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Analysis and Application of Theoretical Models
Historical Perspective
Historically, categories of theory, grand theories and mid-range theory, were developed to help define different levels of abstraction. As nursing has continued to transform, there has been an emergence of new theories, conceptual frameworks, and models. At times it has been difficult to differentiate between the categories of theories and conceptual frameworks within the profession (McEwen & Wills, 2014). Within the literature, some descriptions of the theoretical categories have been inconsistent, or perceived in different ways (McEwen & Wills, 2014). Despite this challenge, an understanding of the purpose and value of theoretical frameworks has remained, and steps to analyze and evaluate theories have been established (McEwen & Wills, 2014).
With continued advances in nursing practice and changes regarding professional scope, practice-level theories and models are emerging which are readily applicable and directly shaping evidence-based practice to improve health outcomes. Newer theoretical models are often more limited in scope, focusing on specific concepts and situations in nursing (McEwen & Wills, 2014). With a narrowed focus, these theories include concepts which can be readily defined, and tenets which can be empirically validated (McEwen & Wills, 2014). Regardless of the scope, nursing theories can be analyzed and using specific evaluative criteria, as noted previously.
This week, we will examine nursing models and their use as theoretical frameworks to guide practice. Specifically, we will examine theories of care and culture and explore their use within the nurse practitioner role
Care Theories and Models
The concept of caring has been a focus area of nursing for years. Why is caring a central focus of nursing? Over time, healthcare systems have increased in complexity in part due to technological advances and increased knowledge and skills. Focus on quality, safe, and cost- effective care is paramount to the 21st-century healthcare delivery system. These changes in the healthcare environment have led to an expanded professional role of the nurse that includes a focus on institutional and/or organizational and professional regulation and compliance and technology -driven tasks, all which shift focus and time from the patient care experience and the fundamental nursing principle of caring. Therefore, it is important for the nurse practitioner to understand concepts of caring theory as a framework to guide practice and keep caring as a central tenet of nursing practice.
Person-Centered Nursing Framework
The PCN Framework, developed in 2006 by McCormack and McCance, provides a standard of care for practice and is a multidimensional process that places emphasis on the person as the center of care delivery (McCance, McCormack, & Dewing, 2011). The PCN Framework fosters outcomes related to therapeutic relationships through respecting individuals as persons and partners in care (McCance et al., 2011). As depicted in the visual, the PCN Framework consists of four constructs: prerequisites, the care environment, person-centred processes, and outcomes (McCance et al., 2011). To deliver effective care, one must work from the outer circle first to the core.
· Prerequisites focus on the attributes of the nurses and include being professionally competent, having developed interpersonal skills, being committed to the job, being able to demonstrate clarity of beliefs and values, and knowing self (McCance et al., 2011).
· The Care Environment focuses on the context in which care is delivered and includes appropriate skill mix, systems that facilitate shared decision making, effective staff relationships, organizational systems that are supportive, the sharing of power, the potential for innovation and risk taking, and the physical environment (McCance et al., 2011).
· Person-centred processes focus on delivering care through a range of activities and include working with a patient's beliefs and values (McCance et al., 2011). To overcome the gap between the concept and the reality of person-centred care, the PCN Framework offers an approach which includes engagement, sympathetic presence, shared decision making, and provision of holistic care (McCance et al, 2011).
· Outcomes, the central component of the PCN Framework, are the results of effective, person-centred nursing and include: satisfaction with care, involvement in care, feeling of well-being, and creating a therapeutic environment. (McCance et al., 2011).
After testing, implementing, and analyzing the PCN Framework, McCormick and McCance (2017) once again updated the model to include the influence of the macro context on person-centered outcomes. Four components of the macro context were identified as:
· Health and social care policy
· Strategic frameworks
· Workforce developments
· Strategic Leadership

Image Description
(McCormack & McCance, 2017, p. 263)
Watson's Theory of Human Caring
Jean Watson developed her Theory of Human Caring in 1979 and continues to evolve the theory today (Nelson, 2018). Her theory involves several core principles of care, including practicing loving kindness with others, being authentic in presence, and cultivating the body, mind, and spirit as a whole.
