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Abstract 

Although the concept of caring is widely accepled 

as an essential component of nursing, little is known 

about the behaviors that communicate carJng, especlally 

from the family's perspective. Such practical aLtention 

to the concept of caring in critical care is crucial to 

the therapeutic nurse-~amily reJationship. The purpose 

of this study was to design and test an instrument tn 

measure the perceptions of family members and nurses 

about the relative importance of 50 nurse-carlng 

behaviors towards family members in critical care. 

The Family Care-Q Instrument (FCQI) was originally 

based on the Care-Q Caring Assessment Instrument 

designed by Larson (1981). Items not relevant to family 

nursing in critical care were eliminated from Larson's 

instrument and new ones were formulated. The newly 

designed instrument identifies two categories of nurse­

caring behaviors, expressive and instrumental, which 

were further delineated into six sub-calegories based 

on Watson's Theory of Caring and the lilerature on 

caring behaviors. The FCQI was translated into French. 

Evidence of internaI consistency, stability and 

validity was established partially during the 

development and testing of the FCQI. 

A pilot study using the instrument was conducted . 
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Perceptions of 20 family ~embers and 38 eritical care 

nurses of most and least important nurse-caring 

behaviors towards family members in critical care were 

assessed. Similarities and differences in perceptions 

were identified between nurses and family members in 

specifie behaviors and in the most and least important 

behaviors. Overall, critieal care nurses ranked the 

category of instrumental earing behaviors as most 

important, while family members identified the 

expressive category as most important . 
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Sommaire 

Bjen que le concept de sollicitude (traduit de 

l'anglais "caring") soit généralement reconnu comme un 

élément essentiel des soins infirmiers, très peu 

d'informations sont connues au sujet des comportements 

de sollicitude ("caring behaviors"), manifestés par le 

personnel infirmier et ceci principalement du point de 

vue de la famille. Une attention particulière sur un 

te~ concept est essentielle à la relation thérapeutique 

entre le personnel infirmier et la famille. L'objectif 

de cette étude était de concevoir et de valider un 

instrument permettant de mesurer les perceptions des 

membres des familles et du personnel infirmier sur 

l'importance relative de 50 comportements de 

sollicitude manifestés par le personnel infirmier 

envers les membres des familles. 

L'instrument de mesure (F-COMSOL) a été élaboré 

initialement en anglais à partir d'un instrument 

développé par Larson (1981) intitulé "The Care-Q Caring 

Assessment Instrument". Les items de Larson ont été 

adaptés et d'autres modifiés afin de décrire des 

comportements de sollicitude envers les familles aux 

soins intensifs. Ce nouvel instrument identifie deux 
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catégories de comportements de sollicitude en soins 

infirmiers: la catégorie expressive et la catégorie 

instrumentale. Celles-ci furent par la suite réparties 

en six sous-catégories définies selon la théorie de 

Watson ainsi que par la littérature sur le concept de 

la sollicitude. Des mesures de consistance interne, de 

stabilité et de vaJidité ont été partiellement établies 

durant le développement et l'utilisation de cet 

instrument. 

Une étude pilote utilisant ce nouvel instrument 

fut conduite. Vingt membres de familles et 38 membres 

du personnel infirmier de l'unité des soins intensifs 

ont fait part de leurs perceptions face à l'importance 

relative des 50 comportements de sollicitude présentés 

dans l'instrument. Une comparaison entre les 

perceptions des familles et celles du personnel 

infirmier fut faite et les similarités et divergences 

entre ces perceptions furent identifiées. Les résultats 

de cette étude démontrent que le personnel infirmier 

accorde une plus grande importance aux comportements de 

sollicitude de la catégorie instrumentale tandis que 

les membres des familles attribuent une plus grande 

importance à la catégorie expressive . 
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CHAPTER 1 

Introduction 
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From a historical perspective, the concept of 

caring has always been central to the identity of the 

nursing profession. Indeed, caregiving activ~ties 

taught by mothers to daughters were integral to 

feminine apprenticeship. Like mother~ng, nursinq was a 

manifestation of familial love. As the responsibility 

for nursing went beyond familial relat~onships ta 

strangers in the community, caring as a value for women 

became a value for nursing (Reverby, 1987). As a 

result, nursing has long been acknowledqed for its 

personalized services and comprehensive care. 

Al thouc;h communi ty nurs~ng has always been 

oriented towards the family, the nursing profession hùs 

moved more recently towards a family centered approach 

rather than being exclusively focused on the 

individual. Indeed, the importance of recognizinq the 

family in itself as a unit of concern regarding matters 

af health has resulted in emphasizing the raIe of 

nursing at the family level. 

Life threatening illness represents one of the 

most intense emot~anal exper~ences for cllents and 



their families. The powerful influence of family 

mernbers on the hospitalized member's condition and 

subsequent recovery, as weIl as the impact of the 

client's severe lllness on the family system have been 

reported by several nursing leaders (Gillis, Highley, 

Roberts & Martinson, 1989; Wright & Leahey, 1987). 

2 

Indeed, the famlly has been identified as the 

primary source of support for the critically ill 

(Chavez & Faber, 1987). However, when experier~ing high 

levels of stress and uncertainty, family members may 

become too vulnerable ta support the acutely ill 

patient efficaciously (Chavez & Faber, 1987; Jacono, 

Hicks, Antonioni, O'Brien, and Rasi, 1990) and 

consequentlv have neen known to affect the patients' 

emotional and physical condition negatively (Speelding, 

1980). Therefore, for nurses providing care, the 

importance of the family system cannat be dismissed. 

critical care nurses can play an important role in 

helping family members deal with the acute event by 

dernonstrating a caring and comprehensive attitude to 

farnily mernbers (Millar, 1989). 

Leininger (1977) believed that the basis for 

caring is the developrnent of a therapeutic 



interpersonal relationship. In the health c~re 

environment, nurses are one group of the health care 

professionals who lnteract most frequently wlth 

families of clients with acute lilness. While 

interacting with famlly members, nurses powerfully 

communicate their attitudes of care and concern and 

their availability for emotional support. Most 0f all, 

nurses can allow family members to express their 

feelings and concerns, and aid them in exploring ways 

of coping with t~e stressful situation (Chavez & Faber 

1987). Such a relationship with famlly members 

contributes to the provision of a supportive 

environment for the famlly. 

J 

Within the last fifteen years, several research 

studies have focused on specifie famlly interventions 

in the critical care setting. Numerous reports have 

described the powerful influence of specifie nursing 

interventions with family members on the famlly 

members' satisfaction of needs (Dracup & Breu, 1978; 

Epperson, 1977; Hampe, 1975; HOdovanic, Reardon, Reese, 

& Hedges, 1984), their adaptation to the intensive caro 

environment (Gardner & stewart, 1978), and on the 

family members' condition (Chavez & Faber, 1987). More 



specifically, several authors have reported that 

approprlate lnteraction with nursing staff may lead to 

enhanced famlly coplng, growth, integrlty, and fewer 

delayed stress reactions (Epperson, 1977; Gardner & 

stewart, 1978; Speelding, 1980). However, nurses have 

not systematically lnvestigated the nurses' and family 

mernbers' perceptions of the importance of nurse-caring 

behaviors towards farnily members within the nurse­

farnily relatlonship. 

4 

It is therefore important to identify which nurse­

caring behaviors are perceived as most and least 

important for family rnembers in order to better 

understand their expericnce and, thus, interact with 

thern in a more rneaningful way. A greater understanding 

of the family member's perceptions of nurse-caring 

behaviors may lead to more effective interventions as 

part of family nursing care as weil as personalized 

patient care in a highly technical environment su ch as 

the intensive care unit. 

The purpose of this study was to develop an 

instrument to operationallze the phenomenon of care 

provided to families in the critical care setting, and 

to conduct a pilot study ta further test the 



instrument. The results of this research study offer 

insight toward the study and practice of carlnq in 

nursing. 

The following research questions were addressed: 

5 

1. What set of statements sUltable for Q-sort 

instrument identifies important nurse-caring 

behaviors toward3 farnily mernbers in crltlcal care? 

2. What are the internaI consistency and stability ot 

the set of Q-sort items? 

3. What are family rnembers' perceptions of important 

nurse-caring behavlors towards family members in 

critical care? 

4. What are critical care nurses' perceptions of 

important nurse-caring behaviors towards family 

members in critical care? 

5. Is there a difference between farnily members' and 

critical care nurses' perceptions of important 

nurse-caring behaviors towards family members in 

critical care? 

This study required three maJor phases. Phase 1 

was focused on the development of the instrument. In 

phase 2, the reliability of the ins~rument was tested 

during a pilot study condurted with nurses and family 
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members in critical care. In phase 3, critical care 

nurses' and famlly members' p 0 rceptions of nurse-caring 

behaviors towards family members in critical care were 

assessed. 



CHAPTER 2 

Literature Review 

"Although care is one of the most elusive and 

taken for granted concepts in nursing, it nevertheless 

rernains the heart of nursing" (Lelnlnger, 1986, p.2). 

The Meaning of caring 

Philosopher.s and behavioral scientists, such as 

psychologists, sociologists and educators, have 

discussed and examined the meaning of caring. Their 

reflections are rather complementary of each other. 

They have influenced and contrlbuted to the 

clarification of caring as related to nursing. 

Philosophical Perspective 

7 

Caring is generally characterized by 

existentialist philosophers as a quality of aIl human 

bei~gs, a mode of being that motivates behaviors 

(Heidegger, 1962; Griffin, 1983; Mayeroff, 1971). 

Central to this existential approach is the notion that 

the des ire to care 15 within aIl humans and that the 

capacity to care must be affirmed and actualized. Given 

that the self is understood most fully in relation to 

others, caring enhances maturation and actualization oi 

self (Heidegger, 1962) and helps others to grow 
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(Mayeroff, 1971). Therefore, caring is intrinsic to 

human activity and essential to survival. In addition, 

caring actions require someone or sOlnething specifie to 

receive care. 

Mayeroff suggested that one should not confuse the 

meaning of caring with a momentary feeling or 

relationship, such as wishing weIl, liking, and 

comforting. He referred to caring as a process 

requiring devotion and trust which cannot occur by 

habit or automatlcally. Mayeroff identified eight 

essential ingredients of the concept of caring: 

knowledge, alternating rhythm, patience, honesty, 

trust, humllity, hope, and courage. 

Thus, caring as a response to the capacity of aIl 

human beings to be concerned for others, is believed to 

be essential to survival. The way that one expresses 

all aspects of humanness, one's membership in humanity, 

is individual and unique. consequently, people 

demonstrate and interpret caring differently. 

Based on their philosophical perspectives, Griffin 

(1980) and Gilligan (1982) chose to analyze the concept 

of caring in a nursing context. Griffin (1980) 

described caring as referring to acts and attitudes 
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which relate predominantly to the moral attitude of 

respect for persons. Gilligan (1982) also affirmed the 

moral component of the experience of carlng in nursing. 

She defined caring as a response to another's need and 

a demonstration of consideratIon and responsibility in 

relationship. 

Behavioral Sciences's PerspectIve 

Gaylin (1976) contended that caring is an impulse 

that is biologically programmed ln the human nature and 

which can be reinforced or impaired by environmental 

circumstances. Generally consldered wlthin the context 

of an interpersonal relationship, caring has been 

observed and examined within the famIlial and 

therapeutic contexts. 

Erikson (1950), Gaylin (1976), and Simon (1976) 

have identified caring in parenting as a crucial 

element for growth and developrnent of the child. 

Essential to survival, caring lS learned as one is 

nurtured and taken care of by family members. In 

maturing, an interest to take care of others develops 

based on feelings of love, respect and responsibility 



for others. within this type of interaction, touch is 

described by simon (1976) as a major modality of 

caring. 

10 

Within the adult therapeutic relationship, the 

importance of care has been emphasized by numerous 

psychologists and psychiatrists. Although caring is not 

explicitly described, several caring-related elements 

within the therapist have been identified. These 

include a desire to help, a genuine liking for others, 

honesty, trust, respect, understanding of the other, 

and ernpathy. They have been stressed as crucial 

elements for a therapeutic interaction to take place 

and need to be cornmunicated to clients through 

support ive behaviors (Benjamin, 1981; Rogers, 1962). 

Most important behaviors Identified as helpful in a 

therapeutic relationship are actions demonstrating 

respect by showing interest and des ire to help, 

listening with understanding, and authenticity 

(Benjamin, 1981). 

Nursing Perspective 

Caring is generally described as an essential 

element of nursing practice. Sorne nursing leaders 

believe that all of nursing is caring because the 
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nursing mandate is essentially to assist, help and 

serve others (McFarlane, 1976). Others argue that 

nursing activities can be performed as routine actions 

and therefore caring activities in relation to clients 

are "caring" only if these acts are executed in a 

certain waYi as an expression of certain emotlons 

(Gaut, 1984). 

Thus, caring in nursing involves more than just 

the performance of nursing activities. It refers to the 

way the giver of care interacts with the receiver of 

care. It is precisely this expressIon of feeling or 

emotion which has been most difficult tor nurses to 

articulate. According to Watson (1979), thlS mode ot 

relating to others is unIque in nursing and encompasses 

two aspects of care: the caregiving actions and the 

attitude of the nurse during the performance of these 

actions. 

The first component refers ~o the nursing 

activities involved in the attendance of the clients' 

basic and illness related needs. These actIvities are 

mediated within the nurse-client interactIon and 

include tasks such as bathlng, dressing wounds, 

monitoring vitals signs, giving medication, and other 
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role performance activlties such as teaching, providing 

information, and so on. This cornponent of care refers 

to the task dimension of care, and is demonstrated 

through instrumental caring behaviors. 

The second aspect of caring encornpasses the 

nurses's comprehensive attltudes and attentive feelings 

expressed towards the client during the performance of 

those helping activitles. It is on1y when the nurse is 

concerned with the whole persan, and practices with 

consideration and sensltivity for the integrity of the 

human self, that the nurse provides "caring." This 

ernotional elernent is, no doubt, essential to the 

process of caring. Without it, caring is not 

experienced as caring by the client (Kreuter, 1957; 

Roach, 1987; Vaillot, 1966; Watson, 1979). This 

component entails the affective dimension of care and 

is transacted thrJugh expressive caring behaviors. 

The concept of caring is inextricably bound to 

the belief system and practice of nursing (Forrest, 

1989). Indeed, several nursing leaders believe that 

caring is the essence of nurslng, the core of the 

nursing professlon (Leininger, 1977; Roach, 1987; 

Watson, 1979), and the synonym for nursing itself 
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(Leininger, 1986). Furthermore, the process of caring, 

described as a dynamic, reciprocal interaction where 

the giver of care seeKS to comprehend the reality of 

the other as a goal becomes an opportunlty for both the 

nurse and the client to achieve personal growth and 

development (Watson, 1979). 

Several authors have expl0red the cognitive, moral 

and emotional aspects of carlng using a clinlcal or a 

research perspective. F~om a clinical perspective, the 

concept of carjng has been described as a moral ideal 

and philosophy for nursing (Roach, 1987; Watson, 1979), 

as an ethic (Cooper, 1989; Fry, 1988), a SCle'ce of 

nursing (McFarlane, 1976; Watson, 1979), as a 

characteristic of nursing practice (Senner & Wrubel, 

1989), as weIl as an interactive set of client's 

expectations and nursing behaviors (Gaut, 1984; Larson, 

1987; Reimen, 1986). 

As exponents of the philosophical approach, nurse 

philosophers contend that caring calls for a philosophy 

of moral commitment (Roach, 1987; Vaillot, 1966; 

Watson, 1979). Roach (1987) suggested that caring 

entailed commitment, compassion, conscience, competence 

and confidence. As a manifestation of being human, 
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caring is the actualization of the capacity to care, a 

response to others in specific and concrete acts 

(Roach, 1987). Nursing activity which is based on 

caring becomes a way of being for the nurse (Watson, 

1979). Several nurse philosophers have described caring 

as a way of life that finds expression in the 

therapeutlc "use of self" (Valilot, 1966). Gadow 

(1980), a nurse philosopher, claimed that caring 

represents the moral ideal of nursing given its 

enrichment of the personal dignity of both the client 

and the nurse. In these terms, caring keeps a sense of 

shared humanity which is constantly developed as one 

interacts with others (Watson, 1979). 

From an ethical perspective, the recognition of 

the integrity of the individual as a person and not 

merely "a patient" makes of caring an ethical 

injunction (Carper, 1979). Indeed, of central 

importance to the practice of caring is the moral 

principle Jf respect for self and others (Gaut, 1984). 

Based on the work of Gadow (1980), Watson (1985b) 

proposed a psychosocial approach to caring which views 

caring as both an art and a science for nursing. 

Watson's theory identifies ten carat ive factors upon 
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which a science of caring can be built. These carative 

factors are interdependent and constitute the primary 

ingredients for effective nursing practice (Watson, 

1979). The ideal and value of caring becomes a starting 

point manifesting itself in concrete acts which are 

central to the delivery of quality care (Watson, 

1985b) . 

Benner and Wrubel (1989) have view~d caring as an 

essential and central element to effective nursing 

practice. They believed that caring characteristics 

within the practlce of nursing need to be made more 

visible through several strategies, one involving 

learning from the personal experience of the rcci~ient 

of care. From an anthropological perspective, 

Leininger (1986) has claimed that, although caring is a 

universal phenomenon, it has patterns, processes, and 

expressions that vary across cultures. Therefore, these 

cultural differences in the meaning, nature and 

expression of care outline important impllcations for 

nursing practice. Leininger stressed the importance of 

investigating the behavioral aspect of caring from the 

perspectives of the receiver and giver of care in arder 

to understand these cultural differences. Thus, several 
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nursing leaders have described caring as an interactive 

set of client's expectations and nursing behaviors 

(Gaut, 1984; Larson, 1981; Reimen, 1986). 

Empirical Studies on Caring 

Qualitative Research studies 

Few research studies have explored the 

rnultifaceted aspects of care 's part of a quality 

nursing practice. However, sorne notable studies have 

exarnined the meaning of caring in nursing and thus 

tried to cldrify and understand the concept of caring 

in relation to nursing practice. 

Caring as a qualitative descriptor of nursing 

function has been distinguished arnong actions of 

nursing practice. Clarification of the concept of 

caring has been atternpted through several descriptive 

research studies using patients' and nurses' 

perceptions of a caring experience as indicators of 

care (Brown, 1981; Ford, 1981; Forrest, 1989; Harlis, 

1989; Ray, 1987; Watson, Burckhardt, Brown, Bloch & 

Hester, 1979). 

Using a phenomenological research method, data 

have been cûllected via audiotaped interviews with 

subjects. Exarnples of open ended questions to nurses 
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were: "Describe caring in your own words" (Ford, 1981). 

"As a nurse, what is caring to you?" (Forrest, 1989). 

"A nurse who takes care of a client is one who ... " and 

"A nurse who cares about a client is one who ... " 

(Watson et al., 1979). 

Recurrent themes of care have been identified 

mostly throulh qualitative resea~ch (Brown, 1981; Ford, 

1981; Forrest, 1989; Harris 1989; Ray, 1987; Watson, 

1979). Consistent findings on the meaning of caring 

were identified across studies. They revealed that the 

ability of the nurse "to be with" the client as a 

valued other and the demonstration of skilled and 

competent knowledge in assisting the needs of the 

person are fundamental to the experience of care [or 

both the client and the nurse (Brown, 1981; Forrest, 

1989; Harris, 1989; Riemen, 1986; Watson, 1979). 

The emergent theme~ of caring across studies also 

pertained to feelings and attitudes. Ford (1981) 

identified the existential concept of "giving of self" 

as one major aspect of caring. The nurses sample 

consisted of nurses with a masters' degree who were 

teaching in nursing sChools, and practising nurses 

employed in obstetrlc and pediatrie departments. 
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Forrest (1989) identified 30 theme clusters under 

two broad classifications: 1) what is caring, and, 2) 

what affects caring. Themes relating to "what is 

caring" referred to two categories: involvement and 

interaction. Involvement was des~ribed by themes such 

as "being there", "respect", "feeling for and with" and 

"closeness" which referred to the nurse's attitude of 

confidence and hope. Themes related to the interactive 

aspect of care were "touching and holding", "picking up 

eues", "being firm" which referred to authenticity, and 

"teaching." Nurses' perceptions of caring denoted a 

particular quality of interacting based on actions 

involving more than being physically present. This 

interaction develops from anticipating the needs and 

responding to subtle eues of which the patient may not 

be aware (Forrest, 1989). The nurses s~mple in 

Forrest's study included staff nurses from diverse 

units within the hospital setting. The length of 

nursing experience varied from 2 to 24 years. 

