Therapeutic reciprocity: A caring

phenomenon

Fully realizing the power that caring can create in practice demands attention to those aspects of nurse—client
relations that promote effective caring. The thesis of this article is that therapeutic reciprocity, as one phenomenon
of caring, allows both the nursc and the client to benefit from their relationship in a mutually empowering manner.
Through concept analysis it becomes evident that therapeutic reciprocity extends commitment to an ethic of car-
ing from a morally correct position to a nourishing life force in professional nursing. The riches of caring arc
affirmed, and one path to their realization is illuminated.
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IVE AS MUCH as you receive, and all

is for the best.”'®® Equity theorists
McClintock et al'® cite this Maori proverb to
propose a view of human behavior for social
psychology. Nurses secking to actualize an
cthic of caring in their practice may also find
considcrable food for thought in these words
of folk wisdom. As a concept recurrently
surfacing in the nursing literature,*® reci-
procity deserves further examination of its
therapeutic propertics. Through a review of
existing literature and an explication of its
attributes, anteccdents, consequences, and
empirical referents,'® a conceptual analysis
of therapeutic reciprocity affirms the value
of caring to the nursing profession ascribed
by many nurse theorists.2!-13 In operational-
izing a definition of therapeutic reciprocity,
a caring phenomenon is articulated, and fu-
ture dircctions for all facets of the nursing
profession are implied. Exploring the mean-
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ing of therapeutic reciprocity therefore un-
covers a path to caring that extends it from a
morally correct position to a nourishing life
force in professional nursing.

REVIEW OF EXISTING
LITERATURE

Reciprocity has been defined as a mutual
action or relation, a mutual exchange, an
action or rclation given in return, or feeling
in return.'* In an analysis of justice, Eck-
hoff* proposcs that reciprocation is a give
and take between two partics, in which one
transfer of resources is conditioned by the
other. In indcbtedness theory, the desire of a
person 1o reciprocate is viewed as a wish to
recduce indebtedness in relation to another
for a varicty of underlying rcasons.'® For
cquity thecorists, the motivation to recipro-
cateisinfluenced by one’s perceptions of the
fairness of a given situation,! and lack of op-
portunity to reciprocatc is seen to be a poten-
tial barrier to cffective sceking and use of
help.”?

In the nursing literature many rescarchers
and scholars have addressed reciprocity in
their work. In Rogers’ coined term of reci-
procity as a homecodynamic principle, as-
sumptions of wholeness and opcnness arc
made, and the “rclationship between human
and cnvironmental ficlds is onc of constant
mutual interaction and mutual change.”3®®
While Rogers has more recently discontin-
ued this term in the belicf that it was not
understood,'® her newer principle of inte-
grality and her description of “knowing
participation”!® dclincate similar postu-
lates. Fry* and Noddings’ both recognize the
importance of mutuality and reciprocity in
the nurse—clicent relationship, and Watson’s?
conceptualization of transpersonal caring

describes a therapeutically reciprocal proc-
ess. Thorne and Robinson® propose a modcl
of health care rclationships that advocatcs
rcciprocal versus absolute trust, and the
therapeutic values of mutual learning and
mutual self-disclosure in nurse—client rela-
tions are cxplored by Yuen’ and Young?
respectively. Gadow calls for a caring ideal
in which “mutuality becomes the moral
foundation of nursing,”*®® Variations on a
theme of therapeutic reciprocity have thus
held nursing’s attention over a significant
span of time.

ATTRIBUTES OF THERAPEUTIC
RECIPROCITY

From all these perspectives on reciprocity,
a common theme of mutual exchange
cmerges. Whether examined in the more
tangible forms of gift giving?? and mutual
accommodation of personal space? or the
less quantifiable instances of mutual sclf-
disclosure,? exchange of humor, and cfforts
to enlist clicnt participation in decisions
about their care, a mutual process appears to
be occurring. Furthermore, to the extent that
this mutual process has a shared meaning for
the participants, rcciprocal effects reflecting
the content of the shared meaning arc cvi-
denced by the partics involved. Forexample,
where personal space is violated, avoidance
behaviors surface®; conversely, where per-

