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ABSTRACT

“Too often we underestimate the power of a touch, a smile, a kind word, a listening ear, an
honest compliment, or the smallest act of caring, all of which have the potential to turn life
around,” (Leo F Buscaglia 1924-1998).

Caring is a universal phenomenon (Leininger, 1988a, 1991) that influences the way we think,
feel and act and is the focus of debate worldwide. Studied since the days of Florence
Nightingale and reflected in the literature are numerous theoretical opinions in the search for
a comprehensive understanding of caring in the health experience of human beings (Newman
etal, 1991).

This ethnographic thesis has a caring science perspective (caring in orthopaedics) with the
aim of acquiring a greater understanding of perceptions of caring in an orthopaedic clinical
setting from both patient and health care professional perspectives. There is a wealth of
literature relating to caring which attempts to define and interpret its meaning from several
theoretical perspectives. In respect of institutional or professional caring, nursing has
historically been synonymous with the notion of care and caring, modest research has been
attributed to caring amongst other health care professionals in the wider context.

The study used a sequential exploratory mixed methods design and was underpinned by
Watson’s Theory of Transpersonal Care in order to discover and illuminate the essential
caring behaviours valued by both care givers and care recipients.

A total of 30 patients and 53 health care professionals consisting of doctors, nurses,
physiotherapists and occupational therapists participated in the study through a three stage
approach consisting of questionnaires, observation and semi-structured interviews.

The findings revealed both similarities and differences between patients and health care
professionals relating to the importance of positive caring behaviours revealed during caring
interactions. The questionnaires disclosed that patients statistically rated caring behaviours
demonstrated by health care professionals lower than the professionals rated themselves. The
data analysis from the participant observation and semi-structured interviews established that
although all of the caring caratives according to Watson’s Theory of Care were evident in
caring interactions they varied as to the number of times they were exhibited by the respected
health care professional groups. Overall patient perception of caring focused upon behaviours
related to the caring carative “assurance of human presence’ whilst health care professionals
considered caring behaviours relating to the caring carative ‘respectful deference’ as the most
important.

This thesis highlights the need of the patient to feel ‘cared for’ and “cared about’ and in
today’s modern health care system caring should not be monopolised by one profession but
instead the caring concept embraced and the caring dais shared by other professions.
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CHAPTER ONE
Perceptions of care and caring in an orthopaedic setting:
1.1. Introduction

This thesis explores perceptions of caring and caring behaviours experienced by
patients and health care professionals in an orthopaedic clinical setting within an
NHS Foundation Trust Hospital in the United Kingdom. It seeks to understand
how caring is perceived and interpreted by those involved in caring interactions.
The intention of this work is to contribute and expand the knowledge of caring in
the field of orthopaedics by investigating what caring means to patients and health
care professionals exposing the caring behaviours that are desired and valued
during caring interactions. It will be argued that what patients seek from any
caring interaction is a need to feel cared for and cared about regardless of the

health care professional involved.

The roots of nursing are embedded in the act of caring, caring and nursing are said
to be intertwined and history has seen the two synthesized into a single conception,
being defined as an ethical or moral principle, as a duty, obligation, dependency or
expression within a personal context, (Barnum, 1998; Benner and Wrubel, 1989;
Blustein, 1992; Bowden, 1997; Brody, 1988; Brown et al., 1992; Cronin &
Harrison, 1988; Duffy, 1992; Fry, 1989; Hopkins et al., 1996; Kuhse, 1993;
Mullins, 1996; Stockdale and Warelow, 2000; Watson, 2008, 1990, 1988, Wolf et
al., 1994). In the modern health care system, caring ought to be a holistic
experience. Holistic care addresses client physical, psychological-spiritual needs
and health related factors (Leathard and Cook, 2009; Tjale and Bruce, 2007). It
should be embraced, cherished and valued by other health care professions as it

has been by the nursing profession.

