phenomena in this domain. As stated in the earlier chapters, the main pur-
pose of this section is to show how a first-level analytical approach is used
to gain conceptual and empirical understanding of phenomena within the
practice domain. Each concept is analyzed with respect to (a) definitional
clarification and conceptual meanings as reflected in the literature; (b)
measurement and operationalization of concepts as a step toward an
empirical analysis; and (c) the concept's relationships with other concepts
that are important in nursing. The strategy and rationale for the concep-
tual analysis were discussed in detail in Chapter 2, and that rationale is
adopted in this section for the analyses of clinical competence and nursing
aesthetics.

The Concept of Clinical Expertise

Definition

Since the publication of Benner's work in 1984, the term, clinical expertise,
has been used quite extensively in the nursing literature. It often refers to
a state that results from an extensive clinical experience that culminates
into a special state of "know-how' in clinical situations. The term, clinical
expertise, is often used interchangeably with clinical competence. Because
nurses begin to practice as professional practitioners in clinical situations
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upon graduation from educational programs, their practice is considered
to move toward an increasing expertise and competence through experi-
ences and acquisition of advanced knowledge. As any professionals, nurses
learn and accumulate new knowledge through experience. Through each
clinical case and each incidence of clinical experience, nurses are able to
validate and/or refine existing knowledge, and have the opportunity to cre-
ate new knowledge. In addition, through experience nurses become com-
fortable and skillful in executing clinical techniques, and develop shortcut
ways of thinking and deliberating about clinical problems. Expertise and
competence have been depicted in terms of intuition, skillfulness, and
adaptability to new clinical situations.

Benner (1984), specifically drawing from Dreyfus and Dreyfus (1986),
espouses the notion of expertise from the perspective that focuses on cog-
nitive processing of clinical situations. Benner (1984) uses the concept of
clinical expertise within the context of a conceptualization of levels of prac-
tice, adopted from the Dreyfus model of skill acquisition, that includes
beginners, advanced beginners, competence, proficient practice, and
expert practice. Within this model, expert practice is shaped through expe-
riences, and is notable for the use of a mode of pattern recognition based
on exemplars and intuitive knowledge developed from holistic grasping of
situations and understanding. Benner's conceptualization of clinical exper-
tise views nursing practice with a focus on initial grasping of the clinical sit-
uation as the foundation for a stream of both deliberation and enactment
that become actualized as an integrated, nonseparable whole.7

In reviewing the nursing literature, Jasper (1994) notes that the expert
nurse is understood to be a person who has acquired and exhibits
advanced levels of knowledge and skills which have usually resulted from
experience, and who has developed intuition that allows her or him to
respond to clinical problems with holistic, noncompartmentalized "know-
how." Intuition is a key to expertise to many scholars, as differentiated from
analytical, structured knowledge, and is identified as "tacit knowledge"
(Polanyi, 1964). Rolfe (1997) suggests that the expert nurse's reliance on
intuition can be explained as the use of fuzzy logic.

From the cognitive perspective, expertise refers to the development of
knowledge structures underlying professionals' practice. Schmidt, Norman,
and Boshuizen (1990) suggest that expert physicians develop sequentially
different sets of knowledge structures, which are used as the basis for their
practice. Different knowledge structures are developed sequentially begin-
ning with the elaborated causal networks, and continuing to a compilation
of abridged causal networks, a network of illness scripts, and a network of
instance scripts.

7. Debates regarding Benner's conceptualization of expertise are found in
English (1993), Darbyshire (1994), Cash (1995), Paley (1996), and Benner (1996).
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In most of these conceptualizations, professional expertise focuses on
the thinking aspect of practice, with a view that the way the clinical situa-
tion is initially grasped and recognized leads to different sets of nursing
activities. Defining clinical expertise solely in terms of intuitive knowing was
raised as problematic for its lack of truth value and validity claims (Cash,
1995). Furthermore, the concept of clinical expertise derived from experi-
ence also points to the problem of routinization as shown by Argyris and
Schon (1976b) and by Argyris, Putnam, and Smith (1985).

Hence, although the concept of clinical expertise is used frequently in
the literature to designate a specific form of practice, a definition of the
exact nature of clinical expertise remains elusive. One area of agreement
seems to be the difference in the nature of problem-solving between
experts and novices.

Operationalization

Identifying the exact features of clinical expertise has not been done well
in the literature, indicating the difficulty embedded in its definition. The
qualitative features identified for clinical expertise, such as intuitive know-
ing and holistic pattern recognition, are themselves difficult phenomena
for exact identification. In addition, there is a controversy as to the empha-
sis given to skillfulness in technical execution of nursing activities, posses-
sion of advanced knowledge, ability to produce correct outcomes, and
recognition by peers as the features of clinical expertise. Benner (1984) has
used the recognition by peers and supervisors as one criterion for recog-
nizing clinical expertise. In addition to pattern recognition, Benner,
Tanner, and Chesla (1992) identified three other aspects of expert practice:
(a) the sense of urgency and the grasp of what lies ahead; (b) the ability to
manage multiple, complex demands of a situation with skillful maneuver-
ing; and (c) a realistic sense of responsibility. On the other hand, Jasper
(1994) identifies possession of a specialized body of knowledge or skill,
extensive experience in that field of practice, highly developed levels of pat-
tern recognition, and acknowledgement by others as the major defining
attributes of expertise. From another perspective, Schvaneveldt and col-
leagues (1985) suggest that expertise can be specified by the use of cogni-
tive processes that identify the important, critical information and
associations, yielding a simpler network.

Clinical expertise in terms of attitudes toward clients and regarding
nursing has not been addressed extensively, although nursing experts are
described often not just as skillful, intuitive practitioners but also as com-
passionate, caring, and trustful professionals. The work by Benner and
other scholars with the same epistemological tradition has dominated the
conceptualization of clinical expertise to emphasize the "thinking" aspects
of practice. It seems that to identify clinical expertise from the perspective
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of problem-solving only is limiting and does not take into account the gen-
eral features of nursing practice that encompass the scientific, ethical, and
aesthetic aspects. It is critical to consider the conceptualization and opera-
tionalization of clinical expertise from the general perspective of a nursing
perspective that encompasses all dimensions pertinent to determining
"good," "skilled," and "exemplary" practice, especially if we believe that
clinical expertise is something that epitomizes the highest level of nursing
practice.

Relationships With Other Concepts

Most of the studies dealing with clinical expertise in nursing have been
descriptive, and specify the length of clinical experience as the major
determining factor. Benner's model of clinical practice that distinguishes
levels of practice is based on the length of experience, identifying expert
practice as that having at least five years of experience (Benner, 1984;
Benner, Tanner, & Chesla, 1992). This consideration of the length of expe-
rience as the major determining factor for clinical expertise poses a con-
troversy in light of the literature on action science and reflective practice.
The action science proponents (Argyris, Putnam, & Smith, 1985; Argyris
& Schon, 1976b; Schon, 1983, 1991) suggest that there is a tendency in
professional practitioners to adopt what they call the Model I theory of
practice that tends to make their practices self-sealing and nonprogressive.
This means that the length of experience alone may not lead to clinical
expertise.

Another concept that has been discussed in relation to clinical expertise
is experience as the basis for learning. Benner, Tanner, and Chesla (1992)
suggest that expertise is developed through a progressive construction of
clinical worlds. Experiential learning as the basis for developing such clin-
ical worlds is closely tied to emotional responses to actual situations. From
this hermeneutic phenomenological perspective, different emotional
responses to experience are seen to guide the types of learning and con-
struction of clinical worlds. On the contrary, Eraut (1994) suggests that pro-
fessionals' case-specific learning may not contribute to the development of
advanced professional knowledge unless each case is regarded as a special
case and deliberation about its significance is consolidated into any general
theory of practice.

More importantly, the relevance of clinical expertise must be considered
in relation to client outcomes. Although it is understood in general that the
notion of clinical expertise must make some claim to the effectiveness of
nursing care and health-outcomes in clients, there is a very little work that
specifically addresses the relationship between expert practice and client out-
comes. It is imperative that we examine to what extent and in what ways clin-
ical expertise influences client outcomes and the process of nursing care.
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The Concept Of Aesthetic Nursing Practice

The art or aesthetics of nursing has been claimed by many nursing schol-
ars in talking about nursing as a necessary and rightful aspect and coun-
terpart to the science of nursing. However, nursing has been preoccupied
during the past three decades with the development of scientific knowledge
in an effort to come of age as a legitimate scientific discipline. We are
beginning to have voices raised calling our attention to the aspects of nurs-
ing that transcend prescriptions, therapies, and interventions. Among these
voices are the ones that consider the aesthetic nature of nursing practice
as its essential component. Carper (1978) raised this point by issuing an
"esthetic pattern of knowing" as one of the four essential patterns of know-
ing in nursing. One voice comes from Katims (1993) who proposes nurs-
ing caregiving as aesthetic experience that needs to be founded upon the
"felt" qualities of care and excellence. Holmes (1992) offers a view of nurs-
ing as a "form of aesthetic praxis" which refers to nursing action as perfor-
mance expressive of a nurse's values and beliefs, and embracing a
reflection upon theory and practice. Aesthetic nursing practice thus refers
to the doing, performing, and engaging that are involved in nursing work.

8. Johnson, J. L. (1994). A dialectical examination of nursing art. Advances in
Nursing Science, 17, p. 3.

Definitions

Art or aesthetics is a very difficult concept to define. The uses of these
terms are also varied. Here, the concepts of art and aesthetics are used as
synonyms referring to the same phenomena, although some authors are
very selective in the uses of these terms. Aesthetics is often considered in
relation to creative work and expression.

Johnson (1994) delineates from the literature five separate senses used
to describe nursing art as:

The nurse's ability to grasp meaning in patient encounters;
The nurse's ability to establish a meaningful connection with the patient;
The nurse's ability to skillfully perform nursing activities;
The nurse's ability to rationally determine an appropriate course of
nursing action; and
The nurse's ability to morally conduct his or her nursing practice.8

On the other hand, I had differentiated the conceptualizations of aes-
thetic nursing practice that appear in the literature from three different
perspectives (Kim, 1993). These perspectives are based on different con-
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ceptualization of aesthetics and human action. The conceptualization of
aesthetic nursing practice with an emphasis on creativity focusing on the
"form" of practice as a product is based on the Kantian notion of aesthet-
ics that is oriented to experiencing aesthetics or art (Crawford, 1974). From
this perspective, the art of nursing is in the contents of nursing practice as
it communicates aesthetic ideas to perceivers, especially to clients. From the
Kantian perspective, nursing practice may be considered as the objects of
aesthetic experiences as it satisfies judgments of taste regarding the beauty
and felt-pleasures by both nurses as the creators, and clients as the
observers. Here, creativity is an essential component that arouses aesthetic
experiences.

The second perspective comes from the notion that views the totality of
nursing practice as aesthetic experience (Katims, 1993). The lived experi-
ence of nursing is considered art to the extent that nurses are able to "keep
experience through aesthetic practice in which self-reflection and creativ-
ity are emphasized in the presentation of self by the actor from falling
toward meaningless ritual or yawning chaos" (Alexander, 1987, p. 204).
This view aligns with the idea of creativity as "the fusion in an experience
of the pressure upon the self of necessary conditions and the spontaneity
and novelty of individuality" (Dewey, 1934, p. 286). Aesthetic nursing prac-
tice, hence, results from coordinated creativity and is involved with the
totalizing process that unifies the knowledge, thoughts, feelings, meanings,
connections, and performances connected with the nursing experience.
From this sense, aesthetic experience is not in the judgments of actions as
products but in the experience itself. Carper's (1978) notion of empathy
as an essential aspect of the aesthetic pattern of knowing also belongs in
this conceptualization. The nurse as an actor can make the experience aes-
thetically meaningful through the engagement that upholds care, empathy,
and an integrated coordination of points of views of participants about the
experience.

The third perspective emerges from critical philosophy and the eman-
cipatory theory of aesthetics. Aesthetics is considered in alignment with the
notion of human practice that emphasizes self-reflection and human free-
dom. Holmes (1992), from this perspective, proposes "art as a form of
value-expression" and suggests aesthetic nursing praxis as "a performance
in which the values and ideals of nursing practice are embodied" (p. 946).
Nurses' actions as art are the vehicles through which nurses are able to
express personal meanings and values in actions and secure personal iden-
tity and mutual understanding. Aesthetic nursing practice as presentation
of self is represented by the emphasis on self-reflection and creativity
through the rejection of meaninglessness and alienation.

A definition of aesthetic nursing practice may be possible that encom-
passes this diversity in the conceptualizations of aesthetic nursing practice.
The following definition is given as a generic form.
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Aesthetic nursing practice refers to the aspects of nursing practice
that are involved in "careful" individuation of actions and the har-
mony with the acting on object (i.e. the client), the world in which
the actions take place, and the acting self (i.e., the nurse). This har-
mony is produced through creative presentation of the self in con-
sideration with what is desired, meaningful, and beautiful in practice.9

Operationalization

While the literature is abundant with expositions on aesthetic nursing prac-
tice from descriptive points of view, there is a paucity of discussion regard-
ing the exact features of aesthetic nursing practice. Carper (1978) suggests
that empathy, "the capacity for participating in or vicariously experiencing
another's feelings," is an important mode for aesthetic patterns of knowing
that "enable the creation of a design for nursing care that eliminate or
would minimize the fragmentation of means and ends." She also suggests
that aesthetic nursing must be accompanied by the design of nursing care
with a sense of form that is controlled by "the perception of the balance,
rhythm, proportion and unity of what is done in relation to the dynamic
integration and articulation of the whole" (Carper, 1978, p. 18).

Aesthetic nursing practice, on the other hand, has been considered in
terms of creativity, emphasizing the description of creative process in nurs-
ing. This is in line with the work by Rothenberg (1992), in which the form
and structure of creative process are thought to be critical features along
with the contents of the process.

For Holmes (1992), aesthetic praxis is evident when the practitioner as
a reflective practitioner shapes her or his practice by becoming aware of
the interplay between self and performance, applying creativity and gen-
uine value expressions. It is performance in which the practitioner aims to
realize the optimal potentialities of one's being through the engagement
in practice that is good in itself.

Johnson's survey of the literature (1994) illustrates the diverse, multiple,
and complex nature of what constitutes aesthetic nursing practice. The ele-
ments of aesthetic nursing practice range from intuition, insight, and
authenticity, to skillfulness, rational ability, and moral commitments,
depending on the conceptualization of nursing art. This points not only to
the multiple perspectives with which aesthetic nursing practice is concep-
tualized, but also to the diversity in designating the essential features that
specify aesthetic nursing practice.

9. Kim, H. S. (1993). Response to "Nursing as aesthetic experience and the
notion of practice." Scholarly Inquiry for Nursing Practice: An International Journal, 7,
p. 281.
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Relationships With Other Concepts

The major questions pointing to further understanding and explanation
regarding the phenomena of aesthetic nursing practice are: When is nurs-
ing practice aesthetic? How can we know that aesthetic nursing practice
exists? What brings about aesthetic nursing practice? And, what is the
impact of aesthetic nursing practice on clients and nurses, and on the cul-
ture of nursing practice? While these are important questions requiring sys-
tematic investigation, there is a fundamental question regarding the
epistemology of aesthetics. Aesthetics or art refers to personal experiences
which are situationally and often fleetingly experienced. They are accessi-
ble only through subjective reflections. Hence, the methodology for study-
ing aesthetic nursing practice needs to be identified carefully in order to
address such major questions, especially those inquiring into the descrip-
tive nature of aesthetic nursing practice.

A nurse's personal qualities and experiences such as creativity, intuition
and knowledge, a nurse's mode of practice oriented to reflection and
emancipation, moral commitment to caring and authenticity, and rela-
tional abilities have been discussed as possible factors associated with aes-
thetic nursing practice. Caring and empathy are considered either as the
intrinsic features of aesthetic nursing practice or as those aspects of prac-
tice that lead to the experience of aesthetic nursing practice (Appleton,
1993). However, understanding the nature of aesthetic nursing practice in
its relationships with specific phenomena in the nurse, in experiences of
the clients, and in the context in which nursing practice takes place is only
at a beginning stage.

SUMMARY

The main idea for this chapter has been to bring about a closure to a cir-
cle for conceptualizing nursing phenomena. Knowledge about nursing
practice is one of the central aspects of nursing knowledge. My contention
throughout the chapter has been to offer a systematic framework for con-
ceptualizing nursing practice phenomena. Once different phenomena are
classified into like categories, it becomes clear to theoretical thinkers that
discovering and developing theories for nursing phenomena can be pur-
sued in a systematic fashion.

Nursing's theoretical development up until now has paid more attention
to developing models to understand phenomena in the domain of client.
As shown in this chapter, conceptualizations of phenomena in the practice
domain are descriptive at best. Theoretical linkages explaining the nature
of phenomena in the practice domain, in relation to both intrinsic and
extrinsic forces, and normative theories for practice must be developed. We
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also are still struggling with boundary-defining tasks. Subject matter for
nursing study and definitions of nursing phenomena can only result from
rigorous conceptual and theoretical specifications of the domains of nurs-
ing knowledge.
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The Domain of Environment

. . . the man of flesh, bone, and illusions will always experience unexpected
difficulties as he tries to adapt to the real world, which is often hostile to him.

—Rene Dubos

OVERVIEW

In the preceding chapters, the theoretical nature of phenomena in
humans, in the client-nurse encounters and in nursing practice, is exam-
ined within the nursing perspective. The purpose of this chapter is to
shift the focus to the human environment, and examine the relevance of
environmental factors in a consideration of human health and nursing
practice. The fundamental question for the purpose of this chapter is: In
what ways and to what extent is it useful to analyze environment from the
nursing perspective? This chapter deals with this question in three steps.
In the first section, delineation of the general characteristics of the
domain of environment is carried out, paying attention to spatial, tem-
poral, and qualitative meanings of environmental elements. Expositions
also deal with essential aspects of environment with reference to client
and nursing practice. In addition, the holistic approach to conceptual-
ization of the human environment, especially that advocated by Rogers
(1970, 1980, 1992), is examined for its theoretical and methodological
adequacies.

In the second section, each qualitative component of environment, cat-
egorized as physical, social, and symbolic environment, is analyzed theo-
retically. Distinct bodies of knowledge and specific theoretical perspectives
exist for each component, making separate expositions helpful.

Three concepts (sensory deprivation, social support, and sick-role expec-
tation) selected from each component of the environment are analyzed in
the next section as illustrations of conceptual analysis applied to the
domain of environment. These analyses show different ways of conceptu-
alizing selected aspects of the environment and how such conceptualiza-

765

7



166 The Nature of Theoretical Thinking in Nursing

tions are linked to different phenomena in nursing. Relationships between
these selected concepts from the domain of environment and several
important phenomena in the domain of client are examined in this sec-
tion as well. The aim is to show the extent to which explanations of human
phenomena may be attributed to environmental factors from the nursing
perspective.

THE DOMAIN OF ENVIRONMENT

Human living is carried on in a changing context that we call environment.
Our feet rest on the ground that is a part of the planet Earth because we
are unable to float about in the air; we breathe the air, which is of varying
degrees of cleanliness; we sometimes are able to claim many acres of land
as ours, but we are sometimes forced to occupy only several cubic feet of
space for our body; we can see a setting sun and feel pleasantly affected by
its beauty or depressed by the burden of a lost day; we pray to God for sal-
vation, but we at other times participate in a dance to chase away demons;
and we wake up in the morning next to a loving person, as we at other
times run away from our parents, friends, or enemies in desperation. And
such factors cause us to be malnourished or fat, to have goiter or scurvy, to
be healthy or sick, to be lonely or content, and to feel secure or anxious.
Environment is an essential part of human existence.

Environment is defined as the entity that exists external to a person or
to humanity, conceived either as a whole or as that containing many dis-
tinct elements. Thus, this definition does not include what Bernard called
milieu interieur as a part of environment (Robin, 1979). A person's func-
tioning and development are partly constrained and determined by the
nature of the environment in which the person finds or positions himself
or herself. Many human health conditions have been found to be associ-
ated with environmental factors. For example, regional differences have
been found in studies of the prevalence of dental caries (Ludwig, 1968).
Effects of ecology on nutritional stress (M. T. Newman, 1968), black lung
disease among miners, and neurosis in industrial societies highlight the
affects of environment on people's health. Feibleman delineates the rela-
tionship between human nature and the environment, in a spirit similar to
Dobzhansky's (1967) and Dubos' (1965) espousal of the environmental
control of human conditions:

Where he [man] begins is determined by the equipment he brings
with him to his birth, and it is considerable. He inherits the past of
his ancestors, and thus acquires all sorts of capabilities and limita-
tions; but he acquires during infancy the responses to artifactual [tool
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and language] and social stimuli. He is in contact with tools from the
cradle, and adults make signs to him in it.1

Yet, it does not suffice to say only that the environment affects human
conditions and experiences such as health, illness, happiness, or growth. It
is necessary to go one step further and consider that human nature also
allows conscious and purposeful use of environmental conditions for the
benefit of existence. Control of environment has been one of the many
persisting human preoccupations, especially of Western humanity. Modern
civilization and technology, specifically, suggest the advances people have
made in controlling their environment. People have created changes in
their environment over its history, and likewise have been affected by the
changes.