To show care to one's self and others, the following core concepts apply (Watson, 2008):
· Care for self and others in a foundation of ethics, love, and values
· Using caring to form transpersonal relationships: creating deep relationships with others and the world at large, and honoring each individual's beliefs and needs
· Developing caring moments: authentic and intentional interactions with others in a shared human experience
· Reflection: increasing the awareness of one's self, and patients, families, and their needs.
Watson developed 10 Caritas Processes to guide nurses through the process of Caring in action, and many facilities and individual practitioners use the processes to guide their everyday practice and decision making (Watson Caring Science Institute, 2018).

Case Study
Interactive
(click to open in a new window)
Transcript
Jean Watson, PhD, RN, AHN-BC, FAAN was born in West Virginia and completed her initial nursing degree in West Virginia.  Her master’s and doctorate degrees were obtained at the University of Colorado.  Her first book, The Philosophy and Science of Caring was published in 1979 using 10 carative factors as the organizing framework. Dr. Watson is an author, professor, administrator, and serves as the dean. Dr. Watson (1985, 1997, 2005, 2012) informs multiple influences for her theory which included Nightingale, Henderson, Leininger, Peplau, Rogers, and Newman. She instituted the International Association for Human Caring.
The Theory of Caring was Watson’s initial work. It has been identified as a philosophy, blueprint, ethic, paradigm, worldview, treatise, conceptual model, framework and a theory by Watson. So how does a nurse actually use something so broad in day-to-day practice?

Dr. Watson continued to refine the philosophy and model. Watson’s initial 10 carative factors have evolved and been updated to the 10 caritas. One essential shift from carative to caritas is the explication of Caritas Consciousness, defined as “an awareness and intentionality” that forms the foundation for the caritas nurse (Watson, 2008, p. 43). Watson included explanations and examples on how to utilize the 10 Caritas and provided guidelines on the use of the theory.
Sloan, PeterSex: M Age: 63EKG: 92 with occasional PVC Slight S-T segment depression BP: 184/90 Respiration: 18 and nonlabored
Peter Sloan is a 63-year-old inmate admitted to this hospital from prison with a complaint of chest pain. The patient is being worked up for possible myocardial infarction and admitted to the cardiac unit. The chest pain is described as “heavy” and measures a 6/10 on the pain scale. He states it is relieved with the nitroglycerin.
The patient is an inmate from the state penitentiary, so while he is in the hospital a prison guard will be posted outside of the patient’s room. The patient is required to be handcuffed to the bed rail. During the initial assessment, the admission nurse finds the patient to be withdrawn. There is little eye contact and the patient demonstrates some discomfort. Establishing a therapeutic communication will include the continuous presence of the guard.
Which of the caritas best describes this response?
A. Allowing for expression of feelings; authentically listening.
B. Authentic teaching-learning within context of caring relationship.
C. Practicing loving-kindness/compassion and equanimity for self/other.
Which caritas best describes this interaction?
A. Authentically listening and “holding another person’s story for them”
B. Sustaining a loving, trusting, and caring relationship
C. Creatively solution seeking through caring process, full use of self.
Which caritas best describes the nurse’s actions?
A. Being authentically present; enabling belief system and subjective world of self/other.
B. Creatively solution seeking through caring process.
C. Creating healing environment at all levels; physical, nonphysical.
Self Reflection
Often it is hard to actually see a Grand Theory in action. Seeing how Watson’s theory might be used and specifically applied to the practice setting is sometimes a difficult task. Perhaps you may see how a few of the caritas could be linked to the care you deliver but applying the whole theory is difficult. What made it hard for you to determine which of the caritas to choose? Have you tried to link specific caritas to your own practice?
Click on the button below to continue on to middle range theory.
Middle-range theory often emerges from the assumptions and concepts of the Grand Theory. These middle-range theories are recognized as more operationalized and researched-they are much easier to link to your practice.Another theory of caring was developed by Kristen Swanson. As she developed her work in her dissertation she actually chose Dr. Watson as her mentor.  Although the two worked closely together as her theory developed, Swanson’s research was not application of Watson theory. Rather, Swanson and Watson each assert that compatibility of findings on caring in their individual programs of research (Swanson, 2001).