A significant literature exists on care and caring, with just about every theory
covered, Caring as a phenomenon has been studied for many years and from
several different perspectives, theoretically (Leininger, 1988; Swanson, 1991;
Watson, 1985), ethically (Cooper, 1991; Parker, 1990), philosophically (Gaut,
1988; Mayerhoff, 1990; Ray, 1984), ethnographically (Leininger, 1988) and in



various clinical settings (Beck, 1995; Benner, 2000; Ekstrom,1995; Mullins, 1996;
Wolfet al., 1994).

Although caring is, by and large, a part of countless animal behaviour repertories,
as seen in the rearing of offspring in many species, it is the nature of human being
that it becomes the central measure of a civilised society. Caring is a human
characteristic consisting of many different qualities, all individuals have the ability
to care although not all care given is necessarily the same. We can say this about
caring because its use in everyday language is varied and as such the term can and
often is applied in its broadest sense. We might say that we care for our homes, our
country or for a certain object implying attitudes of interest or attention. By
comparison the term can be used in a negative sense to indicate distaste for
something, for example that we do not care for an object or person. The fact that
caring for and caring about something or someone has its origins in the same
meaning, suggests a desire to enter into a relationship with the intention of
achieving a moral interaction within the world. Furthermore, the human species
has extended the notion of care from an innate behaviour of caring for loved ones
and those closest to us, to an act that is done on the stranger who is in need
(Mayerhoff,1990; Noddings, 2002). Thus, the act of caring is a powerful personal
quality, a socially acceptable virtue and an inherent measure of goodness in
society (Heidegger, 1978; Held, 2005; Levinas, 1999). The scope of this study is
restricted to care for human beings and in particular perceptions of caring between

providers of care and health care users.

Care has been described as existing beyond the realms of physical expression,
merging into the dimensions of spiritualism, religious belief and has even been
described as the connection of souls (Watson, 1988). Heidegger (1978) remarked
that fundamental to human existence is the ability to care concluding that caring is
human nature. Thus if we lost the ability to care, we may cease to exist. It is said
that the need for care is not defined by race, gender, age, social standing or
religion, it is a universal human necessity affected by the individuals physical and

psychological requirements (Boykin and Schoenhofer, 2000).

Comparing and analysing perceptions of care and caring from a patient and health

care professional perspective is a major issue within the modern health care system



in the United Kingdom (UK) today. The significance of analysis and subsequent
understanding of these concepts can help design and determine strategies and
pathways for caring and ensure provision of quality multi-professional care. In the
rapidly changing health care scene of the twenty first century there are two
constants: firstly the patient and secondly the need for care. The need for support
and care arises out of an expectation borne from a desire to be looked after and
cared for when sick or injured (Boykin and Schoenhofer, 2000; Levinas, 1999;
Noddings, 2002). The economic and political reality of the UK modern health
care system means that health care professionals are faced with current
reductionist strategies such as clinical pathways, Enhanced Recovery Programmes
and Quality Improvement Programmes (NHS Institute for Innovation and
Improvement, 2010) designed to reduce length of stay, improve patient outcomes,
speed up recovery and reduce cost; bringing health care delivery in line with
national austerity measures. This new approach to health care provision is not
without its critics and there are some who believe that the increasing scope and
sophistication of modern health care may be putting a strain on care in the
National Health Service, declaring that modern health care systems and initiatives

are at odds with care and compassion (Petit-Zeman, 2006; Youngson, 2008).

Youngson (2007, p.37) discussed the need for a paradigm shift away from the
*‘machine thinking’ which is shaping the culture of health care in a modern society,
to one that gives credence to the complexity of human dynamics and subsequent
human processes involved. His call is for a health care culture dedicated to the

creation of services fit for purpose delivered within healing environments.
1.2. Scope of study

The focus for the setting of this study is within the clinical realms of the specialty
of orthopaedics and orthopaedic trauma. Orthopaedics is a specialist art and
science of caring, its uniqueness lies in its objective to restore mobility and prevent
functional disability and decline (Davis, 1997). Orthopaedic disease and injury can
affect patients socially, functionally and psychologically. Due to the diverse nature
of orthopaedic conditions there is a need to view patients as holistic entities taking
into consideration their beliefs and expectations of care and caring (Clarke, 2003;

Footner, 1998; Jackson, 2003; Tierney, 2004). As Feinstein (2002, p.502) asserts,



caring is more than ‘managing disease’, performing clinical duties, prescribing

treatment and performing clinical procedures is not the same as caring.

