Collaborative development of
middle-range nursing theories:
Toward a theory of unpleasant

symptoms

One promising approach to strengthening theory—research and theory-practice linkages is to place greater em-
phasis on developing and using theories of the middle range to underpin nursing research and practice. In this
article, a postpositivistic definition of middle-range theory is advanced, an argument is made for shifting
nursing's theory development activities from discipline-defining grand theories to middle-range theories, and a
collaborative and incremental! approach to middle-range theory development is described and illustrated. A
sustained substantive example is provided by the beginning development of a theory of unpleasant symptoms.
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URSING LITERATURE abounds
with admonitions that knowledge de-
velopment requires strong links among
theory, research, and practice. Nevertheless,
the activities of building theory, conducting
research, and engaging in clinical practice
have traditionally occurred in relative isola-
tion from one another. Recent efforts to
strengthen the theory-research—practice
linkages include heightened priority being
given to research utilization, creative use of
nurse researchers in clinical settings, initia-
tion of journals that present research find-
ings in a more integrated and user-friendly
format, and published accounts of applying
nursing’s encompassing conceptual frame-
works in practice.!* In general, however,
research—practice linkages have been more
firmly established than those of nursing
theory to research and practice.
Since the 1970s the term “nursing theory”
has been virtually synonymous with a hand-
ful of abstract and broad-scoped conceptual

This article is based on the symposium “Toward Middle-
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frameworks (also termed “grand theories”)
that were designed as blueprints for the dis-
cipline but that are not easily used as free-
standing guides to practice or as bases for
research. One promising approach to
strengthening theory-research and theory—
practice linkages is to begin to place greater
emphasis on developing and using theories
of the middle range to underpin nursing re-
search and practice.

According to Merton,* whose discussion
of middle-range theory is congruent with the
way the term is used in the nursing litera-
ture, middle-range theories are those theo-
ries that fall between the working hypoth-
eses that are an essential part of conducting
research and “the all-inclusive systematic
efforts to develop a unified theory [of the
discipline].”4®3) They are abstract enough
to extend beyond a given place, time, or
population but specific enough and suffi-
ciently close to empirical data to permit test-
ing and to generate distinctive questions for
study or specific interventions for practice.’
A few middle-range theories have been de-
veloped by nurses, and they are currently
being used in a growing number of clinical
and research situations (eg, Mishel’s57
middle-range theory of uncertainty in ill-
ness, Cox’s? interaction model of client
health behavior, Morse and Johnson's?® ill-
ness constellation model, and Pender’s!0
model of health promotion and illness pre-
vention).

One purpose of this article is to argue fora
shift in nursing’s theory development ac-
tivities from discipline-defining grand theo-
ries to middle-range theories, because the
role of the former in legitimizing the nurs-
ing discipline has been largely accom-
plished. Middle-range theories have greater
potential to guide research and provide the

basis for effective interventions. A second
purpose is to describe and exemplify use of
a collaborative and incremental approach to
generating middle-range theories. Theory
development at any level is difficult, and the
literature—with the notable exception of
Walker and Avant’s!! Strategies for Theory
Construction in Nursing—provides little
guidance. The authors’ efforts to begin de-
veloping a middle-range theory of unpleas-
ant symptoms using the strategies of analy-
sis, derivation, and synthesis first at the
single concept level and then at the theory
level will help illustrate the use of these
strategies. It will also demonstrate how
middle-range theories may be developed by
investigators who begin empirically devel-
oping single concepts and then extend their
work through collaboration.

ROLE OF MIDDLE-RANGE
THEORIES IN KNOWLEDGE
DEVELOPMENT

A postpositivistic view of middle-range
theories

It has been characteristic of would-be
psychosocial science disciplines as they
pursue legitimation as “real” sciences to de-
vote much attention to the role of theory,
particularly the sorts of theories that
“ought” to be developed. When sociology
fought these battles, Merton* introduced the
clarifying distinction of middle-range theo-
ries from grand theories, and he focused the
debate on the relative importance of each in
the legitimation of sociology as a scientific
discipline. Nursing science, too, has found
Merton’s distinction useful as it has waged
its own battle for legitimation as a science.