Swanson’s Middle-Range Theory of Caring
Caring-Nurturing way of relating to another.Relating to a valued other toward whom one feels a personal sense of commitment and responsibility.
Knowing-Understanding the life event of another. Striving to understand the meaning of an event in the life of the other, avoiding assumptions.
Being With-Being emotionally present with another. Includes being there in person, conveying availability, and sharing feelings without burdening the one cared for.
Doing For-To do for others what one would do for self if possible.Includes anticipating needs, comforting, performing skillfully and competently, and protecting the one cared.
Enabling-Facilitating passage through life’s transitions/uncertainty. Focusing on the event, informing, explaining, supporting, validating feelings, generating alternatives, thinking things through.
Maintaining Belief-Sustaining faith in the other’s ability to get through. Face a future with meaning, believing in other’s capacity and holding him or her in high esteem, maintaining a hope-filled attitude, offering realistic optimism, helping to find meaning.
Weiss,Taylor Sex:F Age:17 In active laborDilation: 6cm P:84 Contractions:q 2-3min R:22 BP:110/76 FHR:135-145
The birth of a child is one of the most memorable experiences in a woman’s life. Working in the labor and delivery unit and at the change of shift, Ann Caldwell is assigned to care for Taylor Weiss, a teen mother who came to the hospital alone. Your initial physical assessment identifies she is now in active labor.
This action by Ann, the labor nurse, is evidenced by which of Swanson’s definitions?
A. Being with
B. Knowing
C. Enabling
The birth of a child is one of the most memorable experiences in a woman’s life. Working in the labor and delivery unit and at the change of shift, you are assigned to care for Taylor Weiss, a teen mother  who came to the hospital alone. Your  initial physical assess identifies  she is now in active labor.
Ann discusses pain relief options of epidural or sedation. When she has some pain relief she inquires gently to discover her coping mechanisms.
Click play below to hear their conversation.
Which of Swanson’s Caring Theory Concept and definitions does this best identify?
A. Maintaining belief
B. Knowing
C. Doing for
The birth of a child is one of the most memorable experiences in a woman’s life. Working in the labor and delivery unit and at the change of shift you are assigned to care for Taylor Weiss, a teen mother  who came to the hospital alone.  Your  initial physical assess identifies  she is now in active labor.
As her comfort level is now manageable, Ann begins a plan for discharge with inquiry about her plans for the baby.  You determine she does have a crib and clothing for the newborn.As the discussion for infant feeding arises, you recognize she wants to breast feed but has no information. She mentions she thinks she can now do this, but welcomes some help.  You arrange for the lactation consultant to come assist her immediately post birth.
Which of Swanson’s definitions fit here?
A. Doing for
B. Enabling
C. Caring
The birth of a child is one of the most memorable experiences in a woman’s life. Working in the labor and delivery unit and at the change of shift, you are assigned to care for Taylor Weiss, a teen mother  who came to the hospital alone.  Your  initial physical assess identifies  she is now in active labor.
The baby delivers without complication. Ann assists her in skin to skin contact and the first breast feeding session. Click play below to listen to their final exchange.
Which of Swanson’s definitions fit here?
A. Being with
B. Caring
C. Maintaining belief
Self Reflection
Using a middle-range theory often brings up past events where you can see yourself using a theory. Maybe you could say you see the theory “in practice” and easy to draw ideas of your own work with patients. Perhaps you may see how Swanson’s Theory of Caring could be linked to the care you deliver whether it is hospice, primary care, emergency room, or long-term care. What made it easier to see the middle-range theory in practice for you? Can you think of two or three instances where “Being with” or “Doing For” was a part of your nursing care?
If you’d like to go through this activity again click on the Restart Activity button below. Otherwise, to return to your lesson close out this window.