Demonstrations by people in Europe and America against the prolifer-
ation of nuclear weapons and demonstrations in various sites in the United
States against the construction of nuclear power plants, as well as the
Chernobyl accident, suggest our concern regarding the influence and the
potential influence of an "artifactual" environment on human life. At the
same time, factors in a person's more immediate environment, such as
crowding or pollution, can be attributed to having an influence on the per-
son's state of health, growth, and feelings. In a strict sense, human exis-
tence cannot be considered out of the environmental context.

For our analysis, this context, i.e., environment, is considered in terms
of three characteristics constituting the environment as a complex entity:
(a) spatial, (b) temporal, and (c) qualitative. These three characteristics of
environment provide different frameworks for conceptualizing environ-
ment. Environment in a spatial sense is conceptualized in concentric cir-
cles around the person in the center, indicating proximity of environmental
elements to the person. Spatial aspects of the environment also circum-
scribe the size of its boundary. Thus, if we consider the universe as the total
environment of a person, some of its elements are parts of the immediate
milieu, located within the inner ring. Such elements in the immediate envi-
ronment have a rather direct impact upon a person's life. On the other
hand, many elements are remote, existing in the outer circles. Such ele-
ments influence the person only in marginal ways. Yet all elements in the
environment in totality represent a context within which one lives.

Temporally defined environment, on the other hand, encompasses
aspects of environment with respect to duration and manner of presence.
Hence we may have environments of which elements exist (a) continuously,

1. Feibleman,J. K. (1978). The artificial environment. InJ. Lenihan, & W. Fletcher
(Eds.), The built environment: Environment and man, Vol. 8 (p. 161). New York: Acad-
emic Press.



168 The Nature of Theoretical Thinking in Nursing

intermittently, or fleetingly, and (b) regularly or randomly. The first char-
acteristic of the presence of elements in the environment is related to
duration and is suggestive of permanence and temporariness. The second
characteristic (regularly or randomly) is related to the manner of pres-
ence, that is, whether elements exist in the environment in a patterned,
systematic way, or in a haphazard, irregular manner. Whether or not an
environmental element is present in one's surroundings rather perma-
nently will determine to a certain degree the amount of its influence on a
person, although certainly the element's quality will affect the degree of
its influence.

The third way of conceptualizing environment focuses on the qualitative
aspect of the environmental elements, thought of in terms of physical,
social, and symbolic qualities. Accordingly, environment can be classified
into three subenvironments—physical environment, social environment,
and symbolic environment—by dividing the environmental elements by
their characteristics in these three respects. This differentiation is similar
to the conceptualization offered by Murdock (1980) in which he distin-
guishes physical, social, and ideational environment. Parsons' notion
(1951) of the object world of an individual, which is thought to be com-
posed of physical, social, and cultural objects, is also akin to this catego-
rization. Parsons defines the object world as a situation of social interaction
in which physical objects are means and conditions of one's actions, social
objects provide specific orientations of interaction, and cultural objects pro-
vide symbolic elements for definition of interaction (Parsons, 1951). For
our conceptualization, the object world, i.e., environment, is considered
not only for situations of social interaction but also for situations of human
living of all sorts.

Physical environment consists of the energy-generating, matter-based
aspects of milieu that are in various forms of biotic and abiotic elements.
Social environment, on the other hand, refers to individuals and groups
with whom a person interacts and communicates. Family members, friends,
colleagues, neighbors, and other people who may be remotely placed con-
stitute one's social environment. In contrast to these two categories of envi-
ronment (physical and social), which are more concretely based in the
empirical world and are in concrete forms, symbolic environment consists
of (a) ideational elements such as ideas, values, beliefs, history, and knowl-
edge; (b) normative elements such as rules, laws, expectations, and con-
straints; and (c) institutional elements such as roles, organizations,
institutions, society, and culture. These are elements that have no physical
or concrete forms and exist only in people's minds. The symbolic environ-
ment is the specific artifact of human history, in that contents of the sym-
bolic environment are the products of life stories of anonymous successions
of ancestors and contemporaries.
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Figure 7.1 shows the relationships among the three aspects describing
and defining the environment, and suggests variability in its compositions
in three dimensions. Contracting and expanding natures of the three com-
ponents, namely physical, social, and symbolic components, depicted in
Time 1 and Time 2 sequences, are characterized by spatiality and by tem-
poral effects that change the manner with which the qualitative con-
stituents of the environment are present in it.

The concept of environment proposed here implies that environment
can be perceived either as a whole, encompassing the totality in the three
dimensions, or as separated spheres of milieu viewed according to size (spa-
tiality), continuity (temporality), or constituents (qualitative components).
Specifically, this three-dimensional differentiation points to possible quali-
tative variability in an environment. For example, an environment can be
indicated as a specific physical territory containing physical elements that
stay or disappear randomly, or as a vast symbolic and social field such as a
scientific community.

Inherent in these ways of conceptualizing human environment is the
idea that elements of the environment are perceived by the person through
the senses and are evaluated according to the affective and cognitive struc-
tures developed within the person. Therefore, sensory perception is the
basis of knowing what exists, while cognitive and affective evaluation allow
the person to attach meanings to whatever is perceived to exist. Hence we
like the setting sun, interpret a touch as caressing, etc. However, there are
elements in the environment that are not perceived consciously, not eval-
uated to have a specific meaning. Such elements may nevertheless exert
influences on one's life.

What then are useful ways of examining environment and phenomena of
environment in the nursing perspective? The nursing perspective requires
conceptualization of environment in two specific ways: (a) environment hav-
ing the client as an individual at the core of the concentric field; and (b)
environment as nursing-care environment in which the environment takes
on one specific symbolic meaning, that of health and nursing.

For the first concern, environment of client is the external reality that is
identifiable according to the three dimensions proposed in the preceding
section. Analytically, the environment of the client needs to be considered
with specific reference to his or her health. This orientation is basically
related to examining Dubos' proposition that "the states of health or dis-
ease are the expressions of the success or failure experienced by the organ-
ism in its efforts to respond adaptively to environmental changes."-
Theoretical interests, then, are in extracting those aspects of the client's
environment (or human environment in general) that are more closely

2. Dubos, R. (1965). Man adapting (p. xvii). New Haven, CT: Yale University Press.



Figure 7.1 Aspects of client's environment—time, space, and components (physical, social, and symbolic).



The Doma

tied to human conditions of health. Dubos (1965) views the environment
as physical, biological, and of social forces and qualities, and defines health
in terms of a person functioning in a given physical and social environ-
ment. Inherent in his notion of environment is the idea that environment
not only provides the circumstances and forces for a person's adaptation
that is expressed as health, but is also a context in which health as "func-
tioning" is defined for the individual. The environment is seen as a whole
in which a person acts, reacts, and interacts within the confines of geno-
typic and phenotypic givens and of the potentialities of self-determination,
and through which one occupies changing states of health.

Rogers (1970, 1980, 1992) conceptualizes the environment in a holistic
way, although her approach is more totally unitary than that postulated by
Dubos. Dubos (1965) maintains the separateness of different components
of the environment in his analysis of the specific effects of different envi-
ronmental forces on human condition. Rogers views environment as one
open system that should be considered in its totality as an energy field
(1970). Rogers' conceptualization of environment may be best understood
within the current physics' worldview, the theory of relativity. Einstein's gen-
eral theory of relativity (1961) suggests that the universe as a construct of
space, in a relativistic sense, is curved, and that the flow of time in that uni-
verse is "relative" to the timekeeper's state of motion. Since this assumption
holds for the general case, that is, with a holistic worldview, and is tied to
the notion of dematerialization of matter into energy (i.e., matter as con-
centrated patterns of energy), environment in this view is a spatial, tempo-
ral entity consisting of energy patterns.

Accordingly, Rogers proposes that the universe is an energy field within
which the human field and its environmental field coexist only in a rela-
tivistic sense. Environment is conceptualized as "a four dimensional, negen-
tropic energy field identified by pattern and organization, and encompassing
all that are outside any given human field" (Rogers, 1980, p. 332). It is also
considered to be unique to each human person. To Rogers, environment
is that possessing a spatial and temporal boundary, and expressed as a pat-
terned and organized field of energy. It is seen as a totality, an entity that is
only expressible as a whole. Therefore, to Rogers, environment is a variable
only in terms of energy of pattern and organization.

Operationalization of this conceptualization has been found wanting,
because the energizing phenomena of an environmental field as the man-
ifestations of the totality are empirically difficult to grasp for understand-
ing as well as for measuring. However, Rogers' global posture of
conceptualizing environment may be a fruitful way of looking at the world,
especially if we are interested in considering human health in a holistic
manner. According to Rogers' model, nurses and nursing actions as ele-
ments of the external world of a client are imperceptible, totally interfused
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aspects of the environment. The environment as a totality is represented as
an energy field, having certain kinds of patterns and organization. What is
rather confusing in Rogers' conceptualization of environment is her con-
ceptualization that both human and environmental systems are expressed
as energy fields. Possible differences in the characteristics of energy fields
have not been clearly conceptualized. For instance, the human energy field
is alluded to be more complex because of human consciousness and cre-
ativity, yet the exact nature of that complexity and its difference from the
environmental energy field, which is composed of both animate and inan-
imate elements, is not specified in the model. Specifying similarities and
differences between the human field and the environmental field will give
a greater explanatory credence to her view.

Other nursing theorists view environment in a rather casual manner.
King (1981), for example, conceptualizes environment as the world that is
perceived by a person, composed of people and things that are sources of
stressors for the person. This view is useful insofar as it is adopted in the
interactional contexts with which King is mainly concerned. In a similar
fashion, theorists such as Neuman (1995), Roy (1980), Roy and Andrews
(1991), and others having a theoretical orientation in systems models of
stress/adaptation also view environment as that from which stresses and
stimulations are generated to the individual and with which the individual
tries to attain balance. The exact nature of environment and the mecha-
nisms by which stresses originate in the environment are neither defined
nor explored in these models. For such conceptualization, nurses and nurs-
ing actions are capable of generating stresses and stimulations to the client
as parts of the environment.

Such observations make apparent the difficulty in viewing and analyzing
environment in a holistic sense. For this reason, a particularistic approach,
taking physical, social, and symbolic environments as separate phenomena,
is adopted as an analytic posture in the following sections. While no envi-
ronment may be conceptualized as having only one of these components
completely separately, it appears useful to take different characteristics of
environment as the point of departure for theoretical considerations in an
analytical sense.

THE MAJOR COMPONENTS OF ENVIRONMENT

Physical Environment

Concepts of physical environment are most appropriately found within the
domain of a field called human ecology. The main concept in the field of
human ecology is ecosystem, which is defined as a system of interactions
among the various human groups themselves and with the physical and
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chemical components of the environment. The basic process of an ecosys-
tem is usually considered in terms of energetics, having energy transfer
between and among elements of the environment as the basis for changes
that evolve. Inherent in this idea of environment is that elements in the
environment are capable of generating and exchanging energy and that
energy transfer is the elementary form of interaction between elements.

Physical environment has been categorized in various ways. Air, water,
and places as used by Hippocrates are persistently used to describe the uni-
versalistic world of living. The concept of "place" can be all-encompassing
with regard to the constituents that are connected with a spatially and/or
geographically defined area. Therefore, a place may mean an urban loca-
tion of congestion with polluted air, limited open space and vegetation, and
crowded with heterogeneous sorts of people.

In general, physical environment is thought to be composed of biotic and
abiotic elements. Biotic elements exist in various forms, ranging from viruses
to human beings. Symbiosis as a process has been identified as producing
peaceful, mutually advantageous coexistence and growth among many
species. A human being as a physical entity in the physical environment
takes on conceptually a quite different meaning from that of a social being
in the social environment. As a physical entity, a person produces and uses
heat; occupies space; generates, regenerates, and degenerates its chemical
constituents; and has a contiguous surface. Territoriality and crowding are
the most commonly studied phenomena in which human beings are taken
as physical objects in the environment. Of course, the process by which a
person handles the problems of territorial competition and crowding are
far more sophisticated than those of other biotic organisms.

Abiotic elements may be distinguished as natural or as artifacts.
Although our external world is composed of many and various types of nat-
ural physical elements, such as air, water, mountains, rivers, stars, sounds,
etc., civilization has created and deposited many more abiotic artifactual
elements in the environment of modern humanity. We are surrounded by
artifacts, starting with clothing as the most proximal ones and extending to
satellites orbiting the earth. In addition, we are continuously trying to
change the nature and form of the natural physical elements in an attempt
to control our surroundings.

Currently, in the field of genetic engineering research, biotic artifacts
such as the variant DNA-spliced E. coli forms are beginning to be created,
arousing suspicions and concerns about contaminating the biosphere with
unknown living organisms whose potential affects on humans and the uni-
verse are not yet predictable. Genetic engineering poses problems, not only
those related to changing the fundamental genetic makeup of organisms,
but also those associated with the consequences of such manipulations on
human existence. Yet, a fascination with control and understanding per-
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sists. In a way, the diversity in the available forms of artifacts in modern soci-
eties suggests the high level of control humanity has made of its physical
environment, and also suggests more possibilities for the future.

Physical environment affects the individual's health in a variety of ways.
Nutritional disturbances produced by an under-supply of foodstuffs in dif-
ferent regions of the world are the most obvious. Environmental diseases,
such as lead poisoning, asbestosis, or high altitude headache, as well as
infectious diseases, are also well-recognized by-products of the harmful ele-
ments in the physical world. In addition, many physical elements of an envi-
ronment are also responsible for patterning specific lifestyles, activities, and
habits of people, indirectly influencing individuals' statures, physiques,
longevity, and health. Furthermore, artifacts produce stimulations such as
noise, heat, radiation, and crowding as well as convenience, efficiency, and
effectiveness in living conditions. These, in turn, influence an individual's
health in both positive and negative ways.

To date, Dubos (1965) has made the most impressive arguments regard-
ing a person's relationship to the environment and his or her capacity to
adapt to various environmental elements.

At a higher level of integration, the organism responds adaptively to
many kinds of stimuli by behavior patterns designed to abolish or
neutralize the stressor stimuli, or to withdraw from it. Organisms with
a highly developed nervous system have several alternative mecha-
nisms of behavioral responses and, furthermore, they possess the abil-
ity to ignore some of the stimuli that impinge upon them. The higher
the organism is in the evolutionary scale, the more numerous and var-
ied are the types of responses at its disposal and the greater its ability
for selecting limited aspects of the environment to which it responds.
The most evolved types of responses are the processes of social adap-
tation, through which the individual organism and the group modify
either their environment or their habits, or both, in order to achieve
a way of life better suited to their needs and tastes.3

In addition, Dubos postulates that a person's ability to adapt to the envi-
ronment is influenced by the kinds of symbolic meaning the person
attaches to elements in the environment and by the manner with which he
or she responds emotionally, that is symbolically, to other human beings. A
person's capacity for adaptation is seen as boundless, yet this potentiality
can become stifled if a state of adaptedness to environmental conditions is
attained and maintained for a prolonged period. A person's adaptive

3. Dubos, R. (1965). Man adapting (p. 261). New Haven, CT: Yale University Press.
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potentiality is stimulated by challenges of unforeseeable threats and
changes in the environment, although sudden and profound changes in
the environment always pose adaptive difficulties, however transitory they
may be. In this perspective, Dubos (1965) indicates that health as a state
free of pain and disease is a mirage, but when viewed as a state in which
environmental challenges are met adaptively for human functioning, it
conveys a dynamic meaning.

These ideas suggest that physical environment may be conceptualized in
a variety of ways:

1. Milieu for functioning,
2. Source of stress and stimulation,
3. Source for adaptive challenge,
4. Symbiotic-interdependent system,
5. Spatial construct,
6. Object of human control.

In this way, environmental influences on health are thus perceived dif-
ferently according to the perspectives used to view the environment.
Furthermore, the nursing-care environment as a temporary physical envi-
ronment for a client may be also considered in different terms such as: (a)
a milieu for the client's functioning that possesses many restrictive objects;
(b) that containing objects and people providing stimulation to the client
(e.g., beeping sound of the cardiac monitor); (c) that providing unex-
pected as well as expected difficulties to the client, such as a new diet; (d)
a system of interdependence in which material, energy, and information
are exchanged between the elements in the environment and the client;
(e) a confinement where there is a limited freedom of movement; or (f)
that containing objects for control by the client. Thus, the environmental
forces in a nursing care environment are additions to a person's ordinary
environment, posing temporary threats to and amenities for a client's life
and health.

Social Environment

The physical and mental health of an individual depends to a great
extent on social factors: the socialization process which he was sub-
mitted to by his parents, his present work situation, family life and
group affiliation, and the modes of medical treatment he can eco-
nomically afford and which are culturally prescribed. There is a
dynamic relationship between the physical condition of a person and
the social structure of which he is a part. Health as a normal condi-
tion of the body does not mean the absence of disturbances but
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rather an effective bodily reaction toward them, which continuously
reestablishes the precarious equilibrium between different physio-
logical functions.4

The basic propositions by which we consider social environment an
important factor for human health are that a successful and satisfying social
life is partly responsible for health, and that the quality of social life is
determined by characteristics of social environment and a person's han-
dling of social environmental forces.

Evidence indicates that the physical and mental health of an individual
is closely tied to one's attitudes toward life and living (Vaillant, 1979), one's
style of coping (Lazarus, 1976), and the amount of understanding, love,
and companionship one receives (Lynch, 1977). In postulating the notion
that effective social adjustment is positively related to health and longevity,
Wolf states that "one prototype of the healthy, long-lived, fulfilled person
may be the fine symphony conductor, an individual who is persistently
responsive to physical, intellectual, and aesthetic challenges and, also, who
is more or less continuously the recipient of approbation from his audi-
ences" (1981, p. 11).

More specifically, an individual's health is affected by the quality of social
forces: opportunities in, and quality of, social interaction and affiliation;
affective quality in dominant social situations, such as family, work, or
neighborhood settings; and stresses generated in social life. A person learns
how to cope with stresses and develops patterns of behaviors in dealing with
life tasks and crises through the socialization process that takes place pri-
marily in the family and primary social groups (B. H. Kaplan, Cassel, &
Gore, 1977). In addition, a person also learns to behave according to social
expectations, expectations of self and others that may be universal to all sit-
uations or particular to a given context. In this view, people having the
same "diagnostic" condition may be healthy or sick according to the way
they respond within the prescribed, expected, and desired rules of their
social contexts of actions and interactions.

Conceptualization of social environment is rooted in the tradition of
sociology. As stated earlier, Parsons considers social objects, that is, indi-
viduals and collectivities of individuals, as making up significant aspects of
the object world in which an individual is engaged in actions and interac-
tions. One crucial distinction between social environment and physical
environment is the ability of social objects to act according to will. A per-
son acts upon and reacts in a situation not only to "stimuli" given to him or
her, but more importantly according to symbolic interpretations of the

4. Dreitzel, H. P. (Ed.). (1971). The social orgainzation of health (p. 3). New York:
Macmillan.
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stimuli that are made unconsciously and consciously. Thus, social environ-
ment represents multiplicity of human characteristics composed of organ-
ism-personality complexes.

In a social environment, a person brings with him or her different
genetic and developmental characteristics, personality, social capabilities,
and personal history. But because a person moves within society, within
carefully defined systems of power, prestige, and expectations, the social
environment of any given individual at any given time takes on somewhat
predictable characteristics. In addition, the structures of society in which
we live provide reasons for the coming together of certain individuals in a
social situation. Hence, many children and other adults in addition to his
or her parents surround a child of a kibbutz, and these comprise the ordi-
nary social environment. In contrast, one sibling and parents probably sur-
round a child of an ordinary American family.

The fabrics of social environment not only are reflected by individual
characteristics but also by the meanings that are attached to them. To
Parsons (1951), individuals in interactions are oriented to such actions in
three respects: cathectic, cognitive, and evaluative orientations. This con-
ceptualization can be extended for our exposition to classify conceptual
meanings of social objects in an environment—to wit, each individual in a
social environment projects to another person certain meanings through
his or her presence, actions, or interactions with respect to affection
(cathexis), information (cognition), and appraisal (evaluation). In turn,
such meanings are translated by the second person as forces having certain
values to him or her according to the social rules under which most social
acts take place. In this way, social objects and the significance of them to
the person become personalized within the boundary of social rules. Thus,
recognizing social objects, a person literally embraces those individuals into
his or her environment, and accepts affective, informational, and evalua-
tive meanings from them. For example, a girl in a crowd takes in meanings
and orientations of a special form when she sees or knows the presence of
a close friend among them, which also would be entirely different from the
meanings and orientations she takes in when she believes that she is totally
among strangers.

Analytically, the social environment can thus be conceptualized in two
ways: (a) in qualitative terms as social forces that are determined by char-
acteristics of individuals in the environment generating affective, informa-
tional, and evaluative meanings; and (b) in quantitative terms as in social
network and boundary, which are related to frequency and extent of affili-
ation, contact, and influence. For the first conceptualization, such phe-
nomena as social support, expectation congruency, competition, and social
control are but a few aspects of social environment that have been found
to influence health status and health behaviors. For example, social control
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that exists in work situations has been found to contribute to the occur-
rence of coronary heart diseases (Garfield, 1979), while Bruhn and Wolf
(1979) attributed changes in social integration to increased rate of heart
attack. Social support also has been shown to influence the occurrence of
mental disorders, to modify illness responses to life's stresses, and to affect
the rate and quality of health services utilization (Cassel, 1976; Cobb, 1976;
Cohen and Sokolovsky, 1979; Gore, 1978). For the second conceptualiza-
tion, marginality, social isolation, and disengagement have been found to
have causative relationships with emotional distress and early death.