In his discussion of middle-range theo-
ries, Merton* differentiated them from



grand theories using several criteria, includ-
ing scope, level of abstraction, and particu-
larly testability. Although testability of a
theory, as advocated by the Logical Positiv-
istic Received View, has been discredited
by philosophers of science,? it is possible to
divorce Merton’s middle-range versus
grand theory distinction from its positivistic
underpinnings by recasting the definition of
middle-range theories as follows: Theory
and observation (experiment) use the same
descriptive vocabularies. It is possible to
distinguish those theories that postulate re-
lationships between the (quantitative or ob-
jectively coded qualitative) values of those
descriptors and those that do not. A time-
relativistic distinction can be drawn be-
tween those descriptive terms that can cur-
rently be measured or objectively coded and
those that cannot. Hence, at time ¢, a theory
T is middle range if it postulates relation-
ships between the (quantitative or objec-
tively coded qualitative) values of its de-
scriptors and if it is possible to measure or
objectively code those descriptors. Thus,
whether a given theoretical formulation can
be considered middle range depends on the
adequacy of its empirical foundations and is
not simply a matter of its scope or level of
abstraction. Moreover, a theoretical formu-
lation that at the outset does not meet the
above criteria can later attain that status.

Role of grand theory in the legitimation
of nursing science

The relative importance of grand versus
middle-range theory in an emerging scien-
tific discipline depends on the position of
the discipline in the legitimation process.
Merton identified three stages in the legiti-
mation process for sociology that have par-
allel applications to nursing:
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first, the differentiation of [the would-be disci-
pline] from antecedent disciplines with its atten-
dant claim to intellectual legitimacy; second, the
quest to establish . . . [the would-be discipline’s]
institutional legitimacy or academic autonomy;
and third, when this effort has been moderately
successful, a movement toward the reconsolida-
tion of . .. [the would-be discipline] with se-
lected [others].13®4%)

In nursing, legitimation as a discipline in-
volved distancing itself from medicine, a
step that was accomplished by moving nurs-
ing education out of hospital schools into
colleges and universities. That strategy
quickly necessitated achieving academic le-
gitimation, that is, making a case for having
a distinct subject matter at a time when there
was a paucity of research and middle-range
theoretical accomplishments. Several nurs-
ing leaders proposed individual answers to
the socially induced questions about the
scope and nature of nursing and began to
evolve unique systems of nursing. In the
process, nursing not only became differenti-
ated from other disciplines, but also became
internally differentiated as competing ar-
ticulated grand theories were advanced.

Merton’s!? third stage of disciplinary de-
velopment is marked by increasing attention
to substantive scientific research. It is char-
acterized by detailed and limited investiga-
tions of specific and middle-range problems
that the early legitimators had to forgo in the
interest of defining the field. The theoretical
and metatheoretical efforts of the early
legitimators bought nursing sufficient time
to develop a body of substantive research on
which legitimation ultimately depended.
The grand theories that dominated the nurs-
ing theory literature have been absolutely
crucial to the disciplinary and institutional
legitimation of nursing science. However,
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to the extent they have been successful, their
fate is to become increasingly marginal.
They are products appropriate to Merton’s
first two phases of disciplinary develop-
ment, and the function they have to play ina
more mature legitimated nursing science is
problematic.

When science is associated with a practice
discipline such as nursing, the formative
grand theories continue to have important
roles to play in the socialization of people
into the discipline; however, the role of
these theories in knowledge generation di-
minishes once a critical mass of scientific
accomplishment has been produced. For ex-
ample, Rodman’s'* analysis revealed that a
negligible role was played by global con-
ceptual frameworks in advancing the de-
velopment of testable theories in family so-
ciology and in establishing empirical
propositions.

