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Abstract

Evidence supports associations between professional nursing and quality health outcomes. Yet, what specifically accounts for those linkages remains buried in the daily practice of nursing. The Quality-Caring Model© exposes and demonstrates the value of nursing within the evidence-based practice milieu of modern health care. It favors a process, or way of being, that challenges modernist conventions and highlights the power of relationships. By reaffirming the nature of nursing's work as relationship-centered, the blended model describes the 2 dominant relationships that comprise professional encounters. Relationships characterized by caring are theorized to influence positive outcomes for patients/families, health care providers, and health care systems. Model components are clarified, assumptions described, and propositions stated. Conceptual-theoretical linkages in the model are identified and ties to empirical indicators provide the logical consistency necessary for validation. Clinical practice and research applications of the model are offered. The Quality-Caring Model© helps to translate the hidden work of nursing into objective terms that can be tested. Scientifically demonstrating its worth will advance professional nursing while simultaneously improving the quality of health care.

THE RAPIDLY changing health care system, together with recent advances in outcomes research, is stimulating the nursing profession to examine the quality of its services in an empirical, systematic manner. Providing quality health care is a professional responsibility and a patient expectation. It has traditionally been defined in terms of the structure-process-outcomes health model developed by Donabedian. 1 The structural component focuses on characteristics of patients, providers, and the health care environment that may influence the processes and outcomes of care. Processes of care are those specific interventions or care practices that health professionals provide. Outcomes are the endpoints or results of the health care process; they have recently assumed the highest priority among insurers, health care institutions, accreditors, and providers. Nursing-sensitive outcomes reflect an established or theoretical link to the availability and quality of professional … nursing services, 2(p9) and may include such variables as health status, patient safety, patient satisfaction, comfort, increased knowledge, and quality of life.

Increasingly, objective evidence is supporting that linkages exist between nursing care and patient outcomes. Most impressive is the beginning evidence of associations between the amount of professional nursing care and positive health outcomes. Nurse staffing levels and selected patient outcomes have now been linked in several studies. 3-5 Recently, in a retrospective study of 700 hospitals in 11 states, Needleman et al 6 reported that increased amounts of registered nurse (RN) care were associated with better quality in hospitalized patients. Interestingly, no relationships were found between increased amounts of care provided by licensed practical nurses (LPNs) or nursing assistants (NAs). The findings remained even after differences in patient characteristics, including age, comorbidities, and other pertinent variables, were controlled. These staffing studies suggest that lower numbers of RNs are related to higher adverse outcomes in the acute care population.

Preliminary investigations have also suggested that the features or characteristics of nursing interactions with patients leads to improved health care outcomes. In a study of 86 acute care medical-surgical patients, Duffy 7 demonstrated a link between nurse caring and patient satisfaction. An RN telephonic case management intervention recently demonstrated lower hospital readmission rates and costs and higher patient satisfaction levels in heart failure patients. 8 Advanced practice nursing studies have also reported similar results. 9-12

It is clear that linkages exist between professional nursing and patient outcomes; yet, what specifically accounts for those linkages is unknown. According to Lang, 13 the behaviors and decisions that nurses carry out remain invisible. Nursing services are provided around the clock, across many settings, and throughout the health care continuum. They are accountable for the majority of health-related activities observed in hospitals, clinics, and nursing homes as well as in private homes, schools, work settings, and even faith communities. Professional nursing services are known to contribute to specific outcomes that benefit patients and their families. Yet, the work of nursing remains unexposed and little has been documented that demonstrates the value of these services. Based on preliminary evidence, the caring, relationship-centered nature of nursing may be connected to positive health outcomes. The primary purpose of this paper, then, is to present a blended Quality-Caring Model© for professional evaluation and analysis. The 3 secondary purposes are to (1) reaffirm and expose the hidden work of nursing, (2) describe the conceptual-theoretical-empirical linkages between quality of care and human caring, and (3) propose approaches for testing the accuracy of the model.
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NURSING'S WORK

