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Developing a Model of

Social Capital
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We have developed a model of social capital to enhance relationships within primary care
practices that promote organizational success and improve patient care outcomes. The model
extends the meaning and the value of social capital by providing dimensions, attributes, and
operational definitions that can be used to measure outcomes and guidelines to develop future
interventions. Our model brings new insight and logic to understanding relationships to create
resources to improve primary care practices. Furthermore, our model provides a preliminary
focus on the value of integrating registered nurses into the work of primary care practices and
as facilitators of social capital. Key words: complex adaptive systems, model development,
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OCIAL SCIENTISTS have used the con-

cept of social capital to highlight the piv-
otal nature of relationships. The idea that re-
lationships are essential for the success of any
human system dates to the origins of soci-
ology as a distinct discipline and the work
of Durkheim! and Marx.? A simple defini-
tion of social capital is “the resources from
relationships.” Rather than focusing on re-
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lationships, current strategies for improving
productivity and quality in healthcare set-
tings often emphasize individual role devel-
opment and job descriptions.*® Although
specialization is important, high-quality inter-
actions and relationships are needed to en-
sure that healthcare organizations can fully
utilize the specialized skills of all members
of healthcare organizations. Previously, the
concept social capital has not been used to
understand interactions between and among
members of healthcare organizations such as
nurses and physicians.

In contrast, the value of relationships
among individuals who work in healthcare
settings is captured in the recent literature
suggesting that healthcare organizations are
complex adaptive systems (CAS). In the CAS,
the members have diverse backgrounds and
knowledge, a high degree of information
asymmetry, and a need to share information
to contribute to their system’s success. In a
CAS, relationships are as important to the sys-
tem’s success as the qualifications and capac-
ities of the individuals themselves.”® Primary
care practices are CAS that address health pro-
motion, disease prevention, and chronic ill-
ness care, and they constitute a large segment
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of the primary healthcare system.” Their suc-
cess is of great importance to society’s health
and well-being.

In this article, the further development
of a model'® of social capital is based on
a concept that was first identified and ana-
lyzed by Bourdieu.!! The goal is to provide
a guide for enhancing relationships within
primary care practices to promote organiza-
tional success and improve patient care out-
comes. The literature on change and improve-
ment in primary care typically identifies the
physician as the locus for practice improve-
ment and often does not address the im-
portance of the participation of nurses and
other practice members.'?"'4 Where the pri-
mary care literature does address nursing, the
focus is on nurse practitioners whose roles
are well-defined in primary care practices
and include intense individual patient-nurse
interactions.!>"'7 The role of the registered
nurse (RN), however, has been typically ill-
defined, and RNs are underutilized. They are
often treated as part of the “office staff” rather
than as professionals, a designation that dis-
regards their level of education and clinical
expertise. Therefore, they are an untapped
resource. Since RNs have already been edu-
cated in group dynamics and human behavior,
a short course of the development of social
capital should enable them to become the fa-
cilitators of the development of practicewide
social capital that can then be used to make
changes to improve primary care practices.

The organizational and management theo-
rists Nahapiet and Ghoshal' identified 3 di-
mensions of social capital with attributes asso-
ciated with each dimension. To facilitate the
usefulness of this model to better understand
and to improve relationships in practice set-
tings, we used the work of social and politi-
cal scientists to select those attributes identi-
fied by Nahapiet and Ghoshal that are most
congruent with the literature on CAS. The re-
sult of this work is a refined model that fo-
cuses on specific behaviors and processes as-
sociated with social capital in a primary care
setting. The model is used to analyze quali-
tative data from a primary care practice to:

(1) create operational definitions for each so-
cial capital attribute and (2) demonstrate the
usefulness of the model for understanding
relationships among nurses, physicians, and
other practice members. The exemplar prac-
tice was selected to show how high-quality
relationships promote the integration of the
knowledge and skills of an RN to improve
practice performance and, ultimately, patient
care outcomes.