Watson and her colleagues (1979) identified themes 

of care that corresponded to the coordination of 

nursing functions and the communication process. The 

sample of nurses was heterogeneous with respect to the 
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degree of experience in nursing. Watson found that 

nursing students tended to define caring as nursing 

functions of assessment and coordination as opposed to 

registered nurses who identified nurses' feelings of 

concern and empathy as well as the provision of 

comfort, safety and security as caring. These 

differences in nurses' perceptions of caring may be 

related to the difference in years of experience in 

nursing practice. 

One study investigated the meaning of caring for 

nurses in critical care (Ray, 1987). The expressions 

describing caring fell under five themes: maturation, 

technical competence, transpersonal caring, 

communication and judgmentjethic. Ray found that caring 

for critical care nurses is closely linked with ethics. 

Indeed, the process of growth emanating from the 

experience of caring is based on ethical decisions, 

moral reasoning and choices nurses con front in their 

daily practice in critical care. 

In addition, Ray found that nurses in critical 

care need to gain the knowledge and the skills 

necessary to be technically competent. Indeed, 

technological achievement is perceived as essential to 
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being a critical care nurse. But even as caring for 

critical cale nurses involves technical competence, it 

does also include interrelatlonships with clients, 

families and colleagues. Talking with family members, 

informing them, and keeping them updated about the 

client's condition as weIl as establishing a rapport 

with famlly members based on trust and respect, were 

identified as caring by nurses in relation to family 

members in critical care (Ray, 1987). 

The results of these studies (Ford, 1981; Forrest, 

1989; Ray, 1987; Watson et al., 1979), reveal that 

nurses' descriptions of carlng imply a level of 

involvernent and interaction with the client which 

incorporates a preference for "being with" rather than 

"doing to" a cl ient. Two essentia l dimensions of 

caring were outlined: a task dimension and an affective 

dimension. Both dirnenslons are essential to quality 

nursing practice; the preference of one component over 

another may be dependent upon nurses' experience in 

nursing and/or the practice setting. 

Patients' descriptions of caring have been 

identified through sets of questions addressing these 

two dimensions of care: n\<lhat does a nurse say or do 
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that makes you feel cared for and about?" and "Describe 

an incident in which you felt cared for and about by a 

nurse" (Brown, 1981). liA nurse who cares for you is one 

who •.. " and "A nurse who takes care of you is one 

who .•. " (Harris, 1989). 

Brown (1981) identified two major aspects of care 

described by patients as related to "what the nurse 

does" and "how the nurse does". Thernes of care under 

the first category were: 1) surveIllance, 2) 

demonstration of professI0nal knowledge, 3) provision 

of information, and 4) provision of paIn management. 

This category referred to the task dimension of care. 

Thus, the affective dimension of care was Identifled 

as: 1) amount of time spent; 2) reassuring presence; J) 

recognition of individual qualities and needsi ùnd 4) 

promotion of autonomy. Both the task and affective 

dimensions of care seemed essential to get to the full 

~nd real meaning of caring for clients in this study. 

Harris (1989) conducted a study similar to that by 

Watson and her colleagues and identified 44 themes of 

care which emerged into seven patterns of patients' 

responses. The dominant pattern ot response was 

"relating to." Themes of care corresponding to this 



category were: acts caring, responds to, special 

attention, interest in, reassurance, 3upport, and 

concern. The patterns of "doing for" and "personal 

characteristics" were also noted as common responses. 

subjects did not differentiate being "cared for" from 

"taken care of". 
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Riemen (1986) asked hospitalized patients to 

describe a caring and a non-caring interaction with a 

nurse. He found that patients consistently and 

immediately described the non-caring interaction first. 

Non-caring attributes of nurses according to patients' 

descriptions of caring were "being rough" and "in a 

hurrYi" "doing a Jobi" "treating clients as objectsi" 

and "not responding." By examining the absence of 

caring, Riemen concluded that the quality of the 

nurse's presence which conveyed a sense of value to the 

patient constituted caring. 

The findings of these studies have provided a 

richly detailed view of the ~xperience of caring for 

nurses and patients. The care behaviors derived from 

these analy~es have been utilized by quantitative 

researchers ta further study the behavioral aspect of 

caring. 
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Quantitative Research Studies 

Several studies have focused mainly on the 

behavioral aspects of care as descriptors of caring. 

The behavioral aspects of caring refer ta the task and 

affective dimensions identifjed by Watson (1979) as 

instrumental and expressive behaviors. Instrumental 

activities of caring are those activities that focus 

more on the physical and cognitive needs of the client, 

such treatrnent procedures and teaching, while 

expressive activities are more psychosocially oriented 

behaviors, such as offering emotional support, 

listening, and so on. 

Leininger (1988) contended that to determine a 

precise definition of caring, the behavioral components 

of caring need to be clearly defined. Therefore, based 

on a definition of caring which refers ta both 

dimensions of caring, researchers addressed the 

clarification of the concept of caring by classifying 

sorne nursing behaviors as caring behavlors. 

Most of the ernplrical studies on perceptions ot 

caring behaviors have been conducted wlthin the field 

of oncology with patients as reclpiellts of care (Brown, 

1981; Ford, 1981; Larson, 1981; Larson, 1984; Mayer, 
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1987; Sioan, 1986). Only one study which investigated 

patient's perceptions of nurse-caring behaviors was 

conducted in the criticai care setting (Cronin & 

Harrison, 1988). Perceptions of patients and nurses 

regarding the relative importance of care behaviors as 

indicators of care were studied. 

The majority of the reported studies have used Q­

methodology in asking patients, family members and 

nurses to identify the importance of specifie actions 

and/or attributes of nurses that indicate care, mainly 

during the terminal phase of a family member's cancer 

or illness (Larsoll, 1981; Larson, 1984; Larson, 1987; 

Mayer, 1986; Sioan, 1986). 

Larson's Care-Q Caring assessment instrument has 

been used in several studies for the ranking of nurse­

caring behaviors by patients and nurses (Keane, 

Chastain & Rudisill, 1987; Larson, 1987; Mangold, 1991; 

Mayer, 1987; Sioan, 1986). This instrument used Q­

methodology which calls for subjects to sort a set of 

items along a continuum of importance. Larson's 

instrument was comprised of 50 behavioral items each 

describing a nurse-carlng behavior within the nurse­

patient relationship. These items were attributed to 



six intuitively derived caring sub-scales, whieh are: 

accessible; explains and faCl1itatesj comforts; 

anticipates; trusting relationships; and monitors and 

follows through. 
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Larson's 50 nurse-earing behaviors were elaborated 

through a delphi survey of eight practising nurses on 

caring and a study of 15 patients' perceptIons of 

nurse-caring behaviors. Reliability testing was 

initially done in a small (N=10) test-retest study 

resulting in r=l.OO for one most important and one 

least important item. A second test-retest study wlth 

82 registered nurses randomly selected showed r=O.79 

for the five most important items and 0.63 for the five 

least important items (Larson, 1984). 

Findings of empirical studies on nurse-caring 

behaviors are consistent and show that patients rank 

instrumental activities as most important to care while 

nurses rank expreSSIve activities most important. 

Although patients and nurses dId not agree on the 

importance of specifie behaviors, they agreed that both 

expressive and instrumental aetivities were neeessary 

to the experience of eare (Larson, 1987; Mayer, 1987; 

Sloan, 1986). 
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Only three reported studies have investigated the 

family members' perceptions of nurse-caring behaviors 

Ln oncology settings (Freihofer & Felton, 1976; Irwin & 

Meir, 1973; Skorupka & Bohnet, 1982). The purpose of 

these studies was to explore ways to improve the care 

to the dying and the bereaved by delineating nursing 

behaviors considered heIpful or support ive to patients 

and/or famiJy members. Family members in these studies 

were: caregivers to the clients (Skorupka & Bohnet, 

1982), the most important relative as identified by the 

patient (Irwin & Meier, 1973) or any relative, spouse 

or close friend to the patient (Freihofer & Felton, 

1976). Only one study revealed the family member's 

relationship to the patient (Freihofer & Felton, 1976). 

Q-methodology was aiso used in these three studies 

to assess the perceived importance of the identified 

nursing behaviors. In each study, family members were 

asked to rank items on a continuum of importance. The 

number of items ranged from 60 to 88. Each set of items 

referred to behavlors of n~rses acting as a resource 

person ta the family members (Skorupka & Bohnet, 1982) 

or as primary careglvers to hospitalized patients 

(Freihofer & Felton, 1976; Irwin & Meir, 1973). 
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Behavioral items were developed based on the literature 

(Freihofer & Felton, 1976; Skorupka & Bohnet, 1982) or 

on interviews with hospital personnel such as pastoral 

services, physicians, nurses (Irwin & Meier, 1973). 

Only one study used a theoretical framework as a guide 

in the development of the instrument's items (Freihofer 

& Felton, 1976). The nurse-carjng behaviors ldentified 

were directed prlmarily to the patients with only a 

little emphasis on the family members. Furthermore, the 

behaviors were formulated as lmperatlve statements 

emphasizing the nurse's actions rather than the caring 

component of the nurse-family relationship. 

When reported, the psychometrie propertles of 

these instruments were limited ta content validity. 

Only one study (Skorupka & Bohnet, 1982) reported tcst­

retest reliability testing wlth a sample of ten family 

rnembers. No assessments were done regarding the degree 

of homogeneity of the jtems among the sUb-categorics ot 

the newly designed instruments. In aIl three studies, 

categories of the identified nursing behavlors rcfcrrcd 

to the patient's physical and emotlonai needs as weIl 

as the psychosocial needs of the family members. The 

number of items per category was not indicated. 
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The results of these three studies are consistent 

and show that family mernbers perceived nursing 

hehaviors directed ta the attendance of the patients' 

physical needs (rnostly pain relief, surveillance, and 

hygiene) as being rnast helpful or suppartive. Examples 

of these behaviars are: "keep patient weIl graomed" 

and "give pain medication as often as possible" 

(Freihofer & Felton, 1976); and "provide the patient 

with necessary emergency measures if need arises" 

(Skorupka & Bohnet, 1982). 

Only one study identified helpful nursing 

behaviors for family mernbers as being related to 

honesty, teaching and reassurance (Skorupka & Bohnet, 

1982). Exarnples of these behaviars ar€: "answer my 

questions honestly, openly and willinglYi" "teach me 

haw ta keep the patient physically cornfortable;" 

"assure me that the patient can be readmitted to 

the hospital if necessary." Farnily members in this 

study were caregivers to the patients (Skorupka & 

Bohnet, 1982). 

The least helpful behavio~s identified in these 

three studies were aIl reldted to the needs of the 

family rnembers. Examples of the identified least 
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helpful behaviors are: "plan for me to talk about my 

feelings with other peopl~ facing the sarne problerns" 

and "1 i sten to me" (Skorupka & Bohnet, 1982); 

"encourage me to cry" and "hold my hand" (Freihofer & 

Felton, 1976). 
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The farnily rnernbers' responsibility for the 

client's care rnay explain the importance given to the 

nurses' instrumental activities of caring (Skorupka & 

Bohnet, 1982). Because the patient continued to be the 

focus of care, family mernbers may have given greater 

priority to nursing behaviors directed towards the 

patient's needs rather than to their own. Finally, the 

sample sizes were small and thus diminish the ability 

to generalize the results. These studies support the 

need for a study which addresses directly the nurse­

caring behaviors towards family members. The current 

study has addressed this issue. 

This review of literature reveals that findings 

regarding t~e relative lmportance of nurse-caring 

behaviors are consistent and show that patients, 

families and nurses hold different perspective of 

importance of nurse-carlng behaviors (Sloan, 1986). 

Indeed, patients and families have ranked instrumental 



activities as most important to care while nurses 

within the nurse-pati~nt relationship have ranked 

expressive activities most important. 

Although the literature revealed that caring is 

widely accepted as an essential component of nursing, 

little is known about the behaviors that communicate 

caring, especially within the nurse-family 

relationship. No study explored the family member's 

perception of nurse-caring behaviors in the critical 

care setting. Furthermore, nurses' perceptions 

regarding the importance of nursing behaviors towards 

fam1ly members have not been assessed in the same 

setting. 

caring and Families in Critical Care 
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In the intensive care unit, the nurse's technical 

competence is important because illness is at its peak. 

Therapy is therefore or1ented towards curing and 

involves drugs, treat,ents and surgical procedures. The 

main goal is to diagnose, treat and prevent the 

complications of patient's illness. The nurses are 

asked to incorporate a large portion of the physician's 
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knowledge and skills. Great responsibility is placed 

upon thern to be aware and recoqnize any changes in the 

patient's condition. 

This cure-related role is known to be challenging 

and stimulating for intensive care nurses. Ifowever, 

nursing involves more than the technical aspects that 

are strongly required in intenslve care settings. 

strong caring elements are also requlred. 

According to White (1989), families of critically 

i11 patients need "caring" almost as much as the 

patient does. Indeed, the influence of the critical 

i11ness on the family is now well recognlzed. Roberts 

(1976) stated that when a patlent is admltted to the 

intensive care unit, hejshe is ln a biological crisis 

whereas the family is in a psychological crisls. 

The needs of famllies of crltically ill patients 

have been addressed in several research artlcles over 

the la st 15 years. The interest uf nurse researchers in 

investigating families' needs in critical care is based 

on the belief that too often family members are 

considered as strangers by health care professlonals, a 

situation that can only generate anxiety, helplessness, 



fear and general emotional di stress for the family 

system (Jacono et al., 1990). 
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According to two literature reviews on the needs 

of family members in the critical care setting (Hickey, 

1990; Hull, 1989), information and reassurance needs 

are most frequently identified by families among their 

ten most lmportant needs. The need for families to 

believe that hospltal personnel care about the patient 

and to have reassurance that the best possible care is 

belng given to the patient, is identified by families 

as part of their ten most Important needs ln 70 percent 

of the studies. For the most part, nurses were 

described as a useful source of information by family 

members. 

High priority was given by family members to the 

need for a caring attitud~ by the nurse in studies done 

by O'Norris & Grove (1986), Hampe (1975) and MoIter 

(1979). It was also concluded by these authors that 

brief impersonal interactions between nurses and family 

members of critically ill clients may have a negative 

impact on the family's psychosocial status. In fact, it 

appears that nurse's failure to appropriately interact 

with family members can lead to heightened anxiety and 



fear in the farnily, misunderstar.ding, mistrust, and 

hostility (Gardner & stewart, 1978). Thus, critlcal 

care nurses can help families by conveying their 

caring, sensitive role to both patients and families. 
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Hull (1989) suggested consldering "family" beyond 

a single pers on in defining the composition of "famlly" 

in research studies. In fact, the majority ot studies 

have involve1 the particlpation of a single farnily 

mernber rather :han multiple family members. The type 

of relationship to the hospltalized relative, whether 

it is a parent, child, spouse, or friend may 

contribute to the identification of different 

priorities in family perceptlons of caring behaviors. 

It is expected that farnllies' perspectlves will 

change over time (Hull, 1989). Studies have 

dernonstrated that within the first 72 hours, family 

mernbers tend to focus on the hospitalized relative 

rather than on themselves (Daley, 1984; Leske, 1986). 

According to Hickey (1990), the stabiljty of families' 

perceptions of needs should be investigated especially 

with families of critically ill patients who have been 

in the critical care unit more than 96 hours. 
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Conceptual Framework 

As the disclpline of nursing develops, nurses 

increasiligly seek theoretical bases to guide, clarify 

and interpret practice and research (Bunting, 1988). A 

conceptual model helps to make otherwise elusive and 

abstract ideas more con crete (Woods & Catanzaro, 1988). 

It aiso serves to c1arify nursing practice and leads to 

theory development (Watson et al., 1979). Furthermore, 

the process of instrument development is believed 

essential ta study nursing concepts accurately (Woods & 

Catanzaro, 1988). 

This study proposed to operationalize the concept 

of caring within the nurse-family relationship in the 

critical care setting. More specifically, the purpose 

of this exploratory study was to design and test an 

instrument to assess the relative importance of nurse­

caring behaviors within the nurse-farnily relationship 

in critical care. Watson's the ory of human care was 

chosen as the foundation of the conceptual framework 

for this study. 

Watson's health caring model for nursing seeks to 

identify, describe and research the interaction of both 

humanistic and scientific domains that form the basis 
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of caring (Watson et al., 1979). It emphasizes nurses' 

commitment to caring as a moral ideal for nurses as 

they engage in human transactions with their clients. 

Clients refer to persons, individuals or groups. In 

this study, clients are relatives of individuals 

hospitalized in critical care settings. 

The values underlying the model integrate 

scientific and humanistic values. Values include 

concern and respect for the client's emotional 

responses to experiences, individual differences, and 

uniqueness or similarities (Watson et al., 1979). The 

humanistic value system must be combined wlth the 

scientific knowledge base that guides the nurse's 

actions (Watson, 1985a). 

Nursing practice based on this model emphasizes 

caring as a will and cornmitment to preserve and restore 

the human aspects of transactions in an increasingly 

high technical environrnent (Watson, 1988). Thus, carirlg 

is based on a guiding force and value system that 

affects the encounters between the nurse and the client 

(Watson et al., 1979). Within th;s transpersonal caring 

perspective, nursing practice aims to assist the client 

to improve hisjher health by becornlng actlvely involved 



in self-care, remaining weIl, self-growth, autonomy, 

quality of living and dying, survival, and self 

actualization (Watson et al., 1979). 

Effective caring promotes health and a higher 

level of wellness (Watson, 1979). Health refers to 

unit y and harmony within the person's mind, body and 

soul (Watson, 1985b). Health problens encountered are 

therefore not merely problems associated with a 

physical illness, but difficulties in coping with 

situations and problematic events. Family members 

experiencing the stress associated with the illness, 

moreover, a critical illness, of one of their members 

are then at risk of experiencing health problems. 
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According to wittkower & Warnes (1977), 

psychological support is closely related to one's 

ability to cope as it promotes confidence, 

extroversion, and decrease in anxiety. Being one of the 

health care professionals who interact most frequently 

with families of clients hospitalized in the intensive 

care unit, nurses can have a powerful influence on how 

family members experience this stress fuI situation by 

creating an atmosphere conducive to coping. A variety 

of cognitive, affective and behavioral approaches, 
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based on Watson's ten carat ive factors, may be used by 

the nurse to promote coping and health. This lS 

accornplished through caring transactions. In Watson's 

human caring theory, care/caring becomes the ethical 

principle or standard by which treatments and 

interventions are measured (Watson, 1988). 

Such a perspective presents nurslng as a human 

service wherein the person is the startinq point. 

Indeed, a high value is placed on the sUb]ectlve 

experience of the client involved in health-illness 

conditions. How a client percelves and responds in a 

given situation depends upon his/her subjective reality 

and not just upon the objective conditions or external 

reality (Watson, 1985b). As a result, the importance of 

the caring behavior must be interpreted based on the 

perspective of the receiver of care. Therefore, 

qualitative designs were chosen as the optimal method 

to study this model (Watson, 1985b). However, Watson 

contended that the choice of the method depends on the 

cornponents one chooses to research (Watson, 1985b). The 

current study used a quantitative deslgn, 

Q-methodology, to assess perceptions of nurse-caring 



behaviors. This method was believed appropriate for 

this model as it explores the richness of human 

subjectivity. 
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Watson (1985a) proposed that the interventions 

related to the human care process can be referred to as 

carative factors which are aIl presupposed by a 

knowledge base and clinical competence. ~he carative 

factors are: 

1) formatlon of humanistic-altruistic system of 

values; 

2) instillation of faith and hope; 

3) cultivation and sensitivity to self and others; 

4) development of helping-trusting relationship; 

5) promotion and acceptance of the exprassion of 

positive and negative feelings; 

6) systematic use of the scientific problem solving 

method for decision-making; 

7) promotion of interpersonal teaching-learning; 

8) provision for a supportive, protective, or 

corrective mental, physical, sociocultural, and 

spiritual environment; 

9) assistance with the gratification of needs; 



10) allowance for existential-phenomenological forces 

(Watson et al., 1979, pp. 9-10). 
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Interventions based on these carat ive factors 

integrate both scientific and humanistic values and 

thus are characterized as caring interventions. They 

have been further classified as instrumental and 

expressive. Expressive interventions promote affectlve 

coping through emotional support. Instrumental 

interventions impart cognitive information through 

teaching-learning. They attempt to rtclarify or alter 

the meaning of the developmental stress or alter the 

troubled transactlons between the person and his/her 

environment" (Watson, 1985a, pp.259). Both kinds of 

nursing interventions are necessary and appropriate for 

different persons at different times. 