From the beginnings of professional history, the activities nurses performed were considered distinct from medicine. 14 Henderson 15 believed that nurses performed independently from physicians, but acknowledged that the health care team was also important. Watson 16 spoke about the essence of nursing (caring) as separate, but complementary to medicine (curing). As the knowledge base has matured, the work of nursing is more frequently described in relational terms. In fact many nursing theorists speak to the nurse-patient relationship. For example, Johnson, 17 Travelbee, 18 Peplau, 19 Patterson and Zerad, 20 Leininger, 21 Benner and Wrubel, 22 King, 23 and Watson 16 all view establishing meaningful relationships with patients and families as a predominant aspect of nursing work. Chinn and Kramer 24 describe human interaction as the primary focus of nursing that distinguishes it from other health care disciplines. Moreover, they view the technical and medical aspects of nursing work as supportive to the primary focus, human interaction.

Although not intending to be quantifiable and testable, Watson 16 took the step of specifying the attributes or properties necessary for adequate relationships with patients and families and labeled them carative factors. Watson 16 described the essence or core of nursing as caring and in the last few decades, caring has emerged as a central paradigm in nursing. 25 It has been studied extensively both qualitatively and quantitatively. Recently, the original carative factors have evolved and are now known as Clinical Caring Processes. 26 Caring processes are considered transformative and dynamic both for the carer and the one being cared for.

While caring exists in a generic sense in all cultures 21 and between relatives and friends, the caring that exists in nursing practice is embedded or integrated in the daily work of nursing and has as its aim health and healing. Boykin and Schoenhofer recently described nursing as a unique lived form of caring 27(p23) while Gordon 28 stated that the caring embedded in nursing practice remains silent and labeled it educated caring. These views are consistent with those of Mayerhoff, 29 who believed that knowledge is required for caring to occur, and with Benner's expert practice work. 30

Caring is the predominant adjective used by nursing students and nurses to characterize nursing practice 31 and remains a major component of nursing curricula. The American Nurses Association recently described nursing as the pivotal health care profession, highly valued for its specialized knowledge, skill, and CARING in improving the health status of the public. 32(p7) The Theory of Human Care 16 espouses that through transpersonal caring relationships, both providers and patients benefit. Although unconfirmed, outcomes from caring relationships, such as preservation of human dignity, protection from harm, self-knowledge, health, and inner harmony, have not only been theorized but are necessary for quality health care. While theorized to be central to nursing, most nurses would agree that traditional, institutionalized nursing does not support this postmodern approach to care. The focus on biomedical tasks, productivity, control, and individual autonomy does not encourage mutual interaction or relating, openness, body-mind-spirit approaches and alternative possibilities. Yet, in today's uncertain world of fast changing technology, violence and terrorism, diverse cultures, rampant chronic disease, and the worst nursing shortage in history, it is clear that caring relationships may be relevant to quality health care, perhaps more so than ever before. Caring relationships with nurses are an expectation of patients and families that when unfulfilled cause unnecessary angst. 7 Understandably, nurses are longing for the time and energy 33 to do the work for which they were educated, that is to have caring relationships with patients and families.

Relationships with patients and families are the primary focus of nurses' work; however, evidence exists that relationships with other health care providers have become a factor in quality health care. For example, cooperation and coordination among members of the health care team have been demonstrated to impact patient outcomes in certain patient populations. 34-36 The multidisciplinary nature of modern health care requires that providers work together for the benefit of patients and families. Nurses typically are the supportive glue that holds the health care team together for the benefit of the patient and family.