Where authentic reciprocity exists,
equal and unidirectional outcomes
of either a beneficial or detrimental
character are manifested by all the
involved parties.




sonal thoughts and feelings are appropri-
ately disclosed to one another in the
nurse—client encounter, trust and empathy
are promoted.® Reciprocity as an cntity is
therefore neither inherently positive nor
negative in nature. Rather, where authentic
reciprocity exists, equal and unidirectional
outcomes of either a beneficial or detrimen-
tal character are manifested by all the in-
volved parties. In assuming therapecutic
value, however, reciprocity becomes posi-
tive in its effects for both the nurse and client.
This equal and unidirectional nature of
reciprocity has significant implications for
the nursc—client relationship. Benner and
Wrubel"! point out the danger of nursing
from an emotional distance in their discus-
sion of the role of caring in devcloping effec-
tive coping skills. These theorists assert that
rather than augmenting one’s ability to cope
with stressful nursing situations, such emo-
tional numbing alienates the nurse from the
humanity of the client and from that of the
nurse as well. They propose that where the
nurse and client are able to remain open to
the feelings generated by the meanings of a
particular situation, valuable information for
coping with the inevitable stresses of help
seeking is gained, and the humanity of both
the nurse and the client is affirmed. This
analysis of caring is particularly rclevant to
Callahan’s* view of cthical decision mak-
ing, in which emotions and reason are seen as
“mutually corrccting resources in moral
reflection.””?® Therapeutic reciprocity may
thus be posited to enhance the genuine ¢x-
change of feelings, thoughts, and experi-
ences that appear to be central to decision
making, both for the client and the nurse.
From this view of nurse—clicnt relations,
actions designed to “cut the cost” of caring
extract a price of a different kind, and the
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equal and unidirectional aspects of reci-
procity determine the extent of loss for all
parties concerned. To the extent that vital
information about their shared situation is
not exchanged between the nurse and client,
effective approaches to care are diminished.
Decisions are made with incomplete knowl-
cdge and blunted emotions, and the out-
comes of the experience for both client and
nurse range from less than optimal to identi-
fiably harmful.

Where the reciprocity is therapeutic,
however, the authentic exchange occurring
transforms the *“costs of care” into shared
cxperiences that produce positive growth for
both nurse and client. Participation in care is
truly “knowing,” 1% as the partics involved
develop open access to both their own hu-
manity and that of each other. Insights that
freely flow between the nurse and client
guide the decision-making process to those
outcomes that are best suited to the unique
individuals concerned. Reciprocity is there-
fore not constituted by the care given but
rather manifests itsclf in the shared mean-
ings between nurse and clicent that their en-
counter creates. Where those shared mean-
ings are positive ones, genuine caring has
occurred, and the reciprocity created gener-
ates therapeutic outcomes for both the nurse
and client.

From the commonalities of mutuality,
cxchange, openness, shared meanings, and
risking the cost of caring that appear to
characterize therapeutic reciprocity, a
shared control of the nurse—clicnt relation-
ship is implicd. The collaboration, negotia-
tion, and client participation in care referred
to by Thorne and Robinson® in their recom-
mendations for trust in health care relation-
ships become difficult to envisionin an inter-
action that is not therapeutically reciprocal.
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Shared control, in tumn, dictates a probabilis-
tic as opposed to causal view of outcomes in
nurse—client encounters, as excmplificd by
Benner and Wrubel’s!! concept of “situated
possibilitics.™ 12 Therapeutic rcciprocity
thus assumes a tentative nature, where ongo-
ing “epistemic feedback™*®13® guides and
alters futurec behavior accordingly. Out-
comes are therefore not predetermined but
rather are monitored and tempered by the
ongoing knowledge attaincd by both nurse
and client in their reciprocally therapeutic
¢xchange.

For the nurse, this knowledge is acquired
by skilled efforts to understand the perspec-
tive of the other,? and therefore therapeutic
reciprocity describes an exchange between
nurse and client that is referenced both sub-
jectively and objectively by personal and
empirical data respectively. At the expert
level of practice, this “knowing” of a particu-
lar client’s perspective, with its attendant
grasp of whole situations, may be occurring
in what has been described as an intuitive
manner.!'#%2 The knowledge received and
acted on by the nurse cannot necessarily be
broken down into analytic principles, and
arbitrary categories of data are subsumed by
a more powerful perception of the overall
meaning of the situation.?