Usefulness of middle-range theory for
guiding research and practice

The burgeoning empirical literature in
nursing, the existence of a discipline-spe-
cific National Institute of Nursing Research,
and increased interdisciplinary collabora-
tion provide evidence that nursing has en-
tered the third phase of the disciplinary le-
gitimation process. If nursing follows the
pattern of sociology and other psychosocial
sciences, the third phase will be one of ac-
celerated attention to delimited and detailed
investigation of specific phenomena, a pat-
tern that has been advocated by nursing
leaders.!>-"7 Currently, the theoretical
frameworks that are being used to generate
research questions and hypotheses in pub-
lished nursing research tend to be middle-
range theories from other disciplines.!8

Currently, the theoretical
Jrameworks that are being used to
generate research questions and
hypotheses in published nursing
research tend to be middle-range
theories from other disciplines.

There has long been a call for theory-
based practice, but relatively little has been
documented about the extent to which cur-
rent nursing interventions are actually
grounded in theory or research. The few ex-
isting studies have revealed that there is a
sparse theory or research base for many
commonly used nursing interventions, and,
when a theory base does underpin them, it
tends to be a middle-range theory from an-
other field.!? Although there is some evi-
dence of beginning use of nurse-generated
middle-range theories as the basis for re-
search and practice, more need to be devel-
oped and evaluated, and their use needs to
be expanded. As nursing science progresses
in the third stage of its development, its
theoretical substance increasingly will be
defined by the production of established
middle-range theory.

Developing middle-range theories first in-
volves sufficiently precise development of
descriptors to make them measurable or ob-
jectively codable. Then, precise regularities
between these descriptors must be identi-
fied. The mainstay of nursing research must
increasingly become the development of the
regularities between such identified de-
scriptors with enough precision to enable
them to guide nursing practice. The theory
development process described here repre-
sents a focus on descriptor development,



with beginning efforts to document regu-
larities between descriptors.

THEORY DEVELOPMENT PROCESS

Overview

Because concepts are indeed the building
blocks of theory, it is not surprising that the
process of middle-range theory develop-
ment begins at the level of single concepts
(ie, descriptors). In the two examples of
theory development that follow, three indi-
vidual investigators began work almost si-
multaneously on two different concepts that
represent unpleasant symptoms: dyspnea
and fatigue. The initial collaboration oc-
curred when the two investigators studying
fatigue at two different perinatal phases (au-
thors Pugh?® and Milligan?') combined their
ideas to develop a model of fatigue during

Single concept level
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childbearing.?? The second collaborative ac-
tivity was undertaken when investigators
studying fatigue and dyspnea (authors
Gift?>?* and Pugh?) realized that they were
conceptualizing their concepts similarly and
identified commonalities between the two
symptoms?; this work was at the next (mul-
tiple-concept) level of generality. Finally,
the decision to examine other, potentially
similar concepts for incorporation into a
more general theoretical formulation was
based on having evolved a model that could
be extended to multiple symptoms and dif-
ferent clinical populations.

A diagrammatic representation of the
theory development process is shown in Fig
1. It demonstrates how three programs of
study about single concepts in different
clinical populations generated information
that was then integrated to identify common-

Fatigue during
postpartum?!

Fatigue during
intrapartum20

Dypsnea in
COPD and asthma
(pain as analog)?3, 24

Multiple concept level

Framework for
study of fatigue
during childbearing??

Dyspnea/Fatigue?s

Middle-range theory level

Theory of Unpleasant Symptoms
(in process)

Fig 1. Overview of theory development process. COPD = chronic obstructive pulmonary disease.
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alities across phases and concepts. Work
undertaken at the multiple-concept level has
provided the basis for a more encompassing
middle-range theory. The theory develop-
ment process includes development of two
concepts, integration across the concepts,
and extension to the theory level.