Within the social context of nursing practice, it is clear that the envi-
ronment of health care produces specific meanings and contents to a client
who is advertently or inadvertently affected by individuals in the situation.
Nurses, as social objects, are the sources of affection, information, and
appraisal to the client. Nurses provide a client with warmth, personal
attachment, or emotional neutrality; impart new knowledge about health
and health care; and appraise the client's behaviors as appropriate or inap-
propriate, dispensing approval/disapproval or rewards/punishments.

Clients, especially in nurse-controlled settings such as hospitals, are vul-
nerable to nurses' decisions to be an immediate part of their social envi-
ronments, for clients are potential or sometimes unavoidable social objects
of the nurses' environments. Distancing, avoiding, and several forms of
social interaction have been found to be used by nurses to control clients'
behaviors in hospital settings (Baider, 1976). In addition, nurses are also
frequently in a position to control the makeup of the client's social envi-
ronment, by limiting visiting hours, allowing rooming-in of family members
for hospital care, or by placing the client in hospice care. The social envi-
ronment of dying patients in our society has been studied and criticized for
its impersonality and deception. Such a context seems to prescribe social
interactions between professionals, family members, and patients that are
psychologically destructive and detrimental to patients (Baider, 1976;
Erickson & Hyerskay, 1975).

Thus, considerations of social environment for human health from the
nursing perspective need to be made in two ways: as that influencing the
health status of individuals through direct or intervening processes, and as
that contributing to the process of health care and nursing practice.

Symbolic Environment

The meaning of symbolic environment is closely connected with the "social-
ity" of human history and concomitantly with social environment. It is also
closely tied to humans' ability to use language. It is not possible to imagine
symbolic environment without people or language and historical accumu-
lation of our thoughts, emotions, and acts. Elements of symbolic environ-



The Domain of Environment 179

ment, if we can call them elements, are bound to human histories and
human minds. Symbolic environment is composed of shared ideas on var-
ious levels: cultural values, scientific knowledge, social norms, and role
expectations, among others. Analytically, an individual's ideas, attitudes,
feelings, and knowledge belong to the individual as inherent parts of the
individual; hence such elements become intrinsic parts of the individual as
social object. In contrast, "shared ideas" are considered to represent the
symbolic environment. In a strict sense, "shared ideas" belong to no one
and to everyone. Symbolic environment has meaning for human life to the
extent that our behaviors and human happenings are modified and pat-
terned by them, and insofar as the person is able to take in the meanings
of symbols. Therefore, for instance, an infant 3 days old has a very limited
symbolic environment, compared to a child of 4 years old. In addition, the
extent of the symbolic environment is irrelevant to the physical proximit
of physical and social objects. Hence, the astronauts on the surface of the
moon can be presumed to have had as extensive a symbolic environment
as when they were on earth.

Sociologists consider such shared ideas functional to societies and social
life. Cultural and social values and rules curtail human actions and control
the fierce competition and conflict possible among individuals left alone
to act according to their personal needs. Symbolic environment allows a
client to behave in the "right" ways, while it permits a nurse to provide rein-
forcements for "right" behaviors. Symbolic environment provides a com-
mon reference point from which individuals in social as well as in solitary
circumstances recognize and perform valued actions.

Viewed from the nursing perspective, symbolic environment has three
specific components: (a) those elements that define what health and illness
are, and what one should do about one's health and illness; (b) those ele-
ments that define available resources in dealing with health issues; and (c)
those elements that prescribe role-relationships in health care.

The first component refers to cultural values and social norms regard-
ing health and health behaviors. Cultural definitions of mental illness and
controversial "deviance" are good examples of how individuals in a given
culture interpret such behaviors as depression and homosexuality. Social
norms exert pressures on individuals to behave in certain ways, as evi-
denced in fertility rates in societies, or in health-care seeking behaviors for
certain kinds of symptoms. Thus, symbolic environments in the forms of
cultural values and social norms exist for individuals and exert influences
of many sorts on their behaviors.

Durkheim's study (1951) of societal differences in suicide rates of nine-
teenth century Europe provides an important background from which the
proposition regarding symbolic environments can be reaffirmed: Ills of
societies need to be examined and explained to a great extent by what
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Durkheim called "collective tendencies," i.e., social conscience. The affects
of symbolic environment on an individual's behaviors may be summarized
as was done by Durkheim in relation to suicide rates.

At any given moment the moral constitution of society establishes the
contingent of voluntary deaths. There is, therefore, for each people
a collective force of a definite amount of energy, impelling men to
self-destruction. The victim's acts which at first seem to express only
his personal temperament are really the supplement and prolonga-
tion of a social condition which they express externally.5

Social conscience as a form of symbolic environment provides a context
in which members of a society evaluate the quality of life and behavioral
consequences—thus, the occurrence of actual illness conditions and label-
ing of them are influenced by moral forces in societies.

The second component of the symbolic environment encompasses ele-
ments of social institutions, such as science, education, and polity. Scientific
knowledge and technology are the major institutional elements that con-
stitute a set of shared ideas in this sense. Fabrega (1974) contends that both
health-care-seeking behaviors and health-care-providing behaviors are
determined by theories of illness that are present and shared in a given
society. This component of symbolic environment provides a general frame
of reference from which a certain level of expectations for control and
recovery from illness is formulated in individuals. In primitive societies, this
component was mainly composed of notions about supernatural (demonic
or godly) influences on human existence.

In addition, this component encompasses those symbolic aspects of a
society that are defined by structures of institutions such as political, eco-
nomic, labor, and health-care systems. Renaud (1975) argues that capital-
ist societies are constrained in their problem-solving endeavors relative to
health by their economic structure. Health-care-providing behaviors appear
to be different according to institutionalized structures of health care in
different societies.6

The third component of the symbolic environment is more closely tied
to social situations and refers to rules of behaviors for social roles.
Individuals who come together in a social situation assume certain social
roles that are congruent with the situation, and behave in accordance with
mutual expectations and rules that have been socially learned. Parsons

5. Durkheim, E. (1951). Suicide: A study in sociology (Trans. ByJ. A. Spaulding, &
G. Simpson) (p. 299). New York: The Free Press.

6. See, for example, Alenxander Solzhenitsyn's Cancer Ward for an illuminating
insight into the health-care practices in the Gulag.
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(1951) describes the sick-role expectations in modern Western societies as:
(a) the person recognizing his or her state of illness considers this state
undesirable and wants to get better; (b) the person is not considered to be
responsible for his or her condition; (c) the person is excused from ordi-
nary social role obligations; and (d) the person seeks professional help and
cooperates with the health-care givers. The role expectations of helper and
helped are also socially derived and usually known to client and practi-
tioner who come together in service settings. Because such expectations do
not belong to persons, although they are held by them and internalized by
them, such elements are parts of the symbolic environment.

Important questions regarding the symbolic environment from the nurs-
ing perspective should deal with the nature of shared ideas, the extent to
which such shared ideas govern behaviors, and characteristics of sharing
among individuals in a given society with respect to health, health behav-
ior, and nurse-client relations. When a society goes through disintegration,
or when a persisting conflict exists among individuals having different
vested interests, one might experience a lack of consensus in behavioral
expectations, thus creating chaotic actions. In such cases, the symbolic envi-
ronment is not enhancing to individuals' behaviors.

Health-Care Environment

A person's environment when one becomes designated as a client of health
care comes to have a rather special meaning both in empirical and sym-
bolic senses. A health-care environment evolves around this client who is
the recipient of health-care services from others who have been designated
as health-care providers. The health-care environment of a client can exist
for a short duration such as for a patient in a hospital for an episode of
acute illness or for a long, extended duration such as for a patient in a
nursing home or in a long-term care institution.

A health-care environment constitutes spatial and qualitative characteris-
tics that are different from the person's ordinary and usual environment,
even when the health-care or nursing service takes place in the client's home.
Physically, the health-care environment may include elements that are only
present in specialized situations that may be different from home, occupa-
tional, or recreational settings. Especially when the client is in an institution
of health care such as a hospital or a nursing home, the environment con-
tains many physical objects not found in ordinary living situations, such as
various medical equipment, and is quite different spatially from the ordinary
environment. Socially, it consists of individuals who are not usually present
in the ordinary environment, and it may be lacking the usual social con-
stituents such as family members and friends in the immediate part of the
environment. Symbolically, the environment encompasses role expectations
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that are specific to clients, subcultural values and ideas specific to that insti-
tution, and specialized knowledge systems of health care. Thus, the contents
of an environment hold specialized meanings and generate different kinds
of influences on a client as well as on health-care practices.

Although a health-care environment is a somewhat specialized type of
environment, an individual can be viewed to be in the core of an environ-
mental field, moving from one form of specialized environment to another
throughout the life cycle. Thus, a person gets positioned in different sorts
of specialized forms of environment for a certain duration through his or
her self-determination and mobility as well as through universal, social, and
institutional forces of living. A person is specifically in a health-care envi-
ronment when one is in need of health-care services and assumes the role
of a health-care client.

From the nursing perspective, the health-care environment is an impor-
tant concept to consider in understanding and explaining clients' health-
care experiences. Insofar as the health-care experiential phenomena of
clients require special attention from nursing as suggested especially in
Chapter 4, the study of such phenomena must be made through the spec-
ification and understanding of the health-care environment. Often, the
health-care environment is the source for problematic experiences for
clients, such as nosocomial infection, withdrawal, and confusion. On the
other hand, the health-care environment also may be the source for posi-
tive influences for clients' recovery and illness experiences.

Health-care environment also is the context in which client-nurse inter-
action takes place. Various elements (physical, social, or symbolic) of the
health-care environment may influence the duration, nature, and quality
of client-nurse interaction positively or negatively. In addition, nursing
practice takes place in a health-care environment. Nurses must practice in
concert with other nurses and health-care providers, under the given orga-
nizational, and institutional constraints and prescriptions, and in the con-
text of the cultural, professional, and social symbolic system.

The health-care environment hence needs to be specifically conceptu-
alized in the nursing perspective for knowledge development for phenom-
ena in the client, client-nurse, and practice domains. Understanding and
explanation of selected phenomena from the health-care environmental
perspective would be useful in developing nursing strategies that involve
the management of environmental forces.

SELECTED CONCEPTUAL ANALYSES

Among many possible concepts within the domain of environment appro-
priate for studying from the nurse perspective, sensory deprivation, social
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support, and sick-role expectation have been selected for analysis in this
section. These were selected from the examples listed in Table 7.1. Table
7.1 presents examples of concepts in the domain of environment that are
thought to be appropriate for theoretical considerations from the nursing
perspective.

Table 7.1 Examples of Concepts in the Domain of Environment for
Study in the Nursing Perspective

Environmental Component Concept

Physical environment Space, territory, proxemics
Time
Ecosystem
Energy
Noise
Crowding
Sensory deprivation
Sensory overload
Pathogens
Heat

Social environment Social support
Competition
Social control
Social isolation
Affective milieu
Marginality
Social proximity
Family
Significant others

Power structure (authority)
Role expectations
Sick-role expectations
Institutional history
Ethical standards
Norm
Morality
Scientific knowledge
Rationality
Positivism
Metanarratives

Symbolic environment
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Sensory deprivation is considered as an example of physical environ-
ment phenomena; social support as that of social environment phenom-
ena; and sick-role expectation as an example of symbolic environment
phenomena. The main purpose of this section is to show how a first-level
analytical approach is used to gain conceptual and empirical understand-
ing of phenomena within the domain of environment. Each concept is ana-
lyzed with respect to (a) definitional clarification and conceptual meanings
as reflected in the literature; (b) measurement and operationalization of
concepts as a step toward an empirical analysis; and (c) the concept's rela-
tionships with other concepts that are important in nursing. The strategy
and rationale for the conceptual analysis were discussed in detail in
Chapter 2, and that rationale is adopted in this section for the analyses of
sensory deprivation, social support, and sick-role expectation.

Sensory Deprivation

Definition

Environment is the source of sensory inputs for human perceptions:
Sound, color, form, texture, temperature, and many other physical char-
acteristics are perceived and sensed in order for a person to make assess-
ments about the world around him or her and gauge his or her position in
relation to it. A person recognizes familiar objects and persons, learns
about new objects, and guards against unfamiliar objects that are judged to
be potentially threatening. A person's life in a vacuum, if that is at all pos-
sible, may represent an ultimate state of absence of sensory input to the
person. Persons placed in solitary confinement in jail or hospitals have
been found to create sensory inputs by banging their heads on walls,
scratching, or screaming. Lack of sensory input is threatening to adults who
have learned to perceive the world through the senses. Thus, it tends to
create a sense of disconnectedness with the world in persons when they are
placed in a sensory-deprived environment. People receiving no sensory
input may begin to doubt their own existence. Infants who are placed in a
deprived (sensory) environment have also been found to assume the con-
dition of "deprivation dwarfism" (Gardner, 1972).

The basic premises for the occurrence of such phenomena are that the
human brain matures and develops through sensory stimulation, and that
human behavior is shaped by functional and structural organization of
information that occurs in the brain. Hebb's attempt (1949) to explain per-
ceptual behavior in relation to the function of the central nervous system
was the first link made between behavior and sensory experience. He pos-
tulated that perceptual behavior is influenced by early experience with
deprivation of vision and other sense modalities and that monotonous,
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unchanging stimulation resulted in a disorganization of the ability and
capacity to think.

By definition, then, sensory deprivation is a lack or reduction of sensory
stimulation in several different forms, varying in terms of intensity, dura-
tion, and characteristics. As early as 1949, Bakan described sensory depri-
vation as a state in which an organism is deprived of normal, complex
sensory stimulation from the external environment for a specified period
(Brownfield, 1972). Yet, there has been little agreement in the use and def-
inition of the term describing the phenomenon. Rossi (1969) cites 25 dif-
ferent terms used more or less interchangeably with sensory deprivation in
the literature. The problem of definition has been complicated because of
the nature of research being done in the field. Many research studies adopt
experimental conditions to "induce" the phenomenon of sensory depriva-
tion artificially, and such procedural terms have been used interchangeably
to denote the phenomenon in a limited sense.

In general, there are two broadly and distinctly different conceptualiza-
tions of sensory deprivation: (a) a state in which the focus is the environ-
ment; and (b) a state in which the focus is the individual organism
experiencing the deprivation. The first conceptualization considers the
phenomenon stricdy in terms of the environmental characteristics as a lack,
reduction, or monotonicity of sensory stimulation present in the environ-
ment. On the other hand, the second conceptualization refers either to the
condition of the person being in a "deprived" state, or to a process in which
a phenomenological experience of deprivation takes place in the person
(Rossi, 1969). It appears that there is an analytical value in considering the
phenomenon in two such separate ways. Our interest in the conceptual-
ization of sensory deprivation is in line with the first type in which the envi-
ronmental characteristics are the major focus.

Suedfeld (1969) categorizes sensory deprivation in terms of three major
characteristics: the reduction of stimulus-input levels, the reduction of stim-
ulus variability, and sensory-social isolation and confinement. Although
these three characteristics have somewhat distinct meanings, there is cir-
cularity in meaning-relationships among them. Invariably, in nonexperi-
mental situations, a reduction of stimulus variability that is produced by
monotonous stimulation will result in a reduction of stimulus-input levels,
and vice versa. In addition, sensory-social isolation and confinement fre-
quently accompany both a reduction of stimulus variability and a reduction
of stimulus-input levels.

Differentiation of the Concept From Isolation

The phenomenon of isolation encompasses a broader conceptual meaning
than that of sensory deprivation. Isolation suggests removing a person to a
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confined area without allowing normal contacts with the external world.
Brownfield (1972) suggests four kinds of isolation: (a) confinement in
which a person is placed in a limited space, restraining freedom of move-
ment and in which sensory deprivation may vary according to the nature of
the space; (b) separation in which a person is placed in an environment
where personal contacts with particular persons, places, or things are not
allowed, and which brings about deprivation of special kinds of sensory
inputs; (c) removal from the total environment in which a person is placed
in an environment of reduced stimulation or no stimulation, such as soli-
tary confinement; and (d) monotony of stimulation in which a person is
exposed to unchanging, invariable, and boring sensory inputs that eventu-
ally lose their ability to elicit responses.

Thus, the phenomenon of isolation may be induced by unconscious or
conscious acts by a person (i.e., psychologically based), such as voluntary
deprivation, self-punishment, or social isolation because of fear, religious
beliefs, or conscience, and also may be imposed by external forces such as
immobility, old age, loss of sensory ability, or impoverished early experi-
ence.

In general, isolation encompasses the aspects of social and psychologi-
cal separation, while sensory deprivation is associated with the characteris-
tics of the environment in terms of its sensory stimulation. Of course,
isolation is a situation in which sensory deprivation is likely to occur. In dif-
ferentiating the phenomenon of isolation and sensory deprivation, one
source of confusion has been in the use of experimental "isolation" tech-
niques in sensory deprivation research. Such techniques invariably com-
bine reduction and monotonization of stimulation in isolating experimental
subjects in order to manipulate sensory inputs.

Operationalization

Sensory deprivation has been operationalized in research in two specific
ways: as an environment in which there is a reduction of intensity of sen-
sory inputs, and as an environment in which there is homogeneous and
unpatterned input. Both of these operational definitions have been used
to create an experimental environment.

The first type of Operationalization generally refers to an experimental
condition deliberately lacking in sensory stimulation, such as silence and
darkness as used by T. I. Myers and his colleagues (T. I. Myers, Murphy, &
Smith, 1963). The second type of Operationalization refers to an experi-
mental environment in which there is a limitation in the variability of sen-
sory input such as constant masking of sensory input or white noise and
diffused light, as used in McGill studies (Scott, Bexton, Heron, & Doane,
1959). Operationalizations used in such experimental conditions create
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conceptual complications in that, when an environment has been manip-
ulated to reduce sensory input, the remaining sensory elements in the envi-
ronment take on different perceptual meanings to the person exposed to
such an environment.

In addition, in most research studies, sensory deprivation has been oper-
ationalized to include the aspects of visual and auditory stimuli, with little
emphasis on tactile, olfactory, kinesthetic, gustatory, and proprioceptive
sense modalities. However, sensory deprivation operationalized in devel-
opmental research, in many cases includes the concept of multisensory
deprivation. Deprivation of visual, auditory, tactile, and movement stimu-
lations has been used specifically to indicate the deprivation of novelty in
stimulation in those developmental studies. Stimulation for new learning
is absent as a result of such deprivation (Riesen & Zilbert, 1975).

Operationalization of sensory deprivation referring to naturally occur-
ring environmental conditions has been limited to hospital and nursing-
home settings (Worrell, 1971). The most commonly studied settings of
sensory deprivation in the health-care situation are: private room for a
coronary patient; private room for a surgical patient, especially a patient
undergoing cardiac surgery; elderly patient, especially the elderly who has
decreased sensory abilities such as blindness, hearing loss, or other per-
ceptual loss; "isolation" or "seclusion" room; hospital settings for immobi-
lized patients such as those with stroke, in traction, or with spinal cord
injury; and private room for a patient with eye surgery. These kinds of nurs-
ing care situations have a reduced rather than a complete lack of sensory
stimulation and usually provide monotonous or unchanging stimulations
of sounds and visual objects. Monotonous sensory input of a mute nature
has been defined as perceptual deprivation, differentiating it from the gen-
eral concept of sensory deprivation.

Perceptual deprivation, defined as such, is more commonly detectable
in clinical, practice settings. L. F. Newman (1981) studied the isolette envi-
ronment of preterm infants, in which the isolette environment is perceived
as an auditory environment of high ground noise and intrusive sound of a
disturbing nature. This isolette environment is conceived to provide infants
with a situation in which human sounds are filtered by such ground noises.
It is thus seen as producing perceptual deprivation in infants.

Social isolation, confinement, withdrawal, and neglect have also been
used to denote sensory deprivation in sociological and psychological stud-
ies. In particular, the isolation and confinement of the elderly in single-
occupancy hotel rooms in which variation in sensory input is lacking for an
extended period of time have been considered as an environment of sen-
sory deprivation for the elderly.

It appears that Operationalization of sensory deprivation depends on
one's definition of the term and can vary from deprivation of one sensory
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modality to a complete deprivation of sensory input as well as monotony of
sensory input.

Relationship With Other Concepts

Most of the studies in the field of sensory deprivation may be categorized
into those relating sensory deprivation to developmental consequences and
those relating sensory deprivation to other behavioral aberrations such as
hallucination.

There are many studies in the first category, emphasizing the matura-
tional affects on specific senses and the general behavioral and develop-
mental consequences. Animal and human studies found relationships
between early visual experience (or the lack of it) and visual preference,
indicating the influence of early sensory stimulation on sensory maturation
(Annis & Frost, 1973; Tees, Midgley, & Bruinsma, 1980). In addition,
Prescott (1980) suggests that sensory deprivation during early development
leads to stimulus-seeking behaviors relative to the deprived sensory systems,
and further that somatosensory, affectional deprivation from isolation rear-
ing may be responsible for violent behaviors toward self and others.
Alcoholism and drug abuse as stimulus-seeking behaviors have been pos-
tulated to be the results of such deprivation. Thus, the individual is
assumed to be attempting to gain the sensory stimulation that he or she was
deprived of early in life. Deprivation dwarflsm has also been suggested as a
secondary effect of hypopituitiarism produced by sensory deprivation in
animals and humans (G. M. Brown, 1976; Patton & Gardner, 1975; Powell,
Brasel, & Blizzard, 1967; Wolff & Money, 1973).