Similarly, in asking clients why their
thoughts, feclings, and rcactions in a specific
situation occurred as they did, a response
that lends itself to rational analysis is fre-
quently not forthcoming. The phcnomenon
of intuition thus provides an explanation for
both nurses’ and clients’ bchaviors in this
context, where actions are at least partially
informed by personal knowledge received in
a whole, irrcducible form. It may also ex-
plain the finding in Pyles and Stern’s® work
that critical carec nurses considered clients’
intuitions as significant data in their clinical

decisions. In understanding the value of their
own intuitive judgment, they were able to
acknowledge reciprocally the worth of their
clients’ expericnces of intuitive knowing,.
This suggests that in the therapeutically rec-
iprocal nurse—client relationship, mutual
lcarning is taking place. Equally, therapcutic
reciprocity verifies the importance of nurs-
ing research that explores shared under-
standings betwecen nurses and their
clients*®® and provides theorctic basis for
further investigations of a similarly dyadic
nature.

A final implication of shared control in
therapeutic reciprocity is the empowering
naturc of mutual responsibility for the
nurse—client relationship. Neither the client
nor the nurse holds sole accountability for
the outcome of the encounter; through the
mutual exchange of meaningful personal
perspectives, the “power to be and to
become™ %P through relation to others is
facilitated. The client gains efficacy in cop-
ing with the concerns underlying help scck-
ing, and the nurse expericnces cfficacy inthe
provision of carc that genuinely helps. A
mutual effort in which cach party brings to
the situation what they are authentically able
to give crcates mcanings that change the
outcome for the better.! Instances of hospice
clicnts who, in an environment that accepts
rather than suppresses the meanings of
dying, “appcar to have risen above theirown
condition and to have scen a larger pic-
ture”#3®19 may be illustrations of this aspect
of therapeutic reciprocity.

Therapeutic reciprocity as discussed
above therefore pertains to a phenomenon
that is a mutual exchange of meaningful
thoughts, feelings, and behavior; is probabil-
istic, collaborative, instructive, and empow-
cring; and is subjectively and objectively
referenced by personal and ecmpirical data in



a dyadic manner. In view of the broad scope
of these attributcs, any given clinical ex-
ample must be stressed as illustrating only
one variation on a theme with infinite possi-
bilities. With this proviso, the following
model case is offercd as onc that illustrates
the concept of therapeutic reciprocity.

The nurse who contacted Julie 8 weeks
after her abortion received a guarded re-
sponse to her initial greeting. “I'm fine, I'm
OK,” she said in a flat and distant voice. As
the nurse questioned Julie more specifically,
information about Julie's experiences since
the abortion began to take shape. Julie ex-
pressed that while she still felt that the abor-
tion was the only alternative, she could not
resolve the decision because she was con-
vinced that “had | been married to someone
not like my husband, it would have been OK,
and | probably would have had this baby.”
Her husband could not understand why she
felt upset. “He thinks it's over and done with,
time to put it behind us. | just can’'t carry onin
the same way lused to.” The nurse ventured
that after the traumatic birth of their second
child, she found that she and her husband
coped very differently and that their inability
tounderstand each other's behavior affected
every part of their life together foralong time.
Did Julie feel that what she and her husband
were experiencing had any similarities to
that? A flood of feelings poured out as Julie
said, “Yes, that's it, that's what | mean.” He
wanted to resume their former sexual pat-
tern, which “used to be good,” but she said, “|
just can't feel anything that way right now.”
She stated that she accepted and loved her
husband despite her disappointment in him,
but she also expressed great anger and
resentment toward him and indicated that for
her, their marriage was “at an all-time low.”
She asked the nurse some questions about
how she and her husband eventually cameto
terms with their experience, and they ex-
changed humorous observations on the
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mysteries of life, family, and relationships.
Julie concluded that marital counseling
would be worthwhile and thanked the nurse
“for telling me such personal things about
yourself. It really helped me see what’s hap-
pening to us.” The nurse thanked Julie for
trusting her with such important and intimate
parts of her life, and they exchanged a warm
parting.