Theory of Caring and Healing
Kristen Swanson's (1991) caring theory involves five specific caring processes that are used to show a commitment and responsibility to others (Duffy, 2018). The processes include:
· Maintaining belief: believing that others are capable
· Knowing: placing meaning on the lived reality of others
· Being with: Being emotionally available and present with patients
· Doing for: listening, comforting, teaching, and other nursing behaviors to support the patient and family
· Enabling: assisting others to their capacity
(Duffy, 2018)
The Quality-Caring Model
Joanne Duffy created the Quality-Caring Model in response to her observation that nursing as a profession was often focused on nursing tasks rather than a caring nurse-patient relationship. In the early 1990s, Duffy conducted research that showed nurse caring was strongly associated with patient satisfaction (Duffy, 2018). The model was fully developed in 2003, and identifies relationships with self, patients and families, communities, and other health professionals as essential to the caring process (Duffy, 2018).
Caring behaviors ground the theory in practice. Caring behaviors include:
· Mutual problem solving
· Attentive reassurance
· Human respect
· Encouraging manner
· Healing Environment
· Appreciation of unique meanings
· Affiliation needs
· Basic human needs
(Duffy, 2018)
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Introduction
Cultural beliefs may influence how an individual, family, or community chooses to address health issues. Cultural competence is necessary to bring together providers and patients from diverse backgrounds in order to achieve positive health outcomes. Nurses need to understand how to function in cross-cultural situations. This requires an understanding of culture, how it influences a person's healthcare decisions, and the ways in which nurses can adapt communication and interventions with patients and families.
It is essential that nurse practitioners have a clear understanding of cultural competence to provide quality care. Understanding various theories and models can assist with establishing culturally sensitive practice.
Leininger's Cultural Care Diversity Theory
The purpose of Leininger's theory is to enhance knowledge related to the uniqueness of nursing care of each patient as well as to value the cultural heritage of human care. Major components of the model are culture, culture care, and culture-care similarities and differences pertaining to transcultural human care. Other major components are care and caring, emic view (language expressions), etic view (beliefs and practices), professional system of healthcare, and culturally congruent nursing care (McEwen & Wills, 2014). 
Leinenger's theory includes elements of care as a major part of cultural competence. Health professionals are charged with the following actions to enhance culturally competent care:
· Preservation and maintenance: helping patients and families to preserve values important to their health
· Accommodations and negotiation: helping patients and families interact with other health professionals in order to preserve or improve health
· Repatterning and restructuring: helping patients, families, and communities with lifestyle and behavioral changes to improve health outcomes
(Purnell, 2018)

Transcript
Campinha-Bacote Model
Campinha-Bacote stressed that in order for nurses or others to act with cultural competence, they must first be motivated to do so. Five concepts guide practitioners in establishing cultural competence:
· Cultural awareness: Understanding and deliberately identifying one's own values and biases.
· Cultural knowledge: Learning about the values and worldviews of others.
· Cultural skill: Assessing physical and psychosocial needs in relation to culture.
· Cultural encounter: Interacting with culturally diverse people and groups
· Cultural desire: Interest in engaging in culturally competent behavior
(Campinha-Bacote, 2002)
Practitioners can engage in the process starting at any of the five stages, but must complete all stages in order to practice culturally competent care.
The Purnell Model for Cultural Competence
The Purnell Model for Cultural Competence originated with the clear idea that in order to better care for and assess patients, it is important to understand cultural practices of the patient or group. The model permits nurse practitioners to evaluate their own cultural beliefs and values and how these relate to caring for patients, families, communities, and the global society (Purnell, 2018).
The organizing framework for the Purnell Model for Cultural Competence includes 12 domains (Purnell, 2018). The domains may be used to assess the ethnocultural attributes of an individual, family, or group. These 12 domains include the following:
Cultural Competence
Click on the interactive to learn more about cultural competence.

Cultural Competence (Links to an external site.)
Transcript
Overview and heritage: This is about the geographical impact of the country on health and wellness. For example, in mountainous areas, individuals may have difficulty accessing healthcare because of poor roads. These people may become isolated and delay seeking care. This domain also includes education, occupation, and economic factors.
Communication: This relates to the verbal, nonverbal, and paralanguage practices of the culture. For example, in Indian culture, nodding the head may mean no and shaking the head may mean yes. Although this may be well understood by others within this culture, these body language signals mean just the opposite of what they mean in Western cultures.