Development of the concept of dyspnea

The initial steps in the development of the
concept of dyspnea involved combining ex-
tensive practice-based observations with a
thorough understanding of the dyspnea lit-
erature. The literature review was carried
out using the techniques of concept analy-
sis, which involves examining the at-
tributes, characteristics, and dimensions of a
concept by identifying its various uses and
defining its attributes, empirical referents,
and antecedents and consequences.!! The
literature was fairly consistent in presenting
dyspnea as a subjective symptom, not an
objective sign. It should not be confused, as
it often is, with a rapid respiratory rate, with
deep breathing, or with other signs of respi-
ratory distress. It can be detected only by the
patient reporting the sensation of difficult or
labored breathing. In support of the fact that
dyspnea is a sensation is the finding that
pulmonary function studies are not corre-
lated with dyspnea.2

In reviewing the literature it was noted
that many authors described dyspnea as
similar to pain. This discovery led to the
second phase of concept development, con-
cept derivation, which employs an analogy
or metaphor in redefining a concept.!! Using
pain as an analog, dyspnea was conceptual-
ized first as having physiologic and psycho-
logic components. The physiologic aspects
of dyspnea involve the underlying pathol-
ogy that initiates the impulse, such as the

stimulation of sensory receptors. Schwartz-
stein and colleagues?’ described dyspnea as
occurring when there is a mismatch between
the efferent signals emanating from the
brain and going to the respiratory muscles
and the afferent signals returning from chest
wall to the brain.

While the research reported in the litera-
ture was helpful in gaining an understanding
of dyspnea, this understanding was difficult
to reconcile with clinical realities, because
the research had been based on a different
model of dyspnea than nurses experience
with patients. In research studies examining
the physiologic mechanism for dyspnea it
was induced, but this induced dyspnea is not
comparable to the sensations experienced by
patients. The research design chosen to study
the concept of dyspnea for the purposes of
concept development followed the tech-
nique outlined by Wilson?® of comparing
model cases (those clearly an example of the
concept) with contrary cases (those clearly
not an example of the concept). A prospec-
tive repeated-measures design was used to
compare times of dyspnea to times without
dyspnea in the same individuals. The impor-
tant features of the concept were thereby
identified for clinical nursing practice.

The psychologic or distress aspects of
dyspnea were found to be similar to pain
and to be related to anxiety, depression, and
somatization.?32%-32 Anxiety is higher during
times of high dyspnea and is accompanied
by high plasma cortisol levels.233! Depres-
sion has been found to be higher during
times of high dyspnea in some studies and
may be related to the steroid medications
taken by the more depressed subjects.?* So-
matic complaints are increased during times
of high dyspnea and are not related to physi-
ologic changes such as hypoxemia.’



Other similarities between dyspnea and
pain are that pain has intensity and distress
components and is defined as acute,
chronic, or cancer pain. The sensory compo-
nent of dyspnea that involves the nerve
transmission to the cortex is essential to
dyspnea intensity, as is the perception or the
cognitive aspect.2#3 The psychologic as-
pects of dyspnea, which have been referred
to as “dyspnea distress,”?* are similar to the
distress components of pain. And as with
pain, patients can separate the intensity and
distress components of dyspnea.3

Further analysis of the literature revealed
that the personal response style of the per-
son, the manner of coping, or both influence
dyspnea. Those who minimize their symp-
toms and avoid health care, as well as those
who are panicky, are more likely to be
treated with intensive steroid regimens and
have poorer outcomes.*

An attempt was then made to synthesize
the literature related to dyspnea.?* As de-
scribed by Walker and Avant,!! synthesis is
a process of identifying and then creatively
bringing together the results of observation
and evidence (one’s own and others’ as re-
ported in the literature) gathered across time
and space. Synthesis resulted in dyspnea be-
ing conceptualized as having five compo-
nents: sensation (stimulation of the recep-
tors and nervous transmission to the cortex),
perception (the cognitive interpretation of
dyspnea), distress (the psychologic compo-

Synthesis is a process of identifying
and then creatively bringing
together the results of observation
and evidence gathered across time
and space.
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nent of dyspnea), response (coping with
dyspnea), and reporting (the many factors
contributing to a person describing dyspnea
to others). Later, the components were rela-
beled to facilitate identification of interven-
tions. Sensation was changed to the physi-
ologic component, perception to the
cognitive component, distress to the
psychologic component, and response and
reporting to the social component.3 These
components might be considered domains
of the concept or ways in which dyspnea can
be manifest. Variable dimensions of
dyspnea were identified to include its dura-
tion, its strength or intensity, the degree of
distress experienced, and its quality.

