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Abstract

The increase in relationship-centered professional practice models has expanded the interest in the measurement of caring. Using a cross-sectional descriptive study of 557 adults from 5 acute care institutions, a factor analysis and reliability statistics were used to revise the Caring Assessment Tool. Eight independent factors (mutual problem solving, attentive reassurance, human respect, encouraging manner, appreciation of unique meanings, healing environment, affiliation needs, and basic human needs) explained 62.6% of the variance in caring. The findings provide insight into patients' assessment of caring in nursing and offer a baseline evaluation of the psychometric properties of the Caring Assessment Tool.

THE implementation of professional practice models in healthcare institutions has proliferated in recent years as hospitals have rushed to obtain Magnet status.1 Relationship-centered approaches, particularly those that focus on caring such as the Theory of Human Caring2 and the Quality-Caring Model,3 are increasingly popular.4,5 In fact, caring relationships have been preliminarily tied to selected patient outcomes.6-9 Despite this surge in caring-based professional practice, efficient, theoretically sound evaluation of caring remains problematic. Although many instruments have been developed to measure caring,10 few measure caring from the patient's point of view are efficient, and have established psychometric properties. This research has 2 major purposes: (1) to identify how many theoretical constructs or factors are needed to accurately explain the concept, caring, and (2) to develop a short instrument that reliably measures caring from the patient's point of view.
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BACKGROUND

It is important to understand caring relationships: they are elusive and evolving concepts that are pertinent to nursing. Caring as a central or dominant construct in nursing has been theoretically described by Leininger,11 Watson,2 Boykin and Schoenhofer,12 Roach,13 Swanson,14 and Duffy and Hoskins,3 to name a few. Commonalities among these conceptual approaches to caring involve human interaction, mutuality, appreciating the uniqueness of individuals, and improving the welfare of patients and families. Watson2 spoke to the essence of nursing as caring and characterized caring relationships as distinct but complementary to medicine. Furthermore, she has suggested 10 specific elements or factors that comprise caring.

The American Nurses Association's Agenda for the Future states, Nursing is the pivotal healthcare profession highly valued for its specialized knowledge, skill, and caring in improving the health status of the public….15(p7) The American Organization of Nurse Executives in its Guiding Principles for Patient Care Delivery Toolkit16 speaks on the core of nursing as knowledge and caring with caring … as a key component of what the nurse brings to the overall patient experience. Furthermore, recommendation 4 cited in Crossing the Quality Chasm, creating continuous healing relationships … that are customized based on patient needs…where patients are the source of control…knowledge is shared … and patients' needs are anticipated…,17(p8) is a hallmark of caring, relationship-centered nursing practice. Recently, the Health Resources and Services Administration has funded large demonstration projects aimed at enhancing patient care by implementing nursing practices in caring.18 Other initiatives in relationship-centered caring are being launched daily in many US healthcare institutions.4,19

Since the late 1980s, assessing patient's views of caring has become an interest of many, especially among those who have implemented a caring or relationship-centered practice model and/or curriculum.20 In a review of caring instruments, Beck21 recommended additional evaluation including measuring construct validity. Of the 20 instruments measuring caring in the publication, Assessing and Measuring Caring in Nursing and Health Sciences,10 only 7 measured caring from the patient's perspective. Of these, 2 were inductively developed, while the remaining tools used items derived from Watson's2 conceptual definition(s) of caring. Few focused on the degree of caring or specifically assessed the interpersonal behaviors associated with caring. Content validity and internal consistency reliability were satisfactory; however, the instruments suffered from small convenient samples at 1 site, and few completed a thorough psychometric evaluation.

In addition, 2 recent tools were found that used factor analysis to determine the elements unique to caring. The Caring Behaviors Inventory for Elders of Wolf et al22 was developed to measure caring from the point of view of elders and their caregivers. A convenient sample of 215 elders and 138 nurses from independent and assisted living facilities comprised the sample. Combined internal consistency was reported as .936. Five factors emerged from the data: attending to individual needs, showing respect, practicing knowledgeably and skillfully, respecting autonomy, and supporting religious/spiritual needs. The final 28-item instrument, limited by the convenient sample of elders and caregivers has utility in this restricted population.