Family roles and organization: This encompasses concepts related to the family and the typical expectations of the roles, such as parent, adolescent, and child. How the elderly family members are perceived is related to culture. Cultural attitudes toward variations in the traditional family structure, such as single parents, childless marriages, and so forth, will vary widely. For example, in Korea, most elderly individuals are cared for in the home by their own children. The nursing home (long-term care) is seen as a place of last resort by the family, and therefore suggestions for placement in such a facility may be met with strong resistance.
Workforce issues: These issues include assimilation, acculturation, autonomy, and communication styles. For example, in some cultures individuals tend to ignore time and are not "clock watchers." They may be late for work and not realize that this could be a workplace issue for their coworkers. Knowing characteristics of a diverse workforce is important when working with employees. This topic will be discussed later in our course.
Biocultural ecology: This refers to variations among cultures with respect to physiological, biological, genetic, and hereditary states. For example, some diseases occur at a much higher incidence in particular groups than others. Tay-Sachs disease mostly occurs in Jewish populations, whereas sickle cell anemia is seen more frequently in those of African descent.
High-risk behaviors: Cultural groups may engage in certain high-risk behaviors, such as drinking alcohol, smoking, promiscuity, drug use, obesity, nonuse of safety features such as seat belts, and others. For example, Brazilian people are known for their relaxed attitudes about sex and sexuality; therefore, they may be more likely to contract sexually transmitted diseases.
Nutrition: This pertains to how people in certain cultural groups view food. For example, in cultures where there has been a history of famine, eating well is of special importance from a cultural standpoint. In others, "thin is in" and obesity is viewed disparagingly.
Pregnancy and childbearing practices: These practices include birth control; views on pregnancy; and any prescriptive, restrictive, or taboo practices during pregnancy, birth, and the postpartum period. For example, in China, urban families are pressured to limit their families to only one child. Rural families may have two children. Societal pressure is placed on couples to meet these low birth-rate expectations.
Death rituals: These deal with issues such as how death is viewed, how the body is handled postmortem, views on euthanasia, approval of organ donation, burial practices, and rituals to prepare for death. For example, for those of the Muslim faith, burial takes place as soon as possible after death, preferably within 24 hours. The family may resist requests for an autopsy because they believe the body should be buried intact. In the Hindu culture, cremations are the norm.
Spirituality: These are beliefs related to one’s faith and religious affiliation. This includes prayer practices. For example, Buddhists believe that the individual should be in harmony with themselves, the universe, and society in order to have good health. Some patients and families may or may not welcome a referral to the Pastoral Services Department.
Healthcare practices: These focus on attitudes toward health and illness, including acute and preventative healthcare, responsibility for wellness and illness, self-medicating practices, views on mental illness, acceptance of blood and blood products, and organ transplantation. For example, there are tribal cultures that believe that mental illness is the result of bad spirits inhabiting the mind. This influences the ways in which the illness is treated.
Healthcare practitioners: This refers to the use of healthcare practitioners, their status, and cultural perceptions. For example, in some third-world areas, the “witch doctor” practices a form of healing that relies on natural remedies and is viewed as an alternative to contemporary medicine. Some groups welcome nurse midwives whereas others feel their care is substandard.
Health Disparity
Health disparities are differences in "the overall rate of disease incidence, prevalence, morbidity, mortality, or survival rates in a population as compared to the health status of the general population" (National Institutes of Health, n.d.). Disparities relate to preventable differences in health care outcomes, such as infant mortality rates, and populations can be defined by a number of characteristics, including race, ethnicity, socioeconomic status, gender, or age (Baker, 2018).
Nurse practitioners must be aware of health disparities in their community, and seek methods to promote health equity among all. The National Culturally and Linguistically Appropriate Services (CLAS) standards are guidelines to help ensure health equity among populations. There are standards in the areas of governance, leadership and workforce; communication and language assistance; and engagement, continuous improvement, and accountability. CLAS standards help to ensure that practitioners account for cultural health beliefs, preferred language, health literacy levels, and communication needs when providing care to patients (Office of Minority Health, n.d.).
Reflection
[bookmark: _GoBack]Health disparity impacts all communities. What are the most important health disparities in your community? Review the Healthy People website to help gain a better understanding of disparities that exist and consider how you will make a difference in promoting health equity within your community.