Development of a framework for fatigue
during childbearing

As depicted in Fig 1, development of a
framework for fatigue during the phases of
childbearing evolved from individual
projects: Milligan’s?! inductive analysis of
fatigue during the postpartum period and
Pugh’s? deductive analysis of fatigue dur-
ing the intrapartum period. Milligan’s con-
ception of postpartal fatigue was developed
by combining clinical observation with a
study that included qualitative interviews
with postpartal mothers and data from a
quantitative measure of fatigue. From these
studies emerged some important elements
that were used in later work, such as the dif-
ferentiation of fatigue from depression? and
the differentiation of mental and physical
fatigue .’

Pugh’s work with intrapartal fatigue was
based on several models that had been de-
veloped to explain fatigue in illness.?®3 In
her initial study she identified physiologic,
psychologic, and situational factors that in-
fluence fatigue during childbirth.2 From
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Pugh’s% research has also come evidence
that fatigue is a multidimensional phenom-
enon with subjective, physiologic, and cog-
nitive components that were revealed
through different theoretical approaches.
Milligan,?! using an inductive approach in
her qualitative study, identified a phenom-
enon called “pile-up” that was identified as
mothers discussed overwhelming fatigue
that “snowballed.” Pugh,? using a quantita-
tive deductive approach, also identified that
fatigue is cumulative and has a snowball ef-
fect.

Pugh and Milligan, studying the fatigue
concept at different phases of childbearing,
began to realize that there were definite
similarities between the causes, manifesta-
tions, and effects of fatigue at the two differ-
ent childbearing phases. For example, en-
ergy depletion from the work of labor was
found to influence fatigue not only during
labor but also during the postpartum period.
The researchers worked together to develop
a framework of fatigue during childbear-
ing.22 The development process involved
analysis of the information in existing tests
and theories and synthesis of information
from published research, their own clinical
practices, and joint studies of fatigue during
pregnancy and in breastfeeding women.
The resulting framework includes the three
major factors, each having a set of subas-
pects that can be applied across all phases of
childbearing.

To guide clinical research, the framework
was designed to improve understanding of
how to prevent, ameliorate, or reduce the im-
pact of fatigue on childbearing women. Mul-
tiple factors were posited to be associated
with childbearing fatigue through synthesis
of information from traditional maternity
nursing texts, clinical journals, and reports of
research about childbearing fatigue. The

framework, consistent with classical work
about fatigue,*'-*3 emphasizes the physi-
ologic effects of fatigue, subjective feeling of
fatigue, and decreased work performance
associated with increased fatigue. Other
theoretical work within nursing about fatigue
associated with specific health and illness
conditions was evaluated for congruency
with this framework,38394445 and the basic
theory structure was modified accordingly.

Factors posited to place the mother at risk
in terms of the body’s recuperation or per-
formance of activities of daily living were
termed “performance factors” and shown as
consequences of fatigue. The definition of
fatigue that informed the framework is that
developed for the classification of nursing
diagnoses: “an overwhelming sustained
sense of exhaustion and decreased capacity
for physical and mental work.”46®73)

As the framework was being developed it
was apparent that there was little empirical
research available to guide the organization
and temporal ordering of factors related to
childbearing fatigue. Available research
was predominantly cross-sectional and de-
scriptive, so that directions of relationships
and causal inferences were tentative. Lim-
ited data were available about conditions
that mediate or moderate fatigue, and little
was known about mechanisms through
which fatigue develops and dissipates. No
experimental studies of nursing interven-
tions to ameliorate childbearing fatigue
were available. Thus, factors were posi-
tioned in the framework based on work
about fatigue in general and fatigue in
health-related conditions.