Through a combination of several sources
of information, including silences as well as
tones of voice, reported thoughts and feel-
ings, and the questions, disclosures, and
humor they shared, the meaning of the abor-
tion and its aftermath was illuminated for
both Juliec and the nurse. Mutual trust, re-
spect, and recognition of the human quality
of life and relationships were affirmed, and
the clicnt chose a course of action to begin to
address her present concerns. Both the client
and nurse expericnced efficacy in their roles
in the help-sceking situation, and while no
specific outcome was guaranteed, the possi-
bility for healthier relations and family func-
tioning secmed more probable following the
encounter than at its outset. The nurse devel-
oped further skills in appropriate disclosure
and usc of humoras a clinician, and the client
learned that exploring her thoughts and feel-
ings in a trusting relationship could help her
identify both concemns and courses of action.
Through the insights that their mutual ex-
change created, therapeutic reciprocity was
in evidence.

ANTECEDENTS, CONSEQUENCES,
AND ALTERNATIVE CASES

On the basis of the attributes of therapeutic
reciprocity discussced and illustrated above,
several antecedents and conscquences can
be inferred that shed light on the insufficien-
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cies of various alternative cases. The ab-
sence of therapecutic reciprocity becomes
more easily apparent when these essential
conditions and outcomes are identified.

Antecedents

The four antecedents of therapeutic reci-
procity are proposed to be as follows:

1. Therapeutic reciprocity could con-
ceivably arise in any situation in
which at least two people are interact-
ing with each other. In a nursing
context, anurse and client with whom
to exchange one or more meaningful
thoughts, feelings, and behavior must
be in relation with one another.
Where the client cannot fulfill at lcast
one of these criteria, family or friends
may be viewed as clients by proxy.
Where neither the client nor a proxy
can relate to the nurse, it is more
difficult to envision how therapeutic
reciprocity would proceed. It is per-
haps possible through the imagina-
tion of the nurse in light of whatever
history of the client, projcctions
about the client, and beliefs about
existence the nurse entertains.

2. Interfering factors in the environ-
ment, such as noise, lack of privacy or
time, and language and cultural dif-

The nurse’s skills in facilitating
reciprocation must exceed the
interfering factors in the
environment.

3.

4,

ferences, to name but a few, must be
less potent than the meaning of the
exchange occurring between the
nurse and client. The balance of
power between interfering factors
and meaningful exchange is greatly
influenced by the degree to which the
next antecedent is present.

The nurse’s skills in facilitating re-
ciprocation must exceed the interfer-
ing factors in the environment. Ac-
cordingly, the greater the expertise of
the nurse in overcoming environ-
mental obstacles to exchanging
meaningful messages with the client,
the greater the likelihood of therapeu-
tic reciprocity occurring. At any level
of practice, these skills may be intui-
tively rather than logically deployed,
and beneficial outcomes may occur.
However, in the expert nurse, intui-
tive initiation of reciprocity will be
augmented by the refined ability to
recognize both the indications and
avenues for the process 10 occur. As
with all skills, then, “practice wis-
dom” allows the expert nurse to gen-
erate reciprocity that most creatively
addresses the situation at hand.

The nurse must participate in the rela-
tionship from the philosophic prem-
iscs that human existence has mul-
tiple meanings; that some personal
meanings can be shared; that partici-
pation in the relationship is shared;
that outcomes are multiple, probable,
and amcnable to change; that human
interaction produces mutual learn-
ing; and that knowledge is attainable
by personal and intuitive as well as
rational and cmpirical means.



Consequences

Consequences of therapeutic reciprocity
are logical outcomes of the mutual and posi-
tive nature of the process.

o The nurse and client arrive at shared
meanings about the client’s experience
that enhance their mutual understand-
ing and instruct their approach to the
situation.

e The nurse and clicnt share control of
and responsibility for the outcomes of
their relationship.

e The nurse and the client gain trust, both
in their own ability to relate effectively
in the help-seeking situation and in
each other as fellow human beings.

e The nurse and client are empowered to
cope more effectively with the help-
seeking situation, and the probability of
positive outcomes for both partics is
increased.