The Caring Nurse-Patient Interaction Scale (Short Scale) of Cossette et al23 used 377 baccalaureate students from one school to explore attitudes and behaviors associated with caring. Four factors, relational care, clinical care, comforting care, and humanistic care, emerged with a 23-item solution. Internal consistency reliability varied from .61 to .94. The benefit of this tool for the measurement of caring through the eyes of the patient is not known. Support for a more universal instrument is warranted.

Although a growing knowledge base regarding caring relationships is emerging, its measurement has been challenging. Limited sample sizes and populations, subject burden, and differing conceptual approaches have hampered instrument development. Furthermore, the structural dimensions of caring have not been adequately validated. It is the authors' contention that the measurement of caring relationships must be psychometrically sound and be assessed from the perspective of the recipient allowing for a better understanding of patient experiences and needs.
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DEVELOPMENT OF THE CARING ASSESSMENT TOOL

The Caring Assessment Tool (CAT)24 was initially developed in 1990 to assess patients' perceptions of nurse caring behaviors. Using Watson's Theory of Human Caring,2 items were designed that corresponded to each carative factor; several items taken together were intended to reflect a whole factor. Items were written in simple, easy-to-understand English language, and at the eighth-grade level of reading comprehension. A closed-response, 5-point Likert-type scale25 was used to measure the frequency with which each behavior occurred during a patient's hospital experience. Individual items were scored from 1 (never) to 5 (always). The items were summed for a total score, with a possible range of 100 to 500 interpreted as low caring to high caring. Several items (19) were worded negatively and/or overlapped with other items; they were intentionally designed to minimize the chance of error. The total score best represented the degree of nurse caring present in the nurse-patient relationship as perceived by the patient.

An item pool of 130 items was developed using the theory as a guide. An 8-member panel of experts, all those who had theorized or investigated the construct, caring, supported content and face validity. Panelists were instructed to comment on 3 areas: (a) appropriateness of each item as a nurse caring behavior; (b) the representativeness of each item to the carative factors2; and (c) general clarity of each item. Each item was assigned a score from 1 (very low caring) to 5 (very high caring) from which the panelists used to rate their responses. Cut points of means 3.5 or above and 1.5 or below for recoded items were established. Means were calculated for each item; those items meeting the criteria 3.5 or above were retained. One hundred items met the retention criteria. Three recommendations were made (all within one domain of caring) for wording changes. Using these recommendations, the tool was revised and resubmitted to the panel for a second review. All panelists responded in support of content validity for the 100-item tool.

Internal consistency reliability was measured using 86 randomly selected hospitalized medical-surgical patients.26 The Cronbach α was .97. The wording of some items (8) were slightly revised in 2000 to capture the realities of out-patient healthcare; internal consistency reliability remained high.27 Although the tool had established face and content validity and was overall reliable, empirical validation of its structural components was not completed and the length of the tool limited its usefulness. To meet the increasing demands of relationship-centered professional practice, a shorter instrument that decreased subject burden while accurately and reliably measuring caring was needed.
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METHOD

Participants

After approval by The Catholic University of America Human Subjects Committee and 5 US hospitals' internal review boards, a convenient sample of hospitalized adults was recruited. The hospitals were urban/suburban in Virginia, Maryland, Illinois, New Jersey, and the District of Columbia. All hospitals had teaching relationships with local universities, but none were traditional academic institutions. All of the hospitals provided care to diverse patients consisting mostly of white, African American, Hispanic, and Asian populations. Given the declining length of stay in American hospitals, the targeted participants were adults who were hospitalized at least 2 days to ensure that some interaction with professional nurses had occurred. Although the intended participants were hospitalized medical-surgical patients, none were critical or unstable. For instance, those participants were included who were patients on medical, orthopedic, surgical, and telemetry units. Inclusion criteria for participants were hospitalized adults who were alert and oriented, could understand English, were hospitalized at least 2 days, and who were willing to participate in the study. Registered nurses (RNs) from the 5 hospitals were trained in the use of the CAT and informed consent procedures by attending a 30-minute educational offering provided by the principal investigator. After informed consent was obtained, patients were instructed to consider their overall hospital experience with nurses (RNs) and complete the questionnaire. The questionnaire was left with the patient to allow adequate time for completion and picked up by the RN data collectors within 24 hours. Occasionally, patients who met inclusion criteria, but were more acutely ill, were read the questions at their request and the RN data collector recorded their answers. All RN data collectors followed the same protocol. In most cases, questionnaires were completed within 8 hours. Data were collected over a period of 1 year (2005-2006).