In this research study, carlng is seen as an 

important element of the nurse-family relationship in 

critical care. Watson's model proposes a nursing 

practice characterized by a "human-to-human" responsive 

attitude to offer and provide genulne support. The 

caring behaviors are viewed as acts aimed at meeting 

the needs of family members or improving their 

condition. These behaviors, however, requlre an 
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intention, a will, and a relationship with the client. 

The "how" of the caring behavior is emphasized as much 

as the "what", that is, the caring transaction per se 

(Watson, 1985b). 

This study endeavored to further clarify and 

classify nurse-carlng behavlors ta the level of farnily 

care in arder ta provide a better understanding of the 

family's experience in crltlcal care. The farnily 

mernbers' perceptions of important nurse-caring 

behaviors rnay help nurses ta enact behaviors that may 

be more meaningful and support ive ta family members of 

acutely ill clients. Such an identification is a 

critical factor in the therapeutic nurse-family 

relationship. 

Figure 1 shows the model upon which this study is 

based. The focus of the study is to identify important 

instrumental and expresslve behuviors as perceived by 

nurses and famlly mernbers. 
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CHAPTER 3 

Methods 
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The purpose of this study was to design and test a 

research instrument to assess nurses' and families' 

perceptions of important nurse-caring behaviors towards 

family members in critical care. The study was 

conducted in three phases. 

In the first phase, a research instrument using 

Q-methodology was designed for the study. This new 

instrument was titled the Family Care-Q Instrument 

(FCQI). The second phase conslsted of testing the 

instrument for reliability during a pilot stvdy 

conducted with 38 nurses and 20 family members in 

critical care. The thlrd phase was related to the pilot 

study and assessed the nurses' and families' 

perceptions of important nurse-caring behaviors towards 

family members in critical care. Details of the 

procedures of these three components follow. 

Phase 1: Instrument Development 

The first phase of this study addressed the 

following research question: 

1) What set of items identifies important nurse-caring 

behaviors towards family members in crltical care? 
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Background 

The FCQI identifies a set of nurse-caring 

behaviors towards family members in the critical care 

setting. This research instrument is a modified version 

of the Care-Q Caring instrument designed by Larson 

(1981) to measure the perceived importance of nurse­

caring behaviors within the nurse-patient relatlonship. 

Each of Larson's fifty statements of nurse-caring 

behavior towards patients in the oncology setting was 

adapted and/or changed to describe nurse-caring 

behaviors towards family members in the intensive care 

unit. Consent was obtained from Dr. Larson to proceed 

with these changes (see Appendix A). 

Thus, major similarities exist between the FCQI 

and Larson's instrument. The similarities include the 

structure of the instrument, the content of sorne 

behavioral statements and the methods used. Indeed, 

both instruments contain fifty statements dcscribing 

caring behaviors of nurses. Sorne of the nurse-caring 

behaviors descrlbed in Larson's lnstrurnent were 

applicable ta the nurse-family relatlonship. Thus, few 

modifications were made to these statements. In 

addition both instruments use Q-rnethodology to address 



the perceptions of subJects regarding the relative 

importance of a set of nurse-carlng behaviors. 
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However, major differences exist between the two 

instruments. Malnly, the FCQI describes nurse-caring 

be~avlors towards family members in critical care and 

thus highlights a different type of nurse-caring 

relationshlp in another contexte Furthermore, Larson 

intuitively attributed her items to the following six 

sUb-categories: Accessible; explains and facilitates; 

comforts; anticlpates; trusting relationship; monitors 

and follows thraugh. These sub-categories were modified 

for this study based on Watson's conceptual framework 

and the empirlcal studies on caring behaviors. The FCQI 

has four sub-categories. These are: Expressive-personal 

characterlstlcsi expressive-affective behaviors; 

instrumental-physical behaviors; and instrumental­

cognitively-orlented behaviors. On the basis of these 

dissimilarlties, the FCQI was considered a new 

instru~ent. 

DescrIPtion 

The FCQI cantains fifty items, each describing a 

caring behavior that a nurse can have towards a family 

member in critical care. These nursing behaviors are 
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enacted with the will and intention to convey caring to 

family mernbers. Therefore, the set of behavlors 

contains aIl positive staternents about the nurse-farnily 

relationship, with a focus on the family member as the 

recipient of care. Each staternent of behavior was 

elaborated with respect to Watson's ten caratlve 

factors. In addition, each item was formulated based on 

a review of the literature on carlng, families' needs, 

and experience in critical care, and on the litcrature 

on support ive behaviors towards families in crlsis. 

staternents were developed using elementary reading 

level language to facilitate understanding. Each 

staternent of behavior is described in a short and 

simple sentence. The singular form of nouns and 

pronouns was preferred to favor precision and 

personalization of the staternent to famlly members. 

Consequently, the nurse was referred to as a female and 

the family rnernber as a male. The reason for using this 

language was explained to subjects prior to the 

completion of the instrument. 

Many of the behaviors identified in the FCQr are 

examples of nurslng interventions towards families in 

crisis. The researcher's experience in caring [or 
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farnily rnembers in critical care contributed to the 

identification of realistic and feasible behaviors 

relevant to crit~cal care practice. These behaviors 

were labelled as nurse-car~ng behaviors towards family 

members and became the items for the subsequent 

research instrument. 

Content Validity 

Content validity depends on the extent to which an 

empirical measurement adequately represents the 

un~verse of content (Polit & Hungler, 1987). According 

to several authors, validity is improved when experts 

are given the opportunity to make judgrnents regarding 

the appropr~ateness of the statements (Tetting, 1988; 

Polit & Hungler, 1987). Members of four panels of 

experts reviewed the items to ensure clarity, 

appropriateness and representativeness of caring 

behaviors in critical care. Experts were invited to 

make comments and suggestions. Finally, one panel of 

expert nurses in the fièld of caring categorized the 

fifty behavioral statements into four sub-categories of 

nurse-caring behaviors. 

Items. The first review panel was constituted of 

three expert nurses selected because of their 
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experience and ex~ertise in research and/or critical 

care. The panel were asked to identify behavioral 

statements which were not representative of the caring 

concept in nursing and not appropriate ta critical care 

nursing. 

According to Sellitz et al. (1976), clarity in 

wording of items reduces the possibility of distortion 

in ratings. Therefore, a second expert nurse panel 

reviewed the items for clarity, uniqueness and 

representativeness of caring behavior ln critlcal care. 

This panel was comprised of five master's prepared 

nurses, who had experience in critical care and/or 

family nursing. 

The identified items were then reviewed separately 

by two other panels cornprised of five critical care 

nurses and five potential critical care family rnembers. 

critical care nurses were randornly selected by a nurse 

clinician in one critic< 1 care unit of a large acute 

care hospital. Potential family mernbers were identified 

through family and friends and selected to participate 

if they had had a past experience as a family rnember in 

a hospital setting. Subjects were asked ta indicate on 
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understandable. 
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Sub-Categories. Five nurse researchers from Canada 

and/or the united states, who have studied the concept 

of caring, were asked to assign each of the fifty 

statements to one of four sUb-categories of caring 

behaviors: Expressive-personal characteristics; 

expressive-affectlve behaviors; instrumental-physical 

behaviors' insLrumental-cognitively-oriented behaviors. 

These four sub-categories were developed based on 

Watson's conceptual model and on empirical studies 

describing the concept of caring. They referred to two 

types of carlng behaVlors: expressive and instrumental. 

The experts were given definitions of the 

sUb-categories. They were told that expressive 

behaviors indicate feelings. They consist of activities 

involved in establishing relationships and in offering 

emotional support. This category included two 

sUb-categories of nurse-caring behaviors. The 

expressive-personal characterlstics related to the 

individual features of the nurse which accounts for 

his/her willingness to care. The expressive-affective 

behaviors sUb-category contained caring behaviors 
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referring to establishing a relationship and providing 

emotional support to fam1ly members. 

Instrumental behavlors emphasize the actions taken 

rather than the emotions felt. They included two sub­

categories of nurse-caring behaviors. Instrumental­

physical behaviors encompassed specifie concrete caring 

actions demonstrating the nurse's intention of "wantinq 

te do something for" the family member. Instrumental­

cognitively-oriented caring behav10rs consisted ot 

caring behaviors referring to activities with an 

emphasis on cognitive functioning like teaching and 

assisting in problem solving. 

Translation 

The Family Care-Q items were translated into 

French. A French verS10n of this instrument may 

constitute a useful tool for nursing research assessing 

French speaking subjects. Moreover, an instrument 

available in two languages has allowed more subjects to 

participate in the study. 

The validity of the translation was addressed by 

an editor/translator who reviewed both versions of the 

items several times to determine the accuracy of the 

translation. This process brought an important 
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refinement to the elaboration of each behavioral 

statement because each word used was reassessed for its 

sense and each statement was evaluated for its meaning. 

The French version of the instrument has been 

titled: F-COMSOL: Mesure de l'Importance des 

Comportements de Sollicitude du Personnel Infirmier 

vis-à-VIS des FamIlles aux Soins Intensifs. The 

psychometrie properties of the French version of the 

instrument have been partially assessed. Content 

validity was examined by four panels of French speaking 

experts. The process to ensure content validity was the 

same as the one described for the English version. 

Reliability of the French version has not been 

addressed in a test-retest. 

Methodology 

This instrument uses Q-methodology which 

identifies the dime~slons of subjective phenomena from 

the viewpoints and experiences of individuals (Dennis, 

1986). Developed to explore and understand the richness 

of human subjectivity, it is relevant to many 

substantive areas of scientific inquiry within nursing 

(Dennis, 1986; Polit & Hungler, 1987). Several nurse 

researchers have used this rnethod to examine the 



ranking of nurse-caring behaviors (Cronln & Harrison, 

1988; Larson, 1987; Mayer, 1987; Sloan, 1986). 
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The Q-technique invites the individual to sort a 

set of statements along a continuum of significance 

(Dennis, 1986). Because the method focuses on the 

individual's perspective, there are no right or wrong 

answers. Subjectivity is revealed by the subjects; ~he 

challenge lies in understanding it (Dennis, 1986). 

The sorting procedure. Each of the 50 nurse-caring 

behaviors toward family members in critical care of the 

FCQI was prlnted on 4 X 4 1/2 lnch plastified cardo 

Each card was numbered for coding purposes. study 

participants were informed during data collcctlon that 

the numbering was for these purposes only. Verbal and 

written instructions were glven to 

subjects to sort the 50 behavioral items according to 

seven ranks of importance. A forced choice was 

required between the items available. 

To help subjects conceptualize and enJoy the task, 

a 29 X 40 inch white rigld folding board constituted 

the form of the instrument. Three large squares were 

printed at the bottom of the board ta represent the 

first part of the sort. Above these three squares, 
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seven envelopes were labeled and placed on a continuum 

from "the most important" to "the least important". 

These envelopes were positioned diagonally with "the 

most important" envelope placed at the top le ft of the 

board and "the least important" envelope placed at the 

bottom right. Envelopes were also colored in various 

shades denoting the level of importance with bright red 

for the most important envelope, to white, for the 

least important one. The number of cards/items to 

select for each pile as weIl as each envelope was 

printed in black. Figure 2 gives a representation of 

the instrument display. 

Since a thorough comprehension of the instructions 

is essential to ensure valid and reliable results 

(Dennis, 1986) detailed verbal and written instructions 

were provided by the researcher to the participants. 

Participants were informed that the purpose of the 

study was to sort the cards into nursing behaviors most 

importantly desired rather than observed. First, 

subjects were asked to sort the 50 cards in three 

piles: 15 most important cards, 20 important cards and 

15 least important cards. The next step was to take the 

15 cards in the most important pile and to separate 
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them into three other piles. The same procedure ~as 

dcne in reverse for the 15 cards in the least important 

pile. 

InstructIons were explicitly stated to aIl 

participants who were: 1) informed that the 50 cards 

were all imrortant; 2) asked to reaà aIl the cards; 3) 

and intormed that the sortIng task was divided into two 

steps: a) first, separate the fifty cards in three 

piles: most important, important, least important; b) 

and then asslgn an exact number of cards in each of the 

seven envelopes rangIng from the most important to the 

least Important. The researcher demonstrated to aIl 

IndIvidual partIcipants how to proceed with the sort. 

Written lnstructions were aiso available for Lhe 

subject to consult If needed (see Appendix B) . 

Method for data analysis. The item ranking of 

each participant was caded numerlcally. The item ranked 

as the most Important was coded 7 and the least 

important Item was coded 1. The statistlcal Package for 

Social SCiences (SPSS) was used to analyze the data 

collected. 

First, the mean rank for each of the 50 Family 

Care-Q items was calculated ta deterrnine which items 
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were most and least important for each group of 

subjects. It was do ne by using the Friedman test 

procedure. This statistic, used for analysis of 

ordinal-level data, placed the items by order of 

importance for each subject by attrlbuting a rank value 

ranging from 1 ta 50. Then, it calculated the mean rank 

of each ltem across aIl the subJects per group 

(Conover, 1971). Theretore the values obtained for the 

mean rank of Ltcms rangea from 1 to 50. 

Secopdly, the dlff2rences between nurses' and 

family members' perceptlons of nurse-caring behaviors 

were analyzed. Multiple T-tests compared the two groups 

of subjects over each item as well as each sUb-category 

of the instrument. 

Advantages. The Q-methodology is a flexible and 

useful tool used in exploratory research (Kerlinger, 

1973). Q-sort was developed as a means of recordlng and 

measuring multiple judgments, preferences, and 

impressions (Nunnally, 1964). Experience has indicated 

that the task of sorting cards seemed to be more 

interesting and agreeable to subjects than completlng a 

questionnalre. In addition, sucial desirabllity, 



response set and missing data are almost non existent 

with this method (Kerlinger, 1973). 
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Disadvantages. On the other hand, the Q 

methodology has been criticized to be time consuming 

and difficult (Polit & Hungler, 1987). Indeed, it has 

been estimated ta take approximately 30 to 60 minutes 

per subject ta complete the sort. Moreover, sinee the 

Q-sort's statements are ranked relative to other 

statements in the sort, lnterpretation of results 

shouid not view Iower ranked items as un important or 

unsupportive, but only as Iess important or less 

support ive than higher ranked statements. In addition, 

it beeomes problematic to generalize the results 

without a sizeable sample. This aiso limits the 

general~lation of results to the sample under study 

(Hull, 1989). 

Summary 

The FCQI contains fifty nurse-earing behaviors 

towards famlly members ln critieal eare. It was 

designed for this study to assess critical eare nurses' 

and famlly mernbers' perceptions regarding the relative 

importance of nurse earing behavlors towards family 

members in critical care. Ta aehleve this measurement, 
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the instrument uses Q-methodology to rank the 50 items 

into seven ranks of importance ranging from "the most 

important" to "the least important". This instrument 

has also been made available in French. Both versions 

of the instrument were used in a pilot study conducted 

with 38 critical care nurses and 20 family members in 

the intensive care setting. 

Phase 2: Instrument Testing 

The purpose of this phase of the study was to test 

the reliability of the newly designed FCQr and revjse 

the FCQI, if indicated. The following research question 

was addressed: 

2. What are the internaI consistency and stability of 

the set of Q-sort items? 

Two approaches of estimating reliability were of 

interest: internaI consistency and test-retest 

reliability. 

InternaI Consistency 

"Items of an instrument that are not consistent 

with one aDother are most likely measuring different 

things, and th11S contribute to (and may detract from) 

the ins~rument's assessment of the particular variable 

in question" (Corcoran & Fisher, 1987, p.14). The four 
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sub-categories of nurse-caring behaviors were tested 

for internaI consistency using Cronbach alpha 

coefficient of correlation. This statistic, which is 

frequently used in instrument development, is based on 

the average correlations among items and thus reflects 

the degree of association between these items. Values 

approaching 1.0 suggest that the instrument's 

sub-categories are tapping a similar domain of 

interest. 

stability 

Stability assessment gives information regarding 

the stability and dependability of an instrument 

(Guilford, 1954). Stability of the instrument was 

addressed in a small test-retest study with a group of 

six critical care nurses. These nurses agreed ta 

complete the Q-sort a second tIme, three weeks after 

the first cornpletion of the instrument. The nature of 

the retest was explained to participants as being for 

statistical purposes. The coefficients of correlations 

of the sub-categories were obtained with Pearson's 

correlations . 
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Evaluation of the Translation 

Four bilingual nurses establlshed the stability of 

the translation. Bath versions of the instrument were 

completed individually and consecutively by each nurse. 

There was no time lapse in between the test-retest to 

prevent the effect of time on the perceptions. In order 

ta avoid a direction bias in the translatlon, two 

nurses completed the French version first and then the 

English version and two other nurses first completed 

the English version followed by the French version. 

This testing of the stability of the translation 

was addressed in order to consider the Family Care-Q as 

an instrument available in two languages rather than as 

two different instruments. 

Phase 3: Pilot Study 

The purpose of the pilot study was to assess 

nurses' and family members' perceptions of nurse-carinq 

behaviors towards family members in critical care with 

a sample of 38 critical care nurses and 20 famlly 

members of critically ill clients. The pilot study 

addressed the followlng research questions: 
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3 . What are family members' perceptions of important 

nurse-caring behaviors towards family members in 

critical care? 

4. What are the critical care nurses' perceptions of 

important nurse-caring behaviors towards family 

members in critlcal care? 

5. ls there a difference between the family members' 

and nurses' perceptions of important nurse-caring 

behaviors in critical care? 

Conceptual Definitions 

The definitions of the terms used in this study 

were: 

Critically ill patient: an adult client who is 

seriously ill or injured and/or suffers from complex 

health conditions and requires critical care. In this 

study, these clients were patients admitted to a 

crilica] care unit. 

Critical care: a blend of high technology and 

ongoing intensive attention by skilled professional 

staff working in units where clients requiring this 

type of care are centralized. 

Critical care nurse: a nurse responsible for the 

care of critically ill patients and their family 
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members. In this study, critical care nurses were 

licensed to practice Nursing in the prov;r~e of Quebee. 

Family member: an adult person who expressed a 

close relationship to the critically ill patient by 

coming to visit the critically ill client while 

hospitalized in the intensive care unit. In this study, 

family me~bers were relatives and/or friends. 

Perception: defined by King (1981) as each 

individual's subjective view of reality, which includcs 

awareness of objects, persons, and situations. 

Caring: Caring invoJves values, a will and 

commitment to care, knowledge, caring actions and 

consequences (Watson, 1988). 

Nurse caring behaviors include acts Axpressing 

concern, support, assistance and facilitatjon towards 

meeting clients' needs (Sloan, 1986). 

Research Design 

Thjs study used a descriptive comparative design 

to describe the experience of caring within the nurse­

family relationship. This type of esign was ]udged tü 

be appropriate to the exploratory nature of the study . 
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Because there is little documented information about 

the concept to be explored, hypothesis testing was not 

appropriate for this study. 

The Selting 

The medical-surgical intensive care unit of a 

large hospital affiliated with McGill University in 

Montreal was the setting chosen for this study. The 

project was approved by the Nursing Research Ethical 

Review Committee of the hospital. The target hospital's 

philosophy of nursing considers the cl:ènt and his/her 

family as the focus of nursing practice. The chosen 

intensive care unit comprised 16 beds intended for 

critically ill adult clients sustaining medical and 

surgical health problems. 

The Sampl~ 

This study used a sample of convenience with 

volunteers as participants. The sample consisted of two 

groups, one group included the visiting family members 

of crit cally ill clients, and the other consisted of 

the nurses taking care of clients and their family 

members in the intensive care unit (leU). 

Selection of family members. Family members were 

selected prospectively as qualified subjects visited 
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their hospitalized relative in the intensive care unit. 

Only one family member per family was asked to 

participate in the study. The type of relationship to 

the hospitalized client, the length of the client's 

hospitalization in the leu and the client's diagnosis 

were recorded on the dernographic data sheet as 

potential descriptive variables. No matching between 

the critical care nurses and the family members was 

done. The inclusion criterion for eligible hospitaljzed 

clients was that the length of hospltalization in the 

JeU was greater than 72 hours. 

1 ) 

The inclusion criteria for family rnembers were: 

visited the hospitalized client in the leu 

regularly: 

-at least two times during a patient's leU 

hospitalization of less than 72 hours, or, 

-for a minimum of three times if the patient's 

hospitalization in the leU is greater than 72 

hours. 

2) aged over 18. 