BACKGROUND

The term social capital initially appeared
in community studies, highlighting the cen-
tral importance for the survival and func-
tioning of city neighborhoods, of networks
of strong, crosscutting relationships that de-
velop over time, and facilitate collective
action.'® Bourdieu,!! the French social theo-
rist, is credited by many with the first system-
atic contemporary analysis of social capital.
He defined social capital as the sum of the
actual and potential resources derived from
the network of relationships possessed by a
social unit. Networks of mutual recognition
and acquaintance are a valuable resource for
conducting social affairs. Social capital pro-
vides the members of a network with a type of
“credit” that they can tap when needed. This
credit takes the form of obligations arising
from feelings of gratitude, respect, and friend-
ship, or from the institutionally guaranteed
rights derived from membership in a family,
a class, or a school.!'®249 §qcial capital thus
comprises both the network and the assets
that may be mobilized by individuals through
that network.

Since the work of Bourdieu, social
capital has been applied to many social
phenomena'®2? to explore the effect of
social capital in various human systems. One
of the outcomes has been confusion about its
actual meaning. While some social scientists
struggle to define the concept theoretically,
others have debated how to measure it in dif-
ferent settings and at various levels. For exam-
ple, it has been used to analyze relationships



at the level of the individual, the group, the
formal organization, the community, and
the nation. In response to this, Putnam?
argued that a high research priority was to
clarify the different dimensions of social
capital to incorporate the complexity of the
concept. Following this, the organizational
and management theorists Nahapiet and
Ghoshal'? identified the dimensions of social
capital and the many attributes associated
with each dimension.

A review of the organization and manage-
ment literature suggests that theorists have
embraced social capital because theoretically
organizations with high social capital should
function more efficiently and, therefore, have
an economic advantage, over organizations
with low social capital.?*-?’ Therefore, the
theorists Nahapiet and Ghoshal'® developed
a framework to explain the development of
social capital and its contribution to the suc-
cess of numerous businesses. Their contri-
bution to the literature was to identify 2 di-
mensions of social capital that occur between
and among individuals or subgroups within an
organization which can develop into a third
dimension of social capital at the organiza-
tional level. This model explains the connec-
tion between the quality of relationships ex-
isting among individuals or subgroups and the
success of an organization.

Nahapiet and Ghoshal'® hypothesized that
there are structural, relational, and cogni-
tive dimensions of social capital. Structural
social capital is defined as the different types
of linkages among organizational members.
More specifically, some members are close
and connected, while others may be sepa-
rated by physical barriers such as distance
and/or conceptual barriers such as levels of
hierarchy. Relational social capital describes
the substance of interactions, such as cooper-
ating and reciprocating. Structural social cap-
ital evolves with relational social capital, re-
sulting in cognitive social capital or a shared
knowledge and understanding among organi-
zation members. Cognitive social capital influ-
ences institutional behavior and enhances or-
ganizational capacity.
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We refined this model by using the litera-
ture on social capital and CAS to select the
attributes of practice interactions that most
closely reflect the meaning of each dimen-
sion of social capital. We then used this re-
fined model to describe interactions among
individuals in primary care practice organiza-
tions (such as nurses, physicians, and other
primary care practice members). The result
is a model that offers a better understanding
of the value of relationships in healthcare or-
ganizations, such as primary care practices, to
ultimately improve patient care outcomes.

MODEL DEVELOPMENT OF SOCIAL
CAPITAL

The model of social capital that we con-
structed (Figure 1) was designed using lev-
els of abstraction and terminology consis-
tent with the literature on social capital. The
model moves from the conceptual level to the
theoretical and finally to the empirical. The
most abstract and general ideas are at the con-
ceptual level, identified here as a model of so-
cial capital. For the purposes of our work, we
used the term dimensions as the level that
comes directly under the conceptual level.
This term was identified by Nahapiet and
Ghoshal and includes structural, relational,
and cognitive dimensions. The next level of
abstraction is at the theoretical level and
includes attributes hypothesized to cluster
around each dimension. The attributes were
selected from Nahapiet and Ghoshal’s work
as well as from the sociological, political sci-
ence, and CAS literatures. At the empirical
level, operational definitions for each of the
attributes were derived from the integration
of these literatures and from elements found
in the exemplar case. According to Walker
and Avant,?® an exemplar provides empirical
evidence of aspects of the model.