One of the major variables identified as a consequence of sensory depri-
vation in the second category of studies is hallucinatory activity such as
visual imagery and test performance found in McGill studies (Bexton,
Heron, & Scott, 1954). Zuckerman (1969) explains the phenomenon of
hallucination as a self-aroused imagery perceived by a person because of a
lack of competing sensory inputs. A person in an environment without pat-
terned and changing stimulation eventually may become sensitized to more
organized images whose site of origin lies higher in the nervous system and
that may be intensified by a high state of arousal or by reduction in com-
peting stimuli, thus appearing as visual imageries localized in space in front
of the person.

It also has been shown that visual deprivation is associated with an
increased tactual acuity, pain sensitivity, auditory discrimination, and olfac-
tory and gustatory sensitivity. In addition, other single-modality deprivation
can also produce behavioral changes (Zubek, 1969). Biochemical changes,
especially that produced by steroids and endorphins, have been the con-
cern of many current studies, suggesting a linkage between sensory depri-
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vation and behavioral changes mediated by internal processes of biochem-
ical synthesis (Prescott, 1980; Zubek, 1969).

Zuckerman (1969) and Suedfeld (1969) have examined various theo-
retical approaches used in studies of sensory deprivation and found diver-
sity in the explanations and in the inclusion of various types of dependent
variables in the explanations.

In the nursing literature, sensory deprivation has been handled in a
casual, cursory manner. Theoretical or empirical writings are rarely found
on this subject, although sensory deprivation in practice settings is often
seen in hospitalized and nursing home patients, and nurses have observed
its deleterious effect on patients. Many nurses in clinical case studies and
at clinical conferences have reported complaints of hallucination and con-
fusion by postsurgical patients, elderly patients, and immobilized patients.
The importance of sensory deprivation for a nursing study is apparent, in
view of the fact that most of the naturally occurring sensory deprivations
are present in health-care environments, and also that affects of sensory
deprivation are general and nonspecific to the person and his or her devel-
opment. Furthermore, sensory deprivation as a phenomenon of the client's
environment may complicate the client's recovery from illness in a rather
complex manner. The environment of nursing care may inadvertently be
the source of sensory deprivation to the client, thus becoming a deleteri-
ous rather than enhancing surrounding for health-recovery and health-
maintenance.

Social Support

Definition

In general, social support refers to positive, reinforcing attitudes generated
by individuals in social relations with each other. Although it is this "sup-
portiveness" that is central to the concept, it has been used in research syn-
onymously with social network, social bond, and social integration. This has
created some confusion in the theoretical formulation of the concept.

The main source of such confusion is embedded in viewing the source
of "support," i.e., social relation and social network, interchangeably with
the nature of "support." For example, Antonovsky (1979) states that social
support is the extent to which a person is lodged in social networks to
which the person is committed; and J. K. Myers, Lindenthal, & Pepper
(1975), Eaton (1978), and Brown, Bhrolchain, & Harris (1975) also con-
ceptualize social support in terms of the extensiveness of social relation-
ships. In addition, "meaningful social contact" (Cassel, 1976), availability
of confidants (Miller & Ingham, 1976), human companionship (Lynch,
1977), social bond (Henderson, 1977, 1980), and social network (cf.
Mueller, 1980; Norbeck, 1981) have been used to make inferences about
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social support. Although the assumption is that social relationships and
networks provide support, evidence indicates that the relationship between
the intensity, size, and extensity of a social network and social support is not
linear.7

Cobb (1976) and Turner (1981) consider social support in terms of infor-
mation. Social support is viewed on the basis of three types of information:

Affective information—information suggestive of being loved and
cared for;
Information of worthiness—information suggestive of being valued
and esteemed;
Information of partisanship—information suggestive of belonging to
mutually influencing social relations.

In a similar fashion, B. H. Kaplan and his colleagues (B. H. Kaplan,
Cassel, & Gore, 1977) define social support as the degree to which an indi-
vidual's needs for affection, security, approval, belongingness, and identity
are "met" through social interaction. This definition also assumes that the
person's perception is an integral part of social support.

What does not emerge from these definitions is the suggestion of dif-
ferent kinds of support that are possible in social relations. Linking the
conceptualization of social network as the source of social support and the
reference-group theory proposed by Merton (1968) could raise this ques-
tion. The reference-group theory suggests that individuals use their social
contacts as the framework for receiving reinforcements, support, and eval-
uations when making behavioral choices and in expressing ideas and atti-
tudes. Hence, the information one receives from relationships with others
may be both emotional (affective) and cognitive (evaluative), and both
types of information may be "supportive" to the person in general or in spe-
cific situations. Therefore, it is possible to conceptualize social support as
information generated to a person in social relations, information that has
either a general affective or a specific instrumental meaning of support.

Operationalization

Different definitions of social support used in the field have resulted in var-
ied and sometimes limiting operationalizations of the concept. In defining
social support in terms of more "affective" than "instrumental" informa-
tion, Turner (1981) used self-evaluation of the perceived level of informa-

7. See, for example, Cohen, C. I., & Sokolovsky, J. (1979). Health seeking behav-
ior and social network of the aged in single-room occupancy hotels. Journal of the
American Geriatric Society, 27, 270-278.
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don generated by others to indicate the level of social support. He used
vignettes developed by A. Kaplan (1977) as the basis of self-evaluation.
LaRocco, House, and French (1980) also operationalized social support as
perceived psychological and tangible support from supervisors, co-workers,
spouse, family, and friends. They specifically defined social support as
"emotional supportiveness." A limitation with this kind of operationaliza-
tion is the lack of objective criteria to attest to the fit between perceived
information and actual supportiveness present in social relations.

It is problematic to assume that "perceived" support equals "real" sup-
port present in the social environment. This difficulty is based on two
issues: (a) perception can be influenced by a person's interpretation of
meanings attached to self, others, situation, and happenings; and (b) sup-
portiveness may not be apparent until actual "incidents" or occasions call
for mobilization of support being offered or already given by others. The
first problem points up the need for objective criteria for interpretations,
and the second issue raises a further question regarding the need for dif-
ferentiating generalized versus contextual or specialized support.

A more inclusive operationalization of the concept of social support is
found in several studies. Gore (1978) operationalizes social support on
three dimensions: (a) a person's perception of supportiveness of significant
others; (b) frequency of activity outside the home with significant others
that indicates amount of social interaction; and (c) perceived opportunity
for engaging in supportive and satisfying social activities. Similarly, Lin and
colleagues (Lin, Simeone, Ensel, 8c Kuo, 1979) define social support as sup-
port accessible to an individual through social ties to other individuals,
groups, and the larger community. They measure the concept in terms of
the degree of social interaction and involvement and the level of social
adjustment. Other researchers also have operationalized social support on
multidimensional levels, including social relations, perceptions, and type
of support.8

However, operationalization of social support is in need of consensus.
While most researchers consider the sources of support in terms of signifi-
cant others, few research studies have included support from the commu-
nity at large and from lay-support systems as important components of the

8. Among many research writings on the subject, see: Kaplan, B. H., Cassel, J.
C., & Gore, S. (1977). Social support and health. Medical Care, 15 (Supplement),
47-58; Dean, A., & Lin, N. (1977). The stress buffering role of social support.
Journal of Nervous and Mental Disease, 165, 403-417; Walker, K. N., MacBride, A, &
Vachon, M. L. S. (1977). Social support networks and the crisis of bereavement.
Social Science and Medicine, 11, 35-41; and Henderson, S. (1977). The social net-
works, social support, and neurosis: The function of attachment in adult life. British
Journal of Psychiatry, 13, 185-191.
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total social support system. Furthermore, operational difficulties in differ-
entiating the nature of affective and instrumental support and in attaining
consensus regarding perceived support vis-a-vis "apparent" support need to
be addressed.

Relationships With Other Concepts

Social support has been used to explain various phenomena in an individ-
ual's life. The basic notion is that an individual's behaviors may be
explained by factors in his or her social environment such as social net-
work, interaction patterns, or structures of social institutions. This notion
extends the explanation of human behavior beyond the attributes of indi-
viduals themselves. Social support has been applied in many studies to
explain the relationships among social environment, occurrence and man-
agement of stress, health status, and other social behaviors. Social support
has been viewed to have mediating or buffering effects on the way individ-
uals handle stress, modify illness responses associated with life's stresses,
and affect the rate and quality of health-services utilization.

In her study of the effects of social support in moderating the health
consequences of unemployment, Gore (1978) suggested that the loss of
self-worthiness through unemployment and confounded by the lack of
social support contributed to negative health consequences. J. K. Myers et
al. (1975) also concluded that persons with high social integration scores
seem better able to cope with the impact of life's stresses, alluding to the
idea that the accessibility to social support and integration contribute to
better coping with stress. Many other researchers have also proposed the
same mechanism.9

Evidence suggesting the relationships between the use of health services
and social support are confusing. Salloway and Dillon (1973) found that
different types of networks influenced the degree of speed with which one
used health services. Large friend-networks may also be influential in
encouraging a person to seek medical care. On the other hand, health-care
seeking behaviors may be more influenced by the kinds of advice one
receives rather than by the sources of the support.

9. LaRoccoJ. M., House,J. S., & French,J. R. P.Jr. (1980). Social support, occu-
pational stress, and health. Journal of Health and Social Behavior, 21, 202-218; Liem,
J. H., & Liem, R. (1978). Social class and mental illness reconsidered: The role of
economic stress and social support. Journal of Health and Social Behavior, 19, 139-156;
Andrews, G. C. et al. (1978). Life events, stress, social support, coping style, and risk
of psychological impairment. Journal of Nervous and Mental Disease, 166, 307-316;
and Cobb, S., & Kasl, S. V. (1977). Termination: The consequences of job loss, DHEW
(NIOSH) Publication No. 77-224. Cincinnati, Ohio.
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Effects of social support on a client's compliance to health-care practices
and therapies have also been frequently documented in the nursing litera-
ture. It appears that clients who have support in their daily life are more
likely to adhere to many unfavored and/or unpleasant regimens, com-
pared to those individuals who are lacking in social reinforcement.

From the nursing perspective, three major phenomena seem important
to study in relation to social support:

The individual's patterns of coping with stress;
The individual's reactions and behaviors related to illness experiences;
The individual's compliance behaviors with regard to health-care
regimens.

Sick-Role Expectation

Definition

Parsons (1951) defines illness as a state of disturbance in the "normal"
functioning of the total human individual, including both the state of the
organism as a biological being, and the state of his or her personal and
social adjustments. It is therefore viewed as a form of "social" deviance that
requires management by mechanisms of social control. Hence, the sick role
as "the institutionalized expectation system" is conceptualized by Parsons
as the mechanism of social control for an individual's illness.

Parsons (1951) proposed that the institutionalized expectation system
of the sick role is composed of four aspects:

A sick person expects an exemption from normal social role respon-
sibilities, an exemption of varying extent according to the nature and
severity of the illness, and expects the exemption to be legitimatized
by someone and to members of immediate support groups.
A sick person is relieved of "being responsible" for his or her illness.
A sick person is expected to want to get well, since the state of being
ill is viewed as undesirable.
A sick person is expected and is compelled to submit to technically
competent help.

Twaddle (1979) suggests that the conceptualization of the sick role is
specifically tied to the view that "sickness" is a social label for the state of
being unwell, or "unhealthy." He also differentiates three states that com-
prise "nonhealth": disease, referring to biological capacities; illness, encom-
passing subjective or psychological meanings; and sickness, referring to a
social aspect of illness. Thus, to be sick is to have certain rights and obliga-
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tions ascribed by social role expectations, while to be diseased means to
have signs and symptoms of disturbance, and to be ill is to feel deviated
from feelings of wellness.

Much of the debate regarding the concept of the sick role has centered
on the four components identified by Parsons as the universal construct of
the sick role. Freidson (1970a), especially, argues that the expectation of
the exemption from social role obligations may be limited to certain types
of disease; that societies attribute the causes of some illnesses to sick per-
sons themselves; that the expectation to seek and cooperate with profes-
sional help can be universal neither for all types of illness nor for all
societies; and that the basic constructs of Parsons are rooted in the value
structures and institutional development of Western, modernized societies,
and are thus not applicable to nonwestern societies.

Parsons proposed the sick role as containing symbolic properties of a
society, especially those of American society. This role is an institutionalized
basis of social control for illness in a society. Contents of the sick role reflect
the major value structures of a given society. Therefore, it may be more use-
ful to define the sick role as a system of expectations that are institutional-
ized and accepted as the general "guidelines" for defining the meanings of
sickness and for model behaviors for the person who is sick. This goes
along with Twaddle's notion that the sick role is an effect variable to be
explained on a global scale with respect to societal differences (1979). The
sick role, then, is a system of general norms and expectations that provide
a context for "rightful" behaviors for sick individuals in a given society or
culture.

Operationalization

The operational definition of the sick role has suffered from the confusion
that occurred when researchers applied the concept in research. Many
researchers included both "expectations" and "behaviors" to indicate the
sick role. For example, Twaddle (1969) included both stated expectations
for behaviors and the actual behaviors to indicate the sick-role formulation,
confounding the role-expectations that are tied to the role behaviors.

Probably Gordon's study of a large population sample of New York City
(1966) is the only one that operationalized the sick-role concept as the gen-
erally held expectations for persons who are sick. As a system of value con-
sensus and expectations for role behaviors, the concept needs to be
operationalized on a general level, that is, at a societal level or for subsec-
tors of a given society. For it to have any conceptual meaning as a concept
representing phenomena in the symbolic environment, it is necessary to
operationalize it in terms of generally held expectations, i.e., consensus,
rather than as an individual's convictions.
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Relationships With Other Concepts

There are three distinct theoretical and empirical questions related to the
sick-role concept that appear to be relevant to the nursing perspective.10

What are the contents of the sick role, and what are the variations of
such contents?
In what ways are variations explained? What are the relationships
between the sick-role expectations and the individual's sickness
behaviors?
To what extent does the "sharedness" of the sick-role expectations
between the professionals and the clients influence health-care
behaviors?

The first question is concerned with the descriptive validation of the sick
role and focuses on the nature of institutionalization of role expectations.
As indicated earlier, very little work has been done to examine the univer-
sality of the four aspects of the sick role formulated by Parsons. Segall
(1972) explored the sick-role expectations held by hospitalized female
patients, and found that only (a) the dimension of undesirability of illness,
and (b) the expectation for striving to get well, were agreed upon as sick-
role expectations held in common by patients. This questions the validity
of the four dimensions as the universally held expectations of the sick role.

Several researchers have also suggested that the four dimensions of the
sick role do not apply to all types of illness. For example, Kosa and
Robertson (1969) suggest that the sick role only applies to chronic illness.
In contrast, Freidson (1961) argues that the sick role is most appropriate
in considering nontrivial, acute illnesses. Furthermore, the legitimacy and
social definition of certain illnesses, such as mental illness, alcoholism, or
drug addiction, confound the sick-role concept whenever a society holds
the individual personally responsible for the illness and its consequences.
It is also apparent that the prevailing philosophy and knowledge that exist
in a given society regarding health, disease, and health-care practices influ-
ence the way a system of value expectations becomes institutionalized in a
society.

Additionally, since in an earlier section of this chapter it was proposed
that the symbolic environment may be considered in terms of proximity to
individuals, it is necessary to question whether or not the sick-role expec-
tations are different on a subcultural level or in social stratification sectors.

10. Twaddle compiled a set of propositions related to sickness behavior and the
sick role. See: Twaddle, A. (1979). Sickness behavior and the sick role (Appendix B, pp.
199-206). Cambridge, MA: Schenkman Publishing.
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Although some variations in sick-role expectations are found among dif-
ferent socioeconomic status groups (Berkanovic, 1972; Gordon, 1966;
Twaddle, 1969), the question raised by Segall (1976) is still appropriate:
Are the dimensions and contents of the sick role similar among people
from different segments of society or different population groups?

The second question poses relationships between the sick role as inde-
pendent variable and individuals' behaviors as dependent variables. The
basic assumption stems from Parsons' formulation of the theory of action
in which individuals' actions are explained in terms of the actors' motiva-
tions, values, and orientations to the situations. Thus, individuals are
expected to behave in ways that are in agreement with sick-role expecta-
tions. However, evidence indicates that the relationship between sick-role
expectations and actual behaviors reflecting such expectations seems mod-
ified by many factors. The nature of the illness appears to have a highly
modifying affect on whether or not the sick person will assume the sick-role
behaviors. A person's other role obligations specified by what Merton calls
"role-set" (1968) also seem to influence the behaviors related to assuming
the sick role. A person's position in the social stratification system may also
determine the presence or absence of opportunities for behaving in accor-
dance with sick-role expectations (Twaddle, 1979).

Furthermore, the degree to which an individual adheres to social norms
and identifies with the value structure of society, that is, the degree of social
"belongingness" or the level of social assimilation, may influence the way
one behaves when sick. This may result from either the presence or the
lack of validation and reinforcement offered to individuals who are behav-
ing in a certain fashion. This would be more apparent in cases of socially
stigmatized illnesses or of ambiguously defined illnesses such as depression,
anorexia nervosa, or essential hypertension.

The question of alignment in sick-role expectations and behaviors
between professionals and clients has direct implications for nursing.
Nurses' behaviors as well as their beliefs about the sick role certainly influ-
ence the approaches nurses use toward clients. Since an assumption of the
sick role requires validation of the role by others, especially by the profes-
sional, this process of validation requires empirical attention. Wolinsky and
Wolinsky (1981) found that physicians do not necessarily legitimatize the
sick role for everyone who assumes this role. Legitimization is offered more
often to those clients who come from a lower socioeconomic background,
who are seeking validation from a regular source of professional contact,
and who have more frequent contact with medical care. There may be two
distinct mechanisms that influence the process of validation and alignment
of evaluations: (a) The systems of the sick-role expectations are, in fact, dif-
ferent according to the nature of illness, to the extent that professionals
and laypeople define illness differently; and (b) the systems of sick-role
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expectations vary greatly according to substrata and segments of society, to
the extent that a majority of the professionals belong to a specific subcul-
ture or substrata that is quite different from that of the general population.
Consequences to the clients of disparity and disalignment in the validation
of the sick role have not been adequately studied in the field.

It is possible to imagine a case in which a person who considers himself
to be sick is turned away by a physician or a nurse. The person may be
thought of as a malingerer or not being "ill enough." As a consequence,
the person may experience frustration, stress, distrust, or relief in an imme-
diate sense, and the person furthermore learns a new normative basis for
symptom evaluation that may influence his or her future behaviors.

As pointed out by Twaddle (1979), conversion of sick-role expectations
into behaviors on an individual level hinges on "decisions" made by the
person to classify himself or herself as sick. Since all two-category decisions
of this kind, e.g., sick versus not sick, or hungry versus not hungry, require
a criterion of threshold, the problem rests critically on the decision rules
used by individuals. Thus, as the primary validators of the sick role, nurses
are frequently exposed to situations of disparity. Or, as participants in the
provision of health care, nurses are in situations where legitimation has
already occurred that may or may not align with the nurses' own validation
rules. Conflicts of this type may result in negative behaviors toward clients.

SUMMARY

The purpose of this chapter has been to offer conceptualization of envi-
ronment as a separate entity from that of client. This is done to sharpen
the distinction between phenomena within the domain of client and those
phenomena within the domain of environment. Consideration of environ-
mental phenomena in a separate context should also highlight the inte-
gration between humanity and the environment. The basic premise for this
chapter is the notion that environment is the source of forces exerting
influences on a person and his or her existence, and that it is also a con-
text in which living (many facets of it) takes place. Therefore, environment,
either taken as a whole or as having many distinct classes of phenomena, is
an essential component for theoretical thinking in nursing.

While environment as a unity is considered to have specific meanings
when taken as a whole, it is also proposed in this exposition that there are
specific benefits in considering the domain of environment as composed
of separate components.

The typology of environment used here includes three qualitative com-
ponents of a physical, social, and symbolic nature, combined with the two
dimensions of space and time. Variability of environment can thus be con-
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sidered in these terms. The most elementary proposition regarding space
might be that the more immediate environmental elements are likely to
produce a greater impact on a person than the more remote environmen-
tal forces. This proposition of proximity requires both theoretical and
empirical examination, first in a holistic sense, then on a compartmental-
ized level. Specification of dependent phenomena, i.e., aspects of a person
on which the impact of the environment is inferred, depends on the sci-
entific perspective of the study. Hence, from the nursing perspective, we
would be mostly interested in explaining certain aspects of health-related
states and health-related behaviors as affected by environment.

Time dimension in relation to environment poses two types of variabil-
ity. Duration of environmental presence is the first variability. Some envi-
ronmental elements are with us continuously, intermittently, or only
fleetingly. Rhythmicity of the presence of environmental elements (that is,
regularly appearing or randomly present) is the second variability. In many
ways, the temporal aspects of one's environment are closely related to the
person's habits and patterns of behavior. Continuous exposure to polluted
air has a great impact on the human respiratory system, and at the same
time an exposure to a highly potent radioactive substance for a fleeting
moment can be fatal.