Conflicting opinions exist concerning the number of participants required for factor analysis; however, it is generally accepted that the number of cases must exceed the number of variables. Another view is that because sample size is based on correlation, 100 to 200 subjects are adequate.28 Since the number of variables in this study was large (100 items), data from the 5 hospitals was merged to form the largest data set possible for analysis. The total sample size was 557. Included were adults from all diagnostic, socioeconomic, gender, and ethnic groups.
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DATA ANALYSIS

The Cronbach α was used to assess the internal consistency reliability of the 100-item tool for this sample, and item-total correlations were examined. Factor analyses were used to evaluate the construct validity of the tool. An initial factor analysis using principle component analysis with varimax rotation was performed. The number of factors was determined by examining the eigenvalues and the scree plot. To reduce the number of items in the tool, items with corrected item-total correlations below .40 and items that loaded less than .50 on all factors were dropped from the instrument. The remaining items were factor analyzed using principal component analysis with varimax rotation and α-factoring with equamax rotation. In addition to the eigenvalues and the scree plot, interpretability of the factors was considered in determining the best factor solution. Finally, only items that loaded at least .50 on any factor of the best factor solution were maintained for the final questionnaire. Internal consistency reliability was computed for this final and shortened questionnaire.
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RESULTS

The Cronbach α for the 100-item tool was .97. An initial principal component analysis with varimax rotation of the 100-item tool identified 6 factors with a large general first factor. After eliminating items with corrected item-total correlations below .40 and items that loaded less than .50 on all factors, 64 items remained in the instrument.

The best factor solution for the 64 items was using α-factoring with equamax rotation. Examination of the eigenvalues and the scree plot identified 9 factors. Additional criteria for choosing these factors were that the items within each factor had a succinct and demonstrable pattern that could easily be interpreted and be related to caring. These factors accounted for 62.6% of the variance, with each factor accounting for 6.2% to 7.6% of the variance. Each item loaded only on a single factor. There was 1 factor that had 6 items; these items were interpreted and labeled as noncaring. They were deleted, leaving 36 items and 8 factors as the final solution for the construct caring. The 36 items, 8 factors, and their factor loadings are listed in Table 1.

[image: Table 1]Table 1. Items, factors, and factor loadings of the Caring Assessment Toola



The 36-item tool was tested for reliability using the data of 365 patients who had completed all 36 items. The Cronbach α was .96, validating the internal consistency of the shortened instrument. The scale mean was 141.20 (SD = 28.41). The mean of the item means was 3.92, with a minimum of 3.02 and a maximum of 4.63. Using mean substitution for patients who had 1 to 3 items missing (<10%), reliability for 522 patients was also found to be .96. The scale mean was 142.64 (SD = 27.70).

To test the internal consistency of the independent factors, subscale analysis was performed. As seen in Table 2, coefficient α values for the subscales ranged from .757 to .917, including those with fewer items. These results demonstrate that for each subscale, the items work sufficiently well together to provide a good estimate of the factor they claim to measure.

[image: Table 2]Table 2. The Cronbach α for total scale and subscales
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DISCUSSION

Analysis of items that loaded on the 8 factors was completed in terms of their theoretical and empirical consistency. A revised factor labeling scheme was created by expert panel and made comparison with the existing nursing theory and research to provide a clear representation of what it means to be caring as perceived by the patients in this sample (Table 3).

[image: Table 3]Table 3. Consistencies among the 8 caring factors, existing nursing theory, and research
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Mutual problem solving

This study revealed that hospitalized adults viewed nurses who cared as instrumental in helping them understand how to think about their health and illness, figure out questions to ask, explore alternative ways of dealing with health problems, and periodically check in with them to ascertain what they know. This factor explained the largest percentage of variance (7.6%). Implicit in this factor is providing information, teaching and learning, as well as using best evidence. This factor represents nurses as knowledge workers41,42 who regularly evaluate their practice as well as access and synthesize the professional literature. In this manner, nurses are continuously learning and engaging patients and families in mutual discussions of their health problems. This factor is consistent with Swanson's14 enabling factor, Watson's2 creative problem-solving and teaching-learning factors, and relates somewhat to Peplau's29 nursing roles. To some extent, it is also linked to the factor of Wolf et al,22 practicing knowledgeably and skillfully.
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Attentive reassurance