DIMENSIONS AND RELATED
ATTRIBUTES OF SOCIAL CAPITAL

The following discussion presents the 3 di-
mensions of social capital and their associated
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Conceptual Social Capital
I{/ A )
Dimensions Structural Relational Cognitive
~ A4 ~

Theoretical Bonding Reciprocating Transformative
(Attributes) Bridging Cooperating Shared

Fluid Alliances Trusting Understanding

Empirical Operational Definition of Each Attribute

Figure 1. Model of social capital

attributes. These dimensions are highly re-
lated, and the distinctions among them are for
analytical and research purposes.

Structural social capital

Structural social capital is a dimension
that concerns the properties of a network
of relations as a whole.?>3° According to
Nahapiet and Ghoshal, 2 of the most im-
portant features of networks or linkages are
captured by the terms connectivity and bi-
erarchy. In contrast, bonding and bridging
are compatible with the ideas of connectivity
and hierarchy, and, we believe, are better de-
scriptors for operationalizing structural social
capital. Sociologists Gittell and Vidal®! origi-
nally coined these terms while describing the
emergence of social capital in community or-
ganizations. Therefore, bonding and bridging
are used to describe 2 different types of struc-
tural social capital in a primary care practice
setting.

Bonding

The idea of bonding captures the essence
of the connectivity between individuals in an
organization. Bonding linkages reinforce ex-
clusive and homogenous groups and are ex-

emplified within fraternal organizations such
as Sigma Theta Tau or the International Net-
work for Doctoral Education in Nursing. The
homogeneity of these relationships can pro-
vide comfort and support for individuals.

Bridging

Bridging, a more complex and dynamic
attribute than bonding, incorporates inter-
actions among groups with different knowl-
edge. While bonding is based on connections
among individuals with similar positions and
functions (eg, nurses to nurses or reception-
ists to receptionists), bridging networks are
linkages among individuals with different po-
sitions and functions such as nurses to physi-
cians or nurses to receptionists. Bridging re-
quires a skill that may be more difficult to mas-
ter than bonding since often individuals are
more comfortable with those who are similar
to themselves.

Granovetter>? referred to a form of bridg-
ing social capital when he discussed the im-
portance of “weak” ties when seeking a job.
He suggested that the weak ties (bridging link-
ages) that connect individuals to distant ac-
quaintances are more valuable than strong ties
(bonding linkages) because weak ties connect



people to external assets and information not
available in one’s own niche, as compared to
bonds, which reinforce assets and informa-
tion that one already possesses. The idea of
bridging has also been ascribed to the histori-
cal success of certain regions of Italy that were
structured horizontally (bridging).>® The dif-
ferent members of these societies were con-
nected not only within their own social-
economic groups (bonding) but also across
the various socioeconomic groups (bridging)
of their regions.

The flow of information between individ-
uals at different levels of a system or soci-
ety is an example of bridging. Among mem-
bers of an organization, bridging may con-
tribute to information flow and organizational
success. As organizational members at vari-
ous levels contribute their perspectives and
knowledge about patient care, the picture
becomes more comprehensive and accurate.
Furthermore, it is not the sharing of infor-
mation alone that occurs during “bridging”
but more importantly the development of the
meaning of information.?? Diverse individu-
als, such as nurses and physicians, may inter-
pret experiences and data differently on the
basis of their educational backgrounds. For
example, many physicians rely on a biomed-
ical model to make patient care decisions,
whereas nurses often base their care for pa-
tients on a more holistic perspective. Conse-
quently, bridging between nurses and physi-
cians may lead to a more comprehensive and
accurate understanding of ways to improve
patient care in a practice than a perspec-
tive based solely on the perspective of either
nurses or physicians alone.

Furthermore, we hypothesize that both
bonding and bridging are the precursors to
fluid alliances.

Fluid alliances

The term fluid alliances has neither been
used by Nahapiet and Ghoshal, nor is it in-
cluded in the literature on social capital. We
derived “fluid alliances” from the literature on
CAS, which is based on the concept of self-
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organization.® Self-organization occurs when
individuals from all levels have the opportu-
nity to initiate and develop linkages to ac-
complish their work. Fluid alliances are a
more refined form of self-organization and oc-
cur when opportunities for specific linkages
(bonding and bridging) are facilitated. Fluid
alliances are evidenced when relationships
are adaptable to the extent that an individ-
ual’s title and role, as well as previous bond-
ing and bridging, do not limit the formation
of new bonds and bridges that support high
performance.