The aspect of quality is inherent in three components of environment,
since these components are thought to be characteristically different.
Sensory deprivation, social support, and the sick role as differently con-
ceived characteristics of environment have been considered as indepen-
dent variables impinging on various dependent phenomena in the domain
of client. Biological and chemical aspects of environment have been linked
to many disease conditions, ranging from smallpox to cancer. Relationships
between health and social and symbolic elements of environment are
beginning to be explored. Rheumatoid arthritis, coronary heart disease,
hypertension, as well as many psychological stress syndromes and mental
illnesses have been linked to unfavorable aspects of the environment.

In addition, a person's behaviors in seeking health care, responding to
diseases, forming habits of everyday life, as well as gaining patterns of
growth and development, and learning and unlearning behaviors and
knowledge, also have been found to be related to environmental phenom-
ena of various kinds.

Another important consideration of environment within the nursing
frame of reference concerns the environment in which nursing care takes
place. The environment of nursing care raises quite different kinds of the-
oretical and empirical questions for nursing scientists. Elements of such an
environment, i.e., the physical, social, and symbolic environments, affect
not only clients who are placed in it but also the ways in which nursing care
is provided. Nurses' actions are to some extent created, developed, modi-
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fied, and constrained within the given environmental contexts. Studying
phenomena of the environment from the nursing perspective, then,
requires focusing on relationships between nursing-care variations and
environment as well as those between a person's health and health-related
behaviors and environment.
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Theory Development in Nursing

Theories are the key to the scientific understanding of empirical phenomena,
and they are normally developed only when previous research has yielded a
body of information, including empirical generalizations about the phenom-
ena in question. A theory is then intended to provide deeper understanding
by presenting those phenomena as manifestations of certain underlying
processes, governed by characteristic laws which account for, and usually cor-
rect and refine, the previously established generalizations.

—Carl G. Hempel

OVERVIEW

This chapter aims to show the nature of theoretical study of phenomena in
the proposed four domains of nursing. While the previous chapters are
more critically concerned with the nature of concepts within each domain,
this chapter is concerned with the nature of theories as they culminate
from relevant concepts. Attempts are made to show how concepts delin-
eated within the four domains can be developed into systems of theoreti-
cal statements. Here the purpose is not to propose theories, but rather to
point to the general theoretically descriptive and explanatory ideas possi-
ble for each domain. The idea is to lead to thinking about developing the-
oretical systems through a systematic and logical linking of concepts that
compose nursing's relevance structure.

The chapter presents for each domain general models of explanation,
which may guide the development of theories for the domain. Such mod-
els can be used as generic guides in developing theories at various levels.
The models proposed for the four domains are primarily founded upon
the assumption that a theory at the most comprehensive level must account
for as complete an explanation as possible. However, this is not meant to
convey that all theories must be built at the most comprehensive level.
Theories using a comprehensive model of explanation as a guide may be
developed selecting certain aspects of the total framework, depending on
their explanatory foci, the scope of explanation, and paradigmatic orien-
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tation. Hence, theories and systems of theoretical statements may bring
together concepts and variables from a single domain only or across dif-
ferent domains. Theories may then be "within domain" or "across
domains" theories. Theoretical statements referring to phenomena within
the same domain are important for two reasons: (a) such statements lead
us to a more refined conceptual system by which phenomena may be
reclassified and differentiated from one another; and (b) a set of such the-
oretical statements may make up a theory for the domain (i.e., a "within
domain" theory). My approach, consisting of holistic and particularistic
conceptualizations of phenomena within domains, also suggests three lev-
els of relationships:

A holistic concept with one or more holistic concept(s);
A holistic concept with one or more particularistic concept(s);
A particularistic concept with one or more particularistic concept(s).

On the other hand, theoretical statements among concepts drawing
from two or more domains are oriented to developing "across domains"
theories. Such theories may contain different types of theoretical state-
ments as shown in Table 8.1. Types of theoretical statements with the
explanatory focus on the client, client-nurse, and practice domains are
given in this table.

Ideas with the explanatory focus on the environment domain are not
included in this table, as the theoretical development with this focus is not
very relevant to nursing. It certainly is necessary to have the knowledge
about environment domain phenomena from the nursing perspective,
however. Theories for the environment domain phenomena are not likely
to be developed within this typology of four domains, but may be devel-
oped from the nursing perspective. This will be discussed in a later section.

Theoretical statements linking concepts and phenomena within each
domain and across the domains are examined in order to indicate that rel-
evant and critical relationships may be brought together in "theories in
nursing" and "theories of nursing." For each domain, I present general
models of explanation, and proceed to examine different theoretical sys-
tems that deal with phenomena of the domain at various levels.

In Chapter 2, the major terms of importance in theory development
were defined. A theoretical statement may be descriptive or explanatory. A
descriptive statement provides specifications regarding the nature of con-
cepts in terms of existence, variability, quality, and essential features, while
an explanatory statement is a proposition that links two or more concepts
in basically three relational forms: associational, i.e., covariance, causal, and
dynamic relationships. This means that a theoretical statement of a prepo-
sitional type specifies the relationship of at least one class of phenomena



Table 8.1 Types of Across-domain Theoretical Statements

EXPLANATORY FOCUS OF DOMAIN

Client Domain Client-Nurse Domain Practice Domain

Client Domain Concept(s) with: Client-Nurse Domain Concept(s) with: Practice Domain Concept(s) with:

client-nurse domain concept(s)
practice domain concept(s)
environment domain concept(s)
client-nurse and practice domain
concepts
client-nurse and environment
domain concepts
practice and environment
domain concepts
client-nurse, practice, and
environment domain concepts

client domain concept(s)
practice domain concept(s)
environment domain
concept(s)
client and practice domain
concepts
client and environment
domain concepts
practice and environment
domain concepts
client, practice, and
environment domain concepts

client domain concept(s)
client-nurse domain concept(s)
environment domain concept(s)
client and client-nurse
domain concepts
client and environment
domain concepts
client-nurse and environment
domain concepts
client, client-nurse, and
environment domain concepts
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to another class of phenomena in order to elucidate an explanation of one
set of the two. An explanatory statement can be simple or complex in that
it may link two concepts in a simple association or it may link several con-
cepts in a set of dynamic relationships. In this chapter, primarily this defi-
nition is used to illustrate the types of theoretical statements examined for
our purpose.

THEORETICAL IDEAS FOR THE CLIENT DOMAIN

In Chapter 4, several conceptualizations regarding phenomena in the
domain of client were presented. Such conceptualizations appear to be
related to theoretical models, and were, in most instances, developed in a
deductive fashion. In addition, the use of the inductive method and a com-
bined inductive and deductive method for conceptual clarification were
evident in nursing research literature.

A review of three nursing journals (Nursing Research, Research in Nursing
and Health, and Advances in Nursing Science) in 1982 revealed that 51 articles
out of a total of 316 dealt with conceptualization of client domain phe-
nomena, as presented in Table 8.2. This picture changed dramatically dur-
ing the ensuing period to the present. We now often see two or three
articles in a given nursing journal that deal with concept development, con-
cept clarification, or concept analysis. In addition to what are shown in
Table 8.2, we now have conceptualizations of phenomena in the client
domain that range from transcendence, self-efficacy, chronic sorrow, suf-
fering, fatigue, restlessness, confusion, homelessness, and energy-use to
many nursing diagnosis concepts developed within the NANDA system.
Concept development associated with the nomenclature of nursing diag-
noses proposed by NANDA has been very active during the past decade.
Mostly, nursing diagnoses, as problematic concepts within this typology,
have been identified descriptively through empirical generalizations for
identification purposes in nursing practice, without much effort devoted to
developing explanatory theories for them.

In addition to the conceptual work, there are mainly three types of the-
oretical efforts for knowledge generation for this domain: (a) grand-level
theory formulation and refinement of general nursing theories having
their focus on the client domain; (b) development of middle-range theo-
ries and refinement of them; and (c) empirical testing of theories for spec-
ification, reformulation, and adaptation from the nursing perspective. The
first type of effort has been evident in the works associated with nursing's
so-called grand theories and theoretical models, which are oriented to pro-
viding explanatory frameworks for client phenomena, such as those
advanced by Rogers, Roy, Orem, Neuman, and Parse.
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Table 8.2 Concepts and Phenomena Examined in the Published Works
in the Selected Nursing Journals* (1978-1981)—The Domain of Client

Holistic Concepts Particularistic Concepts

Adaptation
Adaptation as "healthy"

Behavioral system

Denver developmental system
Depleted health potential
Duration experience

Family growth and development

Growth vs. persistence
Health
Health need
Holistic health

Independence
Life event
Perceived uncertainty in illness
Process of recovery

Pronominalization
Self-care agency
Stress and coping

Anxiety
Attachment behavior

Boredom and confusion

Child abuse and neglect
Cognitive development
Decision making

Exploratory behavior
Fatigue
Fear
Grief
Health-belief

Interpersonal conflict in

marital matters
In vitro fertilization

Locus of control
Love
Maternal attachment

Menopause
Neonatal perception
Obesity
Pain
Paternal attachment
Privacy
Psychophysiological stress
Self-esteem

Nursing journals reviewed for this table are Nursing Research, Research in Nursing
and Health, and Advances in Nursing Science.

The second type of effort is evident in the works using the framework of
grounded theory in nursing as summarized by Benoliel (1996), middle-
range theory development and theoretical modeling work such as those in
the areas of women's health (Voda & George, 1986; Woods, 1993 ), fatigue
(Lenz, Suppe, Gift, Pugh, & Milligan, 1995), self-transcendence (Reed,
1991), uncertainty in illness (Mishel, 1988, 1990), elderly health, chronic
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sorrow, suffering, and confusion. The third type of effort has been sum-
marized partly by Barnard (1983), Denyes (1983), and Ffenmiiiig (1986)
for works in the area of child phenomena, by Stevenson (1984) for those
in adult phenomena, and by Adams (1986) for works in aging phenomena.
Kirkevold (1994) has also shown that there have been numerous works that
present theoretical development with a focus on phenomena in the client
domain. She found in her review of the nursing literature from 1983 to
1993 that about 32% of the articles dealt with client domain phenomena.
The articles dealt with themes in the client domain phenomena, ranging
from 16 thematic areas pertaining to essentialistic phenomena, 9 areas per-
taining to developmental phenomena, 12 areas pertaining to problematic
phenomena, and two health-care experiential phenomena. She suggests
that cumulative knowledge development leading to theoretical ideas is evi-
dent in the following areas':

1. Patterns of stress-coping
2. Mothering/parenting role enactment and decision making
3. Explanation of fatigue
4. Caregiver burden
5. Patient falls
6. Elderly care

Kirkevold (1994) also found that much of the empirical research is car-
ried out within common theoretical frameworks such as the Lazarus' stress-
coping model and the theory of rational decision making. This review
suggests that nursing scholars are moving forward to codifying their work
with a view toward theoretical development. With this type of effort, diverse
theoretical models in physiology, psychology, anthropology, and sociology
have been empirically tested in an effort to refine and redefine theories
within the nursing context.

The major thrusts for knowledge development in this domain should be
oriented toward the development of nursing theories of humanity dealing
with general and holistic phenomena and the development and testing of
middle-range theories that deal with particularistic phenomena in the
client domain. In order to provide a starting point for further analysis and
additional expansion of theoretical knowledge for the client domain, three
generic models of explanation are presented in the following section. The
three explanatory models presented below are the generic prototypes for
thinking theoretically about phenomena in the client domain.

1. Kirkevold, M. (1994). The contribution of nursing research—Knowledge
about client. The Proceeding of 7th Biennial Conference of the Workgroup of European Nurse
Researchers: The Contribution of Nursing Research: Past-Present-Future, Oslo, Norway, p.9.
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Explanatory Model 1—"Within domain" Formula

An explanation of phenomena in the client domain may be offered elicit-
ing other phenomena in the client as has been done in many theories in
physiology, psychology, and nursing. This model focuses on seeking
explanatory factors or processes by looking into those aspects that are
intrinsic and internal to humans and human conditions. In this model,
selected human phenomena are thought to be providing associational,
processual, or causal influences to the other human phenomena that are
the focus of attention for a given theory.

For example, the theory of self-transcendence advanced by Reed (1991)
proposes the relationship between transcendence and developmental level
in the elderly. In the theory of parenting, parental self-esteem is proposed
to influence parenting efficacy (Barnard, 1983). Many psychological and
cognitive theories being examined in the nursing literature, such as the
theory of reasoned action, self-efficacy theory, and theory of learning,
adopt this model of explanation. Many physiological theories, including
the genetic theory of disease and structural theory of functioning are also
examples adopting this model.

In addition, this model is also applicable in delineating out conceptual cat-
egories among closely related, often coexisting phenomena through the
Concept Differentiation Model (Kim, 1992). For example, conceptual differ-
entiation between pain and suffering would be an important beginning for a
theoretical development regarding human experiences associated with pain.

Explanatory Model 2—Additive Model ("Across domains" Formula)

The second explanatory model refers to the thinking that a given set of
client domain phenomena are associated with factors and conditions that
exist not just in the client domain but also in different domains and other
phenomenal spheres, producing additive, non-intersecting influences. This
is depicted in Figure 8.1.

Roy's propositions in her adaptation model (Roy & Andrews, 1991)
explain a person's adaptation in terms of the person's existing adaptation
level with the environment being the source for external stimuli. The Roy
adaptation model includes propositions that pose relationships among par-
ticularistic phenomena in the self-concept, role-function, and interdepen-
dence modes of adaptation, as well as those in the physiological needs
mode (Roy & Andrews, 1991; Roy & Roberts, 1981). The major proposi-
tions in the model are concerned with concepts in the domain of client in
relation to other concepts in the domain of client and those in the domain
of environment. For example, the following selected propositions from the
theory considered together illustrate an adoption of this additive model of
explanation in her theory.



212 The Nature of Theoretical Thinking in Nursing

Figure 8.1 An additive model of explanation for client domain phenomena.

Characteristics of internal and external stimuli a person receives influ-
ence his or her adaptive responses.
Structural and functional integrities of subsystem of a person influ-
ence his or her adaptive responses.
Mastery with which a person responds to stimuli influences conse-
quent processing of internal and external stimuli.
The positive quality of social experience in the form of others'
approval positively influences the level of feelings of adequacy.
The amount of clarity of input in the form of role cues and cultural
norms positively influences the adequacy of role-taking.
The optimum amount of environmental changes positively influences
the adequacy of seeking nurturance and nurturing.2

2. Roy, S. C., & Roberts, S. L. (1981). Theory construction in nursing: An adapta-
tion model. Englewood Cliffs, NJ: Prentice-Hall.
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In the evolving theory of unpleasant symptoms, Lenz and her colleagues
(Lenz, Suppe, Gift, Pugh, & Milligan, 1995) identify three sets of variables
for the explanation of unpleasant symptoms such as fatigue, adopting the
additive model of explanation. Many of the theories developed within the
framework of grounded theory have adopted this model of explanation,
including as antecedent variables those residing in the person, in the envi-
ronment, and in interactive patterns. Orem's statements (1991) that "uni-
versal self-care requisites and ways of meeting them may be modified by the
age, sex, or developmental or health state of individuals," and "some self-
care requisites have their origins in the environment," are also depicted
within this model of explanation. This form of explanation is multifactor-
ial and additive.

Explanatory Model 3—Dynamic, Comprehensive Model

This model of explanation for a theory for the domain of client brings in
various factors and aspects in a dynamic, interactive fashion in order to pro-
vide a comprehensive, total explanation of a given phenomenon. Nursing
theories of the client domain adopting this model invariably include fac-
tors from the individual (the client domain), the nurse (the practice
domain), interaction (the domain of client-nurse), and the environment.
While in model 2 explanatory variables are viewed to have additive influ-
ence, in this model the influences of the variables in a given theory are
interactive, modifying, and dynamic.

For example, Rogers (1970, 1980, 1992) proposes as the main thrust in
her theory of unitary humans the synergistic, evolutionary repatterning of
the human energy field in relation to the environmental energy field. The
three theoretical principles in this theory consider the existing pattern
characteristics of the human energy field with its creative, evolutionary
potential to move unidirectionally toward greater complexity in concert
with the environmental energy field. The relationships between the human
and environment energy fields are interactive, interpenetrating, and
dynamic. Cartwright and her colleagues (Cartwright, Archbold, Stewart, &
Limandri, 1994) propose a theory regarding enrichment processes of fam-
ily caregiving developed through the grounded theory approach that
includes factors in the caregiver and care receiver, and dyadic relations in
a dynamic relationship.

Theories for health-care experiential phenomena may be developed
from this explanatory model. In the literature, there is little evidence of
theory development for health-care experiential phenomena. Health-care
experiential phenomena arise from a person's experiences in receiving
health care. Such phenomena are by-products of a person's involvement in
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the health care system, and are not necessarily germane to the problems
that bring the individual to the attention of health care professionals.
While they are experiential, they may be influenced by the person's health
problems, but more importantly they may impact on the processes of
health care, such as recovery. A generic theoretical model adopting this
form (Model 3) of explanation is proposed as an overall framework for the-
oretical and empirical considerations for studying health-care experiential
phenomena, as shown in Figure 8.2.

Theoretical development for the domain of client, therefore, may be ori-
ented to any of these three models. Various theory construction methods,
both inductive and deductive, may be applied to develop theories for the
domain of client. The form of a theory may be identified to hold any of
these three explanatory models—whether a theorist begins with a mental
picture of a specific explanatory model prior to the development of a the-
ory or a theory as a product assumes a specific explanatory model may not
be an important question.

Figure 8.2 An explanatory model for health-care experiential phenomena.
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THEORETICAL IDEAS FOR THE CLIENT-NURSE DOMAIN

Theory development for the client-nurse domain has been rather limiting
in nursing. In the 1960s, there were several nurse scholars who paid atten-
tion to client-nurse interaction as an important aspect of nursing work. For
example, both Orlando (1961) and Wiedenbach (1964) considered client-
nurse interaction as a helping process that is dynamic in nature, affecting
the way clients cope with the demands of a healthy life. Peplau (1952)
defines nursing as a therapeutic, interpersonal process that helps the client
solve problems and likewise moves the client toward the direction of cre-
ative, constructive, productive, personal, and community living. After a hia-
tus of nearly two decades during which little theoretical attention was given
to client-nurse interaction, King (1981) proposed a theory of goal-attain-
ment in which transaction between a client and a nurse is considered the
major factor influencing goal-attainment in the client. Cox's theory of
client-nurse interaction (1982), and the theory of collaborative decision
making in nursing practice (Kim, 1983) are middle-range theories that
focus on explaining client-nurse phenomena. There have also been some
theoretical works oriented to reformulating sociological theories to explain
client-nurse phenomena, such as Riehl's work in symbolic interactionism
in nursing (1980) and Leininger's transcultural nursing (1995). Garvin and
Kennedy (1990) in their review of the state of knowledge regarding com-
munication between nurses and patients found four areas of study per-
taining to the client-nurse domain: empathy, self-disclosure, interpersonal
support, and confirming communication. However, the theory develop-
ment in nursing with a focus on the client-nurse domain still remains at a
beginning stage.

Two generic explanatory models for theory development in the client-
nurse domain are proposed. An essential point in developing theories for
the client-nurse domain is an inclusion of client phenomena either as a
manifest or latent aspect. This does not mean that a client phenomenon
must be a component of a client-nurse theory, but that if one is not identi-
fied as such a theoretical assumption should specify the theory's connec-
tion to client phenomena.

Explanatory Model 1—"Within domain" Formula

Theories that link the properties and processes of client-nurse interaction
must be developed as the first-level theoretical work for understanding and
explaining client-nurse domain phenomena. Such theories may be devel-
oped adopting this model of explanation. This model of explanation
appeals to an elaboration and understanding of the nature of the client-
nurse relation by making theoretical connections among different aspects
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of the relationship between a client and a nurse. For example, client-nurse
negotiation may be elaborated by considering interpersonal understanding
or client-nurse mutuality.

Some of the studies of client-professional encounters using narrative
analysis are oriented to developing theories of client-professional commu-
nication from this explanatory model. Language use and the construction
of talk are investigated to understand the process of communication.

Explanatory Model 2—Comprehensive Model

As suggested earlier, many theories of human interaction require refor-
mulation within the nursing perspective to the extent that the ultimate con-
cepts for explanation of significance in this perspective have to reside in
the client. Since client-nurse phenomena with any of the three orientations
of client-nurse relation, i.e., the media, therapy, and care orientations, have
either vicarious or intentional impact on clients, it is necessary to develop
nursing theories adopting an explanatory model that include client phe-
nomena as one of their components. There is a need to develop and refine
theories of client-nurse relations that can be applied to examine influences
on client outcomes of nursing's interactive therapies, from the process of
mediation, and as a result of the process of care. There are at least four sets
of variables identified as components of this explanatory model: (a) indi-
vidual actors (client and nurse), (b) context of interaction, (c) nature of
interaction—process and property, and (d) client health-related phenom-
ena. Theoretical linkages among the four components are specified in
Figure 8.3 as this model of explanation for the client-nurse domain.

The first component includes aspects of the individual actors who are
participants in an interaction, namely the client and nurse within the client-
nurse domain conceptualization. The participant set may not be limited to
just client and nurse, but may refer to parents (parents of a child patient)
and nurse, or caregiver and nurse. Individual actors bring with them phys-
ical, psychological, cognitive, social, and ethical characteristics, including
abilities, values, attitudes, and interactive patterning developed through
past social experiences into interaction. Such attributes may be considered
predisposing, enabling, or hindering factors for the process and properties
of interaction. Garvin and Kennedy (1990) found that most of the studies
in the literature focused on patient communicative elements and nurse
communicative elements as the major factors included in the explanation
of client-nurse communication.