Within the field of orthopaedics Enhanced Recovery Programmes are currently the
focus of debate with rapid implementation encouraged at the highest levels
(Wainwright and Middleton, 2010). Given these rapid care delivery programmes
there is a need to understand whether it is possible for health care professionals to
meet patients expectations of caring when they have only a short space of time in
which to get to know their patients, form meaningful caring relationships and

demonstrate the caring behaviours patients expect.

The theoretical underpinning of this study utilises Watson’s (1979) caring theory
to focus upon the interpretation of perceptions of caring as viewed by patients and
health care professionals. Although originally developed as a guide for nursing,
Watson’s theory can be applied to other health care professional/patient
interactions, such as those between patient and physiotherapist, to gain an
understanding of what constitutes caring behaviours and importantly the caring
relationship (Fitzpatrick and Whall, 2005). This relationship is referred to as the
‘Transpersonal Caring Relationship’ advocating that it characterises a unique type
of human care relationship dependent upon a commitment to protect and enhance
human dignity: a caring consciousness which is communicated in order to preserve
and honour the embodied spirit and as such reducing the individual to the moral

status of an object is prevented (Cara, 1999, p.4).

The caring consciousness of the health care professional is essential in order to
connect with and understand the patient’s perspective. Ultimately the one cared for
and the one caring both unite in search for meaning and wholeness and even the
spiritual transcendence of suffering (Watson, 2001). The aim therefore of this
relationship is to enhance, protect and preserve patient dignity, humanity,
wholeness and inner harmony. Perception is individual and subjective varying in
relation to personal needs, expectations and priorities and it is for the patient to

define what care means for them (Janssen and MaclLeod, 2010).



1.3. Overview of Chapters

In Chapter Two a literature review was undertaken in an attempt to understand the
meaning of caring. Given the many and varied opinions of caring in the nursing
and wider literature a concession was made that there could be no single definition
of caring applicable to all situations. The literature revealed different perspectives
on caring and for ease of discussion have been categorised under the headings of
humanism, ontology, relational, ethics and feminism so as to offer the reader a

structured approach to understanding the overall concept of caring.

Following this the notion of institutional/professional caring is discussed and the
works of theorists such as Leininger (1988), Kitson (1987), Morrison (1992) and
Bradshaw (1996) are considered. Caring as a professional trait is seen as a
commitment by the carer to ensure a sustained and seamless service in which
knowledge and expertise are used to meet the needs of and uphold the integrity of
the care recipient. Credence is given to the influences of social history on caring,
examining the emergence of caring professions from the 16th century to present
date. This was important in helping to understand how caring has shaped and
evolved the health care professions evident in the modern health care system.
Finally in order to address the specialty focus of this study, perceptions of care in
orthopaedics are considered, concentrating on the uniqueness of this specialist art
and caring science to understand its importance and commitment of the

orthopaedic multi-professional team to a shared purpose of caring.

Chapter Three, Caring Instruments, discusses the measurement of caring, which
has predominantly received attention from the nursing profession, although in
recent years has been recognised by other health care professionals such as doctors
and physiotherapists as a means of improving patient experience and health care
services (Quirk et al., 2006; Wright St Clair, 2001). There has been considerable
debate in recent years as to how caring can and should be measured, with both
quantitative and qualitative instruments featuring in the deliberation. Both methods
are discussed and relevant caring instruments are reviewed, this eventually
unearthed four instruments that corresponded to the remit of the study. Each
instrument is described and evaluated in terms of suitability, validity and reliability

and the Caring Behaviours Inventory (CBI) which is grounded in Watson’s (1979)