Relational social capital

While bonding, bridging, and fluid al-
liances describe the structural dimension
of social capital, Nahapiet and Ghoshal de-
scribe relational social capital as the qual-
ity or substance of interactions. Within the
dimension of relational social capital, Na-
hapiet and Ghoshal cited many attributes.
We selected 3 attributes: reciprocating, %343
cooperating,3® and trusting®*37 because they
are the most frequently cited attributes in the
social capital literature.

Reciprocating

Putnam?? developed the notion that recip-
rocating is a valuable ingredient of social cap-
ital and is fostered by civic engagement such
as voter turnout. A society that relies on re-
ciprocating is efficient, just as money is more
efficient than barter. On the basis of the rep-
resentation of reciprocity as civic participa-
tion, Bolino®® theorized that behaviors that
are analogous with good citizenship in the
larger society are efficient and effective in
the work setting. Reciprocating in an organi-
zation goes beyond job requirements, is vol-
untary in nature, is not recognized by for-
mal reward systems, and facilitates organiza-
tional functioning.3*-#! Reciprocating allows
for greater “credit risk” to be extended. An
example of this may occur when someone
thinks, “I'm more willing to extend a favor
such as occasionally driving another person to
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and from work because I know that ultimately
someone in the organization will return the
favor and perhaps cover for me for a day if I
need to stay home with a sick child.?2®%>

Cooperating

According to Prescott and Bowen,#2®13D
cooperating is defined as “an association with
another for mutual benefit.” According to Put-
nam, “networks of civic engagement embody
past success and provide a historical reper-
toire of forms of cooperation that having
proved their worth in the past, are available
for new problems of collective action.”> Co-
operating and reciprocating are considered
precursors of more complicated experiences
such as “trusting.”'”

Trusting

Trusting is the “belief and reliance on
the honesty, integrity, and reliability of
others.”?’®7® pg Trusting develops in an en-
vironment where behavioral norms are re-
warded, such as reciprocating and cooper-
ating, and where fairness is consistent.'?%3
Trusting is one of the most prominent features
of social capital and is highlighted across the
social capital literature. We describe it as the
result of cooperating and reciprocating over
time.

Cognitive social capital

The dimension of cognitive social capi-
tal is the shared system of representation
and meaning among the members of an
organization.** The presence of structural and
relational social capital, as it reflects individ-
ual behaviors, has implications for the devel-
opment of cognitive social capital, which may
occur across a system.

Transformative shared understandings

We use the term transformative sharved
understanding® as the culmination of bond-
ing, bridging, fluid alliances, reciprocating,
cooperating, and trusting. The term is defined

as the changes that occur among individuals
on the basis of the development of their mu-
tual knowledge, beliefs, and assumptions that
they use to meet daily challenges. This pro-
cess should not be interpreted as the emer-
gence of “group think.” Members of an orga-
nization can hold different information and
may not have the same opinions; transforma-
tive shared understanding is the result of the
modification of various perspectives that con-
tribute to a larger more representative un-
derstanding that leads to creative and well-
informed ways of addressing organizational
challenges.

SUMMARY

Because healthcare organizations are CAS,
they need to develop social capital to suc-
ceed. Before that can be done, a model of
social capital must be available to direct the
development of resources from successful re-
lationships. We have used the work of Na-
hapiet and Ghoshal as well as our own ex-
trapolation to structure a model of social capi-
tal through levels of model development. The
outcome of this effort has been to identify
the dimensions and related attributes of social
capital. The following exemplar case provides
empirical data, suggesting further refinement
to the attributes selected from the preceding
literature.

Exemplar case: A primary care practice

An important part of model development is
the use of an exemplar case that comes from
the “real world” and extends the understand-
ing of definitions and attributes. Our exem-
plar case is based on data collected from a
single practice that was part of a large study
funded by National Heart Lung and Blood In-
stitute (RO1 HL70800A-PI-Crabtree). The data
for the larger study were not collected to
study social capital; however, the depth and
richness of the data set made it possible
do a secondary data analysis. The following
practice was selected for the high degree of
social capital evidenced between the nurse



and other members of the practice. In-depth
information about the practice included
(1) observational field notes of the practice
environment; (2) notes from key informant
interviews that were used to validate obser-
vations; (3) field notes and tape recordings
of depth interviews with practice members;
(4) notes from practice meetings; and (5) re-
flections of the field researcher who collected
the data for the purpose of confirming inter-
pretations. We have changed some descrip-
tions of the practice to maintain its anonymity.