3) literate in the English or French language 

4) provided informed consent . 
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Selection of nurS8S. Nurses were voluntary 

participants from the designated intensive care unit. 

Nurses practising in critical care for less than one 

yedr were not included in the study. This criterion was 

chosen because, most commonly, nurses in their first 

year of practice in critical care concentra te on 

reaching a comfortable level of technical competence. 

When this level of expertise is attained, they can more 

fully concentrate on meeting the needs of their clients 

and families (Ray, 1987). According to this 

investigator, a one year period is the length of time 

needed to achieve this level. Thus, the inclusion 

criteria for nurses were: 

1) licensed to practice in Quebec. 

2) staff nurses. 

3) had been working in the designated critical care 

unit for a minimum of one year. 

Sample size. Twenty family members and 38 critical 

care nurses particlpated in this study. 

Procedure for Data Collection 

For ethical reasons, the subjects were not 

approached directly by the researcher for participation 

in the study. Patients who were hospitalized for a 
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minimum of 72 hours in the intensive care unit were 

identified by the researcher. Critical care nurses were 

thereafter consulted to assess if the patient's family 

members were visiting and if they met the inclusion 

criteria for the study. Nurses were then asked to 

inform the family members of the presence of a nurse 

researcher on the unit who was interested in the 

experience of families in critical care. Family members 

were invited to meet the nurse researcher. Appendix C 

gives an example of such statement of introductlon to 

family members. 

When a family member agreed to meet the 

researcher, the researcher explained the purpose of the 

study and what would be asked of him/her if he/she 

agreed to participate in the study (see Appendix C). 

Family members who agreed to particlpate were invited 

to sit in a private room within the area of the 

intensive care unit. Written consent (Appendix D) was 

signed, the demographic data sheet (Appendlx E) was 

completed by the researcher as an interview with the 

family member and a concrete explanation of how to use 

the Q-sort was given using the instrument as an 

example. The FCQr was then completed privately by the 



• 

• 

• 

66 

subjects. The researcher remained outside the room but 

still available to the family member if needed. 

Critical care nurses were invited by the he ad 

nurse to meet the researcher for an information and 

recruitment session (see Appendix C). Critical care 

nurses were informed about the purpose of the study and 

what would be asked of them if they agreed to 

participate. A demonstration of how to do the sort was 

given during the information session. Nurses who did 

not attend the information and recruitment session were 

notified informally by the researcher when the 

researcher was on the unit . 

Nurses who agreed to participate were asked to 

come to a private room near the intensive care unit. 

The consent form (Appendix D) was signed and nurses 

were asked to complete the demographic data sheet 

(Appendix E). Nurses completed the instrument during 

their working hours. A colleague nurse was asked to 

take care of the patient while the nurse who agreed to 

participate was gone to complete the instrument. 

Assurnptions 

The major assumptlon underlying this study was 

that nurses dernonstrate caring behaviors toward family 
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members in the intensive care unit. This assumption was 

made on the basis of this investigator's experience as 

a critical care nurse in the setting chosen for the 

study. In addition, there is evidence that caring is 

provided to families based on empirical studies on 

families in critical care (Cronin & Harrison, 1988; 

Hampe, 1975; MoIter, 1979). 

It was also assumed that the family members had 

had sufficient contact with nurses in the criticai care 

setting to be able to formulate perceptions of nurse­

caring behaviors. The type of instrument used asses ses 

perceptions of caring rather than evaluation of nurse 

caring behaviors. It was assumed that this ailowed 

family members to respond without fear of repercussions 

in the sorting of the items. 

FinaIIy, the instrument was believed to elicit 

nurse caring behaviors as it gave examp1es of several 

nursing behaviors based on caring which can be medjated 

within the nurse famiIy relationship in the critical 

care setting. 

Ethicai Considerations 

The investigator took the responsibility to inform 

the subjects of the purpose of the study as weIl as 
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their obligations if consent was given. The subjects 

were assured of privacy during the completion of the 

instrument and confldentiality of the results. 

Furthermore, family members were guaranteed that their 

particlpation in the study would in no way affect the 

care given to the hospitalized client or themselves. 

Nurses were assured that whether they participated or 

not would not affect their employment status in any 

way. 

Therefore, the guidelines with respect to the 

rights of human subJects in research su ch as informed 

• consent, privacy, confidentiality and protection from 

harm as weIl as the right to refuse and withdraw from 

participation, were adhered to in this research 

project. Descriptive information regarding the refusaI 

of family members was collected when made available. 

This information included the reason of refusaI, the 

type of client's illness and condition, and the 

relationship between the family member and the client. 

Limi taU ons 

The nonprobability approach in the selection of 

the sampJe for this study has limited the 

generalizability of the results. The Q-method as weIl 

• 



• 

• 

• 

as the lack of established psychometrie properties of 

the new FCQI further limits the application of the 

findings. Should the subjects not have understood or 

not followed the instructions for complelion of the 

instrument, results may have been inaccurale. 
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In view of the lack of qualitative studies on the 

meaning of caring for family members, this study 

assumed that the identified nurse-caring behaviors were 

perceived as caring behaviors by the family members . 
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The Family Care-Q instrument (FCQI) was developed 

in French and English for the specifie purpose of 

identifylng nurses' and family members' perceptions of 

nurse-caring behaviors towards family members in 

critical care. 

This study required three major phases. Phase 1 

was focused on the development of the instrument for 

the study. ln Phase 2, the reliability of the 

instrument was tested during a pilot study conducted 

wilh nurses and family members in critical care. The 

results of thlS phase led to revisions in the 

instrument: the number of items (from 50 to 45) and 

the instrument's subcategories. In phase 3, nurses' and 

familles' perceptions of important nurse-caring 

behaviors towards family members in critical care were 

assessed. Thus, the results of the data analysis are 

presented according to these three phases. 

In phase l, the following research question was 

addressed: 
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1. What set of items identifies important 

nurse-caring behaviors towards family members 

in critical care? 

The results of this first stage are presented in four 

sections: 

a. item development 

b. content validity 

c. translation 

d. methodololgy 

In phase 2, the subsequent research question was 

answered: 

71 

2 • What are the internaI consistency and stability of 

the set of Q-sort items? 

The results of this phase are divided in three 

sections: 

a. internaI consistency 

b. stability 

c. evaluation of the translation 

In phase 3, the following research questions were 

examined: 

3. What are the family members' perceptions of 

important nurse-caring behaviors towards family 

members in critical care? 
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4 . What are the critical care nurses' perceptions of 

important nurse-caring behaviors towards family 

members in critical care? 

5. Is there a difference between these perceptions? 

The results of the pilot study are presented in four 

sections: 

a. sample characteristics 

b. family member's perceptions of important nurse­

caring behaviors in critical care. 

c. nurses' perceptions of important nurse-caring 

behaviors in critical care . 

d. differences between nurses' and family members' 

perceptions of important nurse-caring behaviors in 

critical care. 

Phase 1: Instrument Development 

Item Çevelopment 

Fifty nurse-caring behaviors were developed to 

comprise the FCQI. Contrary to Larson's Care-Q Caring 

Assessment Instrument developed in 1981 to describe 

nurse-crlring behaviors towards terminally ill clients, 

the FCQr identifies nurse-carlng behaviors directed 

towards family members in the critical care setting . 
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The influence of Larson's instrument on the 

formulation of the FCQI items is acknowledged. Indeed, 

each of Larson's fifty statements of nurse-caring 

behavior was either adapted ta the nurse-family 

relationship in critical care and/or changed ta 

describe more spe8ifically the nurse-caring behaviorR 

towards family members in the critical care setting. 

Thus, several FCQI items are either similar ta, closely 

related thematically ta, or extracted from Larson's 

items. However, sorne of Larson's items were not 

included in the FCQI and other items were formulated. 

The relationships between the FCQI items and Larson's 

items are described in Appendix F. 

Many of the behaviors identified in the FCQI are 

examples of nurses' responses ta fulfil families' needs 

in the intensive care unit and thus reflect nursing 

interventions towards families in crisis. The 

researchers' experience in caring for family members in 

critical care ensured the identification of realistic 

and feasible behaviors relevant ta critical care 

practice . 
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Content Validity 

Items. Members of four panels of experts reviewed 

the items to ensure content validity. Panel l, three 

nurses (a nurse researcher, a family-liaison nurse and 

a critical care nurse) reviewed each item for clarity, 

uniqueness and representativeness of caring behavior in 

critical care. Several terms identified as not clear 

and probably confusing for family members were changed 

for simpler words. Words such as "convey" and "explore" 

were modified to bring additional specificity and 

precIsion to item formulation. These expelt nurses 

agreed on the fifty items as being representative of 

the caring concept of nursing in critical care. Their 

recommendatlons for changes resulted in the refinement 

of several it~ms by adding specifie examples. 

The second panel was comprised of five nurses with 

masters' degrees who were asked to complete a checklist 

asking if each revised item was clearly stated, unique 

and representative of a caring behavior in nursing. 

Items that the experts f~und repetitive were modified 

to ensure distInction between items. 

Thereafter, members of two panels reviewed the 

identified items for clarity in item formulation and 
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general understanding. A convenience sample of five 

critical care nurses and five potential family members 

constituted these panels. After they aIl reviewed the 

items of the instrument, words that nurses and/or lay 

persons found confusing were changed for synonyms. 

Except for these m~ .0r rewordings, the instrument 

remained unchanged. 

Sub-categories. Two caLegories of nurse-caring 

behaviors and their sub-categories were developed 

conceptually based on Watson's Theory of Caring and on 

empirical studies describing the concep~ of caring. The 

two categories were identifi~d ~s expressIve and 

instrumental nurse-caring ~ehaviors. The four sub­

categories of caring behaviors were: expressive­

personal characteristics; expressive affective 

behaviors; instrumental-physical behaviors; 

instrumental-cognitively-oriented behaviors. 

Five nurse researchers, experts in the field of 

caring in Canada or in the United States, assigned the 

fifty statements to one of the identified four sub­

categories of caring behaviors. There was limlled 

agreement among members of the panel. In tact, only 

se ,n of the fifty items reached consensus over the 
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choice of the category and sub-category. Four out of 

five nurses agreed on the same category placement 

(expressive vs instrumental) for 39 items. F~r the 

choice of the sub-categories, four out of five rnembers 

of the panel chose the same sub-category for 20 of the 

50 items. As a result, each item was placed into one of 

the four sub-categories according to the greatest 

percentage of agreement over the choice of the 

subcategory. 

Thus, a total of 17 items were classified as 

expressive nurse-caring behavi0rs and 33 items as 

instrumental caring behaviors. Within the category of 

expressive nurse-caring behaviors, 8 items were 

assigned to "personal characteristics" and 9 items to 

"affective behavlors". Within the category of 

instrumental nurse-caring behaviors, 15 items were 

assigned to "physical behaviors" and 18 items to 

"cogni ti vely-or iented behaviors". 

Trans lati on 

An editor/translator reviewed consecutively bath 

versions of the items to determine the appropriateness 

of the translation. Appendix H shows the final French 

version. This process brought an important refinement 
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to the elaboration of each behavioral statement because 

each word used was reassessed for its sense and each 

statement was evaluated for its meaning. 

Methodology 

Responses ta the instrument's Q-sort method 

varied. Several nurses and family members mentioned the 

difficulty of sorting 50 Important cards by seven ranks 

of importance. The majority of family members enjoyed 

the task of sorting the cards. Several family members 

voiced their curlosity and interest when they saw the 

display of the instrument. Others commented on the 

behavioral statement printed on the cards and the 

incidence of such nurse-caring behavior in the 

intensive care unit chosen for the study. Many shared 

their appreciation of the nurses 5tatlng "lhey are 50 

wonderful, sa human!" Others commented at the end ot 

the sort: "Really what is most important for family 

members is the care given to the patient". The time 

needed by family members to complete the sort ranged 

from 35 to 60 minutes. 

In general nurses were enthusiastic about sharing 

their comments regarding the rnethod of the instrument. 

Sorne nurses commented that the task required was 
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tedious and demanded concentration. Indeed, the sorting 

of the 50 cards in seven ranks of importance was 

experienced as difficult. Many nurses said: "they are 

aIl important! Really, l find it difficult to find the 

most important!" The time needed for nurses to complete 

the sort ranged from 35 to 50 minutes. 

Phase 2: Instrument Testing and Revision 

The purpose of this phase was to test the 

methodology of the instrument as weIl as the 

reliabillly of the newly designed FCQI. Two approaches 

of estimating reliability of the instrument were 

• obtalned: internaI consistency and test-retest 

reliability. In additIon, reliability of the 

translation was addressed with a small sample of 

bilingual nurses. 

Initially, the 50 items of the FCQI were 

distributed into four sub-categories by a panel of 

experts. These sub-categories were tested for internaI 

consistency using Cronbach alpha coefficient of 

correlation. The rneasure of internaI consistency of 

each of these four sub-categories yielded values of 

Cronbach alpha ranging from -0.33 to 0.08 (Table 1) . 

• 
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Table 1 

Coefficients Alpha of the Sub-Categories Derived by the 

Panel of Experts 

Categories 

Expressive 

Instrumental 

Sub-categories 

Personal 
Characteristics 

Aftective 
Behaviors 

Physical 
Behaviors 

Cognitively 
Oriented 
Behaviors 

Note. Total=50 items 

Number 
of items 

8 

9 

15 

18 

Standardized 
Alpha 

0.08 

-0.33 

-0.02 

-0.10 
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These results indicated that the clustering of 

items suggested by the panel was not statistically 

supported. Therefore items were reassigned to six new 

subcategories. These new subcategories were delineated 

with respect to the same two categoriep of nurse-caring 

behaviors, the expressive and instrumental categories. 

As mentioned earlier, the category of expressive 

nurse-caring behaviors emphasizes the feelings of the 

nurses rather than the actions done. ThIS category was 

divIded into three sub-categories: "personal 

characteristics", which refer to the qualities of the 

nurse as an individual and a professionali 

"demonstration of affective interest" which consist of 

caring behavlors demonstrating the nurse's emotional 

availability and interest in helping the individuali 

and fjnally, "the emotion-focused caring interventions" 

which refer to the caring interventions of supporting 

and comforting. 

The category of instrumental nurse-caring 

behaviors emphasizes the actions done rather than the 

emotions felt. This category was also divided into 

three sub-categories: "facilitation of adaptation to 

the environment" which refer to nurses' actions 
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performed to facilitate the family member's adaptation 

to the leu environmenti "demonstration of cognitive 

interest" relate to the nurses' actions demonstrating 

an interest to know more about the family members' 

experiencei and "the problem-focused caring 

interventions" which refer to the caring interventions 

related to the problem, the patient's condition. They 

include nurse-caring behaviors Iike teaching, informing 

and reframing. 

The new six subcategories were tested for internai 

consistency. These sub-categorles yielded increased 

values of Cronbach alpha which ranged from 0.30 to 

0.63. This kind of clustering of items suggested that 

the identi f ied "di mens ions" of the concept were more 

accurate because items within one cluster are highly 

correlated wlth one another and poorly correlated wilh 

items in other clusters (Volicer, 1984). During lhis 

process, five items were identified as signJficantly 

lessening the measure of internaI consistency wilhin 

sub-categories. In addition, they seemed to lack 

specificity in their formulation. Therefore, lhese five 

items were deleted from the instrument (see 

Appendix G). This resulted in decreasing the total 
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number of items from 50 to 45. 

This revised version of the instrument contains 45 

items divided into six sub-categories (see Appendix H) . 

Table 2 shows the standardized alpha coefficient 

obtained for the new sub-categorles. 

Stability 

Stability of the instrument was addressed in a 

small test-retest study with a group of six critical 

care nurses. The retest was completed three weeks after 

the first completion of the instrument. Values of 0.89 

or greater were obtained as coefficients of correlalion 

for five of the six subcategorles (see Table 4) . 

Evaluation of the Translation 

Four bilingual nurses compared the French and 

English versions of the FCQI to evaluate the accuracy 

of the translation. Three of these billngual nurses 

were French, while one was italian. The small size of 

the sample did not allow for statlstical analysls ta be 

performed. Subjects reported that they were affected 

differently by the la~guage verSlon of the instrumenl. 

However, they found the translation accurate and 

therefore both versions of the FCQI were considered to 

be addressing the same behaviors . 
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Table 2 

Coefficients Alpha of the New Sub-categories Derived by 

the Researcher 

Categories 

Expressive 

Instrumental 

Sub­
categories 

Number 
of items 

Personal 
Characteristics 

Demonstration 
of affectIve 
interest 

Emotion-focused 
caring 
interventions 

Facilitation of 
adaptatIon to the 
environment 

6 

6 

9 

9 

Demonstration of 6 
cognitive interest 

Problem-focused 
caring 
interventions 

9 

Notes. Total=45 items 

Coefficient 
alpha 

0.63 

0.59 

0.30 

0.48 

0.59 

0.53 
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Table 3 

Reliability Testing of the FCQI: Coefficients of 

Correlations of the sub-Categories 

SUb-categories ***Coefflclents of 
correlation 

Personal characteristics 0.98** 

Demonstration of affective interest 0.61 

Emotion-focused caring interventions 0.99** 

Facilitation of adaptation to the 0.93** 

environment 

Demonstration of cognitive interest 

Problem-focused caring interventions 

significant p<O.Ol 
significant p<0.05 

0.89* 

0.89* 

Note. * 
** 

*** calculated with Pearson's correlations 
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Phase 3: Pilot study 

The FCQI was used durIng thlS pilot study 

conducted with crItical care nurses and family members 

in the intensive care unIt. The French version of the 

instrument was used by four family members and 16 

nurses while 16 family members and 22 nurses completed 

the Engllsh verSIon. As the French and English verSIons 

of the lnstrument were considered to be reliable, the 

data obtalned wlth bath verSIons of the instrument 

were combined for analysls. 

Sample Characterlstics 

Patients. The pati~nts who were the point of 

reference for this study were critically ill patients 

hospitalized for a minImum of seventy-two hours in the 

intensive care unit. The age of the patients ranged 

from 17 ta 82 years. Fort y percent were female and 

sixt Y percent male. Forty-five percent of the patients 

had been prevIously hospltalized in critical care, 

while it was the first experience for 55 percent of 

patients. The length of hospltalization ln the 

intensive care unIt at the time of data collection 

ranged from 3 ta 24 days wlth a mean of 9.2 days. 
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Sixt Y percent of the patients were diagnosed with 

a medical type of lilness. These patIents suffered from 

hepatic failure (n=J)i pancreatic, gastric, or breast 

cancer (n=3); fourth stage of Hodgkin's disease (n=J) i 

respiratory failure, meningltls, and brain infarct 

(n=3). Fort y percent of the patients had a surgical 

type of illness (n=8). The majorlty of these patients 

had undergone vascular surgery (n=6). The remaining two 

had had cardiac surgery or splenectomy. Table 4 

summarizes the descriptivr dat.a collected on critically 

ill patients in the crltlcal care unlt. 

Famlly members. Twenty family members participated 

in this 3tudy. Their age range from 26 to 72 years with 

an average of 46 years. Twelve family members were 

female and eight were male. Eleven were born in 

Montreal, and three in ottawa. The remaining were 

immigrants from Europe. 

Seven family members had university education. 

Five had completed at least fifteen years of schooling 

and six, twelve years. Two famlly members who 

participated in the study had a maximum of six years aL 

formaI education. 



Table 4 

Characteristics of critically III Patien~s (N=20) 

Characterlstics 

Age 

Sex 

Female 
Male 

previous 
Hospitalizations 
in leu 

Yes 
No 

Type of lllness 

Medical 
surgical 

Number of Days ln lCU 

Number (%) 

8 
12 

9 
11 

12 
8 

(40% ) 
(60%) 

(45%) 
(55%) 

(60%) 
(40% ) 

Mean (Range) 

54 (17-82) 

9.2 (24) 

87 
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Six of the family members were spouses and seven 

were adult children of the hospltalized patlent. The 

athers were either the mo~her, slster or slstcr ln law. 

Eleven famlly members were living wlth the hospltalized 

mernber prior ta the patient's hospitalization. Thirteen 

family members stated they had a very close 

relationship with the hospitalized patient. The others 

described their relationship ta the hospitalized 

relative as being close. No subjects stated they were 

not close ta the patient. 

For ten of these family members, it was their 

first experience having a significant other 

hospitalized in an intensive care unit. Eleven family 

members spent their days in the intensive care unit. 

Four visited once a day and four others Cdmc ta see 

the hospitalized member once every other day. One 

family member visited tWlce a week. Nineteen family 

members stayed more than fort y five minutes cturing 

their visit in the intensive care unit. Table 5 reports 

the descriptive data collected on family mombers. 