The work of nursing, then, is relationship-centered. Time spent initiating, cultivating, and sustaining caring relationships is an often overlooked and undervalued aspect of professional nursing services that runs counter to the traditional scientific nature of health care. Blending the societal need for measurable outcomes with the unique relationship-centered processes imbedded in daily nursing practice presents a postmodern approach that may benefit patients/families, members of the health care team, and nurses themselves.
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QUALITY HEALTH CARE AND HUMAN CARING: A BLENDED MODEL

An environment that is constantly searching for evidence to quantify outcomes of health care is understandably data driven. Using the structure-process-outcomes 1 framework, health care organizations spend enormous resources on mandated data collection such as ORYX 37 (acute care), the Outcomes Assessment Information Set 38 (OASIS, home health care), the Minimum Data Set 39 (MDS, long-term care), and associated external benchmarking activities. Emphasis is placed on searching for ways to demonstrate clinical effectiveness, improve timeliness, maintain safety, and decrease costs of health care. Although the Joint Commission on Accreditation of Healthcare Organizations lists respect and caring as dimensions of quality 40 little has been done to demonstrate the value of these relational processes of health care to the patient, provider, or the health care system. The caring processes that are imbedded in nursing practice may in fact be a key independent factor in improving health care outcomes.

The Quality-Caring Model© reflects the trend toward evidence-based practice while simultaneously representing nursing's unique contribution to quality health care. The model integrates biomedical and psychosociospiritual factors associated with quality health care. Under girding the model is the philosophical belief that persons are multicontextual beings who are connected to the larger pluralistic world. Persons are viewed in relation to and thus are interdependent with others. Nurses, patients, and families, and other health care providers work in partnership to effect positive changes in health. Inherent in the model is the continuous search for evidence that care provided does in fact benefit patients and families. This evidence is viewed dynamically with endless possibilities for improvement. The model is grounded in the works of Donabedian 1 and Watson 16 and influenced by contributions from King, 23 Mitchell, 41 and Irvine. 42 The overriding structure-process-outcomes components 1 are blended with major constructs in the Human Caring Model 16 and provide the central components of the model (see Fig 1).

[image: Fig 1]Fig 1. The Quality-Caring Model©.



The first major component, structure, of the Quality-Caring Model© is blended with the construct, causal past, and includes the concept, participants. This central component refers to important factors that are present prior to the delivery of health care. Such factors are present in the participants of the model, namely, the patient/family, various health care providers, and the health care system. Within each of the participants, unique attributes and characteristics that comprise their causal pasts are apparent. For example, the subconcepts life experiences, descriptors such as demographics, various physiological, psychosociocultural, and spiritual factors are properties exclusive to providers and patients. In addition, the subconcept phenomenal field, a unique frame of reference or context known only to that person, 16 is also included. Regarding the health care system, factors such as the staffing patterns, organizational culture, available resources, and others that are unique to the setting are included. Since systems function within unique contexts, phenomenal field is integrated into this subconcept as well. Concepts and subconcepts included in the structure component influence the process of care and may directly or indirectly influence outcomes of care. For example, a patient with multiple comorbidities who lives alone may have different outcomes than one who has no comorbidities and lives with a supportive spouse, regardless of the process of care.

The second major component, process, involves interventions or practices that health care providers offer and is the focus of this model. Donabedian refers to process as what is done for patients 1(p357) and suggests that it is composed of 2 broad categories of activities: technical and interpersonal. Watson 16 spoke to caring occasions where nurses utilized the carative factors 16 with patients and families. Nursing practice, however, is complex and multidimensional. King 23 viewed interpersonal systems formed by any number of human beings as complex relationships influenced by values, perceptions, communication, transactions, roles, and stress. King's focus on interpersonal systems supports that the process aspect of the model is in relations to others and is goal-oriented. Irvine 42 observed nursing as a discipline with 3 roles: independent, dependent, and interdependent. She believed the appropriate enactment of these roles affected the outcomes of patient care. Mitchell et al, 41 on the other hand, proposed that clinical processes are direct and indirect. They view dynamic, reciprocal relationships among structure, process, and outcomes constructs, with a need to consider teams of health care providers in interaction with patients and families.