Practice A is located in a suburban area.
The practice members include 1 full-time lead
physician, 5 halftime physicians, an office
manager, 1 RN, 2 medical assistants, and 2
receptionists. The infrastructure of the prac-
tice suggested that the relationships were
loosely organized around functional areas, viz,
physicians-providers, clinical support (nurse
and medical assistants), office manager, and
administrative support staff (receptionists,
billing, and referrals clerks). An important as-
pect of Practice A’s philosophy is its emphasis
on teamwork and the value of every member’s
contributions. The lead physician’s introduc-
tory remarks included references to quality
care that patients received (“the best care we
all can offer together”). The practice members
had regular opportunities for sharing ideas at
weekly 2-hour staff meetings. Regular office
hours were suspended at that time so that all
staff could participate.

The following stories, “the flow chart ex-
periment” and “solving specimen confusion,”
were taken from the qualitative data. They
represent 2 examples of the ways that social
capital was manifested by practice members
who cooperated to meet a challenge that in-
terfered with workflow and performance.

The flowchart experiment

During a weekly meeting, staff members
discussed how they could be more efficient
in handling test results and communicating
about them with patients. Everyone admit-
ted that the current process was problematic.
One physician suggested making a diagram of
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the present process to help understand it bet-
ter; his idea was seconded by the nurse who
had used a similar approach in nursing school,
where she had mapped out the clinical expe-
rience of an emergency department patient.

The physician, the office manager, and the
nurse formed an ad bhoc group to collect data
for 2 weeks on the process of handling test re-
sults. Over the next 2 weeks, the ad hoc group
members created a chart tracking this pro-
cess. At the weekly meeting, the office man-
ager presented the findings, and the nurse and
physician made changes to the chart based
on the group’s suggestions. One of the recep-
tionists, who had been quiet during the pre-
sentation, offered valuable suggestions when
prompted by the nurse to speak. By the
end of the meeting, the group agreed that
the chart accurately represented their current
situation.

The staff decided that there were too many
steps between specimen collection and pa-
tient notification, and they discussed possible
solutions. The nurse suggested that the cur-
rent schedule—in which the nurse and medi-
cal assistants were assigned to a physician and
then rotated daily—was inefficient. Although
the patients saw the same physician each
time, referrals, test results, and other individ-
ual patient needs were transferred among the
nurse and medical assistants on a daily basis.

This alternating schedule had originally
been adopted to ease the pressure on the
clinical staff. The lead physician’s schedule
was more heavily booked than that of the
other physicians, and her patients tended
to be sicker than the patients seen by the
part-time physicians. Thus, working for the
lead physician entailed more complex respon-
sibilities. The nurse and medical assistants
took turns sharing these responsibilities and
worked hard to keep each other informed
about the patients. When laboratory results
from one of their patients came in a day or
2 after their assignment with the lead physi-
cian, the staff member would (f appropri-
ate) call the patient with results, regardless
of whom they were working for on that day.
Moreover, the nurse and medical assistants
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often stayed late to help each other with these
tasks. Although they responded with good
humor to the situation, they also expressed
concern about the amount of time spent up-
dating each other about information, such
as laboratory test results, to be shared with
patients.

As staff discussed ways to improve effi-
ciency, the nurse suggested that she and
the lead physician work together as a stable
pair for 1 month to determine whether that
could reduce the handoffs involved with pa-
tient laboratories, tests, and other informa-
tion. This made sense to the group, includ-
ing the medical assistants, as the nurse’s skills
would be well suited for the needs of the lead
physician’s patients. Staff also agreed that a
month would be a sufficient amount of time
to evaluate the results. The nurse offered to
keep a diary about the physician-nurse ex-
perience, and one of the medical assistants
volunteered to keep a record of other prac-
tice care processes that might be affected. An-
other physician offered to transfer data from
the flowchart to a computer program to cre-
ate a permanent record of this experiment.