caring theory was deemed to be the instrument of choice as it conceptualizes care
as an interpersonal intervention. Dr Jean Watson, a professor of nursing in the
United States of America, is the founder of the Caring Science Institute. She has
gained international recognition for published works on the philosophy and theory
of human caring and the art and science of caring in nursing. Watson’s Theory of
Transpersonal Caring also known as the Theory of Human Caring or The Caring
Model originates from Watson’s quest to convey new meaning and dignity to the
world of nursing and patient care. More importantly it seeks to offer an ethical-
philosophical foundation for what Watson terms “the deeply human dimensions of
nursing” (Watson, 1979, p. 50). Watson’s theory focuses on “the centrality of
human caring and on the caring-to-caring transpersonal relationship and its healing
potential for both the one who is caring and the one who is being cared for”
(Watson, 1996, p.141). The theory centres upon three major concepts which are
the use of clinical caritas processes and the cultivation of a transpersonal caring
relationship within the context of a caring moment (occasion) and caring (healing)
consciousness (Watson, 1996). The term “carative’ is used in place of ‘curative’ by
Watson to make a distinction between nursing and medicine. “Whereas curative
factors aim at curing the patient of disease, carative factors aim at the caring
process that helps the person attain (or maintain) health or die a peaceful death”
(Watson, 1985, p.7).

The Caring Behaviours Inventory (CBI) tool is used to measure health care
professional and patient perceptions of caring attitudes and actions. The CBI is an
instrument designed to assess perceptions in five preordained caring carative
categories. The first carative category, respectful deference to others, includes
such caring behaviours as being honest with the patient, showing respect and
giving patient information in order to assist with decision making (Brunton and
Beaman, 2000). The second carative category, assurance of human presence,
includes caring behaviours such as helping the patient, talking with the patient,
appreciating the patient as a human being and responding to the patient’s call in a
timely manner (Brunton and Beaman, 2000). The third carative category, positive
connectedness, includes behaviours such as being hopeful for the patient, allowing
the patient to express feelings and trusting the patient (Brunton and Beaman,

2000). The fourth carative category, professional knowledge and skill, includes



behaviours such as watching over the patient, provision of education, being
confident with the patient and paying special attention to the patient on their first
visit (Brunton and Beaman, 2000). The fifth and final carative category,
attentiveness to the other’s experience includes such behaviours as provision of
good physical care, putting the patient first and relieving the patient’s symptoms
(Brunton and Beaman, 2000).

In Chapter Four, Research Methodology, the various stages of this study are
presented together with the rationale for the analysis chosen. As a starting point I
wanted to determine which caring behaviours were important to patients and the
multi-professional orthopaedic team, this formed Stage One and the findings of
this stage are reported in Chapter Five which presents a comprehensive
interpretation of the top ten caring behaviours as perceived by the different health
care professional groups and patients. The overall findings from this stage
determined that there were general similarities and differences in the different
groups examined. I found that in relation to the results of the CBI questionnaire
the patient group differed from the health care professional group demographically
in relation to age and educational status. Both groups were predominantly from the
same ethnic background, White British. There were more female to male
respondents in both groups with the principal marital status in both respondent
groups being married. 1 undertook analysis of the questionnaires employing the
statistical software package SPSS version 17.0. Using the nonparametric Mann-
Whitney U test analysis of variables allowed me to compare the total CBI scores
of caring behaviours between the two groups whereas the nonparametric Kruskal-
Wallis test one-way analysis of variance by ranks tested equality of population
medians amongst the groups to investigate whether demographic variables were

predictors in perception of caring behaviours.

The results of Stage One of this study revealed that overall patients rated the
caring behaviours demonstrated by the health care professionals lower than the
health care professionals themselves. Further analysis of the data disclosed that
education status and health care occupation were found to be predictors of positive
caring behaviours whilst gender, patient profession, marital status, age and

ethnicity were not. In respect of the five caring carative categories the highest



ranking was respectful deference for the collective and individual health care

professional groups and positive connectedness for the patient group.

Chapter Six, Results of Observation Study, discusses Stage Two, observation of
caring behaviours exhibited by health care professionals during caring interactions
or moments. A total of 16 health care professionals and 8 patients participated and
participant observation was employed over two wards and took place over a
number of shift patterns. Using Watson’s theory of caring (1979) and the wider
literature reviewed in Chapter Two, a theoretical framework was constructed in
conjunction with an observation tool in order to help guide, focus and document
qualitative evidence of caring arising from the observed interactions. Caring
interactions are then told as vignettes and using Watson’s five caring caratives, the
caring behaviours are arranged to illustrate their order and frequency of

presentation.