Alternative cases

Clinical examples of borderline, related,
contrary, and illegitimate cases serve 1o
separate therapeutic reciprocity from other
interactive phenomena that may be similar
or dissimilar in character. In each of the
situations below, one or more of the attrib-
utes assigned to therapeutic reciprocity is
abscnt. While in some instances therapeutic
events may be occurring, they are not of a
directly reciprocal nature.

Borderline case

John explained his involvement inthe brain
injury support group in the following manner.
“Irememberthe nurse who stood by me even
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when | wanted to call it quits. It wasn't so
much the things she did for me. it was the
faith she showed in me. She told me | could
doit, | could find a way. 1 didn't believe her at
first. But when she didn't give up on me, |
started to change. | realized she was right. |
coulddo it! | just want to be able to show that
same faith to someone here, to help them
see that they can find a way too. Believing in
them is a way of believing in myself, too.”

For this client, the opportunity to directly
reciprocate caregiving that held special
meaning for him was not feasible. He found
it instructive, meaningful, and empowering
to be able to give in turn some measure of the
significant caring he felt he had received
from the nurse during his rehabilitation. A
borderline, or indirect, instance of therapeu-
tic reciprocity appcarcd to be occurring.

Related case

Moirafound the nurse caringforherchildto
be remarkably warm and caring. One night
as they talked of Moira's fears, guilt, and
difficulties in coping with her daughter's
chronic illness, Moira found herself confiding
thoughts and teelings of a very intimate na-
ture in great detail. She cried, laughed, and
looked at her plight from all angles, marveling
at the ability of this nurse to grasp what she
was feeling. Later, as she sat with her daugh-
ter through another diagnostic procedure,
she began to feel embarrassed about her
discussion with the nurse. She realized that
she knew virtually nothing personal aboutthe
nurse and felt naked and exposed in com-
parison. She wishedthat she could take back
some of the things she had said and neverfelt
quite as comfortable with the nurse again.

In this encounter, the nurse’s empathic
skills encouraged the client to express many
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of her most private thoughts and feelings in
the midst of a crisis situation. One appropri-
ate self-disclosure on the nurse’s partoreven
simply thanking the client for sharing such
important information with her may have
been all that was required to “equalize” the
client’s uncomfortable sense of a onc-way
giving of personal knowledge, and a one-
way taking of listening.8* Empathy, then,
may be one means of initiating therapeutic
reciprocity, but it cannot be considered a
substitute for genuinely mutual exchange.

Contrary case

A woman rescued from a tenement fire
with severe burns and smoke inhalation was
resuscitated and maintained in the intensive
care unit on very aggressive medical and
surgical treatment. She never regained con-
sciousness and had no locatable tamily or
friends. As days wore on into weeks with no
progress in her condition, nurses avoided
caring for her and voiced grave conflict over
the continuing array of procedures per-
formed on this woman. They felt depleted
and exhausted after a shift with her and took
other more physically demanding assign-
ments whenever they could, claiming that
these other clients needed them more. An
initially lively dialogue between the nurses
and physicians regarding her care became a
stony silence, and many staff commented
that the atmosphere in the woman’s room
“hits you like a wall, right at the door.”

Significantly the other clients who de-
manded greater physical effort from the
nursing staff were secn as more rewarding to
carc for because the client was cither im-
proving, a family member or fricnd was
involved, or the other staff were more will-
ing to discuss the case. With all of thesc other
clients, then, some form of dircct or indirect

reciprocity was cvident, With the woman in
question, no viable route to therapeutic rec-
iprocity appecared to exist. A custodial rather
than reciprocal relationship appeared to be in
operation.

Illegitimate case

In the film "What do you see, nurse?,”% an
elderly woman is followed in her attempts to
achieve meaningful communication with her
nurse. In one vignette, the woman is wincing
visibly as the nurse, standing behind her and
combing her hair, asks with unconvincing
concern, “Am | hurting you dear?" The
woman, seeing a possible inroad to real
conversation, looks up at the nurse with a
bright smile, denies discomfort, and tries to
begin talking with the nurse. The nurse al-
lows a few words fromthe woman before she
proceeds to repossess the dialogue, appar-
ently interpreting the woman’s brief smile as
approval for what is occurring. The vignette
closes with the nurse asking rhetorical and
superficial questions from behind the woman
as she continues to yank the comb through
tangled hair and the woman's eyes become
shiny with moisture.