A month later, the group analyzed the data
that were collected and decided that the ex-
periment was successful. The success was at-
tributed to the capacity of the nurse-physician
pair to work as a long-term team caring for
the same group of patients. On the basis of
this outcome, the lead physician along with
the practice members decided to hire 2 new
nurses and create “care team trios” (a nurse
teamed with 2 parttime physicians). The
medical assistants would continue to work in
the practice assisting the nurses.

Solving specimen confusion

Later that same month, one of the medical
assistants approached the nurse during a busy
afternoon with a suggestion for solving con-
fusion that had been occurring around speci-
men collection. The medical assistant handed
the nurse a diagram of colored specimen col-
lection containers to be used in the office.
Since the practice used 2 different laborato-

ries to process patient specimens, there were
2 kinds of containers for each test. The nurse
had made 2 mistakes over the previous weeks
by sending high-priority specimens to the lab-
oratories in the wrong containers. After re-
viewing the diagram, the nurse seemed gen-
uinely pleased and thanked the assistant. The
nurse then put the chart in a plastic sleeve to
protect it and took it to show other staff mem-
bers standing nearby. One of the physicians
immediately tacked the chart to the wall near
the specimen containers. The other practice
members offered their congratulations and
teased the medical assistant in a good-natured
way about her artistic talent. Two of the
physicians admitted that they had also made
mistakes collecting specimens in the wrong
containers.

THE ANALYSIS

The 2 brief stories recounted here con-
tain instances where social capital can be
observed in action. We argue that there are
specific qualities in the interactions and rela-
tionships among practice members that are
evidence of the connection and social sup-
port that they share. The data reveal moments
where bonding, bridging, reciprocating, co-
operating, fluid alliances, trusting, and trans-
formative shared understanding resulted in
stable, dynamic connections among different
practice members. These connections are sta-
ble because practice members have “banked”
them as part of their relationship resources
built over time and through the experience
of working together. At the same time, these
qualities are dynamic because they emerge in
different configurations, between and among
different individuals as the need arises. Ad hoc
pairs and trios are formed on the basis of the
tasks at hand.

The examples in the next section explain
how we see different attributes of social
capital emerging from the flowchart experi-
ment and the specimen confusion resolution.
Table 1 includes the final operational defini-
tion of each social capital attribute based on a
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Table 1. Operational definitions that emerge from the analysis

Bonding

Bridging

Fluid alliances

Reciprocating
Cooperating
Trusting
Transformative

shared
understandings

Connecting on the basis of similarity of everyday purpose of task, shared
physical and occupational space, as well as familiarity

Connecting that supports information sharing and resource flow between
or among individuals who normally share different occupational and
physical space in an organization and have different educational
backgrounds and responsibilities

Regrouping based on task and changing conditions, shared leadership not
confined to title and role, emergent, not predictable, dependent on
knowing the value of all individuals within the work environment

An exchange, not necessarily task oriented, not requiring equal value [not
barter, not negotiated]

Task oriented, pulling together, actions that reflect 2 or more individuals
working on an immediate task together

Expressed, inferred by discussion or behavior-corrective action conducted
with the assumption that the group will accept the spirit of the corrective
action, which is to improve the practice

Development of a newly expanded group awareness based on the input of
perspectives from all members regardless of educational background

combination of the literature and the empiri-
cal evidence from the exemplar case.

Bonding

The structural connection of bonding was
demonstrated in both stories by the nurse
and the medical assistants. Their connections
were based on their responsibilities of caring
for patients and supporting the physicians.
Moreover, these clinical staff members dis-
played affection toward one another and had
access to similar practice and patient informa-
tion. Their work together in a high-demand
primary care setting was both successful
and complementary as they connected both
verbally and nonverbally over their daily
work.

Bridging

The structural component of bridging can
be seen in the problem-solving teamwork of
the physician, nurse, and office manager who
brought together different perspectives and
experiences by creating the flowchart as a
way of creatively teasing apart a problem.
The idea of the lead physician working with
the nurse exclusively over time is another ex-

ample of bridging. The nurse’s background,
which is different from the physician’s, fos-
tered a broader and more comprehensive ap-
proach to patient care than would have been
possible if the lead physician worked alone.

These examples show how bonding and
bridging support different processes in a com-
plex practice system. Both are vital to a prac-
tice’s effectiveness.