In Chapter Seven, Findings and Analysis, the findings and themes emerging from
Stage Three of the study, semi-structured interviews, which were conducted
following the observations in Stage Two are considered. Using a semi-structured
interview guide developed from themes emerging from the previous stages, study
participants included in Stage Two were interviewed following the observed
interactions to discuss caring behaviours. The analysis revealed that both health
care professionals and patients differed and agreed on what they considered to be
important caring behaviours. The significant caring carative was shown to be
‘respectful deference’ with the top five subthemes for the health care professionals
as (1) compassion, (2) respecting the other’s experience, (3) treating the patient as
a human being, (4) spending time with the patient and (5) offering reassurance and
support. Whereas for the patient group the significant caring carative was
‘assurance of human presence’ with the top five subthemes identified as (1)
compassion, (2) being treated as a human being, (3) good communication, (4)

being helpful and (5) providing good physical care.

The findings of the research conducted in Chapters Five to Seven forms the basis
of the discussion for Chapter Eight. A central task of this chapter was to determine
what is acknowledged as caring by both patients and health care professionals

within the specialty of orthopaedics. More specifically, the value of caring is



examined in order to gain further understanding of caring as a multi-professional
ideal regardless of the caring behaviours exhibited. The knowledge generated by
this research will help lead to a greater understanding of what caring behaviours
are valued by patients, helping to deliver more qualitative person-centred multi-
professional care. Equally it has been the intention of this thesis to understand the
same beliefs inherent in the health care professionals who work within the
speciality of orthopaedics; aspiring to achieve that meaningful connection,
therapeutic relationship, shared beliefs and understanding which form the caring
phenomenon. Eventually drawing together all the facts to construct a theoretical
framework of caring. In the Ninth and final chapter, the limitations of the study are

considered, conclusions are drawn and recommendations for practice provided.



CHAPTER TWO
Literature Review
2.1. Introduction

During the last 30 years there have been repeated attempts in the literature to
understand the meaning of caring. ‘Complex‘, ‘ambiguous’ and ‘vague’ are the
words used repeatedly as caring theorists struggle to understand and bring
meaning to this phenomenon. As authors present new theoretical works their
findings relating to caring invariably conclude, that caring as a concept remains
elusive (Barnum, 1998; Benner and Wrubel, 1989; Blustein, 1992; Bowden, 1997;
Brody, 1988; Brown et al., 1992; Cronin and Harrison, 1988; Duffy, 1992; Fry,
1989; Hopkins et al. 1996; Kuhse, 1993; Mullins, 1996; Stockdale and Warelow,
2000; Watson, 2002, 1990, 1988; Wolf et al., 1994).

This literature review critically analyses caring theories, to investigate what caring
means from a number of epistemological bases as both a human and professional
trait. The number of scholars working in this field is substantive with each
proposing their own model on what constitutes caring and caring behaviours.
There is no global definition of the term that can be applied to all caring acts yet
this does not seem to deter the plethora of philosophical and theoretical
perspectives on caring which continue to be debated in the literature (Beck, 1995;
Benner, 2000; Cooper, 1991; Ekstrom, 1995; Gaut, 1988; Gilligan, 1982; Held,
2005; Leininger, 1988; Mayerhoff, 1990; Mullins, 1996; Noddings, 2002; Parker,
1990; Ray, 1984; Swanson, 1991; Watson, 1985; Wolfet al., 1994).

2.2. Review methodology, Electronic Search Strategy and Synthesis.

This literature review was undertaken to explore the emergent theories and themes
relating to caring in order to understand the historical and modern perspectives of
the concept. It seeks to determine how these theories and themes relate to current
perceptions of caring amongst health care professionals and patients in a modern

hospital setting.

A systematic search of the literature was performed using search terms such as

‘care’ and ‘caring’. A search using University of Chester access of the following
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