Nurses. Thirty-elght criticai care nurses 

participatect in the study. Their age ranged from 23 ta 

49 years with an average of JO years. 
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Table 5 

Characteristics of Family Members (N=20l 

Characterist1.cs Number ( %) Mean (Range) 

Age 46 (26-72) 

Sex 

Female 12 ( 60%) 
Male 8 (40% ) 

Place of Birth 

Montreal Il ( 55%) 
ottawa 3 (15% ) 
Europe 6 (30% ) 

Educat1.on 

6 years 2 (10%) 
12 years 6 (30% ) 
Around 15 years 5 (25% ) 
Un1.Verslty Degree 7 (35%) 

Relationship to 
Patient 

Wife 3 ( 15%) 
Husband 3 ( 15%) 
Son 4 (20% ) 
Daughter 3 (15% ) 
Mother 2 (10% ) 
Sister 3 (15% ) 
Sister-ln-law 2 (10% ) 

Closeness of 
Relationshjp 
to Patient 

Very close 13 (65% ) 
Close 7 (35% ) 



Table 5 (con/t). 

eharacterlstics of Farnlly Members CN=20) 

Characterlstics 

Living wlth Patient 

Yes 
No 

previous 
Experience in leu 

Yes 
No 

Frequency of Visits 

Spend my days 
Once a day 
Every other day 
Twice a week 

Lenght of Visits 

Around 15 min. 
More than 45 min. 

Number (%) 

11 
9 

la 
la 

11 
4 
4 
1 

1 
19 

( 55%) 
(45% ) 

(50% ) 
(50% ) 

( 55%) 
(20% ) 
(20% ) 
( 5%) 

( 5 %) 
(95% ) 

90 
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Twenty-nlne nurses held a nursing diploma and 

eight a baccalaureate degree ln nursing. One had 

graduated [rom a hospltal prograrn. Twenty-nine nurses 

were working full tlme and the others were part-time. 

Thirty-four nurses were doing the rotation among the 

three Shlfts. Two were working only the day shift, and 

one, the evenlng Shlft or the night shift. SIX nurses 

who particlpated ln the study had one year or less of 

experience in critical care. Two nurses had less than 

the Inclusion crlterion of one year experience but felt 

they had reached a cornfortable level of expertise and 

wanted to particlpate ln the study. The judgment was 

made that they had satlsfied the lntent of the 

criterion and they were admitted ta the study. Table 6 

sumrnarizes the descrIptIve data collected on critical­

care nurses who particIpated in this study. 

FarnIly members' ppr~tions of Important Nurse-caring 

Behaviors ln Crltlc~l Care 

AlI ~o farnlly rnembers cornpleted the FCQI. Four 

family mernbers used the French version and 16 the 

English VerSJ0n. The FrIedman test procedure was used 

to calculate the mean ranks for each item across 

subjects per group. The values obtained ranged from 
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Tab"..e 6 

Characteristics of Critical Care Nurses {N=181 

Characteristics Number (% ) Mean (Range) 

Age 30 (23-49) 

Sex 

Fernale 35 (92%) 
Male 3 ( 7%) 

Years in ICU 

Less than one year 2 ( 5%) 
1 year 4 (11% ) 
1 - 2 years 5 (13% ) 
2 - 3 years 7 (18%) 
3 - 5 years 9 (24%) 
5 -10 years 8 (21%) 
10-15 years 3 ( 8%) 

Educatlon 

Hospital prograrn 1 ( 3%) 
Nurslng diplorna 29 (76% ) 
B.S.N. 8 (21?s) 

----
Ernployrnent Status 

Full tirne 29 (76% ) 
Part tirne 9 (24%) 

Shift 

Days 2 ( 5%) 
Evenings J ( 3%) 
Nights 1 ( 3%) 
Rotation 34 (89%) 
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1.67 to 43.67. The highest Mean rank indicates the Most 

important item and the lowest mean rank, the least 

lmportant Item. AppendlX l reports the listing of items 

by importance as determined by family members. 

Table 7 shows the fi ve nurse-car ing behaVlors 

towards famlly members perceived as most important by 

fami ly members. Table 8 shows the fi ve nurse-car ing 

behaviors perccived as least important by family 

members. 

In additjon, the same procedure was used to 

determine the importance of the six sub-categories. The 

mean ranks for the SlX Gubcategories ranged from 1.30 

to 5.42. The relatIve importance of these sub­

categorles, as perceived by famlly members, is shawn in 

Table 9. Family members percel.ved problem-focused and 

emotion-focused caring Interventions as MoSt important. 

The caring behavlors demonstrating nurses' cognitive 

Interest in the family member were perceived as the 

least important. 

Nurses' Perce~Llons of Important Nurse-Carlng Behaviors 

in critical Care 

Thirty elght crltical care nurses completed the 

FCQI. Sixteen used the French version and 22 used the 
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Table 7 

The Fi ve Nurse-Car ing Behav lors Perce i ved as_Jtost 

Important by Farn11y Mernbers 

Items 

7. The nurse informs the fam11y rnember 
when imp0rtant chanqes occur in 
the patient's condit1on. 

42. The nurse 1S skilled in the 
teclmlca 1 aspect of the pat lent' s 
care; such as 1ntr~venous, 

pumps, monitors, etc. 

22. The nurse takes the time to talk ta 
the fam11y member whcn he calis 
the intensive care unit. 

21. The nurse seeKs ùdd1tional 
information about the patient 
from the fam1Iy member. 

47. The nurse is honest wlth the family 
member about the paticnt's condition 
and treatment. 

*Mean Rank 

43.6'; 

·10.80 

38.97 

] G. J 5 

36.22 

*calculated by Friedman test procedure and rùnging from 
1 to 50. 



95 

Table 8 

The Five Nurse-caring Behaviors Perceived as Least 

Important by Family Mernbers 

Items 

11. The nurse offers the farnily 
member to sleep in the waiting 
room. 

31. The nurse informs the family member 
of support systems available in the 
hospital, such as pastoral 
services. 

28. The nurse sits down with the 
family member. 

13. The nurse inquires if the family 
rnernber has eaten, has slept. 

10. The nurse brings eaffee to the 
family member when he lS 
waiting ta see the patient. 

*Mean Rank 

14.27 

13.88 

12.42 

10.75 

3.67 

*ca~culated by Friedman test procedure and ranging from 
1 to 50. 



96 

Table 9 

The Relative Importance of the FCQr Sub-Categories as 

perceived by Family Members 

Categories 

Instrumental 

Expressive 

Expressive 

Instrumental 

Expressive 

Instrumental 

SUb-categories 

Problem-focused 
caring interventions 

Emotion-focused 
caring interventions 

Demonstration of 
affective interest 

Facilitation of adaptation 
to the environment 

Personal characteristics 

Demonstration of cognitive 
interest 

*Mean 
Rank 

5.42 

5.38 

3.20 

3.00 

2.70 

1.30 

*calculated by Friedman test procedure and ranging from 
l to 6. 



97 

English version. The Friedman test procedure determined 

the relative importance of the items as perceived by 

the subjects. The mean ranks ranged from 3.54 to 41.89. 

Appendix J reports the listing of items by importance 

as determined by crltical care nurses. 

Table 10 shows the five nurse-caring behaviors 

towards famlly members perceived as most important by 

critical care nurses. Table Il presents the five 

nurse-caring behaVl0rs oerceived as least important by 

crltical care nurses. 

The relative importance of the six sUb-categories 

was also determlned with the Friedman test's procedure 

and results are shown ln Table 12. Mean ranks of sub­

categories ranged from 2.00 to 5.67. Nurses perceived 

emotion-focused carlng lnterventions as the most 

important sUb-category followed by the problem-focused 

caring interventions sub-category. The sub-category of 

nurse-caring behaviors demonstrating nurses' affective 

interest in the famlly member was perceived least 

important by critical care nurses. 

Anecdotally, nurses commented, in response to 

the FCQI, on the appropriateness and clinical relevance 

of the items. One nurse remarked: "It is lnteresting to 
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Table 10 

The Five Nurse-Caring Behaviors perceived as Most 

Important by Critical Care Nurses 

Items 

32. The nurse uses understandable 
language while talking to the family 
member about the patient's condition 
and treatment. 

17. The nurse gives the opportunity 
to the family member to express 
his feelings about the 
situation. 

37. The nurse informs the family member 
when important changes occur in 
the patient's condition. 

47. The nurse is honest with the family 
member about the patient's condition 
and treatment. 

24. The nurse invites the family 
member to ask any questions 
he might have. 

*Mean Rank 

41.89 

38.32 

37.95 

36.00 

35.75 

*calculated by Friedman test procedure and ranging from 
1 to 50. 
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Table 11 

The Five Nurse-caring Behaviors perceived as Least 

Important by critical Care Nurses 

Items 

39. The nurse offers reasonable 
alternatives ta the family member, 
such as cholce of visiting times, 
length of stay at the patient's 
bedside, etc. 

40. The nurse suggests questions for 
the family member to ask the 
doctor in charge. 

11. The nurse effers the family 
member to sleep in the waiting 
room. 

45. The nurse wears identifiable 
clothinq with a name tag. 

10. The nurse brings coffee to the 
family member when he is 
,",'ai ting te see the patient. 

*Mean Rank 

14.76 

13.79 

1.3.66 

10.70 

3.54 

*calculated by Friedman test procedure and ranging from 
1 te 50. 
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Table 12 

The Relative Importance of the FCQI SUb-Categories as 

perceived by critical Care Nurses 

categories 

Expressive 

Instrumental 

Instrumental 

Instrumental 

Expressive 

Expressive 

Sub-categories 

Emotion-focused 
caring interventions 

Problem-focused 
caring interventions 

Facilitation of 
adaptatjon to the 
environment 

Demonstration of 
cognitive interest 

Personal 
characteristics 

Demonstration of 
affective interest 

*Mean Rank 

5.67 

5.16 

3.99 

2.13 

2.05 

2.00 

*calculated by Friedman test procedure and ranging from 
1 to 6. 
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realize ail we do with family mernbers." Another nurse 

explained how she felt when she read the iter. stating: 

"the nurse brings coffee to the family member." This 

nurse explained: "This l tem makes me angry! l feel as 

if it reinforces the Idea that nurses are waitresses." 

Several nurses felt the need to explain the 

reasoning behind the way they had sorted the items. 

Three nurses revealed that items identified as less 

important were of~ _n behaviors they felt they had less 

frequently wlth famlly members. Another nurse 

explained: "I feel as if l am a cold and heartless 

person to rank the item regarding the technical 

competence of the nurse as the most important. l wou Id 

feel better, if l could put two items in this 

category." 

Several nurses mentioned that aIl the identified 

behaviors were important. However, the importance 

placed on one behavior is relative, and the choice 

depends on the family's situation and how farnily 

members deal wlth the critical illness. As one nurse 

said: "Sometimes, bringing coffee to the family mernber 

in the waiting room is the most important behavior that 

you can have to show you care." 
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Differences Between Nurses' and Family Members' 

Perceptions of I~ortant Nurse-Caring Behaviors in 

Critical Care 
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Comparison of perceptions of nurse-carjng 

behaviors between nurses and family members involved 

T-tests for each of the 50 nurse-caring behaviors as 

weIl as for the six sub-categories of the FCQI. The 

mean of each item was determined across subjects per 

group based on the raw scores coded from 1 to 7. The 

means for sub-categories were computed across items 

within each sub-category and across subjects per group. 

The alpha level was set at 0.01 because of the high 

risk of type l error involved in multiple T-tests. 

Table 13 shows the nurse-caring behaviors 

perceived significantly more important by family 

members than by nurses. Table 14 p~esents the nurse­

caring behaviors perceived as significantJy more 

important by nurses compared to family members. 

The sub-categories perceived significantly more 

important by family members and nurses are shown in 

Table 15 and 16. Differences between nurses and family 

members regarding the two categories of nurse-caring 
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behaviors (expressive versus instrumental) of the FCQI 

are presented in Table 17 . 
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Table 13 

~he Nurse-Caring Behaviors Perceived More Important by 

Family Members (N=20) than by Critical Care Nurses 

(N=38) 

***Mean Standard Dev. p value 

The nurse responds quickly to the family member's 
requests. 

Family members 
Nurses 

4.45 
3.50 

1.10 
1. 01 

0.002** 

The nurse is open to the family member's suggestions 
regarding the patient's care. 

Family members 
Nurses 

4.30 
3.42 

0.73 
0.76 

0.000** 

The nurse seeks additional information about the 
patient from the family member. 

Family members 
Nurses 

4.75 
3.79 

0.55 
1.10 

0.001** 

The nurse takes the time to talk to the family member 
when he calls the intensive care unit. 

Family members 
Nurses 

5.10 
4.53 

0.85 
0.65 

0.006** 

The nurse suggests questions for the family member to 
ask the doctor in charge. 

Family members 
Nurses 

3.80 
3.08 

1. 00 
0.85 

0.006** 
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Table 13 (con't) 

The Nurse-Caring Behaviors perceived More Important by 

Family Members (N=20) than by Critical Care Nurses 

(N=38) 

***Mean Standard Dev. p value 

The nurse is skilled in the technical aspect of the 
patient's care; such as intravenous, pumps, monitors, 
etc. 

Family members 
Nurses 

5.45 
3.95 

1. 23 
1. 39 

Note. ** significant at p<O.Ol 

0.000** 

*** calculated by T-test on scores ranging from 
1 ta 7 
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Table 14 

The Nurse-Caring Behaviors perceived More Important~ 

Critical Care Nurses (N=38) than by Fami~Members 

(N=20) 

***Mean Standard Dev. p value 

The nurse gives the opportunity to the family member to 
express his feelings about the situation. 

Family members 
Nurses 

4.20 
5.05 

1. 06 
0.90 

0.002** 

The nurse comforts the family member by using eye 
contact, a soft voice and touch. 

Family members 
Nurses 

3.55 
4.47 

0.69 
0.95 

0.000** 

The nurse listens attentive1y to the family member. 

Family members 
Nurses 

3.95 
4.82 

0.51 
0.96 

0.000** 

The nurse uses understandable language while talking to 
the family member about the patient's condition and 
treatment. 

Family members 
Nurses 

4.50 
5.47 

1.19 
1. 03 

Note. ** significant at p<0.01 

0.002** 

*** calculated by T-test on scores ranging trom 
1 to 7 
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Table 15 

The Sub-Categories perceived More Important by Family 

Members 

Sub-Categories Groups ***Mean Standard Dev. p value 

Demonstrates 
Affective 
Interest 

Family 
rnernbers 

Nurses 

Personal Family 
Characteristics rnembers 

Nurses 

4.54 

3.92 

4.36 

3.75 

Note. ** significant at p<O.Ol 

0.43 

0.000** 

0.45 

0.56 

0.001** 

0.66 

*** calculated by T-test on scores ranging from 
1 to 7 
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TablE? 16 

The Sub-Categories perceived More Important by Nurses 

Sub-Categories Groups ***Mean 

Demonstrates Family 3.59 
cognitive members 
Interest 

Nurses 3.97 

Emotion Family 4.21 
Focused members 
caring 
Interventions 

Nurses 4.43 

Facilitates Family 3.37 
Adaptation to members 
Environment 

Nurses 3.70 

Note. * significant at p<0.05 
** significant at p<O.Ol 

standard Dev. p value 

0.526 

0.012* 
0.523 

0.45 

0.045* 

0.35 

0.37 

0.006** 
0.43 

*** calculated by T-test on scores ranging [rom 
1 to 7 
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Table 17 

pifferences Between Nurses and Farnily mernbers Regarding 

The Two Categories of Nurse-Carlng Behaviors of the 

Farnily Care-Q Instrument 

Categorles Groups ***Mean 

Expressive 

Instrumental 

Family 
members 

Nurses 

Famlly 
rnernbers 

Nurses 

4.35 

4.10 

3.73 

3.93 

Note. ** significant at p<O.Ol 

standard Dev. p value 

0.24 

0.001** 
0.29 

0.22 

0.004** 
0.25 

*** calculated by T-test on scores ranging frorn 
1 ta 7 
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Summary of Findings 

The Instrument 

The FCQI was designed to assess the nurses' and 

family members' perceptions of important nurse-caring 

behaviors towards family members in critical care. 

Fifty such nurse-caring behaviors were elaborated based 

on an instrument developed by Larson (1981) which 

identified fifty nurse-caring behavlors towards 

terminally ill clients. 

The FCQI uses Q-methodology to determine the 

relative importance of nurse-carlng behaviors. Subjects 

were asked to sort 50 behavioral items according to 

seven ranks of importance. A forceà choice was required 

to rank aIl items in seven levels of importance. 

This instrument was translated into French by this 

bilingual researcher and further verified several tlmes 

by an editor/translator. The psychometrie properties of 

the French version of the instrument were addressed 

partly. 

Content validity was determined by four panels of 

experts who reviewed the items for clarlty and 

relevance. Content validity was Initially addressed 

with a panel of five nurse researchers in the field ot 



111 

caring who categorized the 50 statements into four 

theoretically derived sub-categories based on Watson's 

conceptual framework. 

The FCQr was then tested statistically to obtain 

the estimates of reliability. The initial measure of 

internaI consistency of the four sub-categories yielded 

poor values of Cronbach alpha ranging from -0.33 to 

0.08. A revision and reclassification of items into 

six-sub-categories retained 45 items. The testing of 

these new sub-categories yielded increased values of 

Cronbach alpha ranging from 0.30 to 0.63. 

Test-retest reliability of the FCQI with six 

critical care nurses showed high correlations (r>0.89) 

for five of the six subcategories. The items of only 

one subcategory, "demonstrates affective interest" had 

a relatively low correlation (r=0.6_). 

Thus, evidence of content validity was established 

during the development of the FCQI. In addition, 

findings show that the 45 items constituting the final 

instrument are fairly consistent and reliable. In 

consideration of the relatively unexplored and abstract 

nature of the concept of caring, this newly designed 
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instrument offers insight into the operationalization 

of the concept of caring. 

The Pilot study 

The major demographic finding pertaining to nurses 

was regarding the levei of formai education. Only 

twenty-one percent of nurses held a baccalaureate 

degree in nursing while thirty-five per~ent of family 

members heid such a university degree. 

Family members' demographic information revealed 

that most family members were fernale (60%) and were 

spending their days in the unit (55%). In addition, 30% 

percent of farnily members were sp~uses and 35% percent 

were adult children. 

Nurses and family members shared similar 

perceptions regarding the importance of informing 

family members when important changes occur in the 

patient's condition and being honest about the 

information given regarding the patient's condition. 

They also shared similar perceptions of least important 

behaviors. 

Family members perceived nurslng behaviors 

directed to meet the physical needs of famlly rnembers 

as least important whereas behaviors enacted in 
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relation to the patient, such as those of technical 

competence and provlsion of information regarding the 

patient's condition, were perceived to be most 

important. As weIl, greater importance was given to 

statements lndicatlng the nurse's availability to talk 

to fé~iIy members, and interest to release or get 

information about the patient. 

Nurses perceived that using understandable 

language while talking to family members, giving them 

the opportunity to express their feelings regarding the 

situation, and inviting them to ask questions, were 

also must important WnyS to care for family members. 

Finally, nurses and family members perceived the 

problem-focused caring interventions sub-category as 

one of the most important sUb-category of nurse-caring 

behaviors. However, statistical differences were found 

in the five other sub-cat~gories. 

More importantly, significant differences were 

found between nurses and family members regarding the 

two major categories of behaviors of the FCQI. Indeed, 

the study r8vealed that critical care nurses perceived 

instrumental nurse-caring behaviors most important 
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while family mernbers perceived expressive nurse-caring 

behaviors most important. 



CHAPTER 5 

Discussion 
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The purpose of this study was to design and test a 

research instrument to assess nurses' and families' 

perceptions of important nurse-caring behaviors towards 

family members in critical care. 

This study had three major phases. In the first 

phase, a set of Q-sort items identifying important 

nurse-caring behaviors towards family members in 

critical care was developed. This instrument used Q­

methodology and was titled: the Family Care-Q 

Instrument (FCQI). It was also translated into French. 

The issue of reliability of the FCQI was addressed in 

the second phase of the study. Finally, in the third 

phase, a pilot study was conducted to examine family 

members' and nurses' perceptions of important nurse­

caring behaviors towards famiIy mernbers in critical 

care. As weIl, the differences between these 

perceptions were explored. 