In the Quality-Caring Model©, caring relationships dominate the process and establish the groundwork for the 2 relationships that are the predominant focus of nursing. Nurses function primarily in relationship with patients and families, but also in relationship with members of the larger health care team. Although many of the concepts of the Quality-Caring Model© have been previously defined, 4 new concepts within the process component require definition. Caring relationships are human interactions grounded in clinical caring processes. They incorporate physical work (doing), interaction (being with), and relationship (knowing).

Two predominant relationships comprise nursing's work: independent relationships (discipline-specific) as well as collaborative relationships (multidisciplinary). Independent relationships include those patient/family-nurse interactions that nurses implement autonomously and are solely held accountable for. This relationship is primary and includes values, attitudes, and behaviors that nurses carry out in partnership with patients and families. Independent relationships facilitate discipline-specific interventions such as managing pain and lead to nursing-sensitive patient outcomes. They may affect other outcomes of care as well. (See example of how the patient/family-nurse independent relationship might be applied in a clinical situation in Fig 2.) Collaborative relationships include those activities and responsibilities that nurses share with other members of the health care team. Interventions such as titrating medications, group counseling, and coordinating home oxygen equipment represent many health care disciplines working together in collaborative relationships that ultimately lead to shared outcomes of care. Taken together, independent and collaborative relationships constitute relationship-centered professional encounters, the greater part of nursing's work. During professional encounters, nurses initiate, cultivate, and sustain caring relationships independently (discipline-specific) with patients and families and collaboratively with a designated health care team (multidisciplinary). Professional encounters are thus 3-dimensional with caring relationships existing among patients, nurses, and other health professionals. Because nurses work both independently and collaboratively with many members of the health care team, their contributions to patient outcomes are simultaneously unique and shared. Relationships grounded in the clinical caring processes 26 are key to this balance.

[image: Fig 2]Fig 2. Application of the Quality-Caring Model©, Patient/Family-Nurse Independent Relationship.



Clinical caring processes are uniting; they provide the glue that holds relationships together. Relationships that are based on mutual respect, faith, hope, trust, and sensitivity to needs create the necessary foundation for human connection. Watson 16 calls such connection transpersonal because a new relationship forms that is more inclusive than that of the individuals alone. This new relationship is a genuine, authentic one that engenders feelings of being cared for in the recipients. When one feels cared for a sense of security develops that makes it easier to learn new things, change behaviors, take risks, and follow guidelines.

While independent relationships with patients/families are primary, collaborative relationships are essential to quality care. Appropriately balancing these complementary professional relationships while keeping patient/family needs a central focus is a function of the nurse, one that expert nurses know well. Professional encounters that are relationship-centered are outcomes-enhancing for the patient, the provider, and the health care system. The role of the nurse is to be the link between the patient, the health care team, and the unseen possibilities known as outcomes.

The third major component of the Quality-Caring Model©, outcomes, corresponds to the future construct of the Human Caring Model 16 and refers to the end results of health care. Two forms of outcomes are apparent. Intermediate outcomes represent a change in the patient/family's behavior, emotions, or knowledge that can influence the end-result outcomes. 43(pp2-7) Intermediate outcomes frequently include the goals on care plans and clinical pathways, but can also include feelings about the health care process. Terminal outcomes are those major end-result concepts that affect the future, such as quality of life, costs, disease-specific variables, and satisfaction with care. The subconcepts associated with outcomes are the same participants that comprise the structure component of the model. Both forms of outcomes can be affected in the patient/family, provider, and system at different times and sequences. Furthermore, there are reciprocal interactions between intermediate outcomes and terminal outcomes (Fig 2). System outcomes are important to consider because these reflect the current stability and future capability of a health care institution to prosper in a competitive market. Outcomes are dynamic and can be continually improved. Success in outcomes realization is heavily dependent on the dynamic and balanced independent and collaborative relationships that comprise professional encounters.