The interactive encounters between client and nurse may be initiated,
developed, or terminated in various forms and contents according to indi-
vidual orientations the participants bring with them to interactive situa-
tions. Theoretical work in therapeutic touch and empathy suggests the
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Figure 8.3 An explanatory model for client-nurse phenomena.

influence of nurses' abilities, attitudes, and orientations on the nature of
the client-nurse interactive process. The literature in the area of stigmati-
zation and labeling suggests also that socially undesirable facets of per-
sonal characteristics tend to affect the ways in which people maintain
social distance from each other (see Goffman, 1963 and Scheff, 1966).
From the critical, hermeneutic perspective, Mishler (1984) proposes that
interactional processes progress and encounters are shaped based on the
"voices" or the perspectives with which the participants carry on the con-
versation in client-professional encounters. Participants' perspectives as
"voices" orient their aims and experiences in client-provider encounters.
These and other studies point to a need for in-depth understandings and
reformulation regarding the effects of participants' attributes on the
client-nurse relation.

The second component refers to the context of client-nurse relation.
The context of relation includes all aspects of environment, the physical,
social, and symbolic aspects, which exist in the situation of the client-nurse
relation. Social aspects of the context have been studied a great deal in
sociology. The social context of interaction may not only be influential as
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a prerequisite condition for interactional encounters in nursing but may
actually become a significant aspect of therapeutic communication. Several
studies of social interaction from the perspective of symbolic interaction-
ism, such as the study of pain management by Fagerhaugh and Strauss
(1977), suggest that the context of interaction influences the ways in which
clients' experiences and patterns of interaction are developed according to
the established rules of behavior, the meanings of specific communicative
symbols, and the structural orientations of the context. Bogdan, Brown,
and Foster (1982) also suggest that the context of patient care predeter-
mines the kinds of information that are transmitted to parents of sick chil-
dren. Client-nurse interactions take place in somewhat specialized social
contexts in which the power distribution is unequal among the partici-
pants, role prescriptions are socially well institutionalized, instrumental
requirements vary, and the system of control is often preestablished. The
major theoretical focus of interest for nursing is in gaining understanding
about how different aspects of the interactional context influence the inter-
active processes between client and nurse.

The third component pertains to the client-nurse relation itself. The
client-nurse relation is considered along two dimensions: (a) the process
of relation, and (b) the property, form, or quality of relation. The process
of relation refers to the relational sequence, trajectories, progression, and
patterning. On the other hand, the property of relation refers to the form
and quality of relation in terms of the elements of exchange such as infor-
mation, affection, energy, support, resources, and communication types.
This component, as the middle component, is essential both for under-
standing the nature of the client-nurse relation and for explaining client
phenomena as influenced by phenomena in the client-nurse relation.

The fourth component pertains to client phenomena, especially those
related to clients' health and health-care outcomes. All major explanatory
and predictive models in nursing ultimately have to deal with clients' well-
being as the main explanatory focus, and in so doing, place theories within
the nursing framework. Client phenomena in relation to the client-nurse
relation reported in the literature are recovery, compliance, coping, infor-
mation retention, relief of pain, satisfaction, goal-attainment, and sense of
control. While many studies suggest a beginning for an emergence of
important theoretical ideas, there still exists a paucity of theories for phe-
nomena in the client-nurse domain.

While there has been a great deal of rhetorical emphasis on the impor-
tance of the client-nurse relation in the delivery of nursing care, very little
has been done either in theory development or in empirical testing of the-
ories. There is a rich array of theoretical and empirical work accomplished
in sociology, social psychology, and medicine that are adaptable to the study
of this domain. However, there is a critical need to have an understanding
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of how the special nature of client-nurse relation modifies sociological,
social psychological, and communication theories for explanation of client-
nurse domain phenomena and client outcomes.

THEORETICAL IDEAS FOR THE PRACTICE DOMAIN

Theories for phenomena in the practice domain are essential for under-
standing what goes on in practice situations and also for developing ways
to normatively influence the way nurses practice, that is, shape their work.
My review of the literature on the practice domain in 1994 (Kim, 1994)
revealed the beginning development of theories for this domain related to
intuitive knowing in nursing, clinical decision making, ethical decision
making, and knowledge utilization in nursing. However, much of the work
is at the concept development or descriptive level, pointing to the need to
move toward developing explanatory theories. Two explanatory models are
proposed for this domain.

Model of Explanation 1—"Within domain" Formula

As presented in Chapter 6, the phenomena in the practice domain are con-
ceptualized within two dimensions: the deliberation and enactment dimen-
sions. The "within domain" formula for theory development for
phenomena in this domain leads to several areas of emphasis. Theories
need to be developed which examine (a) relationships among phenomena
within each of the two dimensions of nursing practice; (b) critical linkages
between the deliberation phenomena and the enactment phenomena; and
(c) relationships among many different aspects of nursing practice (see
Figure 6.2). For example, the work by Benner (1984) and Benner and
Tanner (1987) is oriented to developing a theory of skill development in
nursing in relation to intuitive process. And, the refinement of various the-
oretical formulations regarding clinical decision making such as the infor-
mation processing theory and the prospect theory is a movement toward
developing descriptive theories of nurses' diagnosing and clinical decision
making in practice.

Theories adopting this explanatory model are oriented to understand-
ing and explaining the nature of nursing practice in terms of various
aspects of practice itself or from what nurses bring to practice. Figure 8.4
shows three possible sets of theoretical formulations possible as "within
domain" theories in the practice domain.
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Figure 8.4 Within-domain explanations in the practice domain.

Model of Explanation 2—Comprehensive Formula

This model of explanation for phenomena in the practice domain encom-
passes four components: (a) exogenous component, (b) nurse component,
(c) practice domain phenomena component, and (c) client phenomena
component. Two components are primarily linked to the phenomena of
the practice domain: one set refers to the exogenous aspects of the nurse
in practice and the other is inherent in the nurse in practice. Secondarily,
phenomena in the practice domain are theoretically linked to client phe-
nomena, as both nurses' deliberations and enactment are viewed as influ-
encing clients in various ways. This generic model is shown in Figure 8.5.

The sources for the exogenous component are the structural elements
outside of the nurse-agent, as specified in the preceding section for the
deliberation and enactment dimensions. These include attributes within
the structures of client and situation of nursing practice and some areas of
the structures of nursing goals and nursing means, which reside externally
to the practicing nurse. Aspects of the exogenous component that may pro-
vide explanation about practice phenomena are organizational structure
and forces that exist in the clinical situation, nursing service structure, the
client's nursing-care requirements, peer support, climate of nursing care,
the culture of nursing, etc. For example, a theory may be proposed to sug-
gest that the quality of the nursing process is influenced by the normative
expectations apparent in the nursing-service setting, the amount of actual
as well as perceived time available to nurses to systematize nursing care, and
the complexity of nursing care requirements presented to nurses by clients.



Figure 8.5 An explanatory model of practice domain phenomena.
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Organizational and external stresses have been attributed to less ideal pro-
visions of nursing care and to the phenomenon of "reality shock" in new
graduates. The atmosphere of practice and its meanings to the nurse, con-
textual changes that occur within the nursing situation, and the complex-
ity of a situation that requires complicated management of skills are some
of the external forces that may influence the nature of nursing practice and
nursing-practice outcomes.

The intrinsic component refers to various aspects of the nurse in prac-
tice. It includes characteristics, attributes, and experiences that are intrin-
sic parts of the nurse. Nurses' deliberations and enactment are affected by
many factors inherent in the nurse. The nurse's knowledge level, educa-
tional preparation, intellectual skill, personality, past experiences, world
views, ethical and moral commitments, and physical and feeling states may
affect the "quality" and process of nursing practice. For example, as
Fagermoen (1997) suggests, the nature of nursing practice may be influ-
enced by nurses' value commitments. Wrong clinical decisions may result
from the way a nurse evaluates the situation in light of her or his limited
knowledge base, or because the nurse has a limited experience with spe-
cific life and nursing situations with which he or she can develop evaluative
frameworks. The model of learning adopted by a nurse may also influence
the way a nurse practices, as suggested by Argyris, Putnam, and Smith (1985).

The third component refers to phenomena of the practice domain,
treated as the primary level of focus for explanation. It is essential and crit-
ical to understand and have explanations about how differences in the
quality of deliberation and enactment, and the structure and patterns of
deliberative and enactment processes are brought about through both
exogenous and intrinsic components. For example, what influences the way
nurses make individualized nursing-care planning or how nursing-care
strategies are modified to meet patients' needs or to meet the demands of
the situation are important theoretical questions.

The fourth component pertains to client phenomena. Theories of the
practice domain must consider directly or indirectly the impact of nursing
practice on clients. Clients' experiences through their involvement in nurs-
ing practice and client outcomes of care must be linked to the ways nurs-
ing is practiced in relation to clients.

There are several areas of importance in the domain of practice, which
require rigorous theoretical work. One such area is the uncertainty that is
inherent in nursing practice. The uncertainty in nursing practice is paral-
lel to that found in medical practice (Coser, 1978; Fox, 1957; Merton,
1976), and refers especially to uncertain outcomes of nursing interven-
tions. However, the uncertainty in nursing practice is also present in mak-
ing assessments about a client's presenting problems. Apparent interactions
among physiological, psychological, and cognitive aspects of human responses
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produce complex phenomena in the client, making it rather difficult to
make cause-effect linkages in a nursing assessment. Even though the pre-
scriptiveness in the way nursing interventions are recommended for dif-
ferent client problems in several nursing models is suggestive of the
deterministic nature of nursing practice, the practice implications of any
prescription remain uncertain in judgment as well as in outcome.

Thus, actual and potential uncertainty in nursing practice may influence
the behavioral patterns of the nurse. Grier and Schnitzler (1979) examined
the nurse's risk-taking behaviors in decision making, and found that a
nurse's propensity to take risk is related to the nature of the decision mak-
ing situation as well as the nurse's educational level. Nursing decisions are
uncertain to the extent that the outcomes of decisions are probabilistic or
multifactorially complicated and that the decisions themselves are based on
incomplete information. Such uncertainty will, in turn, influence the
nurse's actual decision making and practice behaviors. The phenomena of
uncertainty in practice may need to be examined from a comprehensive
framework that brings in both the exogenous and intrinsic components.

Another area of importance is related to knowledge utilization in nurs-
ing practice. Quality of nursing practice is essentially dependent upon the
richness and rigor of scientific knowledge from which the prescriptions of
nursing activities are derived. Practice without a scientific foundation will
flounder as a result of the inadequacy of trial-and-error by itself. However,
the fact that nursing practitioners are educated to use systematic knowl-
edge for practice, and that nursing practice is based on prescriptive theo-
ries, is no guarantee that nursing practice in reality will be implemented
accordingly (Kim, 1993). The issue is how nursing knowledge that is inter-
nalized and learned by an individual nurse as a system of individualized
knowledge becomes transformed into nursing actions, that is, into knowl-
edge-in-use. What prompts the nurse to behave in a specific way? Is there a
mental or psychological explanation that specifies why one nurse might
behave differently from another in a given nursing situation, provided that
there is a standardized level of knowledge? A nurse's perception of the
world and situation, value structures used to evaluate the situation, per-
sonal relationships, psychomotor and cognitive skills of generalized and
specialized types that are acquired from experience, and the ability to focus
have all been found to influence the degree of congruency between the
knowledge and knowledge-use in practice.

Thus, theories for the practice domain should aim to provide explana-
tions regarding various aspects of nursing practice and their relationships
to client outcomes. The aim of such theories inherently would be to pro-
duce "better" nursing practice, and "better" outcomes and experiences in
clients.
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THEORETICAL IDEAS FOR THE ENVIRONMENT DOMAIN

Theory development for the domain of environment is not central to nurs-
ing in general. However, nursing may need to pay attention to developing
theories about phenomena of the environment domain, to the extent that
explanation about phenomena of the environment domain illuminates and
provides deeper understanding about clients, client-nurse phenomena, and
nursing practice. Especially important areas for theory development per-
tain to phenomena in the health-care environment, such as institutional-
ized forms of nursing practice, professional standards of nursing care,
structural patterns within nursing service organizations, and the nature of
public knowledge in nursing. Theories regarding how certain characteris-
tics of the nursing-care environment such as the structure of routinization
are brought about through interactive processes of the setting, or how the
service practice model is adopted as a political process are important for
understanding nurses' practice behaviors (Esposito, 1998). Theoretical
explanations about such phenomena are essential as they impact nursing
practice and client outcomes.

SUMMARY

This provisional look suggests a need to develop systems of theories and
theoretical statements dealing with phenomena appropriate for nursing
attention at several different levels and with different focuses. Indeed, the-
oretical questions for the domains of client, client-nurse, practice, and envi-
ronment can be appropriately addressed on three levels of theories: grand
theories, meso- and middle-range theories, and micro-theories.

Grand theories. The nursing models by Rogers, Roy, and Orem, among oth-
ers, may be extended to include propositions that link client phenomena
of holistic and particularistic types with client-nurse interaction and nurs-
ing practice. Grand theories contain propositions dealing with nursing
problems that may exist in various types of clients and nursing-care situa-
tions. Thus, grand theories should be comprehensive in their explanations
of nursing phenomena. A grand theory of nursing should contain a com-
plex system of propositions, based on assumptions about human nature. So
far, nursing's grand theories tend to focus on the domain of client with the
exception of Rogers's theory of unitary humans. I believe it is necessary to
have grand theories specifically to focus on each domain rather than trying
to develop grand theories of nursing that deal with all relevant phenomena
in nursing. This is because both the ontological and epistemological ori-
entations must be delineated with a differing focus for each domain. It is
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also critical that the existing so-called grand theories of nursing must be
further developed to include systematic formulations of theoretical propo-
sitions based on their assumptions and conceptualizations.

Meso- and Middle-Range theories. King's system of propositions for the theory
of goal attainment is an example of a middle range theory. A theory of
patient teaching is emerging in the literature, as propositions are being
tested with a variety of clients (e.g., surgical patients, pregnant couples,
children, hypertensive clients, and the elderly). As a middle-range theory,
this theory of patient teaching may be applied to explaining and/or influ-
encing such client phenomena as compliance, distress, anxiety, coping,
recovery, and rehabilitation.

Theoretical and empirical studies of empathy are also developing into
a middle-range theory, encompassing such client phenomena as loneli-
ness, withdrawal, depression, pain, dying, and stress. There are many
more appropriate areas for development of middle-range theories, such
as theories of comfort, nurse-client interaction, pain, energy transfer, and
collaboration.

Micro-theories. Many micro-theory developments are in progress. Theoretical
efforts dealing with a limited range of application, such as maternal attach-
ment, pressure sores, wound healing, and positioning, have culminated in
micro-theories. In many instances, as theoretical development becomes
enriched, several micro-theories together may become a middle-range the-
ory. Micro-theories provide the backbone for more general, complex the-
ories. Efforts in micro-theory development are also closely related to efforts
in empirical generalization, which some scientists value as the first step in
theory development.

Our efforts in theoretical developments should be continued on all
three levels if we are to develop a knowledge system that offers compre-
hensive "answers" to nursing questions that are posed for different
domains.

My review of the literature presented in this chapter is by no means com-
prehensive, but is used to illustrate the usefulness of the theoretical
approaches presented here. The examples shown in this chapter are
indeed only examples of (a) what might be appropriate to question for
nursing study; (b) what might be necessary for explanations; and (c) how
phenomena might be approached for different kinds of explanations. The
nursing perspective, the nursing way of viewing the "reality," comes out
more clearly in these examples, even if the examples are only selective. By
no means are the examples noted in this chapter intended to be taken as
representative or comprehensive. Yet they tell the story about the status of
nursing in terms of subject matter and theoretical concerns. The burden,
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then, is on the systematic thinkers, who must strive to define, classify, cod-
ify, and explain whatever is essential for what we are all about, nursing.
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Concluding Remarks:
Issues in Theoretical

Development in Nursing

There must be a clear and distinct separation of the subjective and objective
components in any situation in order for us to take rational hold of the prob-
lem. The objective problem, thus isolated, is to be dealt with by a logical pro-
cedure that seeks to resolve it into a finite number of steps or operations.

—William Barrett

The discipline of nursing has been subjected to some grand and also to
some stifling effects of modern developments and philosophies within the
scientific world. By arriving late at the scene of twentieth-century scientific
development, nursing's scientific movement, in a way, had to adopt quickly
the prevailing ideas of how scientific theories should be developed and
what structure theories should have. Nursing science had to adopt behav-
iors similar to those adopted by developing countries in their efforts to
"catch up" with the accomplishments of the developed countries. Nursing
had to scramble, leap, and make far-reaching connections in order to catch
up with the developments taking place in many scientific fields. Now, we
are at a stage where our development of scientific knowledge has to go
beyond "what nursing is all about" to "what problems nursing knowledge
can 'take on' as its subject matter."

The discipline has approached development of scientific knowledge in
a multifaceted fashion. On the one hand, during the 1970s and 1980s the
prevailing, unwitting commitment to logical positivism encouraged and
stimulated nursing scientists to consider theory building in nursing in a
dogmatic fashion or to follow the route of empirical generalizations.
Through the use of deductive logic, theory development is possible,
although there is no evidence that any nursing scientist is seriously com-
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mitted to this method in a strict sense. However, as shown in the preceding
chapter, there has been some effort to systematize nursing knowledge into
various levels of theories through both imaginative and quasideductive
forms of theoretical thinking. Empirical generalization has also been tried
in nursing to develop theories. However, because there has been so little
systematically presented empirical evidence in nursing, theories based on
inductive generalizations have not been well developed. Isolated cases of
empirical generalizations have not reached the level of inductive hypothe-
ses (either deterministic or probabilistic) that is required for development
of theories. Lately, nursing scientists have rediscovered the inductive
method of generating knowledge, especially adopting the position taken
by Glaser and Strauss for "discovering grounded theories."

On the other hand, several other nursing theorists and researchers have
been engaged in theory development in the spirit of Toulmin. Toulmin
(1967, 1972) suggests that the function of science is to build up systems of
explanatory techniques and that theories in science are devices used to
describe and explain phenomena in a scientific field. To Toulmin, it is
proper or even preferable in science to introduce "theories, techniques of
representation, and terminologies together, at one swoop" (1953, p. 146).
Toulmin further suggests that scientific problems facing a discipline at a
given time are posed by the differences between the intellectual explana-
tory ideals of a discipline and its current capacity to account for the phe-
nomena in the scientific domain (1972).

Nursing scientists, in general, appear to be following this position for
scientific development in nursing. Thus, the maturity of a scientific dis-
cipline is present in the way rational objectivity is adopted by the scien-
tific community to select and maintain those conceptual schemes that
have a relatively higher ability to resolve the conceptual problems of the
discipline.

Furthermore, there has been a growing mistrust and disalignment with
the positivistic ideals of science. Many researchers and scholars have
flocked to the notion of human science from the tradition of hermeneu-
tics as the correct epistemological attitude for nursing. A great deal of
work has come into the literature during the past decade with the orien-
tation of phenomenology and hermeneutic philosophy to study phe-
nomena in the domains of client, client-nurse, and practice. In addition,
nursing's subject matter has been studied from various postmodern per-
spectives, including critical philosophy and poststructuralism (Ornery,
Kasper, & Page, 1995).

The discipline of nursing is experiencing an influx of many types and
levels of understanding regarding the problems of the discipline. It may be
useful, thus, to file a "status report" regarding scientific advancement. My
summarization of this status report deals with (a) identification of subject
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matter, (b) conceptual clarification, and (c) nursing orientations of
philosophies, (d) theory development, (e) methodology, and (f) the the-
ory-practice-research link.

IDENTIFICATION OF SUBJECT MATTER

Donaldson and Crowley (1978) summarized three themes that recur in
the literature as the essence of nursing: (a) concern with principles and
laws that govern the life processes, well-being, and optimum functioning
of a human being—sick or well; (b) concern with the patterning of
human behavior in interaction with the environment in critical life situ-
ations; and (c) concern with the processes by which positive changes in
health status are affected. These three themes point to the domains of
client, client-nurse, practice and environment proposed in this book as
the fundamental categorization scheme for phenomena essential for
nursing studies.

Fawcett (1984) also categorizes essential phenomena in nursing theory
as man, health, environment, and nursing. While there is a general agree-
ment in the typology of nursing's subject matter, the actual delineation of
subject matter within the typology is still tentative. The evidence has been
presented in Chapters 4, 5, 6, and 7. The basic premise for our attempts
has to be that of elasticity in identifying disciplinary boundaries.

Identifying subject matter for nursing has to come about within the
nursing discipline. This, I believe, can be accomplished by taking a nursing
perspective for conceiving of and analyzing phenomena in the four
domains. Pain as a phenomenon, for example, can be made an appropri-
ate subject matter for nursing by conceptualizing it from a specific nursing
perspective that is different from a medical, biological, or psychological
perspective. Therefore, identification of subject matter is a definitional
issue that has to be performed with a clear idea of what the nursing per-
spective consists of.