The discusslon regarding the results nf this study 

will be presented in four parts. First, the findings 

regarding the deveIoprnent and testing of the instrument 

will be considered. Second, findings of critical care 



nurses' and family members' perceptions of rnost and 

least important nurse-caring behaviors will be 

examined. Third, differences between the groups' 

perceptions will be discussed. Finally, implications 

for future studies will be addressed. 

The Instrument Developed in this Study: The Family 

Care-Q Instrument 
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Considering the relatively unexplored and abstract 

nature of the concept of caring towards famlly rnembers, 

the FCQI provides a beginning foundation for further 

research studies on this topic. Indeed, the FCQI has 

distinct features in cornparison to the three reported 

instruments designed to assess perceptions of nurse­

caring behaviors towards family mernbers (Freihofer & 

Felton, 1976; Irwin & Meier, 1973; Skorupka & Bonhet, 

1982). 

First, the FCQI proposes a unique set of nurse­

caring behaviors directed essentially towards the 

family member. The emphasis is put on the nurse-farnily 

relationship and the care provided to the patient is 

referred to only ln this context of carlng for tamlly 

members. Consequently, the behaviors comprising this 

instrument conceptualize caring withln an interpersonal 
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process evolving from more than just the recognition of 

the family members' needs but the dynamics of a 

relationship: its reciprocity, collaboration and mutual 

involvement. 

Secondly, compared to the other three instruments, 

the classification of the FCQI behavioral items into 

sUb-categories ret ~ts the literature on caring 

behaviors rather than that of patients' and family 

members' needs. Furthermore, the testing of the FCQI 

included thorough assessments of both validity and 

reliability whereas the psychometrie testing of 

previously eited instruments was limited to general 

assessment of content validity. Finally, a French 

version of the FCQI is available for use with French 

speaking subjects. 

During the process of testing this instrument for 

reliability, findings suggested that the items 

classified initially under the first four sub­

categories were not internally consistent and therefore 

may have been describing more than the identified 

dimension of nurse-earing behaviors. Later, the six 

sub-categories of nurse-caring behaviors derived by the 

researeher were found to be more cJnsistent. Further 
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testing of the instrument is recommended with a larger 

sample of subjects to assess the need to enlarge the 

number of items in sorne of the least consistent sub­

categories. 

In the reported pilot study, assumptions were made 

regarding the accuracy of the translation of the 

English version of the FCQI into French. In fact, four 

bilingual nurses who participated in the evaluation of 

the translation commented positively on the accuracy of 

the translation. However, their response to the two 

versions revealed cultural differences. This 

interesting fact supports Leininger's beliefs in the 

cultural components of the perceptions of caring 

(1986). However, lt also questions the content validity 

of translated instruments assessing these kinds of 

perceptions. Theref~re, further evaluatlon of the 

translation is indicatea. Finally, because data 

obtained with the French and English verSlons of the 

FCQI were combined for analysis, this may have brought 

further limitation to the findings of the pilot study. 

The ease with which nurses and family members 

completed the FCQI suggests that this instrument uses a 

realistic and appropriate method to assess nurses' and 
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family members' perceptions regarding the relative 

importance of nurse-carlng behaviors towards family 

members ln crlticai care. The subjects showed interest 

in the presentatlon of the instrument and did not 

reveal any trouble regarding the understanding and 

interpretation of the sorting procedure. Such positive 

response may be partIy explalned by the high level of 

educatlon ot the family members in this study. Indeed, 

according ta whiting (1955), the task of discriminating 

many levels of varlation can be extremely difficult and 

uncomfortable, even for a weIl motivated subject. Thus, 

further testing of this methodology with a larger 

sample ot subJects is recommended f0r future studies. 

Several researchers have suggested investigation 

of familial units rather than just the indivldual 

family members (Gillis et al., 1989; Hull, 1989). While 

the data were collected from individual family members 

in this study, threé seSSlons were conducted with 

groups of three family memb(rs who completed the 

instrument by reaching a consensus. Although these data 

were not included in the analysis, the experience 

demonstrated that the instrument may use an appropriate 

method for measuring perceptions of familial units. 
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In conclusion, in view of the paucity of valid and 

reliable instruments descrlbing nurse-carinq behaviors 

towards family members, the FCQI otters several 

advantages for nursing research on this subject. with 

additional psychometric testlng, thlS instrument, 

available in two languages, may contribute to 

developing a knowledge base regarding perceptions of 

important nurse-caring behaviors towards famlly members 

in critical care settlngs. 

Family Members' Perceptions of lJurse-caring Behaviors 

The nurse-carlng behaviors perceived as most 

important by family members ln this study appear to 

focus on two aspects: the problem, that is the 

patient's condition and/or illness situation, and the 

attitude of the nurse while he/she interacts with the 

family member. These findings are consltent wlth those 

reported in the three research studies on nursinq 

behaviors towards family members (Irwin & Meier, 

Feihofer & Felton, Skorupka & Bohnet). In addition, 

these findings are ln agreement wlth findings reported 

in studies on needs of famlly members in crltlcal care 

(Hickey, 1990; Hull, 1989). 
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Given the serious nature of the patient's illness 

and the intensity of stress in the intensive care unit, 

lt is not surprising that behaVlors which refered to 

providing honest informatlon about the critically ill 

patient's condition and care were percelved as most 

important by family members. According to Cohen & 

Lazarus (1979), informdtlon seeking behavior mediates 

the process of appraisal and coping, and maintains the 

basis for hope (Sabo et al., 1989). Perhaps by 

providing competent care ta the patient and providing 

intormatlon to famlly members about the pat lent 

condition, nurses glve to famlly members a sense that 

they are competent and knowledgeable. Thus by giving 

the best competent care ta the patient, nurses care for 

their patients' family members. 

Furthermore, the importance placed on getting 

honest information about the patient's condition may 

suqgest that family members perceive trust as one 

important component ot car~ng in their relationships 

with nurses. Taklnq the tirne to talk to family members 

may be d way to communicate to family members the 

nurse/s accountabillty and des ire to establish a 

trusting relationship with famlly members. 
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Family members in this study perceived the sub­

category of provlding emotionai support to famlly 

members as one of the two most important sub-categorles 

of the instrument, virtually at the same Ievel as 

problem-focused behavlors. It may be possIble that 

family members' perceptIons of their need [or emotional 

support from nurses may change after having spent long 

periods in the intensIve care unlt. In fact, farnlly 

members may cope with the onset of the crlsis by 

showing emotional control and belng more receptive to 

problem-focused carlng interventions. After more than 

72 hours, famiIy rnembers may be more inclined to 

receive ernotion-focused carlng interventIons. Howevcr, 

no study was found to support this hypothesls. Thus, 

this interpretation caiis for a longitudinal study of 

families's perceptions of important caring behaVlors ln 

critical care. 

The lack of emphasis placed by family members in 

this study on attending to the physical needs ot famlly 

members is conslstent wlth prevlous studles on needs ot 

faluilies in cri tlcal care (Bournan, 1984; Da ley, 1984). 

Family rnembers may interpret behavlors dlrected to meet 

their physical needs as beinq "extra" rather than 
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meaningful interventions enacted to promote coping with 

the stress associated with a lelative's prolonged 

hospitalizatlon in the lntensive care. On the other 

hand, nurses in this study placed more importance on 

these nurse-caring behaviors directed towards such 

farnily members who must surely have experienced 

physical needs. 

Finally, the behaviors demonstrating cognitive 

interest in the family member were perceived as the 

least important sUb-category by the family members in 

this study. The behaVlors in this sub-category are 

emphaslzlng the nurse's lnterest in learnlng more about 

the famlly member's experience, views, and 50 on. 

Therefore, it may be that family members perceive 

behavlors directed towards them as persons rather than 

as famlly members as relatively less important. They 

may value their relationship wlth critical care nurses 

ln elation to the patient's care rather than family 

cLre. 

Nurses' Perceptions of Nurse-Caring Behaviors 

The behaviors ldentified as most important for 

nurses in thlS study reflect the literature on nurses' 

perceptions of most important needs of family members 
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in critical care (Forrester, et al., 1990; Jacono et 

al., 1990; O'Norris & Grove, 1986; Prowse, 1984). In 

addition, these findings are conslstent with the most 

commonly recomrnended interventions towards famllies of 

critically ill clients (Gardner & stewart, 1978; Wright 

& Leahey, 1987). Thus it appears that nurses in this 

study were knowledgeable about rneaningful ways to care 

for family mernbers ln crltlcal care. 

As expressed through the items perceived most 

important by the nurses in thlS study, behaviors 

demonstrating respect towards family rnembers were 

valued. Indeed, su ch behavlors dS those involved in the 

process of communicating verbally with famlly members, 

using understandable language and allowlng expression 

of feelings and concerns, were seen as most important. 

It is interesting to note that whlle nurses were 

interested in giving understandable informatIon, family 

members perceived receiving information about the 

patient's condition as most important. These 

perceptions rnay be qualified as complementary to each 

other. This finding may illustrate one basIc component 

of the nurse-family caring relatlonship ln the 

intensive care unit. It may refer te the reciprocal 



characteristics which tend to satisfy ~eople in a 

caring interactIon (Lelninger, 1978). 

125 

According to Ray (1987), the nurse's experience of 

caring for clients in critical care is closely linked 

with ethics. The provision or information to family 

members in a sensitive and meaningful way may represent 

for these nurses the basIs for responsible and ethical 

nursing care. Famlly members who are weIl aware of the 

patients' condItIon and care may take a more 

participative stand in decisions regarding the 

management of patients' care. 

In this study, critical care nurses have ranked 

the instrumental category of nurse-caring behaviors as 

most important whereas in studles done with nurses and 

patients (Cronin & Harrison, 1988; Larson, 1987; Mayer, 

1987; Sloan, 1986), nurses had given greater importance 

to the expressive category of behaviors. This finding 

emphasizes the notion that perceptions of caring are 

influenced by the context of the nurse-client (patient 

and/or famlly member) Interaction (Larson, 1987). A 

comparative study on perceptions of importapt 

nurse-caring behaviors across settings and between 

various perticipants is recommendec for future studies. 
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The importance placed by the critical care nurses 

in this study on the instrumental category of nurse­

caring behaVl0rs may have several explanations. First, 

these critical care nurses may have perceived the 

instrumental category as responding more to the family 

members' needs and expectatlons in the intensive care 

unit. Indeed, nurses in critlcal care have indlcated 

their awareness of the family members' need for 

information, and thus, may consider as most important, 

the behaviors of providing informatIon about the 

patient's condition as well as facilitatlng the [~mily 

members' adaptation to such a stressful enVlronment. 

On the other hand, nurses may have perc81ved the 

instrumental category of nurse-caring behaviors as 

responding more to their own needs. Indeed, it has been 

demonstrated in various studies that famlly members arc 

a source of stress for nurses (O'Malley et al., 1991). 

Interacting on an emotl0nal level with famlly membcrs 

requires a lot of energy and involvement (Hull, 1989; 

Mailick, 1979). Thus, nurses may pre fer adoptlng 

instrumental nurse-carlng behaviors rather than ones 

centered on emotions (O'Malley et al., 1991). 

Furthermore, critical care nurses may feel more 
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comfortable in assisting family members using a 

teaching role rather than a role focusing on emotions 

(Hickey & Lewandowski, 1988). However, family members 

have indicated the importance of receiving such 

ernotional support from nurses. Thus, nurses may need 

support and guidance in learning ways to protect their 

own emotional vulnerabilIty while caring for family 

members in crisis. 

In addition, specifie aspects of instrumental 

behaviors towards patients, such as administering 

medications and providlng physical care, seem to be 

more clearly delineated from the expressive dimension 

of caring behavlors than those addressed towards farnily 

rnembers. Thus, the instrumental categories of nurse­

caring behaviors towards famlly members identified in 

this study may not be considered comparable with the 

instrumental categorIes of nurse-caring behaviors 

towards patients. 

Differences between Nurses' and Farnily Members' 

PerceptIons 

Nurses and family members in this study have both 

recognized the importance of caring behaviors referring 

to the patients' condition and care. In view of the 
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patient's critical condition, it is understandable that 

behaviors in relation to other aspects of care, such as 

those directed to making the environment more 

convenient, were perceived as Ieast important by both 

groups of subjects. 

Thus, in view of the similarities in the findings 

of this study, it may be suggested that both family 

members of critically ill patients and nurses valued 

trust as an important element of their caring 

relationship. As opposed to the study by O'Norris & 

Grove (1986), nurses and family members ln this study 

shared similar perceptions regarding the importance of 

nurse's honesty while interacting with family members. 

However, family members and nurses in this study 

aiso had different perceptions over the importance of 

several nurse-caring behaviors. Sorne of these 

differences are consistent with those observed jn olher 

studies where nurses thought that family members did 

not want to participate in patient care when findings 

indicated that they did (Stanick, 1989). Other 

differences can be considered as supporting previous 
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observations made where nurses did not appear to 

realize that famiIy members needed to feel accepted by 

them. 

In general, famiIy members in this study perceived 

as more important those behaviors demonstrating the 

nurse's responsive attitude in interacting with famiIy 

members and his/her technical skills in caring for the 

patient. On the other hand, nurses seemed to emphasize 

the verbal and non-verbal (suppoltive) types of 

communication wlth family members. 

Although family members value receiving 

informatlon from nurses they seem to also appreciate 

how nurses most commonly respond to them daiIy. Thus, 

nurses' non-verbal communication represents an 

important way of making family members feel accepted 

and cared for by nurses. 

Perceptions regarding the overall importance of 

the two categories of nurse-carlng behaviors differed 

significantly. Indeed, the family members in this study 

perceived the expresslve category as more important 

whereas the crltical care nurses perceived the 

instrumental category as more important. Nurses may not 

be aware that behaviors demonstrating feelings towards 
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family members may be important for family rnembers. 

critical care nurses may alse underestimate this 

affective component of their relationship wlth farnily 

members as a way of protecting themselves from the 

intense emotional situations occurring in the intensive 

care unit. 

Family members who have been in the intensive care 

unit for a minimum of three days may appreciate nurses 

who share their feelings and demonstrate affective 

interest. By these behaviors, nurses may cornmunicate to 

family members their acknowledgement and understanding 

of the families' sltuation in critical care settings 

and share their concerns for them as persons. 

Finally, the findinqs of this study suggested that 

nurses were less educated than the particlpatlng famlly 

members. Only 21 percent of nurses held a baccalaureate 

degree in nurslng while 35 perce r _ of fùffilly rnernbers 

held such a unlversity degree. This stresses the 

importance to promote education for nurses in order to 

increase the knowledge necessary tu practlce nursing at 

a prefessional level rather than at the level of 

technically oriented work. 
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Situational Influences 

While gathering data for this study, it became 

evident that certaln factors within the situations of 

family dynamics, organlzational policies and 

philosophlcal approaches rnay have affected nurses' and 

family rnembers' perceptions of important nurse-caring 

behaviors. These were: the vislting policies and 

philosophy of nursing of the unit chosen for the study. 

The setting chosen for the study was found to 

place importance on family care. Indeed, the unit was 

open to famlly rnembers to visit at the time of their 

choice, and nurslng staff were sensitized during staff 

meetings and hospltal presentations ta the needs of 

family members ln the intensive care unlt. If family 

members had been in a setting where the philosophy of 

nursing focused only on the patient and visiting hours 

were restrlcted, they may have had different 

per~eptions regarding the relative importance of 

categories of nurse-carlng behaviors. As weIl, nurses 

may have been influenced by their experience of 

providing care ta family members. 
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Nursing Implications 

Although the results of this study are limited due 

to the lack of psychometrie properties of the FCQI, 

several implications for nursing practice and nursing 

education can be identified. 

This study provides evidence that caring behaviors 

towards family members can be addressed in the 

intensive care unit. The instrument deslgned in this 

study delineates behaviors that are expressive and 

instrumental transactions within a carlng relationship 

between nurses and family members. Integratlon of both 

expressive and instrumental caring behaviors needs to 

be addressed in nursing schools and in practice 

settings. SimiIarIy, nurses need to learn ways to cope 

with intense emotlonal situations, su ch as famllies in 

crisis, in order to protect themselves effectjvely 

rather than using avoidance behaviors in dealing with 

emotional situations. 

The results of this study aiso demonstrate that 

caring C2n be investigated quantitatively. The Q­

methodology of the FCQI provides an opportunity to 

assess the perceptions of nurses and family members 

regarding the relative importance of nurse-caring 
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behaviors in the intensive care unit. Further testing 

of the instrument is recommended with a larger sample 

to bring precision of the identified sUb-categories of 

nurse-caring behavlors towards family members. 
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Conclusion 

A common problem encountered in the measurement of 

the concept of caring lS the lack of understanding of 

the behavioral components that constitute carinq. Based 

on Watson's Theory of Caring, this research study 

proposed an instrument which identified two categories 

of nurse-caring behaviors towards family members in 

critical care, the expressive and instrumental 

categories of nurse-caring behaviors. 

The findings of the pilot study conducted with 

nurses and family members in one critical care settinq 

revealed that both nurses and family members perceived 

patient's care as a priority. Thus, family members 

valued their relationship with critical care nurses as 

secondary to the relationship nurses share with the 

patient. Important carinq behaviors such as those 

demonstratlng trust and honesty to family rnembers were 

recognized as most important by both groups. 

Several issues preclude qeneralization ot the 

results of this study. However, the identifled 

important caring behaviors do provide an essential step 

in "knowing" the behavloral components of caring 

towards family members. This knowledge has implications 
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for both the theoretical and the practice perspectives 

of caring in nursing. 
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Appendix B 

INSTRUCTIONS 
Here are 50 cards. Each one reprsencs a carLng behavLor a nurse can 
have towards far"Lly members of pat Lents h09p~talLzed in the 
LntenoLve care unLt. 

THE PURPOSE OF THIS EXERCISE IS TO SORT TI!ESE 50 CARDS BY ORDER OF 
IMPORTANCE. To achLeve th~s, nere are the stepa you are asked to 
fo11ow: 

• FIRST 

NOTE: 

• SECOND 

• THIRD 

• FORTH 

IN READING EACH CARO; 

1. SELECT 15 cards you fLnd MOST IMPORTANT and 
put them Ln stack #1, at the 1eft. 

2. amongst the rema~nLng 35 cards, SELECT 15 
cards you fLnd LEAST IMPORTANT and put them 
Ln stack #3, at the rLght. 

3. there are now 20 IMPORTANT cards remaLn~ng; 
PUT them Ln stack #2, ~n the center. 

Make sure that each stack has the r~ght 

number ot cards. 

TAKE THE 15 CARDS IN STACK #1 AND 

1. SELECT THE MOST IMPORTANT card and place 
Lt Ln the RED envelope. 
SELECT, then, 4 cards that are VERY 
IMPORTANT and place them Ln the ORANGE 
envelope. 

3. PUT the rema~nLng 10 QUITE IMPORTANT cards 
Ln the YELLOW envelope. 

PUT THE 20 IMPORTANT CARDS IN STACK #2 IN 
THE CREAM ENVE1.0PE. 

TAKE THE 15 CARDS IN STACK #3 AND 

1. SELECT THE LEAST IMPORTANT card and put ~t 

ln the WHITE envelope. 
2. SELECT, then, 4 cards that are SOMEWHAT 

IMPORTANT and put them Ln the GRAY 
envelope. 

3. PUT the remaLnlng 10 FAIRLY IMPORTANT cards 
Ln the GREEN envelope. 

• FINALLY MAXE SURE THAT YOU HAVE PLACED THE RIGHT HUMBER 
OF CARDS IN EACH ENVELOPE. 
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Appendix C 

1. statement of Introduction ta FarniIy Members by the 

Nurse. 

ItThere is a nurse in this unit who is studying for 
her rnasters in nursing. Her name is LUCIe Gagnon. 
As part of her studies, she is doing d researeh 
study on the experlence of farnIly members in 
the intensive care unit. 
She would Iike to meet you to explain her 
study and ask for your partIclpation. Would 
you Il}:e to meet her?" 

2. statement of Introduction ta Family members by the 

Nurse Researcher 

He lIa! l am Lucie Gagnon. As you were told, l <lm 
presently doing a study at the critical c~re unit of this 
hospital. Thank you for being interested ln my research 
project. As it has been already explained, thi~ researeh 
study lS in partial requirement for my ~aster~ degree in 
Nursing from MeCill University. 