Fluid alliances

The fluidity of leadership as an emergent
process, based on the person with the nec-
essary information to solve a problem, is
a hallmark of CAS. The spontaneity of the
group’s decision to experiment with a nurse-
physician pair replaced the ever-changing
physician-nurse-medical assistant groupings.
This alteration reflected the flexibility of
linkages.

Reciprocating

The attribute of reciprocating was demon-
strated through several instances during the
practice-wide meeting: (1) the medical as-
sistant volunteered to take notes during the



E22 ADVANCES IN NURSING SCIENCE/JULY-SEPTEMBER 2007

experiment to support the work of the nurse-
physician pair, and (2) the nurse included the
medical assistant in the presentation.

Cooperating

The attribute of cooperating was demon-
strated in the actions of the medical assistants
and the nurse. When one was busier than the
others, they would all stay late to get the work
done. Moreover, the shared responsibility of
calling patients with laboratory results also
shows ways that the nurse and medical assis-
tant cooperated in delivering patient care.

Trusting

The attribute of trusting was demonstrated
by the action of the medical assistant who
drew the diagram of the specimen contain-
ers. The motivation for making the diagram
represented a corrective action that could
have been perceived as threatening to the
nurse. Instead, the nurse shared the drawing
with other members of the practice, includ-
ing the physicians. This suggests that the med-
ical assistant trusted that the corrective action
would be perceived by the nurse as an ef-
fort to improve practice performance rather
than to place blame. The acknowledgment by
the physicians that they too had made errors
when selecting specimen containers also rep-
resented trusting. Admitting a mistake makes
one vulnerable, and trusting makes the admis-
sion more likely followed by the improvement
of practice processes.

Transformative shared understandings

The attribute of transformative shared un-
derstandings was demonstrated when all
members of the group came to an agreement
that the nurse-physician stable pair experi-
ment was a success. The decision that a suc-
cess had occurred and warranted further ac-
tion was based on the ideas and perspectives
of all members of the practice. Also, the group
response in which the medical assistant’s di-
agram was adopted and displayed was based
on the shared understandings of a number of
practice members.

IMPLICATIONS FOR NURSING IN
PRIMARY CARE PRACTICES

In this article, we have developed and op-
erationalized a model of social capital. The
model extends the meaning and the value
of social capital by providing dimensions, at-
tributes, and operational definitions that can
be used to measure outcomes and guide-
lines for the development of future interven-
tions. We analyzed a primary care practice as
an exemplar using the social capital model
while simultaneously enhancing our ability to
understand emergent self-organization within
CAS. Our model brings new insight and
logic to the understanding of relationships
to create resources to improve primary care
practices. Furthermore, our model provides
a preliminary focus on the importance of
integrating RNs into the work of primary
care practices and as facilitators of social
capital.

The implications for research using the so-
cial capital model include monitoring and
evaluating elements of practice performance
that might not be otherwise identified. For ex-
ample, previous conceptualizations of prac-
tice improvement focused on individual clin-
icians as the sole decision makers. The new
model encourages monitoring the quality of
bonding, bridging, fluid alliances, reciprocat-
ing, and cooperating, trusting, and transfor-
mative shared understandings among mem-
bers of primary care practices. The model
also suggests the valued of an exploratory
study in which interventions are utilized by
the RNs to encourage the development of the
social capital attributes to improve primary
care practice performance and patient care
outcomes.

LIMITATIONS

The exemplar case was selected from a
number of primary care practice data sets
based on its comparatively rich descriptions
of positive examples of social capital. The data
were from a large study and were originally



not collected to explore social capital. There-
fore, this is a secondary data analysis, which
may have limited the complexity and depth of
the analysis.

Second, our model is based on the develop-
ment of social capital in primary practices in
the United States, where the majority of pri-
mary care practices care for patients with pri-
vate insurance. In countries with socialized
medicine, or universal health coverage, the
model of social capital might be different if
features of practices that impact relationships
are different from those in the United States.
On the other hand, there are practices in the
United States that take Medicare and Medi-
caid; it might be instructive to see how or if so-
cial capital can be developed there, and how
the pressure of having a much higher num-
ber of patients affects relationships among
staff.
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