CONCEPTUAL CLARIFICATION

Activities in conceptual clarification are the first-level scientific work that
culminates in theories. This phase of theoretical work is especially impor-
tant when a scientific discipline is striving to develop theories and theoret-
ical systems, transplanting many concepts that have been developed in
other scientific fields. Conceptual clarification requires analytic and empir-
ical identification of definitional terms.
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The phases of conceptual clarification involve the following:

1. A concept is selected as appropriate subject matter for a scientific
explanation from the nursing perspective.

2. The level of abstraction for conceptual analysis becomes defined.
3. Definitional terms for the concept are organized into an interlinked

system in order to have a theoretically appropriate meaning.
4. Empirical referents are identified.
5. Empirical inquiry is made of the definitional meanings and the defi-

nitional terms are reaffirmed, refined, and revised.

Conceptual clarification has been fervently pursued in nursing during
the past decade in preparation for development of theories, as shown in
the preceding chapters. Conceptual clarification may also serve to redefine,
narrow, or broaden concepts that have already been used in theoretical sys-
tems. By combining both inductive and deductive methods in the process,
concepts become more clearly and rigorously defined and differentiated
from similar concepts.

NURSING ORIENTATIONS OR PHILOSOPHIES

Orientations and philosophies regarding nursing influence the way nurs-
ing's subject matter is viewed, and provide the general frameworks within
which theories and research methodologies are developed in nursing.

The general worldviews of nursing scientists also influence the way nurs-
ing theories are developed. Currently, such philosophical stands as realism,
pragmatism, relativism, and postmodernism as epistemological philoso-
phies, and holism, humanism, existentialism, phenomenology, general sys-
tems philosophy, and material dialectics as ontological philosophies are
found in nursing theorists' writings. Such orientations direct the theoreti-
cal formulations of each theorist toward somewhat different directions in
terms of the kinds of phenomena selected for study and the approaches
developed for nursing strategies.

Nursing scholars often hold these orientations concurrently with
philosophies of scientific inquiry. For example, empirical positivism, phys-
icalism, rationalism, and logical positivism are held in combination with
specific philosophies regarding humanity, life, and the world to produce a
specific set of nursing knowledge. Such philosophical commitments specif-
ically influence the way scientific knowledge is generated. In nursing, the
level of sophistication regarding the philosophy of scientific inquiry is
maturing. The number of books and articles espousing specific philosoph-
ical approaches is growing, indicating a need for our awareness and exam-
ination of the philosophical impact on scientific development.
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My position regarding these philosophies is that nursing needs to
develop an epistemological framework that ties together multifaceted
aspects of its subject matter in a comprehensive framework. Such an epis-
temological framework must be built on specific ontologies fundamentally
appropriate for nursing regarding human nature, human living, and
human practice.

THE NATURE OF NURSING KNOWLEDGE-
NURSING EPISEMOLOGY

Carper's seminal article (1978) proposing four patterns of knowing raised
the consciousness of nursing scholars regarding the ways nursing can
develop its knowledge. It has led theoretical thinking to move beyond the
scientific/empirical modes of knowledge generation in nursing. However,
Carper (1978, 1988) has not been clear as to whether the patterns of
knowing refer to the processes of gaining knowledge or to four types of
knowledge in nursing having different characteristics. This has created
misconceptions in the literature. For example, some have considered the
fundamental patterns as the modes with which individual nurses arrive at
their own knowledge, while others thought of these patterns as four spe-
cific types of nursing knowledge.

In a similar vein, Donaldson and Crowley (1978) proposed a syntax of
nursing composed of two sets of value systems, i.e., that of science and that
of professional ethics, as criteria for acceptance of true statements for the
discipline of nursing. Thus, nursing knowledge is viewed to be composed
of two sets of statements syntactically organized as either the science or the
ethics. Revising the thinkings of the works by Carper, and by Donaldson
and Crowley, and incorporating the idea that nursing knowledge must be
considered from four sets of ontology about humans, an epistemology of
nursing is proposed.

Even a cursory look at the nursing literature points out the fact that
nursing scholars have adopted not only diverse theoretical orientations
(cognitive models such as self-efficacy framework, biobehavioral models,
self-care and functional models, symbolic interactionism, psychodynamic
model, psychosocial model, and unitary models) and different modes of
inquiry but also different ontological and epistemological philosophies in
their theoretical advances. Omery, Rasper, and Page (1995) present nine
different philosophical orientations viewed to have relevance to nursing
knowledge development, which range from empiricism, pragmatism, par-
adigmatic historicism, science as problem-solving, feminism, phenomenol-
ogy, hermeneutics, and critical philosophy to poststructuralism. It is evident
that we are grappling with philosophical pluralism as well as theoretical plu-
ralism in nursing.
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Pluralism is certainly evident in nursing (see Allen, Benner & Diekelman,
1983; Gortner, 1993; Kim, 1996a; and Reed, 1995), but it is also evident in
most other scientific disciplines. Staats (1989) talks of psychology as having
developed into fields of study identified as separate entities holding oppo-
sitional positions such as "nature versus nurture, situationism versus per-
sonality, scientific versus humanistic psychology," with little or no planning
with respect to their relationships to the rest of psychology. Good (1994)
also identified four different approaches to the anthropological study of ill-
ness and health as "the rationalistic-empiricist" tradition, the cognitive ori-
entation, the "meaning-centered" tradition, and the critical medical
anthropology. Bhaskar (1986) suggests it as inevitable that "on the new,
integrative-pluralistic world-view which emerges, both nature and the sci-
ences (and the sciences in the nature) appear as stratified and differenti-
ated, interconnected and developing" (p. 101).

Nursing's realization that scientism or the positivistic inquiry is limiting
in its ability to address its subject matter satisfactorily began in the 1980s
(among many discussions, see Meleis, 1987; Thompson, 1985; and Watson,
1985). This debate continuing into the 1990s has created a deep chasm
between "the tough-minded" and "the tender-minded" among the scholars,
and the discourse continues as though the two camps must be opponents
and as though an either/or position needs to be firmly established as the
epistemological position for nursing.1 In viewing pluralism, especially in terms
of worldviews in nursing, as creating diversity and fragmentation, Reed
(1995) suggests a "neomodernist" worldview that is specified as the "devel-
opmental-contextual" worldview to be the unifying perspective for nursing's
knowledge development. Her position represents one of those who advo-
cates adopting a singular paradigm as a desirable and necessary step in
dealing with the pluralism.

However, as Emden (1991) suggests, there apparently is an increasing a
cross-camps discourse that may bring about a deeper understanding
regarding what kinds of contributions the different types of inquiry make
for the development of nursing knowledge. Several voices vote for the
acceptance and necessity of multiparadigm epistemology for nursing that
embraces a multiplicity of theories, perspectives, and philosophies (Booth,
Kenrick, & Woods, 1997; Engebretson, 1997; Geanellos, 1997; Schultz &

1. The terms "the tough-mined" and "the tender-minded" were coined by
William James (1955) and reiterated by Phillips (1987). The descriptors identified
by Phillips (1987, p. 84) for "the tender minded" are rationalistic, intellectualistic,
idealistic, free-willist, anti-naturalistic, anti-realist, hermeneutic/interpretive, rela-
tivist, qualitative, and epistemologically charitable, and for "the tough-minded" are
empiricist, sensationalist, materialistic, fatalistic, skeptical, naturalistic, fallibilist,
epistemologically uncharitable, and pro-scientific rationality.
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Meleis, 1988). In the same spirit, Ornery, Kasper, and Page propose that "a
plurality of philosophies may be necessary to reflect the many facets of
nursing science; that is, no one view may be sufficient to embrace or drive
nursing knowledge in its totality" (Ornery, Kasper, & Page, 1995, p. X).

I believe that it is necessary to have a unifying framework for epistemo-
logical discussions about nursing knowledge. By discerning the philoso-
phies, intellectual commitments, and theoretical orientations, we may be
able to gain an insight for a unifying framework that brings together mul-
tiple, sometimes rival, and complementary knowledge in nursing.

NURSING EPISTEMOLOGY

From this background, then, I propose a NursingEpistemology as a way of
critically comprehending our knowledge both for knowledge development
and practice. I have proposed my perspective for this epistemology as a crit-
ical normative epistemology (Kim 1997a, 1997b). This philosophy is an inte-
grated view coming from epistemological realism, emancipatory epistemology,
and a normative/ideological perspective of human practice. This is based
on the sentiments expressed by Good and Bhaskar. Byron Good stated for
medical anthropology that "Disease and human suffering cannot be com-
prehended from a single perspective. Science and its objects, the demands
of therapeutic practice, and personal and social threats of illness cannot be
comprehended from a unified or singular perspective. A multiplicity of
tongues are needed to engage the objects of our discipline and to fashion
an anthropological—scientific, political, moral, aesthetic, or philosophical
—response" (Good, 1994, p. 62). The position Bhaskar takes is that ". . . any
social science must incorporate a historically situated hermeneutics; while
the condition that the social sciences are part of their own field of enquiry
means that they must be self-reflexive, critical and totalising in a way in
which the natural sciences typically are not. But there is neither antinomy
nor unbridgeable chasm nor the possibility of mutual exclusion between
the sciences of nature and of (wo)man" (Bhaskar, 1986, p. 101).

My view of nursing epistemology is, to begin with, based on the belief
that the reality or the essence of reality must be considered to exist a priori
to any science, but is "obtained" for knowledge development by contextu-
ally (historically and socially) situated specific human agents who engage
in producing knowledge within given hermeneutically constrained hori-
zons. This preunderstanding must motivate us to view knowledge to be rel-
ativistic, but at the same time to strive toward self-critique that can bring
our knowledge to come, closer to what truly exists (this view aligns with evo-
lutionary realistic epistemology adopted by Campbell). In addition, the fact
of knowing as well as our lives must be viewed to be constrained by our own
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language and language-use, history, and contexts, and knowledge develop-
ment needs to be framed within continuous reflection and self-critique.

My view is furthermore based on the notion that nursing is a human
practice discipline, and that nursing knowledge must be what provides the
foundation from which the practice is shaped for the discipline and for
individual practitioners. Nursing knowledge for a human practice disci-
pline with a specific focus on people's health must be about human phe-
nomena of interest to nursing, both those of clients and of nursing practice
itself. In addition, I base this epistemological position on several assump-
tions which follow.

Human beings, ontologically, are complex in that humans are natural
beings existing concretely as individuals, in concert with others, and
contextually engaged in their environment. But, at the same time,
humans are also symbolic entities resulting from constructions by
selves and others, and constrained by history and situation, capable
of free will, intentions, and self-propelled activities. Hence, there are
aspects of humans that are of nursing's epistemic concerns and are
knowable objectively and are based on generalizable features, and
there are aspects of humans which are only knowable by experienc-
ing selves or only through interpretations, as they are contextually
embedded phenomena.
It is not possible for one to know (i.e., understand and explain about)
human beings all at once in a unified, comprehensive fashion. We
must tease out aspects of humans based on different ontological foci
for proper understanding. This requires a development of specific
nursing ontology of humans that can direct us to adopt appropriately
different epistemological modes of knowledge generation.
Nursing practice as a form of human practice requires mutuality that
upholds emancipation of involved human agents. Human agents
engaged in practice (both clients and nurses/practitioners) must
coordinate their freedom, meanings, and desires as a means of gain-
ing emancipation, mutuality, and goal-attainment.
Nursing practice is founded upon a normative, moral, and aesthetic
grounding that is formulated through historical, social, and personal
processes that go beyond the way scientific knowledge is produced.
While knowledge needs to be developed partially and selectively
within the given ontological and epistemological foci appropriate for
nursing, such knowledge must be considered complementary and
inclusive rather than competitive and exclusive.
The highest and most mature form of nursing knowledge must be the
knowledge of synthesis that is only possible in actual practice, and can
be known only by accessing the practice.
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These premises for the critically normative epistemology for nursing
ground us to view our knowledge development from four ontological foci
that point to four spheres of nursing knowledge as shown in Figure 9.1.

As shown in this figure, these four spheres are joined into the central
sector, Knowledge Synthesis. My contemplation and development of this nurs-
ing epistemology has been stimulated and influenced by Habermas' ideas
on human cognitive interests. Habermas (1986) laid out three forms of
cognitive interests as "establishing specific viewpoints from which we can
apprehend reality as such in any way whatsoever" and the basis for think-
ing about social science knowledge: "empirical-analytical sciences" as gov-
erned by a "technical" interest in the prediction and control of objectified
processes—"the facts relevant to the empirical sciences are first constituted

Figure 9.1 Schematic representation of nursing epistemology.
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through an a priori organization of experience in the behavioural system
of instrumental action," the historical-hermeneutic sciences as governed by
a "practical" interest in intersubjective understanding, that is, toward
mutual understanding in the conduct of life, and critical sciences as ori-
ented to emancipation from "ideologically frozen relations of dependence
that can in principle be transformed," that is, toward emancipation from
seemingly natural constraint (1986, pp. 308—311).

This conceptualization, of course, was intended and used as exhaustive
categories by many social scientists (both for and against Habermas's phi-
losophy) as well as Habermas to differentiate sciences into tripartite groups
as natural (empirical) sciences, interpretive sciences, and critical sciences.
This is where I diverge from Habermas's ideas. I believe that human prac-
tice sciences differ from many of the human sciences (sociology, psychol-
ogy [excluding clinical psychology], anthropology, politics, and economics).
The knowledge orientation of human practice sciences is in "practice" with
other humans for some form of "good" involving interactive, intersubjec-
tive processes that involve knowledge beyond understanding and emanci-
pation. Nursing as a human practice science furthermore is grounded with
a focus on specific empirical constructs (such as health, illness, function-
ing, recovery, and health-care). What I believe is that nursing knowledge
has an integrative, synthesizing cognitive interest that must embrace four
foci for knowledge content, and that this integrative, synthesizing cognitive
interest must be identified as the central aspect of nursing epistemology.

The four spheres are: the generalized sphere, the situated hermeneutic sphere,
the critical hermeneutic sphere, and the ethical/aesthetic sphere. The generalized
sphere focuses on generalizable knowledge regarding human processes,
mechanisms, conditions, changes, experiences, and patterns relevant to
nursing. The orientation is on developing knowledge that provides general
understandings, systematic explanations, and predictions through objective
validation. This does not mean that theories and knowledge developed in
this sphere must be global in their generalizations. Generalizations may be
limited to specific population groups or contexts. Knowledge in this sphere
provides the foundation for identifying patterns, regularities, and tenden-
cies that can be used to frame individual clients' problems, situations, and
experiences for understanding, explaining or predicting the case in point.
Often, the knowledge in this sphere is developed from the empirical basis
and from the positivistic scientific modes. The knowledge in this sphere is
oriented to the need for an inferential base in nursing.

The situated hermeneutic sphere refers to the knowledge of enlightenment,
understanding, illumination, and appreciation regarding human experi-
ences as it is lived in subjective, meaning-making, and situation-bound fash-
ion. The focus is on humans' subjective, experiencing, living selves in
situations and their meanings to them, which are idiographically etched
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and reveal private ways of being and experiencing. Knowledge developed
in this sphere for nursing is referential rather than inferential in that it can
give us insights, appreciation, sensibility, and in-depth understanding about
individual clients' experiences as well as our own (i.e., nurses') experiences.

The critical hemneneutic sphere refers to the knowledge of interpretation,
critique, and emancipation that is embedded in human living in contexts
and with others. Humans' lives in general and more specifically in the con-
text of health and nursing care are intertwined with and interpenetrated
in history, context, and other human beings. The focus is on coordinated
living between people, including between clients and nurses. It includes
knowledge about mutual understanding through interpretation,
hermeneutic understanding through fusioning of horizons in an interac-
tive sense, and emancipatory projects oriented toward "autonomy and
responsibility" and the removal of distortions and domination in human
living. The knowledge in this sphere is dialogical and reformative, and
depends on the use of language, and in nursing it gives us the base from
which the coordinated work of practice, of getting well, and of living
together is formulated.

The ethical/aesthetic sphere refers to knowledge having the desiderative
focus. The desiderative focus is oriented to the knowledge that is necessary
for nursing to determine what is desired, normatively expected, and
aspired in its practice. It refers to the knowledge regarding the general and
specific normative standards of nursing practice, value orientations embed-
ded in the discipline of nursing and practice, and the grounds for ethical
and aesthetic practice. It provides the grounding for making connections
between "what is known" and "what must be or is desirable" in nursing
practice. The focus is disciplinary. Knowledge in this sphere addresses what
the nature of ethical and aesthetic frameworks for practice are, how they
get established, generated, or changed, and their relationships to the larger
culture and context. Hence the orientation is desiderative and normative.

Nursing has been unwittingly developing knowledge for all of these four
spheres; however, the empirical and positivistic orientation is still quite
dominant in our knowledge development. On the other hand, as the
knowledge in the situated and critical hermeneutic spheres is important
with respect to insights provided by the methodologies and at the same
time because the knowledge contents themselves are broadly applicable to
experiences of human living, there certainly is a critical need to further
develop nursing knowledge in these two spheres as well.

Knowledge in these four spheres is critical as it is the comprehensive,
unifying base from which nurses must draw knowledge that is applicable
and useful in singular, clinical situations. It means then that the ultimate
synthesizer and knowledge generator must be the nurse in practice.
Practicing nurses must be able to come to know the critical aspects of their
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clients, the situation, and their own practices by alternately dissecting each
strata to view from one lens and at the same time layering and knitting
together the multiple strata in order to produce "her or his practice."
Synthesis of knowledge in practice involves how (that is, method) nurses
bring forth knowledge that exists in many different sectors (such as in the
public domain, in themselves, in clients and families, and in situations) to
bear relevance in specific situations, and what (that is, content) sorts of
knowledge become incorporated into nursing work carried out in specific
situations. Knowledge synthesis is carried out by nurses in practice by elic-
iting nurses' personal knowledge, drawing situation-specific knowing, and
accessing public knowledge. Viewed from the knowledge development per-
spective, we need to have access to exemplary knowledge syntheses that are
produced by nurses in practice. Hence, I propose that in addition to the
need to develop knowledge in the four spheres, we need to develop meth-
ods and approaches appropriate for an accumulation of synthesized knowl-
edge in nursing.

THEORY DEVELOPMENT

Throughout the book, the level of theory development has been explicitly
and implicitly expressed. Major theoretical work in nursing still is at the
level of theoretical orientations, consisting of major assumptions about the
way essential concepts are identified and developed. Propositions in the
theories are seldom stated in predictive terms. In general, nursing's theo-
retical models are mostly descriptive, with some evidence of development
toward explanatory frameworks.

The testability of theoretical statements in nursing theories (especially
of grand nursing theories) tends to be limited because of a deficiency in
precise designations of empirical referents in the theories. Formalization
of theoretical statements have not been attempted, and may be premature
with the current state of affairs. A need exists for extensive conceptual clar-
ification of essential phenomena in nursing in order to develop testable
theories.

THEORY-PRACTICE-RESEARCH LINK

Although there is evidence that suggests the narrowing of gaps among
these three sectors of the nursing knowledge system, real and "artificial"
gaps do exist. Real gaps result from the lack of dialogue among the practi-
tioners of the three areas and from the structural arrangement that segre-
gates practitioners into different organizational settings.
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Artificial gaps are the artifacts of discontent, power struggles, and com-
petition among the practitioners in the three functional roles and which
result in mutual accusations. In the earlier decades, concerns of the pro-
fession focused on economic security, public image, and recognition. The
profession has emerged into a new spirit of scientific discipline in the
1990s. Attempts such as the Rush model, which incorporates three func-
tional areas (teaching, research, and practice) into one nursing role, may
be one way of solving the problems of gaps.

Indeed, it is through a close scrutiny of theory in practice and research
that nursing can evolve into a viable science, and it is by grounding theo-
retical formulations in practice and aligning practice problems for research
that nursing can expand its scientific richness. Such close scrutiny is
needed in order to overcome the real gaps among these three sectors.

METHODOLOGY

It is an attractive idea to be highly competent in one or two methodologies
of scientific inquiry. However, a growing scientific discipline needs to be
diverse in its use of techniques of inquiry. The theme for nursing science
has to be "discovery" and "expansion." The diversity of subject matter for
nursing science necessitates the application of various techniques and
methodologies of inquiry and scientific study. This is especially appropri-
ate if we accept the notion of nursing epistemology proposed in the pre-
ceding section as the general framework for the development of nursing
knowledge. Four different ontological foci point to various methodological
orientations not only as possibility but as necessity. In addition, nursing
inquiries should test the applicability and limitations of various heuristic
methods including both inductive and deductive methods, and the appro-
priateness and fidelity of both quantitative and qualitative techniques of
research.

FINAL REMARKS

My exposition in this book has focused on the nature of theoretical think-
ing rather than on the substance of theories. Since I believe that systematic
formulation and reformulation are necessary in nursing for identifying the
subject matter and developing theories, I have suggested several different
ways of viewing aspects of the world that are of interest to nursing. I have
not attempted to evaluate or criticize theories in a systematic or compre-
hensive manner. I have included in the book those appropriate aspects of
nursing and other theories mainly for the purpose of illustration, expan-
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sion, and application of ideas under discussion. As suggested in Chapter 1,
both theories of nursing and theories in nursing need to be developed,
tested, and refined in order to develop a codified body of scientific knowl-
edge that is ultimately required for responsible practice of nursing.
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Appendix
Synopsis of Selected

Nursing Theorists and
Conceptual Models

ABDELLAH, FAYE G.