Certainly mutual exchange is occurring in
this situation, and the interaction is instruc-
tive. But what is being taught? The nurse is
lcarning that her approach is acceptable
when it really is not, and the client is lcarning
that the way to gain the nurse’s attention is to
conceal what she is really feeling, Nonther-
apcutic reciprocity is actually taking place.

EMPIRICAL REFERENTS AND AN
OPERATIONAL DEFINITION

Because empirical referents of therapeutic
reciprocity are dyadic in nature, validation



by both the nurse and client is required if the
inherent mutuality of the concept is to be
adequately acknowledged. As measurable
cvents, the referents proposed range from
more to less concrete phenomena, and a
varicty of research methodologics arc proba-
bly required to obtain the most representa-
tive examples of therapeutic reciprocity. The
four referents suggested for consideration
follow.

1. Clients and nurses could be observed
and analyzed for reciprocal accom-
modation of personal space and other
nonverbal behaviors via Kirlian pho-
tography,'*¢ videotaping, and re-
ported expericnces of encounters by
both nurses and clients.

2. Clients and nurses could be jointly
assessed for cvidence of mutual dis-
closure,*” shared humor, shared per-
ceptions of priority concerns and out-
comes,’** shared undecrstandings of
health messages taught and received,
and shared use of intuition in asscss-
ing the meaning of situations, includ-
ing sense of salience.*®

3, Shared language versus unshared
terminology between clients and
nurses could be compared and ana-
lyzed for both explicit content and
implicit valucs.

4. Knowledge, attitudes, and feelings of
both clients and nurses regarding
specific concerns could be explored
for arcas of agreement and disagree-
ment.

Although not defined as investigations of
therapeutic reciprocity, the studies cited
with these referents facilitate cxplication of
this concept. Given the broad possibilitics
for exchange between nurses and clients,
further descriptive and corrclational studics
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to expand our knowledge of both referents
and their rclationships with other phenom-
cna of interest to nursing are recommended.
It is expected that as this arca of nursing
rescarch increases, additional referents and
rclationships that validate the presence of
therapeutic reciprocity will be uncovered.

In the context of the foregoing discussion,
an operational definition of this concept for
nursing can be proposed: Therapeutic reci-
procity is a mutual, collaborative, probabil-
istic, instructive, and empowering exchange
of feelings, thoughts, and behaviors between
nurse and client for the purpose of enhanc-
ing the human outcomes of the relationship
for all parties concerned. This definition is
acknowledged as an initial attempt, and it is
hoped that therapeutic reciprocity will re-
ccive the further attention and refinement
required to fully realize all the potential
meanings that it holds for nursing. The in-
sights and criticisms of others arc a vital step
in the continucd cxploration and operation-
alization of any concept.!®

Even in its infancy, however, this defini-
tion of therapeutic reciprocity provides sug-
gested directions for the nursing profession.
In identifying and describing this phenome-
non of caring, rescarchers can advance the
human base of knowledge on which nursing
science relies. Theorists can postulate the
rclationships between nurses and clients that
constitute therapeutic reciprocity, and cdu-
cators can cndcavor to use learning strate-
gics that best develop the human skills in-
volved. Most importantly, practitioners and
clients alike can benefit from that which we
give 10 and teach cach other. Nurses can
validate the therapeutic significance of these
reciprocal cxperiences in their work and
more cloquently argue for resources that
promote these cncounters.
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In a short story by Goyen, the intensity of
a relationship between a nurse and client is
described as “this mysterious double action,
this marvelous reciprocity, the way we
human beings work upon each other.’%¢%2
Perhaps if nurses can truly acknowledge that
“the essence of health care is still ‘something
that happens between people,’”%®*3 the
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power of caring can be extended through a
recognition of therapeutic reciprocity’s nur-
turing role. Nurses can affirn and assist
clients’ work,* appreciate their agendas,*?
and establish the collaborative nurse—client
rclationship described in the literature.*3-45
The nursing profession can risk the cost of
caring to the mutual enrichment of clients
and nurses.
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