Identifying similarities between dyspnea
and fatigue

In a parallel activity, the results of which
were recently reported, Gift and Pugh?s be-



gan to examine the similarities between the
concepts of dyspnea and fatigue, a process
that was facilitated by the similarities in
their conceptualizations of the two con-
cepts. For example, both are defined as sub-
jective sensations or symptoms; both have
been categorized as acute or chronic; both
occur under normal and abnormal or illness
conditions; both can result from or be exac-
erbated by excessive anxiety or depression;
and some of the same physiologic, psycho-
logic, and situational factors have been pro-
posed as related to both. In addition,
dyspnea and fatigue often occur together in
the same clinical population, such as pa-
tients with chronic lung diseases and possi-
bly women during the childbearing year.
Both populations also report other symp-
toms occurring simultaneously. Both fa-
tigue and dyspnea affect functional ability
or performance, including role perform-
ance, activities of daily living, and social in-
teraction.

There were also differences in the con-
ceptualization of the two symptoms that had
to be reconciled during the theory develop-
ment process. For example, Gift and Cahill,??
Gift, and Pugh? viewed the symptom as
multidimensional but identified different di-
mensions. In the Gift model of dyspnea, the
concept was seen as a multidimensional phe-
nomenon with psychologic, physiologic,
cognitive, and social aspects. The Pugh
conceptualization of fatigue also depicted it
as multidimensional; identified physiologic,
psychologic, and situational or environmen-
tal factors in fatigue; and stated that it affects
functioning. In the combined conceptualiza-
tion,? physiologic, psychologic, and situ-
ational factors are viewed as affecting the
symptoms, rather than as component aspects,
and the symptoms are considered to influ-
ence functioning.

Middle-Range Nursing Theories 9

Toward a theory of unpleasant
symptoms

The two activities of generating a frame-
work for the study of fatigue during mul-
tiple phases of childbearing and identifying
similarities between the concepts of
dyspnea and fatigue provided the basis for
beginning a theory that would encompass
the two symptoms (Fig 1). Fig 2 portrays the
basic structure of the theory. It is proposed
that three categories of factors—physio-
logic, psychologic, and situational—affect
one’s predisposition to or manifestation of a
given unpleasant symptom. Within each
category are several examples that apply
across more than one symptom. Each symp-
tom can vary in duration, intensity, quality,
and distress. In addition, the level and na-
ture of the symptom experience are pro-
posed to affect the patient’s performance,
which includes functional status, cognitive
functioning, and physical performance.

Development of this theory is in the begin-
ning stages, so it cannot yet be considered a
true middle-range theory. Inkeeping with the
postpositivistic definition of middle-range
theory, future work needs to focus on devel-
opment of measurable or codable descriptors
and postulation of relationships among those
descriptors. Considerable literature already
exists at the level of the specific symptoms
regarding their measurement, predictors,
correlates, and consequences. More work is
needed, however, to move to the level of
abstraction and generality required for a
theory that encompasses several symptoms.
It will be necessary to more clearly differen-
tiate the theory’s components and identify
measurable descriptors using the strategies
of concept-based measurement, then discern
relationships that are common to more than
one symptom and more fully explicate them
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Physiologic
Factors

Normal systems

(eg, cardiovascular)
Pathologic problems

(eg, infection)
Energy substrate

(eg, nutrition)

Psychologic
Factors

Mental state
(eg, depression)
Reaction to illness state
(eg, social support)

Situational
Factors

Life style
(eg, employment)
Personal experiences
(eg, social support)

w

Performance

Functional status (eg, role performance)
Cognitive functioning (eg, problem solving)
Physical performance (eg activity level)

Fig 2. Middle-range theory of unpleasant symptoms, — = influences.

through research.’” Beginning efforts to do
so for the symptoms of dyspnea and fatigue
are reflected in the examples in Fig 2, but the
theory must be more fully elaborated, as well
as extended to other unpleasant symptoms.
In addition, a number of matters need to be
resolved, including how to represent the pro-
cesses involved in the experience of symp-
toms; how to account for the reality that the
individual can experience more than one

unpleasant symptom simultaneously; and
how to account for the potential for symp-
toms to cumulate, snowball, interact, relate
reciprocally to one another, and even have a
multiplicative effect.