Abdellah proposed a classificatory framework for identifying nursing prob-
lems based on her idea that nursing is basically oriented to meeting indi-
vidual client's total health needs. Her major effort was to differentiate
nursing from medicine and disease-orientation. Her framework identifies
21 nursing problems around which nurses must organize patient care.
Although these 21 problems refer to specific aspects of patients' needs,
they point to what nurses should do in meeting these needs. She did not
offer specific general assumptions guiding the identification of these needs,
but included among them needs associated with physical, psychological,
spiritual, communicative, interpersonal, and social aspects of individual's
well-being associated with health.

[Sources: Abdellah, F. G., Beland, I. L., Martin, A., & Matheney, R. V. (1960).
Patient-centered approaches to nursing. New York: Macmillan; and Abdellah, F.
G., Beland, I. L., Martin, A., & Matheney, R. V. (1973). New directions in patient-
centered nursing. New York: Macmillan.]

HENDERSON, VIRGINIA

Henderson was one of the pioneers who tried to identify the unique con-
tributions of nursing within the health care arena. Henderson identified
14 components of basic nursing care in association with her definition of
nursing that supports the major goal of nursing as assisting individuals to
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gain independence in relation to the performance of activities "contribut-
ing to health or its recovery (or to peaceful death)" (Henderson, 1966,
p. 15). These 14 components refer to basic human needs and everyday
functioning, including bodily needs, the need for safety in relation to envi-
ronment, communication, and human activities associated with worship,
occupation, enjoyment of life, and continuous learning. To Henderson,
nursing's role is in being substitutive, supplementary, or complementary to
patients who lack "knowledge, physical strength, or the will" (Henderson,
1960, p. 7) to be independent in their daily lives.

[Sources: Henderson, V. (1960). Basic principles of nursing care. Geneva:
International Council of Nurses; Henderson, V. (1966). The nature of nurs-
ing. New York: Macmillan; and Henderson, V. (1991). The nature of nurs-
ing—Reflections after 25 years. New York: Macmillan.]

KING, IMOGENE M.

King presented a systems-oriented conceptual framework for nursing and
proposed a theory of goal attainment. The conceptual framework repre-
senting knowledge essential for nursing consists of three interacting sys-
tems of the personal, the interpersonal, and the social systems, and
encompasses goal, structure, function, resources, and decision making. The
theory of goal attainment is the essential theoretical component of the
interpersonal system within this conceptual framework. King considers the
theory of goal attainment critical for nursing as interaction between clients
and nurses is the essential process through which clients can be assisted to
attain and/or maintain health in order to function in their roles. Several
concepts are introduced in the theory of goal attainment: action, reaction,
interaction, transaction, perception, judgement, role, growth and devel-
opment, and goal attainment. Three specific propositions linking percep-
tual accuracy, role congruence, communication, transaction, goal
attainment, growth and development, and satisfaction are advanced in the
theory. The key to this theory is in the thinking that the outcome of nurs-
ing care is influenced by client and nurse transaction.

[Sources: King, I. M. (1971). Toward a theory for nursing: General concepts of
human behavior. New York: Wiley; King, I. M. (1989). King's general systems
framework and theory. InJ. Riehl-Sisca (Ed.), Conceptual models for nursing
practice (3rd ed.) (pp. 149-158). Norwalk, CT: Appleton & Lange; and
King, I. M. (1990). A theory for nursing: Systems, concepts, process. Albany, NY:
Delmar. (Originally published in 1981 by Wiley.)]



Appendix 24 7

NEUMAN, BETTY

The Neuman Systems Model is based on the systems perspective within
which clients are viewed to be open systems responding to environmental
stressors in order to maintain system stability and integrity. The client sys-
tem is identified by the core component of basic structure and energy
resources that are protected by lines of resistance, normal line of defense,
and flexible line of defense organized in a concentric circle. These lines of
resistance and defense and the dynamic relationships among five variables
(i.e., physiological, psychological, sociocultural, developmental, and spiri-
tual) of the system determine how the client respond to stressors. Nursing's
role is to help the client system in relation to stressors, reactions, or recon-
stitution in the modes of primary, secondary, and tertiary prevention.

[Sources: Neuman, B. (1998). The Neuman systems model (4th ed.). Norwalk,
CT: Appleton & Lange.]

NEWMAN, MARGARET

Newman developed her theory of health as an expanding consciousness
drawing ideas from Rogers' holistic and unitary view of humans, David
Bohm's notion of implicate and explicate orders of universe, and Young's
idea of the acceleration of evolution of consciousness. Newman conceptu-
alized consciousness as pertaining to all information of a system that spec-
ifies the system's capacity to interact with its environment. Consciousness
as the essence of all things that exist, including humans, is embedded
within time, reflected in movement. Health as expanding consciousness is
manifested in human experiences in time and space, and is expressed as
transformation to more highly organized pattern of the whole. Newman
proposed a hermeneutic, dialectic approach to study health and nursing
aimed at pattern recognition, and a participatory research engagement that
is itself a human experience of transformation.

[Sources: Newman, M. A. (1990). Newman's theory of health as praxis.
Nursing Science Quarterly, 3, 37-41; and Newman, M. A. (1994). Health as
expanding consciousness (2nd ed.). New York: National League for Nursing.]

OREM, DOROTHEA E.

Orem's general theory of self-care consists of three, interrelated sub-theo-
ries: the theory of self-care, the self-care deficit theory, and the theory of
nursing systems. These three theories are founded upon the concept of
self-care, which refers to "the practice of activities that individuals initiate
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and perform on their own behalf in maintaining life, health, and well-
being" (Orem, 1991, p. 115). The theory of self-care is structured about the
concepts of self-care agency, and three areas of self-care requisites identi-
fied as universal, developmental, and health deviation, and therapeutic self-
care demand. The theory of self-care deficit identifies the connection
between nursing and individuals in need of "help" due to self-care deficit.
Orem delineates five modes of helping in this theory. The theory of nurs-
ing systems describes three forms of nursing systems, i.e., wholly compen-
satory, partly compensatory, and supportive educative systems, through
which nursing agency is exercised to meet self-care requisites of patients.

[Sources: Orem, D. E. (1991). Nursing: Concepts of practice (4th ed.). St. Louis:
Mosby.]

ORLANDO, IDA JEAN

Orlando developed her theoretical ideas about nursing based on her work
related to the dynamic nurse-patient relationship, and extended them to
encompass the unique contribution of nursing to patient care. She intro-
duced four terms to categorize nurses' responses to patients' needs as
automatic, deliberative, disciplined professional, and nursing process disci-
plined. The disciplined professional and nursing process disciplined
actions and reactions are viewed to be the major processes through which
nurses can deliberately address patients' immediate needs by investigating
patients' immediate experiences and associated thoughts, feelings and per-
ceptions and responding to them interactively. To Orlando nursing is
unique in addressing patients' immediate situational needs through com-
municative and interactive processes so that patients will be relieved of dis-
tress or gain greater sense of adequacy or well-being.

[Sources: Orlando, I.J. (1972). The discipline and teaching of nursing process.
New York: G. P. Putnam's Sons; and Orlando, I.J. (1990). The dynamic nurse-
patient relationship: Function, process and principles. New York: National League
for Nursing. (Reprinted from 1961's publication by G. P. Putnam's Sons.)]

PARSE, ROSEMARY RIZZO

Parse cited Rogers' science of unitary human beings and existential phe-
nomenology of Heidegger, Sartre, and Merleau-Ponty as providing the core
assumptions that undergird her theory of human becoming. Her theory is
based on the view that humans are evolving, unitary entities in constant
mutual interrelationships with the universe. Health is the expression of this
evolving, experienced by humans as a process of becoming and negen-
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tropic "unfolding" characterized by meaning, rhythmicity and cotranscen-
dence. Key concepts of the theory are imaging, valuing, languaging, reveal-
ing-concealing, enabling-limiting, connecting-separating, powering,
originating, and transforming. These nine concepts are structured into
three theoretical statements, which are the basis for Parse's research and
practice methodology.

[Sources: Parse, R. R. (1992). Human becoming: Parse's theory of nursing.
Nursing Science Quarterly, 5, 35-42; Parse, R. R. (Ed.). (1995). Illuminations:
The human becoming theory in practice and research. New York: National League
for Nursing; Parse, R. R. (1996). The human becoming theory: Challenges
in practice and research. Nursing Science Quarterly, 9, 55-60; Parse, R. R.
(1997). The human becoming theory: The was, is, and will be. Nursing
Science Quarterly, 10, 32-38.]

PEPLAU, HILDEGARD E.

The focus of Peplau's theory is in interpersonal processes in nursing, espe-
cially those pertaining to relationships between patients and nurses. Her
theory of interpersonal relations is generative, as she believed that encoun-
ters between patients and nurses influence the development and maturing
of both participants. She identified four phases of interpersonal relations
as orientation, identification, exploitation, and resolution. Within these
four phases, nurses are believed to assume the roles of teacher, resource,
counselor, leader, technical expert, and surrogate according to the needs
of the patient during the interpersonal process. To Peplau, nursing is a
"maturing force and an educative instrument" (Peplau, 1988, p. 8) and a
therapeutic process that involves interpersonal relations between patients
and nurses.

[Sources: Peplau, H. (1952). Interpersonal relations in nursing. New York: G.
P. Putnam's Sons; and Peplau, H. (1988). The art and science of nursing:
similarities, differences, and relations. Nursing Science Quarterly, 1, 8-15.]

ROGERS, MARTHA E.

Rogers' theory is based on the basic assumption that human beings are uni-
tary beings engaged in evolutionary life processes that are unidirectionally
oriented and involve the mutuality with environment. The major concepts
of the theory are human and environmental energy fields, which define
humans and environment, and are irreducible and indivisible, signified as
single-wave patterns, existing pandimensionally. Humans and their envi-
ronment as energy fields are in constant, mutual interaction and inter-
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penetrating with each other. Three principles of homeodynamics are spec-
ified as governing life processes and energy field patterns. The principle of
integrality accounts for the mutual and simultaneous changes that occur in
the interaction between human and environmental energy fields, and the
principle of resonancy refers to dynamic, rhythmic changes in wave-pat-
terns that accompany the mutual process of human and environmental
energy fields. The principle of helicy focuses on the nature of change in
energy fields through mutual processes identified as innovative, moving
toward increasing complexity and diversity, rhythmic, and unpredictable.
Rogers viewed her theory as a science of unitary human beings providing
the foundation for developing theories in nursing.

[Sources: Rogers, M. E. ( 1970). The theoretical basis of nursing. Philadelphia:
Davis; Rogers, M. E. (1989). Nursing: A science of unitary human beings.
In J. Riehl-Sisca (Ed.), Conceptual models for nursing practice (3rd ed.)
(pp. 181-188). Norwalk, CT: Appleton & Lange; Rogers, M. E. (1990).
Nursing: science of unitary, irreducible, human beings: Update 1990. In E.
A. M. Barrett (Ed.), Visions of Rogers' science-based nursing (pp. 5-11). New
York: National League for Nursing; and Rogers, M. E. (1992). Nursing sci-
ence and the space age. Nursing Science Quarterly, 5, 27-34.]

ROY, CALLISTA

The Roy Adaptation Model was developed based on key ideas in von
Bertalanffy's general system theory and Helson's adaptation level theory.
Roy conceptualized persons as adaptive systems, which handle inputs of
stimuli, identified as focal, contextual, and residual stimuli, through two
sets of control processes in relation to presenting adaptation level. Two sets
of control processes are designated as regulator and cognator subsystems.
Through such processing adaptive systems exhibit behavioral responses as
outputs that are either adaptive or maladaptive (or ineffective). Within the
model, four adaptive modes are identified as the specific areas in which
adaptive responses would be observed. These are physiological, self-con-
cept, role-function, and interdependence modes, which are oriented to
specific goals for and needs of the adaptive system. Roy introduced as an
additional foundational idea for her theory the concept of veritivity, which
refers to the common purposefulness of human existence.

[Sources: Roy, C. (1984). Introduction to nursing: An adaptation model (2nd
ed.). Englewood Cliffs, NJ: Prentice-Hall; Roy, C., & Andrews, H. A. (1991).
The Roy adaptation model: The definitive statement. Norwalk, CT: Appleton &
Lange; and Roy, C., & Roberts, S. (1981). Theory construction in nursing: An
adaptation model Englewood Cliffs, NJ: Prentice-Hall.]
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WATSON, JEAN

Watson based her theory of caring and human care on the assumption that
health refers to harmony within the mind-body-spirit as a whole being and
is expressed by the congruency between the perceived and experienced
self. To Watson, her theory is a humanistic approach to nursing that
emphasizes human to human responsiveness rooted in upholding human-
istic values. Caring as the central component of nursing is oriented to
health promotion and growth. Watson identified ten carative factors as the
basis from which caring can be operationalized in nursing. These carative
factors are the essential characteristics, attitudes, and processes through
which nurses can promote health and growth in individuals.
[Sources: Watson, J. (1979). Nursing: The philosophy and science of caring
Boston: Little, Brown and Company; Watson, J. (1988). Nursing: Human sci-
ence and human care. New fork: National League for Nursing; Watson, J.
(1988). New dimensions of human caring theory. Nursing Science Quarterly,
1, 175-181; and Watson, J. (1997). The theory of human caring: Retro-
spective and prospective. Nursing Science Quarterly, 10, 49-52.]
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Glossary

Abstract concepts—Concepts referring to general classes of phenomena
without specific spatio-temporal reference. Hence, abstract concepts are
ideational rather than empirical.

Across-domains theory—A theory with theoretical statements among con-
cepts drawn from two or more domains of nursing, such as a theory relat-
ing to a concept from the client domain and a concept from the client-
nurse domain.

Aesthetic nursing practice—An example of concepts in the practice domain
referring to the aspects of nursing practice that are involved in "careful"
individuation of actions and oriented in gaining a harmony among the
object of acting (i.e., the client), the world in which the actions take place,
and the acting self (i.e., the nurse). This harmony is produced through cre-
ative presentation of the self in consideration with what is desired, mean-
ingful, and beautiful in practice.

Client-nurse phenomena in three meaning orientations—Client-nurse phe-
nomena may be identified to have one of three distinct meaning orienta-
tions from the nurses' perspective: client-nurse encounter may be
identified to have the therapy orientation when the essential objective(s) of
the occurrences of specific client-nurse phenomena are to intervene or
treat clients' health-oriented problems; the medium orientation when client-
nurse encounters are the media through which certain nursing actions are
performed; and the philosophy of care orientation in which nurses' approaches
to clients are based on viewing clients as human beings requiring humane
care and concern.

Clinical expertise—An example of concepts in the practice domain, refer-
ring to nursing practice evidenced in skillfulness in technical execution of
nursing activities, possession of advanced knowledge and problem-solving
ability, ability to produce client outcomes with efficiency, effectiveness, and
correctness, and recognition by peers.
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Compliance—An example of concepts in the client domain, referring to
the degree in clients' behaviors in concordance with clinical, professional
prescriptions or directions that are oriented to clients' health promotion
and maintenance, or treatment of health-related conditions.

Concept—Term or a symbolic statement used to denote and label a class of
phenomena, which could be things, events, experiences, ideas, and other
forms of reality. Concept has a specific meaning and a semantic value.
Concepts may be very general, shared by a given linguistic culture, or very
specific to a given scientific discipline.

Concept analysis—A critical study and evaluation of a given concept.

Concept formation—Naming of a class of phenomena, expressing it in a
term that is understood by many to have a same or agreed meaning.

Conceptualization—An intellectual act of delineating aspects of reality into
like-categories in order to give specific labels or terms. It is the first step in
developing scientific theories about phenomena of interest to a discipline.

Concrete concepts—Concepts referring to classes of phenomena having
immediate and empirically identifiable references to time and space.

Critical philosophy—A twentieth century social philosophy that originated
as the Frankfurt school philosophy, advanced by Hokeheimer, Marcuse,
and Habermas among others. It questions the forms of distortions, domi-
nations, and alienation existing in social life, and projects emancipation
from such forms of social life.

Deductive approach of theory development—Theory development that
begins with generalized ideas about phenomena as a set of foundational
notions, and proceeds using a system of deductive logic to come up with a
theory moving from general ideas about phenomena to specific theoreti-
cal relationships.

Domain—An area of study that is identified by a common phenomenal
boundary. For the nursing discipline, a typology of four domains is pro-
posed to be composed of client, client-nurse, practice, and environment
domains.

Environment—The entity that exists external to a person or to humanity in
general, conceived either as a whole or as that containing many distinct ele-
ments, constituted by spatial, temporal, and qualitative aspects. The quali-
tative aspects of environment are identified as physical, social, and symbolic
aspects.

Epistemology—The study of human knowledge in terms of its nature, ori-
gin, and structure.
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Essentialistic concepts—Concepts in the client domain referring to phe-
nomena that pertain to essential characteristics and processes of human
nature and human living that are important for understanding humans
and health from the nursing perspective.

Explanatory models—Generic, prototypic models that are used to depict
theoretical explanations about phenomena in a given domain.

Grand theory—A theory that provides scientific description or explanation
for an overall or general area of a scientific field or discipline.

Holistic analysis—Analysis focusing on properties and forces of an object
or a situation as a whole.

Human practice sciences—Scientific disciplines that constitute professional
practice in the service of human welfare and human needs.

Inductive approach of theory development—It refers to developing or con-
structing theories beginning with empirical data or phenomena as they
exist in a specific situation. In the inductive approach, generalizations are
developed from the specific situation and are formulated into theoretical
statements.

Meso-theory—Nursing theories that are less general than grand theories
but broader than middle-range theories, dealing with a broad spectrum of
phenomena in a specific domain of nursing.

Metaparadigm—It refers to the epistemological considerations at a general
philosophical level, concerned with general issues of the subject matter of
a discipline in terms of what the general contents are, how such contents
are organized, and what a discipline is concerned with as a knowledge
structure.

Metaparadigm concepts—Four concepts, i.e., health, person, environment,
and nursing, have been treated as the metaparadigm concepts for nursing
by many nursing scholars since their introduction by Yura and Torres
(1975) and Fawcett's claim (1978) of them as such.

Metaparadigm framework—A boundary specifying guide for delineating
conceptual and theoretical issues regarding nursing's subject matter. In this
book, it refers to the typology of four distinct conceptual domains of client,
client-nurse, practice, and environment (See also, the typology of four
domains).

Metatheory—It refers to the analytical work regarding issues associated
with theory development and knowledge generation germane to a given
discipline.
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Micro-theory—Theories consisting of a set of specific hypotheses regarding
narrowly defined phenomena, both in their scope and generalizability
(e.g., theory of parental attachment with preterm infants in neonatal inten-
sive care units; theory of fatigue associated with pregnancy).

Middle-range theory—Theories for well-defined, empirically identifiable
classes of phenomena within a given domain of study (e.g., theory of uncer-
tainly in illness; theory of unpleasant symptoms).

Nursing epistemology—A view of nursing knowledge as a structure, encom-
passing ontological ideas about human beings and human practice, and
organized around four epistemological requirements for nursing that are
specified as inferential, referential, transformative, and normative/desider-
ative interests.

Ontology—The study of being and existence in terms of the basic and
essential characteristics.

Operationalization—Putting a concept into practice.

Paradigm—Scientific perspective that encompasses a specific orientation
and approach for a given subject matter, including the perspective about
the nature and form of explanation and the dominant methods of scien-
tific work.

Particularistic analysis—An analysis that focuses on a specific aspect or ele-
ment of a situation or an object without having an explicit regard for the
whole.

Phenomenon (phenomena)—Aspects of reality that are relatively regular
and enduring, requiring delineation of general features for systematic
description and possible explanation.

Pluralism—Using more than one philosophical, paradigmatic, theoretical,
and/or methodological approaches.

Popper's Svorld 1'—knowledge pertaining to physical world.

Popper's Svorld 2'—the world of states of consciousness that belong to spe-
cific subjective humans.

Popper's Svorld 3'—the world of objective contents of thought, i.e., knowl-
edge consisting of theories, objective problems, and objective arguments.

Retroductive approach of theory development—An approach combining
both deductive and inductive methods in order to reconstruct and revise
an existing theory.

Symbolic environment—One of the qualitative aspects of environment con-
sisting of ideational (e.g., ideas, values, beliefs, history, and knowledge), nor-
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mative (e.g., rules, laws, expectations, norms, and sanctions), and institu-
tional elements (e.g., roles, organizations, institutions, society, and culture).

Theoretical statement—Theoretical statements designate relationships
among the conceptual elements of a given theory, and may be descriptive
or explanatory. Explanatory theoretical statements may be propositions or
hypotheses. While a proposition is a theoretical statement that specifies
relationships among general classes of concepts, a hypothesis is a theoreti-
cal statement that is to be tested in a specific empirical situation for verifi-
cation. A hypothesis has a referent proposition from which it is drawn.

Theory—a set of theoretical statements that specify nature of phenomena
or relationships between two or more classes of phenomena, providing the
basis for understanding a problem or the nature of things. A well-formed
theory contains at least three components, assumptions, concepts, and the-
oretical statements that are integrated together to provide a specific type
of scientific understanding. Theories may be descriptive, explanatory, or
prescriptive.

Typology of four domains—A metaparadigm framework for nursing's con-
ceptual system to be used as an analytical device for systematizing phe-
nomena and concepts of interest to nursing study. It divides the universe
of interest to nursing into an order so that each phenomenon or concept
can be located within a conceptual boundary specified within the typology.
It is composed of four conceptual domains: client, client-nurse, practice,
and environment.

Within-domain theory—A theory with theoretical statements among con-
cepts drawn from one domain of nursing.
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