Assumptions of the Quality-Caring Model© include (1) caring must be done in relationship, (2) caring is submerged in the daily work of nursing, (3) caring relationships are tangible concepts that can be measured, (4) knowledge of caring relationships is a significant issue for nursing and health care, (6) increased use and study of nurse caring will determine nursing's contribution to health care. The major proposition of the model is that relationships characterized by caring contribute to positive outcomes for patients/families, health care providers, and health care systems.

An important tenet of the Quality-Caring Model© is the understanding that the structure-process-outcomes components are a function of time and circumstances and are not simply a linear chain of events. The nature of human beings and human interaction implies variation in characteristics, ongoing feedback, and resultant alterations. The Quality-Caring Model© depicts an unlimited number of interrelated factors that influence all 3 central components in a dynamic cycle of possibility, consistent with a continuous search for excellence. Such ideas are postmodern by definition because they are ambiguous and unpredictable and suggest multiple interpretations. Although a source of instability and perceived loss of control for some, use of the model in practice and research may be uplifting and liberating for many health care providers.
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CONCEPTUAL-THEORETICAL-EMPIRICAL LINKAGES BETWEEN QUALITY OF CARE AND HUMAN CARING

Although quality health care and human caring are different phenomena, there are multiple similarities. Both are concerned with human beings, health, and environmental variables that affect the delivery of health care. Most importantly, both models are concerned with providing the highest quality of care. Concepts and subconcepts within the Quality Health Model 1 and the Theory of Human Care 16 have been identified and defined. Linkages have been established via propositional statements. There are similarities in the models in terms of constructs, concepts, and relational statements. The models are future-oriented and dynamic in nature with antecedents and consequences. In spite of this, the cornerstone component of importance to nursing, process, remains elusive especially in the Quality Health Model. 1

In the last 2 decades, however, theory has evolved to a point that the process component of quality as it relates to nursing has become more explicit. The clinical caring processes unique to nursing 16,26 and evident in expert nurses 22 have been defined and are oftentimes the basis for standards of performance, curricula, and research. Throughout the 1990s, various measures of nurse caring have been developed, albeit with differing conceptual foundations and in specialized populations. Many of the existing instruments are now consolidated in a recent publication. 44 Measures of caring among teams of health care professionals have not been studied.

In light of nursing's contribution to improving the quality of health care, conceptual-theoretical-empirical linkages between the models exist. The major quality constructs of structure, process, and outcomes can be equated with the human caring constructs of causal past, clinical caring processes, and the future. Four levels of concepts and subconcepts can be identified and tied to empirical indicators such as demographics, degree of nurse caring, and specific patient outcomes (see Fig 3). Higher levels of measurement now exist allowing for more sophisticated analytical techniques. This fit between the components of Health Care Quality 1 and the Theory of Human Care, 16 together with the ability to operationalize theoretical concepts, provides the logical consistency necessary for empirical validation.

[image: Fig 3]Fig 3. Conceptual-Theoretical-Empirical Linkages between Quality of Care and Human Caring.
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ACCURACY OF THE QUALITY-CARING MODEL©

While the Clinical Caring Processes 26 and the Theory of Human Care 16 have provided the foundation for caring knowledge, a model of the multidimensional relational aspects of human caring blended with the quality components may help us more efficiently provide evidence that nurse caring does indeed positively affect patient outcomes. Use of this blended model in practice and research will help continue the knowledge development begun in caring science by exposing the hidden work of nursing, demonstrating its value, validating and refining theory, and providing evidence of nursings' contribution to quality health care.

In the postmodern view of knowledge development, there are no rigid laws or linear patterns governing inquiry; rather a longitudinal, dynamic, interactive process of study can provide multiple ways of understanding phenomena. To understand the inherent accuracy of the Quality-Caring Model©, however, it is important to examine the relationships between the concepts and the subconcepts of the model. Since high quality empirical indicators already exist, correlational studies using LISREL might be designed to test relationships between the degree of nurse caring and intermediate and terminal outcomes in various patient populations. Independent nursing interventions grounded in the clinical caring processes can be tested for their effects on selected patient outcomes using experimental designs and comparative inferential statistics. Results generated from such studies would provide evidence of the success or failure of the model in specific patient populations. Simultaneously, continued qualitative inquiries may help health care professionals understand in more depth the nature of relationship-centered professional encounters.