The purpose of this research study is ta explore how 
family members percel ve the importance 01 "Cdr l ng 
behaviors ot nurses" ln the intenslve eare unlt. You 
were selected as a potentidi candidate in thlS study 
because of the nature of your exper ience dS a [amI l y 
member ln the hospltal settlng. AlI fùmlly mcmbcrs ot 
clients hospitalized in thiS intensIve care unIt lor mure 
than 72 hours and aged 18 years or more, l.nq il sh or 
French speaking, will be ~pproached d ncl d s}:(~d to 
partlcipate. 

What l am dOlng ln thlS ~,tudy l 'J d~;Y. lnq f dmJ! y 
members l ike you, ""ho ha';e exper l enced or Nha ri re 
experlencing the hospitalizatlon ot a fùmlly member ln 
the intensive care unit, ta Indicate c1monq cl :~et ot 
nurse-caring behaviors whieh ones you teel ~re most dncl 
least important for famlly member3. Your partIclpatIon 
in this study may allow nurses ta glve more help to other 
family members like you ln the future. 
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2. statement of Introduction to Family members by the 

Nurse Researcher (con't) 

If you are willing to partIcIpate, you will need to 
sign a consent form. Then, 1 wIll ask you to sort 50 
cards, each card describing a particular nursing 
behavior, into 7 plles ranked by importance. 1 will 
finally ask Vou simple questIons about yourself and your 
family. It is expected to take approximately 30 ta 60 
minutes of your tlme. 

Ta ensure that your responses stay confidential and 
anonymous, all your answers wlll be assigned a number. 
The doctors ~nd nurses from the crItical-care unit will 
not have access to your responses. Feel free ta 
participate or not ln thlS study. Your decision will in 
no way affect the serVlces you, or your hospitalized 
family member, recelve today or ln the future. 

Thank Vou for your Interest. 

3. statement of Introriuc.:t~on ta crltical Care Nurses by 

the Nurse Resenrcher 

Hf=:llo, my na me 15 Luele Gagnon. 1 am a masters 
student from MeGIIl University. 1 would like to Inforrn 
Vou about my researeh study and ask for your 
particlpatlon. The purpose of thls researeh study is ta 
explore how family members and nurses rank Ideal nurse 
carlng behav lors by Importance. What 1 am doing is 
asking famlly members and Vou, nurses, to sort out 50 
cards, cach ot them deserlbIng a particular nurse caring 
behavlor toward famlly members and rank the se cards 
accoraing to what you thlnk is most and least important 
for tamlly members. 

If Vou ùeclde ta partlcipate, Vou will be ask ta 
sign a consent form, to fill out a questionnaire about 
your background as a nurse, and finally, to complete the 
instrument lnvolving the ranking of the 50 cards. 
{concrete example of how to complete the sort). 

Your responses will be coded numerieally in or der to 
be kept anonymous and confidp.ntlal Your willingness ta 
partieipate or not wIll in no way ~ffect your employment 
status at thIS institution. 

Thank you for your Interest. 
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Appendix D 

McGill University 

School of Nurslng 

1. Written Consent form to Famil 

l understand that l have been dsked ta part lC l pate ln a 
research study ta LnvestLgate the perceptlons ot nurses and famlly 
members of desLred nurse-carLng behaVlors dlrected toward fanllly 
members. ThLS study LS belng do ne by LUCle Gagnon ta [Ultlll partLal 
requLrements for the Master of SClence of NursLng deqree at McGlll 
UnLversLty. 

l understand that lf l agree ta partLclp~te: 

A) l wLll be asked: 
FLrst, ta complete a small que5tlonn~lre about some general 

LnformatLon about myself and my hospltallzed famLly member and; 
Second, ta sort out sa cdrds, eac.h card descrü)lnq .1 

desLred nurse-carLng behavlor toward tamlly member, dnd lu rank thorn 
by Lmportance. It LS expected ta take JO ta bO mlnutes. 

B) There 3.re no expected r Lsks t'or me or Illy h'lODl tall zed 
famLly member as a result ct partl..Clpatlnq ln thLS reBearch [lLudy. 
Whether l particl.pate or not ln thLS study wlll have no pre)urJlce to 
present or future care. Thl.s study wlll have no direct benetiL for 
myself or my hospl.tallzed famLly member, but lt may help uthero ln 
the future. ... 

C) l understand that my answers will be asslgned a number, 00 

that l can not be lJentiflCd by my responses. 

D) l aiso understand that l may withdraw from thiO study at 
any tLme wlthout affectlng the present ot future care ot myself 
and/or my famLly member. 

l further understand t.hat l am glvLng consent for thl fJ 

informatlon ta De used anonymously ln thlS study. If l sa wish, 
the results of thiS study wlll be communicated ta me. flflally, 1 f 
have questlons, l can contact Lucle Gagnan at local AXXX. 

On the basl.s of the above statements, l ilgree to pilrL1Cl.pat_e 
ln thLS research pro)ect. 

Date: 
PartJCLpant's slgnature 

Date: ----------------
Researcher's sl.gnature 
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2. written Consent ferm te critical Care Nurses 

l understand that l have been asked to partlclpate ln a 
research study to ~nvestLgate the perceptlons of nurses and famlly 
membera of desLred nurse-car Lng behavlors dlrected toward f amlly 
members. Tr13 study lS be~ng done by Luc~e Gagnon to fulflll partlal 
requlrement for the Master of SClence of Nurslng degree at McGlll 
Unlverslty. 

l understand that lf l agree to partlcipate: 

A) l wlll be asked, 

Flrst, to complete a small questl.Onnalre about sorne general 
lnformatlon about myself and; 

Second, to sort out 50 cards, each card describing a 
de~lred nurse carlng behavlor toward famlly member, and to rank them 
ùy lmportance. It 18 expectea to take 30 ta 60 mlnutes. 

B) There are no rlsks expected as a result of partlclpatlng ln 
lhlB research study. Whether l partlclpate or not ln thlS study wlll 
have no effec~ whatsoever on my employment ln thlS hospltal. ThlS 
study wlll have no dlrect benef~t for myself but lt may help others 
~n the future. 

C) l understand that my answers wlll be asslgned a number, so 
that l can not be ldent~fled by my responses. 

D) 1 also understand that l may wlthdraw from this sludy at 
any t~me. 

l further understand that l am glvlng consent 
Lnformatlon to be usea anonymously ln thlS study. If l so 
results ot thlS study wül be commun_cated to me. Flnally, 
questlons, l can ~ontact Luc Le Gagnon at local xxxx 

for this 
wlsh, the 
lf l have 

On the taslS of the above statements, l agree to partlclpate 
ln thlS research pro]ect. 

Participant's signature 
Date: ____________________ _ 

Date: 
Researcher's signature 
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1. Demographie Data Sheet: Farnily Membp~ 

Code: -----
1) The pat~ent lS your: (check) 

2 ) 

husband 
wl.fe 
father 
mother 
sister 
brother 
son 
uncle 
other:(speci~ 

aunt 
cous~n 

mother ln law 
father ln law 
slster ~n law 
brother ln law 
daughter 
frlend 

-------

Your gender is: (clrcle) M 

3) In what country were you born? 

F 

4) Last year of school educatlon completed: ______ _ 

5) Did the patlent l~ve w~th you before he/she was 
hospltall.zed? (c~ccle) Y N 

6) How close would you defl.ne your relat~onsh~p to your 
hospltal~zed fam~ly member: 

Very close 
Close 
Not close 

7) Have you had prev~ous exper~ence(s) ln the leU? 
y N 

8) On the average, how often do you V1Slt your hospltal~zed 
famlly member? (check) 
l spend ny days ln the unlt 
orce a uay 
every other day 
tWlce a week 
once a week 
once every two weeKS 
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-------------------------------------

9) General lenght of visit? 
< 5 m1.nutes 
5-15 m1.nutes 
15-30 ml.nutes 
30-45 m1.nutes 
>45 ml.nutes 

10) When was your famlly member admitted to the leU? 

(date) _/_/-

Il) la your fam1.1y member discharged from the leU? 

12) 

y N 

If the answer loS affirmative, when was the patient 
d1.scharged from the Ieu: 

(date) __ / __ / __ 

Has your fam1.1y member been prev1.ously admltted in 
y N 

13) ean you tell me your fam1.1y member's dlagnoSls? 

14) a) What type of 1.11ness does your faml.ly member 

a) medl.cal 
b) surgl.cal 

b) Acui~y of illness: 

a) severe 
b) acute 
c) ml.ld 
d) monl.torl.ng 

15) Ia vl.sl.tl.ng restrl.cted? (eg: Isolation, very unstable 
conditl.on) (cl.rcle) 

y N 

If the answer l.9 aff1.rmatl.ve, specl.fy: ------
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leU? 

have: 



2. Demographie Data Sheet: Nurse 

Code: 

1) Name of the unu: you wark in: 

2) What type of un1.t loS lot? (check) 
med1.cal 
surg1.cal 
card1.ac 

3) In what year were you barn? 

4) Yaur gender l.S? (c1.rcle) 
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F 

5) Number of years l.n the nurs1.ng profess1.on (approx1.mately): 
< 12 months 
= 12 manths 
12-18 manths 
18-24 manths 
2-3 years 
3-5 years 
5-10 years 
10-15 years 
> 15 years 

6) Educat1.an: (check hl.ghest level atta1.ned) 

Hosp1.tal program 
Nurs1.ng d1.ploma (C.E.G.E.P.) 
Baccalaureate Ln nurs1.ng 
Baccalaureate Ln another dl.sc1.pl1.ne 

specl.fy: ______________________ __ 

Masters degree l.n nurS1.ng 
Masters degree l.n another d1.scl.pll.ne 

specl.fy: ______________________ __ 

7) Wark schedule: (Check) 

8) 

Fu 11 t1.me 
Part t1.me 

What shifts do you usually 
approprl.ate) 

Days 
Even1.ngs 
N1.ghts 
rotatl.on 

work? (Check more than one 

8 haurs/sh1.ft 
12 haurs/sh1.ft 
16 hours 
ratat1.on 8/12 hours 

l.f 
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Appendix F 

The Relationship between the FCQI Items 

and Larson's Items 

1. Family Care-Q Items Similar to Larson's Items 

Family Care-Q items 

The nurse lnforms the family 
member of support systems 
available in the hospital, 
such as pastoral services. 

The nurse teaches the family 
member how to provlde comfort 
measures for the patient such 
as mouth care, skin care, etc. 

The nurse suggests questlons for 
the famlly member to ask the 
doctor in charge. 

The nurse 1S honest with the 
family member about the 
patient's condition 
and treatment. 

The nurse encourages the family 
member by 1dentlfylng positive 
elements related to the patient's 
condition. 

The nurse is patient with 
famlly members. 

The nurse sits down with the 
family member. 

Larson's items 

Tells the patient of 
support systems 
available, such as 
self-help groups or 
patients with similar 
disease. 

Teaches the patient 
how ta care for 
himself(herself 
whenever posslble. 

Suggests questions 
for the patient to 
ask his(her doctor. 

Is honest with the 
patient about his 
medical condition. 

Provides the patient 
encouragement by 
identifYlng positive 
elements related to 
the patient's 
condition and 
treatment. 

Is patient even with 
"difficult" patients. 

sits down with the 
patient. 
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1. Family Care-Q Items Similar to Larson's Items (con't) 

Family Care-Q items 

The nurse comforts the family 
member by uSlng eye contact 
a soft voice and touch. 

The nurse listens attentively 
to the family member. 

The nurse involves the family 
member in the patient's care; 
for example: in helplng to 
feed, etc. 

The nurse shows interest 
in the family member 
even though a critical 
phase has passed. 

The nurse offers reasonable 
alte~natives to the farnl1y mernber, 
such as choice of visiting tirnes, 
length of stay at t~e patlent's 
bedside, etc. 

The nurse helps the farnily mernber 
to establish reallstic 
expectations about the patient's 
condition. 

The nurse helps the farnlly mernber 
clarify his thlnkin0 with regard 
to the patlent's disease. 

The nurse invites the farnily 
rnember to ask any questlons 
he rnight have. 

Larson's items 

Touches the patient 
when he/she needs 
comforting. 

Listens ta the 
patient. 

Involves the patlcnt's 
family or signlf icant 
other in thelr care. 

Contlnues ta be 
interested ln the 
patient even though 
a crisls or crlticaJ 
phase has passed. 

Off ers rCdsonable 
alternatlves ta 

the pat lent , such as 
choice of appo intment 
times, bath times, 
etc. 

Helps the patlcnt 
establlsh realistic 
goals. 

Helps the patient 
clarify his thinking 
in regard ta hjs/her 
disease and 
treatrnents. 

Encourages the patient 
to ask hlm/her any 
questIons he/she might 
have. 
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1. Family Care-Q Items Similar to Larson's Items (con't) 

Family Care-Q items 

The nurse gives the opportunity 
to the fdm~ly member to express 
his feelings about the 
situation. 

The nurse treats information 
about the patient's family 
confidentially. 

The nurse wears identifiable 
clothing with a narne tag. 

The nurse is weIl organized. 

The nurse is skilled in the 
technlcal aspect of the patient's 
care: such as intravenous, 
pumps, mon~tors, etc. 

The nurse is a calm person. 

Larson's items 

Allows the patient to 
express his feelings 
about his/her disease 
and treatrnent fully, 
and 
treats the information 
confidentially. 

Is professional in 
appearance--wears 
appropriate 
identifiable 
clothing and 
identification. 

Is weIl organized. 

Knows how to give 
shots, l • V • ' s . etc. 
and how to manage the 
equipment like 1. V. 1 s, 
succion machines, etc. 

Gi ves good physical 
care to the 
patient. 

Is calm. 
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2. Family Care-Q Items Related to Larson's Items 

Fam~ly Care-Q items 

The nurse responds quickly to 
the family member's requests. 

The nurse brings a chair to the 
patient's bedside when the family 
member visits. 

The nurse brings coffee to the 
family member when he is 
waiting to see the patient. 

The nurse takes the time to talk 
to the family member when h8 
calls the intensive care unit. 

The nurse uses understandable 
language while talking to 
family member about the 
the patient's condition 
and treatment. 

The nurse identifies times when 
the patient is "stable enaugh" 
and suggests to the family member 
ta go rest. 

Larson's items 

Gives the patient's 
medicatlons and 
treatments on tlme. 

Gives a qUlck response 
to the patient's calI. 

Volunteers to do 
"little" things [or 
the patient, c.g., 
brings a cup of 
coffee, paper, 
etc. 

'ralks to the 
patient. 

Tells the patient, in 
understandable 
language, 
what 1S lmportant ta 
knaw about h1s/her 
disease and treatmcnt. 

Knows when the pat lent 
has "hilcl enough" rlnd 
acts accordlnqly, 
e.g.,rearrangcs dn 
examlnatlon, screens 
'11sitors, lnSùrcs 
prlvacy. 
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2. Family Care-Q Items Related to Larson's Items (con't) 

Famlly Care-Q items 

The nurse stays wlth the family 
member durlng his first VlSlt 
in the intenSIve care unIt. 

The nurse lS open to the family 
member's suggestIons regarding 
the patient's care. 

The nULse seeks addltionai 
informatIon about the patIent 
from the famlly member. 

The nurse 1S a pleasant and 
(riendly person. 

The nurse expiains to the family 
member the care she gives to 
the patIent. 

Larson's items 

Anticipates that the 
"first times" are the 
hardest and pays 
special attention to 
the patient during 
these times. 

Realizes that the 
patient knows himself 
the best and whene\ _L 

possIble includes tne 
patient in planning 
and mandgement of 
his/her care. 

1s pleasant and 
friendly to the 
patient's family and 
significant others. 

1ntroduces hlmself/ 
herself and tells the 
patient what he/she 
does. 
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3. Family Care-Q Items Extracted from Larson's Items 

Family Care-Q items 

The nurse cornes to talk to the 
family mernber when the farnily 
member can not go to the 
patient's bedside. 

The nurse provides enough 
space at the patlent's bedside 
for the famlly member to be near 
the patient. 

The nurse reassures the family 
mernber that efforts are being 
made to give the best possible 
care to the patient. 

The nurse asks the doctor to 
talk with the family member 
about the patient's condition. 

The nurse Inforrns the farnlly 
mernber when important changes 
occur in the patlent's conditlon. 

Larson's items 

Is perceptIve of the 
patients needs and 
plans and <lcts 
accordinqly, e.q., 
glves antl-nausea 
medicatlon when 
patient 15 rcceivlnq 
medicatlons WhlCh wlll 
probably Induce 
nausea. 
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3. Family Care-Q Items Extracted from Larson's Items 
(con't) 

Family Care-Q items 

The nurse asks the famlly member 
about his most important 
concerns. 

The nurse asks the famlly member 
his VICW of the patient's 
conditIon. 

The nurse asks the family nember 
about the relationship he 
wlth the patIent. 

The nurse asks questions to 
family member about his 
present experience in the 
intensive care unIt. 

The nurse offers the family 
member to sleep Ln the 
waiting room. 

The nurse regards each 
family member as a unIque 
individual. 

The nurse shows sensitivity 

the 

to the family member's emotional 
experience. 

Larson's items 

Checks her/his 
perceptions of the 
patients with the 
patient before 
initiating any action, 
e.g., if 5he/he (the 
nurse) has the feeling 
that the patient is 
upset wlth the 
treatment plan, has 
discusses this 
with the patient 
before talking about 
it to the doctor. 

Realizes that the 
nights are frequently 
the most difficult 
for the patient. 

Gets to know the 
patient as an 
individual persan. 

Is cheerful. 
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4. The Family Care-Q Items Not Identified in Larson's 

Instrument 

Famlly Care-Q lterns 

The nurse shares her feelings about the patient's 
condition with the family member. 

The nurse is present when the doctor meets wi th the 
farnily mernber. 

The nurse inquires if the family mernber has eaten, has 
slept. 

The nurse explains to the farnily rnernber the purpose oL 
the machlnes surrounding the patient. 

The nurse shares with the farnily mernber her knowlectge ot 
what patients experience during their stay in the 
intensive care unlt. 

The nurse is receptive te others. 
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5. Larson's Items Not Included in the Family Care-Q 

Instrument 

Larson's items 

Frequently approaches tlle patient first, e.g., offering 
such things as pain medlcatlon, back rub. 

Checks on patIent frequently. 

Encourages the patient to call if he/she has problems. 

Helps the patIent not feel dumb by giving him/her 
adequate ln[ormatlon. 

Providps basic comfort measures, such as appropriate 
IlghtIng, control of nOIse, adequate blankets, etc. 

Anticipatcs the patient's and her/his family's shock over 
her/hls dlagnosls dnd plans opportunlties for them, 
lndividually or as ù group, to talk about It. 

When wlth a patlent, concentra tes only on that one 
patIent. 

Checks out wlth the patIent the best time to talk with 
the patient about chctnges ln his/her condition. 

Puts the patient first no matter what else happens. 

Asks the patient what name he/she prefers to be called. 

Has ct consistent approach with the patient. 

Makes sure that professional appointment shceduling e.g., 
X-ray, special procedures, etc. are realistic to the 
patient's conditIon and situation. 

Makes sur o others know how ta care for the patient. 

Knows when to calI the doctor. 
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Appendix G 

FCQr Items Deleted During the Revision of the 

Sub-Categories. 

The nurse regards each family member as a unique 
individual. 
L'infirmière considère chacun des membres de la famille 
comme une personne unique. 

The nurse shows sensitivity to the family member's 
emotional experience. 
L'infirmière fait preuve de sensibilité face aux émotions 
du membre de la famille. 

The nurse seeks additionai intormation about the patient 
from the famlly member. 
L'infirmière cherche des renseignements additionnels sur 
le malade auprès du membre de la famille 

The nurse offers reasonable alternatives ta the ttlmily 
member, such as chaice af vIsLtlng times, lcngth ot stay 
at the patient's bedsIàe. 
L'infirmière donne l'opportunité au membJ:e de la famille 
de faire certains choix, coruue décider du moment et de la 
durée des visites. 