DISCUSSION

This article argues that the discipline of
nursing will benefit from increased attention



to the development of middle-range theories
that are sufficiently specific to guide re-
search and practice, yet sufficiently general
to cross multiple clinical populations and to
encompass similar phenomena. In the case
of unpleasant symptoms, there is reason to
believe that some of the same factors may be
involved in the experience of a number of
symptoms and that some of the same inter-
ventions might be effective in alleviating
more than one. To the extent that research
about several symptoms can be carried out
by multiple researchers working within the
same general theory or model, there is in-
creased potential that the results will be cu-
mulative and cross-cutting and ultimately
used in practice. The theory represents an
efficient way to organize and integrate a
large body of literature and to sensitize re-
searchers to aspects of unpleasant symp-
toms that are important to investigate.

The theory of unpleasant symptoms can
also be used to identify preventive interven-
tions to modify some of the factors that pro-
duce symptoms or to develop innovative
treatments that can be applied across symp-
toms when they occur. Relaxation tech-
niques, for example, have been successfully
used to ameliorate dyspnea and nausea and
to promote rest for the alleviation of fatigue.
In addition, preventive or ameliorative in-
terventions could be directed toward effect-
ing changes in physiologic factors such as
nutrition, psychologic factors such as self-
efficacy, or situational factors such as social
support.

The process described in this article to be-
gin development of a theory of unpleasant
symptoms was not preplanned. Rather, it
occurred spontaneously and naturally, be-
cause investigators who at the outset were
only vaguely aware of each others’ work

Middle-Range Nursing Theories 11

communicated frequently to share ideas and
brainstorm. Only after considerable work
by the individuals alone and in pairs did the
idea to work toward such a theory material-
ize. The theory continues to evolve.

At the concept level, the work of concept
analysis and clarification that provided the
underpinnings for subsequent theory devel-
opment has several characteristics that fa-
cilitated progress. First, it was strongly
grounded in research and clinical practice.
Second, it combined inductive and deduc-
tive insights that were gained through re-
search studies and a very thorough knowl-
edge of the literature, initially about each of
the concepts separately, and later through
repeated discussions and analogical reason-
ing. Importantly, the analogies were not
taken from other fields, which is the usual
method of derivation described by Walker
and Avant.!! Rather, the question of whether
the second concept was analogous remained
open initially until sufficient similarities
had been discerned to warrant thinking
about them as analogs to one another. Third,
in each case the work was informed by ex-
isting theories but was not necessarily con-
strained by them. The fact that existing
theories and even some research findings
did not quite fit the reality of the clinical
situation stimulated thinking that went be-
yond the theories and findings. Fourth, the
investigators’ ability to make steady
progress in integrating and synthesizing
large bodies of literature was influenced by
the professional environment, including
some major changes in the state of the sci-
ence in recent years. The major attention
that has been directed toward clinical phe-
nomena, including symptoms and their
management, has done much to stimulate
relevant research and theory building.



12 ADVANCES IN NURSING SCIENCE/MARCH 1995

The theory-building activities involved all
three strategies described by Walker and
Avant,'! and they were applied at concept
and theory levels. In the kind of theory de-
velopment described here, in which move-
ment is from the specific to the more general
and is based on looking for commonalities,
derivation is particularly useful. It brings to
light insights and possibilities that would
not otherwise have been gained.

The theory development activities de-
scribed here have been an exercise in true
professional collaboration. Several factors
facilitated it. All three of the investigators
on whose empirical work the theory is based
are graduates of the same doctoral program
in nursing, so all have been exposed to the
same socializing influences and share at
least some elements of a common world
view. All are in reasonable geographic
proximity, which facilitates frequent com-
munication but is not an absolute requisite.
All continue to practice clinically, so they
have had a chance to develop and explore
their ideas in the practice environment. All
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