As evidence for caring nursing practice becomes tied to positive patient outcomes it becomes essential for nurse educators to better understand how to teach and measure caring behaviors in nursing students. Measuring end-of-program competency in nurse caring and improving knowledge of what teaching-learning strategies best develop nursing students' caring behaviors will provide nursing educators with priceless information about how to more thoroughly educate nursing students for relationship-centered practice.

Finally, nursing administrators have the foremost challenge of creating caring practice environments with limited resources, both financial and human. Studies that measure the degree of nurse caring in proportion to staff mix and RN hours per patient day, the relationship between a caring practice environment and nurse retention, and cost-benefit analyses of caring practice environments will provide the evidence required to sustain needed change in nursing work environments.
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CONCLUSION

Existing theory and beginning science are crucial not only to improved patient outcomes but to the advancement of the profession. The important link between nursing and health care outcomes has already been established. A blended approach incorporating nursing's unique relationship-centered practice may provide the impetus for advanced study and application. The Quality-Caring Model© represents a way of safeguarding and preserving the essence of nursing while simultaneously demonstrating its value. The scope of the model is broad and is applicable to individual patients and families as well as specialized patient populations. Several subconcepts for which operational definitions exist lend the model to empirical testing. The Quality-Caring Model© can be used as a guide for practice and research as well as the basis for nursing interventions.

Health care and nursing is in a period of transition between what was and what will be. Today, there is a genuine need for a pragmatic, effective, inclusive model that provides a simple and direct foundation for practice and research. Nursing continues to be driven by the task-oriented biomedical model; yet, the business of nursing is relationship-centered. Cultivating independent relationships with patients and families and helping to build mutually cooperative collaborative relationships with members of the health care team is nursing's work. Unfortunately, in the fast, impersonal, technological context of modern health care, the centrality of relationships is often lost and considered soft. The Quality-Caring Model© helps to translate such perceptions into more objective language that can be tested and applied. The clinical caring processes that are buried in everyday nursing practice and are the basis for effective relationship-centered professional encounters can now be tied more effectively and efficiently to improved health care outcomes. Relationships characterized by caring not only alleviate suffering for patients and families and facilitate teamwork among health care providers, but support and uphold professional nursing.

Nursing's Agenda for the Future: A Call to the Nation 32 contains 10 major objectives. The Quality-Caring Model© directly relates to 7 and peripherally to 2 of these objectives. Foremost is the design of integrated models of health care delivery that are interdisciplinary … and that advance evidence-based practice. 32(p11) Second, the Quality-Caring Model© is tied to the public relations objective that nursing become valued for its unique knowledge and expertise. Application of the model will undoubtedly demonstrate that nursing makes a difference in peoples' lives 32(p14) by demonstrating quality, cost-effective health care outcomes. Third, as the model is used to guide research and quality improvement activities, reliable evidence will be generated that will support health policy formulation. Finally, the model will help nursing become viewed as a strategic, critical, health care asset, 32(p15) helping nurses to achieve external professional recognition and perhaps positively influencing the recruitment and retention of a diverse workforce. In fact, by practicing caring, nurses are caring for themselves since that is what they were meant to do.

Nursing must let go of the old ways and begin to work both independently and collaboratively toward providing evidence that demonstrates how its real work contributes to health care quality. Scientifically demonstrating its worth will provide nursing with a rich understanding of its inherent value and offer much needed evidence to the health care system. This evidence linking nurse caring to both nursing-sensitive and shared patient outcomes is essential for the survival of the nursing profession, especially in the current health care market. The Quality-Caring Model© provides a framework of possibilities for healing the profession. Evidence that emerges from the model may protect and transform the nursing profession from the inside out, leading to a more mature profession secure in its own identity!
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