The nurse is 
L'infirmière 
l'entourent. 

receptive ta others. 
est une personne ouverte aux gens qui 



169 

Appendix H 

1. The English Version of the Instrument 

The Fam1ly Care-Q Instrument 

EXPRESSIVE NURSE-CARING BEHAVIORS 

Personal Characterist~~s 

42. The nurse is skilled in the technical aspects of 
the patient's care; such as 1ntravenous, purnps, 
monitors, etc. 

44. The nurse is weIl organized. 

45. The nurse wears identifiable clothing with a narne 
tag. 

46. The nurse is patient with family mernbers. 

48. The nurse is a pleasant and friendly persona 

49. The nurse is a calm persona 

Demonstration of affective interest 

4. The nurse shows interest in the fam11y member even 
though the crItIcal phase has passed. 

7. The nurse sharcs her feelings about the patient's 
conditIon with the famlly member. 

8. The nurse responds quickly to the family member's 
requests. 

20. The nurse lS open ta the family member's 
suggestIons regarding the patlnnt's care. 

22. The nurse takes the tIme to talk to the family 
mcmber when he calls the lntensive care unit. 

37. Th0 nurS0 111forms thE fam1Jy member when 
lmportant ~hanges occur 1n the patient's 
conditIon. 
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EXPRESSIVE NURSE-CARING BEHAVIORS 

Emotion-Focused caring Interventions 

19. The nurse treats information about the patient's 
family confidentially. 

24. The nurse invites the tamlly member to ask any 
questions he miqht have. 

25. The nurse encourages the family member by 
identifying positive elements related to the 
patient's condition. 

26. The nurse comforts the family member by using 
eye contact, a soft VOlce and touch. 

27. The nurse reassures the family member that 
efforts are being made ta glve the best possible 
c~re to the patient. 

29. The nurse cornes ta talk ta the family member in 
the waiting room when the family member can not go 
to the patlent's bedside. 

30. The nurse listens attentively to the farnily 
member. 

32. The nurse uses understandable language while 
talking ta the farnlly member about patient's 
condition and treatment. 

43. The nurse shares wlth the tamily member her 
knowledge of what patients experience during thcir 
hospitalization ln the intensive care unit. 
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INS' .... RUMENTAL NURSE-CARING BEHAVIORS 

Facilitation of Adaptation to the Environment 

3. The nurse stays with the family member during his 
first v1sit 1n the lntens1ve care un1t. 

9. The nurse brlngs a chair to the pat1ent's bedside 
when the famlly member viSltS. 

10. The nurse br1ngs cof[ee to the famlly member while 
he is waltlng to see the patlent. 

Il. The nurse otfers the family rnernber to sleep in the 
waiting room. 

12. The nurse lS present when the doctor meets with 
~he famlly mernber. 

15. The nurse prov1des eneugh space at the patient's 
bedsidc to allow the family member to be near the 
patIent. 

18. The nurse involves the family member in the 
patient's carei for example: in helping to feed, 
etc. 

28. The nurse Sits down with the family member. 

36. The nurse asks the doctor te talk with the farnily 
mernber about the patient's condition. 

Demonstration of Cognitive Interest 

1. The nurse ~sks the tamlly member about his rnost 
important conceLns. 

2. The nurse ~sks the tamlly member his view of the 
patient's conultion. 

5. The nurse dsks the family member about the 
relationship he has with the patient. 

6. The nurse asks questions to the family mernber 
about hlS present experience in the intensive care 
unIt. 
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INSTRUMENTAL NURSE-CARING BEHAVIORS 

Demonstration of cognitive Interest (con't) 

13. The nurse inquires if the family member has eaten, 
has slept. 

17. The nurse gives the opportunlty to the family 
me~ber to express his feellngs about the 
situation. 

INSTRUMENTAL NURSE-CARING BEHAVIORS 

Problem-focused caring Interventions 

23. The nurse helps the [amlly member to establish 
realistic expectatlons ab0ut the p?tient's 
condition. 

31. The nurse informs the f~mlly member of support 
systems available in the hospital, such as 
pastoral services. 

33. The nurse teaches the f3mily member how to provide 
camfort measures for the patlent such as mouth 
care, skin care, etc. 

34. The nurse helps the famlly member clarify his 
thinking wlth regard ta the patient's disease. 

35. The nurse explains to the family mAmber the care 
she gives to the patient. 

38. The nurse explains to th~ tamlly member the 
purpose of the m3chines surroundlnq the patient. 

40. The nurse suqgc:sts questions [or the [amlly membcr 
te ask the doctor ln charge. 

41. The nurse ldentlfies tlmes when the patient is 
IIstable enough ll and suggests ta the family member 
to go rest. 

47. The nurse lS honest with the family member ahout 
the patient's condition and treatment. 



173 

2. The French Version of the Instrument 

F-COMSOL: Mesure de l'Importance des Comporcements de 

Sollicitude du Personel Infirmier vis-à-ViS des 

Familles aux Soins Intens1fs. 

COMPORTEMENTS EXPRESSIFS 

Traits de personnalité 

42. L'infirmière est habile dans les techniques de 
soins à prodiguer au malade; comme les 
intraveineuses, pompes, etc. 

44. L'infirmière est bien organisée. 

45. L'infirmière a une tenue vestimentaire qui permet 
de la reconnaitre et de savoir son nom. 

46. L'infirmière est patiente avec les membres des 
rami lh~s. 

48. L' inf 1rmiere est une personne agréable et aimable. 

49. L'intirmière est une personne calme. 

Démonstration d'un intérêt affectif 

4. L'infirmière fait preuve d'intérêt envers le 
membre de L~ tam1lle, même Sl la période critique 
est terminee. 

7. L'infirmière partage ses sentiments avec le membre 
de la famille sur l'état du malade. 

8. L'infirmière donne rapidement suite aux demandes 
du membre de la famille. 

20. L'infirmière est ouverte aux suggestions que fait 
le membre de la famille sur les soins à donner au 
malade. 
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Démonstration d'un intérêt affectif (con't) 

22. L'infirmière prend le temps de parler au membre de 
la famille lorsqu'il appelle à l'unité des SOins 
intensifs. 

37. L'infirmière informe le membre de la famille 
lorsque des changements lmportants survlcnnent 
dans l'état du malade. 

Interventions centrées sur les émotions 

19. L'infirmlère traIte l'Information obtenue ~ur I~ 
famille du maldde de taçon confldentlclle. 

24. L'infirmière Invite le membre de Ll tZlffillle il 
poser les questIons qu L 1 L' préocl:upent. 

25. L'infirmIère encourage le membre de l~ famille en 
identIfiant les cléments posLtI[S dans l'état 
de santé du malade. 

26. L'infirmlore recontorte le membre de la famLlle en 
utilisant un contact visuel, une VOIX douce 
et le toucher. 

27. L'infirmlere rassure le membre de la lamille en 
lui disant que tous les etfort" sont faIts ~fin 
d'assurer les meilleurs SOins dU malade. 

29. L'infirmière VIent parler au membre do la famille 
lorsqu'lI est Jmpossible pour le membre de Id 
famIlle de ~3e renure dU chevet du md 1 dde. 

30. L'infirmIère écoute attentIvement le membre de 
la famIlle. 

32. L'infirmière utilise un langage compréhensJble 
lorsqu'elle parle de la maladie et du tr~ltement 
du malade. 

43. L'infirmière partage avec le membre de la famIlle 
ses connaIssances sur ce que vivent les malades a 
l'unité de SOIns IntenSIfs. 
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COMPORTEMENTS INSTRUMENTAUX 

Promotion de l'adaptation à l'environnement 

3. L'infirmIère demeure dvec le membre de la famille 
lors de sa premiere VIsIte à l'unité des soins 
intensifs 

9. L'infIrmIère apporte une chaise au chevet du 
malade lorsque le membre de la famille 
vient en VIsite. 

10. L'infirmIère apporte du café au membre de la 
famIlle lorsque celuI-cL attend pour rendre visite 
au malade. 

Il. L'infirmière otfre au membre de la famille à 
dormIr dans la salle d'attente. 

12. L'infirmière est présente lorsque le médecin 
rencontre le membre de la famille. 

15. L'infirmière aménage assez d'espace au chevet 
du malade dfin que le membre de la famille puisse 
être près du malade. 

18. L'in1Irmière fait participer le membre de la 
famille aux soins â donner au malade; par exemple: 
aider â le nourrIr, etc. 

28. L'infirmière s'assied avec le membre de la 
famille. 

36. L'infirmière demande au médecin de parler de 
l'état du malade au membre de la famIlle. 

Démonstration d'un intérêt cognitif 

1. L'infirmi6rc demande au membre de la famille 
quelles sont ses inquletudes les plus importantes. 

2. L'infirml&ro demande au membre de la famille ce 
qu'il pense de l'ct~t du malade. 

5. L'intirmlère demande au membre de la famille quel 
type de relation il entretient avec le malade. 



Démonstration d'un intérêt cognitif (con't) 
6. L'infirmière pose des questions au membre de la 

famille sur ce qu'il Vlt à l'unité des soins 
intensifs. 
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13. L'infirmière s'Informe si le membre de iL1 famille 
a mangé, a dor~t. 

17. L'infirmière donne l'opportunité au membre de ld 
famille d'exprimer ce qU'lI ressent par rap~ort a 
la situation. 

Intexventions centrées sur le problème 
23. L'infirmière aide le membre de la famille il aVOIr 

des attentes réalistes par rapport il l'étùt de 
santé du malade. 

31. L'infirmière indlC]ue au membre de ia famllle les 
serVIces de soutIen disponlbies il l'hôpltal, 
comme ceux de la pastorale. 

33. L' inf irmière enseigne au l"embre de 1.1 t Llm Ille 
comment prodiguer dU malade certùlns sOIns de 
confort tels: les SOIns dc bouche, massayc, etc. 

34. L'infirmière ,ude 10 membre de ld Llmille a 
clarifIer sa pensée au sUjet de tcl maladie du 
patient. 

35. L'infirmlere explique a.u membre de Ld tamllle les 
soins qu'elle donne au malade. 

38. L'infirmièrp explIque 3U membre de la famille la 
fonction des apparells qu~ se trouvent autour du 
malade. 

40. L'infirmIère suggère au membre de la famIlle des 
questIons à poser au medecln responsable du 
malade. 

41. L' inf IrmIère identl [I e les moments où Le ma lade 
est "suffisammment stable" et suggère au membre de­
la famille d'aller se reposer. 

47. L'infirmlère est honnête avec le membre de la 
famIlle en ce qui concerne l'état de santé du millclde. 
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Appendix l 

1. Family Members' Rankings of the Fi fty Nurse-Car ing 

BehaVlors by Importance 

ITEMS 

37. The nurse inforrns the farnily mcmber 
when important changes occur in 
the patient's condItion. 

42. The nurse is skilled ln the 
technical aspect of the patient's 
carei su ch as intravenous, 
pumps, monitors, etc. 

22. The nurse takes the tlme ta talk to 
the family member when he calls 
the intensive care unlt. 

21. The nurse seeks additional 
information about the patIent 
from the family member. 

47. The nurse is honest with the family 
member about the patlent's condition 
and treatment. 

38. The nurse explains to the family 
member the purpose of the machines 
surrounding the pa~lent. 

23. The nurse helps the famlly member 
ta establish realistic expectations 
about the patlent's conditIon. 

27. The nurse reassures the family 
member that efforts are being 
made to give the best possIble 
care ta the patient. 

*MEAN RANK 

43.67 

40.80 

38.97 

36.35 

36.22 

35.15 

34.05 

13.90 

* calculated with Friedman test procedure and ranging 
from 1 to 50 



1. Family Members' Rankings (con't) 

ITEMS 

24. The nurse invites the family 
rnember to ask any questions 
he might have. 

35. The nurse cxplains to the family 
member the care she gives to 
the patlent. 

8. The nurse responds quickly to the 
family member's requests. 

1. The nurse asks the famlly 
member about his most 
important concerns. 

32. The nurse uses understandable 
language while talklng to the family 
member about the patlent's condition 
and treatment. 

44. The nurse is weIl organlzed. 

20. The nurse is open to the family 
member's suggestlons regarding 
the patient's care. 

19. The nurse treats lnformation 
about the patient's family 
confldentially. 

36. The nurse asks the doctor to talk 
with the family member about the 
patient's condition. 

25. The nurse encourages the family 
member by identifying positive 
elements related to the patient's 
conditlon. 

MEAN RANK 

33.60 

33.42 

31. 45 

31. 22 

31.17 

31.15 

30.40 

29.95 

29.32 

28.80 
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1. Family Members' Rankings (con't) 

ITEMS 

48. The nurse is a pleasant and 
friendly person. 

49. The nurse is a calm person. 

46. The nurse is patient with 
family members. 

16. The nurse shows sensltivity to 
the family member's emotional 
experience. 

17. The nurse gives the oppartunity 
to the family member to express 
his feelings about the 
situation. 

29. The nurse cornes ta talk to the 
family member wh en the family 
member can not go to the 
patient's bedside. 

34. The nurse helps the family member 
clarify his thinking with regard 
to the patient's dlsease. 

4. The nurse shows intercst 
in the family member 
even though a critical 
phase has passed. 

30. The nurse listens attentively 
to the famlly member. 

12. The nurse is present when the 
doctor meets with the family 
member. 

MEAN RANK 

28.80 

28.10 

27.47 

27.35 

27.07 

25.50 

25.50 

25.15 

24.75 

24.63 
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1. Family Members' Rankings (con't) 

ITEMS 

18. The nurse involves the family 
member in the patient's care; 
for example: ln helping to 
feed, etc. 

15. The nurse provides enough 
space at the patient's bedside 
for the famlly member to be near 
the patient. 

41. The nurse Identifies times when the 
patient is "stable enough" and 
suggests to the famlly member 
to go rest. 

7. The nurse shares her feelings 
about the patient's condition 
with the famlly member. 

40. The nurse suggests questions for 
tne family member to ask the 
doctor in charge. 

43. The nurse shares wlth the family 
member her knowledge of what 
patients experlence during their 
stay ln the Intensive care unIt. 

33. The nurse teaches the family member 
how to provide comfort measures for 
the patient such as mouth care, 
skln care, etc. 

50. The nurse lS receptive to others. 

MEAN RANK 

24.40 

24.05 

24.00 

23.65 

23.30 

22.27 

21.45 

21. 40 
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1. Farnily Mernbers' Rankings (con't) 

ITEMS 

3. The nurse stays with the family 
rnember during his first visit 
in the intenslve care unlt. 

14. The nurse regards each family 
mernber as a unique individual. 

5. The nurse asks the famlly member 
about the relatlonship he 
has with the patlent. 

26. The nurse comforts the farnlly 
member by using eye contact 
a soft VOlce and touch. 

45. The nurse wears identlfiable 
clothing with a narne tag. 

2 . 

6 . 

The nurse asks the family 
member hlS view of the 
patient's conditlon. 

The nurse asks question3 to the 
family mernber about his 
present experlence in the 
intensive care unit. 

9. The nurse brings a chair to the 
patient's bedside when the farnily 
member visits. 

39. The nurse offers reasonable 
alternatives to the family mernber, 
such as chOlce of vlsiting tirnes, 
length of stay at the patient's 
bedside, etc. 

MEAN RANK 

20.65 

20.25 

19.60 

18.75 

18.60 

18.05 

15.50 

15.50 

14.63 
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1. Farnily Mernbers' Rankings (con't) 

ITEMS 

11. The nurse offers the family 
rnember to sleep in the waiting 
roorn. 

31. The nurse informs the farnily rnember 
of support systems available in the 
hospital, such as pastoral 
services. 

28. The nurse sits down with the 
farnlly member. 

13. The nurse inquires if the farnily 
rnember has eaten, has slept. 

10. The nurse brlngs coffee to the 
farnily member when he is 
waiting to see the patient. 

MEAN RANK 

14.27 

13.88 

12.42 

10.75 

3.67 

182 



18] 

2. critical Care Nurses' Ranking of the Fifty 

Nurse-Caring Behavlors by Importance. 

ITEMS *MEl\N RANK 

32. The nurse uses understandable 
language while talking to the family 
member about the patient's condition 
and treatment. 

17. The nurse glves the appurtunity 
to the family member to express 
his feelings about the 
situation. 

37. The nurse informs the family member 
when important changes occur in 
the patient's condition. 

47. The nurse is honest with the family 
member about the patlent's condition 
and treatment. 

24. The nurse invltes the family 
member to ask any questions 
he might have. 

30. The nurse listens attentively 
to the Lamlly member. 

35. The nurse explalns to the family 
mernber the care she gives to 
the patient. 

16. The nurse shows sensitivity to 
the family mernber's ernotional 
experience. 

36. The nurse asks the doctor to talk 
with the family mernber about the 
patient's condition. 

41. 89 

38. ]2 

37.95 

36.00 

35.75 

35.16 

35.12 

33.14 

33.01 

* calculated with Friedman test procedure and ranging 
from 1 ta 50 



2. critical Care Nurses' Ranking (con/t) 

ITEMS MEAN RANK 

1. The nurse asks the farnily 32.99 
member about his most important cancerns. 

22. The nurse takes the tirne ta talk to 
the family member when he calls 
the intensJve care unit. 

38. The nurse explalns ta the family 
member the purpase af tne machines 
surrounding the patient. 

12. The nurse is present when the 
dactar meets with the family 
member. 

26. The nurse comfarts the family 
member by uSlng eye contact 
a soft VOlce and touch. 

23. The nurse helps the farnily rnember 
ta establish reallstic expectations 
about the patient's condition. 

19. The nurse treats lnforrnation 
about the ~atient's farnily 
confiden~ially. 

3. The nurse stays with the family 
mernber during his first visit 
in the ~ntenslve care unit. 

29. The nurse cornes to talk to the 
farnily member when the family 
mernber can nat go to the 
patient's bedslde. 

32.97 

32.13 

31.86 

31.22 

31.20 

30.03 

29.68 

29.45 

184 



2. critical Care Nurses' RankiQg (con't) 

ITEMS 

15. The nurse provides enough 
space at the patient's bedside 
for the family member to be near 
the patient. 

27. The nurse reassures the family 
member that efforts are belng 
made to give the best possible 
care to the patient. 

34. The nurse helps the family member 
clarify his thinking with regard 
to the patient's disease. 

14. The nurse regards each family 
rnember as a unique individual. 

46. The nurse is patient with 
famiIy members. 

50. The nurse is receptive to others. 

44. The nurse is weIl organized. 

25. The nurse encourages the family 
rnember by identifying positive 
elements related to the patlent's 
condition. 

49. The nurse is a calm persan. 

42. The nurse is skilled in the 
technical aspect of the patient's 
care; su ch as intravenous, 
pumps, monitors, etc. 

MEAN RANK 

29.42 

28.55 

28.05 

28.01 

26.26 

25.50 

24.92 

24.55 

24.46 

23.96 

185 



2. Critical Care Nurses' Ranking (con't) 

ITEMS 

4. The nurse shows interest 
in the family member 
even though a crltical 
phase has passed. 

18. The nurse involves the family 
member ln the patient's care; 
for example: jn helping to 
feed, etc. 

48. The nurse is a pleasant and 
friendly person. 

21. The nurse seeks additional 
information about the patient 
from the family member. 

41. The nurse identifies times when the 
patient is "stable enough" and 
suggests to t~e family member 
to go rest. 

33. The nurse teaches the family member 
how to provide comfort measures for 
the patient sueh as mouth care, 
skin care, etc. 

9. The nurse brings a chair to the 
patient's bedslde when the family 
member ViSltS. 

2. The nurse asks the family 
member his view of the 
patient's condition. 

MEAN RANK 

23.95 

23.71 

23.36 

22.43 

21. 97 

21. 74 

21. 37 

20.39 

186 



2. critical Care Nurses' Ranking (con't) 

6. 

ITEMS 

The nurse asks questions to the 
family member about his 
present experience in the 
intensive care unit. 

31. The nurse informs the family mernber 
of support systems available in the 
hospital, such as pastoral 
serVlces. 

43. The nurse s~ares with the family 
member her knowledge of what 
patients experience during their 
stay in the intenslve care unit. 

8. The nurse responds quickly to the 
family member's requests. 

13. The nurse inquires if the family 
member has eaten, has slept. 

5. The nurse asks the farnily rnember 
about the relationship he 
has with the patlent. 

20. The nurse is open to the family 
member's suggestions regarding 
the patient's care. 

28. The nurse sits down with the 
family rnember. 

7. The nurse shares her feellngs 
about the patient's condition 
with the family mernber. 

MEAN RANK 

20.37 

20.24 

20.17 

19.80 

18.83 

18.38 

17.87 

17.11 

15.30 

187 



2. Critical Care Nurses' Ranking (con't) 

ITEMS 

39. The nurse cffers reasonable 
alternatives to the family member, 
such as choice of v~siting times, 
length of stay at the patient's 
bedslde, etc. 

40. The nurse suggests questions for 
the family member to ask the 
doctor in charge. 

11. The nurse offers the family 
member to sleep in the waiting 
room. 

45. The nurse wears identifiable 
clothing with a name tag. 

10. The nurse brlngs coffee ta the 
family member when he is 
waiting to see the patient. 

MEAN RANK 

14.76 

13.79 

13.66 

10.70 

3.54 

188 