This factor refers to the availability, interest, and hopeful outlook on the part of the nurse. Patients in this sample viewed nurses as caring when they were accessible and optimistically able to look forward to the future (whatever that may be). Being able to foresee and confidently express possibilities provided patients in this sample something to look forward to. This factor clearly represents overlap of several of Watson's2 factors (faith-hope, sensitivity, helping-trust relationships), is consistent with Swanson's14 maintaining belief dimension, and somewhat relates to Roach's13 confidence in patients attribute (see Table 3).
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Human respect

The items loading on this factor reflect being able to appreciate the value of human beings and displaying behaviors that demonstrate that value. For example, accept me or pay attention to me honor the worth of individuals and are congruent with Watson's2 first carative factor, formation of a humanistic-altruistic value system. She viewed this factor as the first and most basic, while Boykin and Schoenhofer12 viewed unconditional acceptance as a caring characteristic. In this study, the factor accounted for 7.4% of the variance in caring. It is also congruent with the findings of Wolf et al22 where showing respect explained 7.9% of the variance in caring.
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Encouraging manner

Patients perceived nurses to be caring when they were poised, cheerful, could point out good aspects of a situation, and helped them deal with bad feelings. This factor has an affective dimension because it refers to the attitudes and mannerisms of nurses; it is consistent with Roach's13 comportment attribute. Watson2 also spoke to being congruent or genuine, demonstrating empathy, and displaying nonpossessive warmth. Furthermore, humanistic care, the factor of Cossette et al, refers to a nurses' attitude… and implies an attitude of empowerment and encouragement.23(p211)
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Appreciation of unique meanings

The items comprising this factor are concerned with how patients view things: knowing what is important and respecting what has meaning to them. It implies a personal knowing of patients and families that occurs only when nurses cultivate relationships.3 The increased diversity, chronicity, and unique life experiences of today's hospitalized patients makes this dimension especially pertinent. The factor is consistent with Watson's2 allowing for existential-phenomenal forces and it shares meaning with Swanson's14 knowing dimension where nurses attempt to understand the lived experiences of patients. Boykin and Schoenhofer12 speak on nursing as a shared lived experience that enhances personhood, while Leininger's11 culturally based views on caring stress the importance of meanings.
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Healing environment

Watson2 spoke to providing a supportive-protective-corrective environment as have other nursing theorists. Nightingale,31 in particular, is known for her views on the environment as a major component of nursing. Leininger views environment as the totality of the event…30(p106) that includes not just the immediate situation but also the larger cultural context. Watson2 viewed this carative factor holistically to include the mental, physical, sociocultural, and spiritual elements in a setting, while Swanson14 spoke to doing for. The items that loaded on this factor reflect aspects such as comfort, privacy, careful treatment of the physical body, and surveillance activities or frequent monitoring. Safeguarding patients from harm including rescuing those who are near life-threatening situations is a national priority43 and one that is nursing sensitive. This factor is congruent with the findings of others, namely, clinical care23 and attending to individual needs.22 Environments that support these aspects during an illness lead to a sense of security, decreased anxiety, enhanced dignity, and protection from harm.
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Affiliation needs

Affiliation refers to belonging or membership, and in this case, patients perceived nurses as caring when they were responsive to patients' families and allowed them to be engaged in the healthcare situation. Family involvement has not been viewed in any of the prior theoretical or empirical work on caring as a separate, unique element. Rather, Watson2 included affiliation in the human needs factor. However, Johnson32 included affiliation as 1 of the 7 subsystems, and King33 refers to social systems including families as a foundational assumption to her Theory of Goal Attainment. Preliminary evidence does exist in the recent literature demonstrating the importance of family involvement with hospitalized patients.37-40 This factor explained 6.2% of the variance in caring for this sample.
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Basic human needs

Making sure hospitalized patients' basic needs for ventilation, food and fluid, elimination, sleep, and rest are met seem almost counterintuitive; yet, the current acute care environment is so obsessed with technology, medications, and treatments that these basic needs can often get overlooked. Patients in this sample viewed nurses as caring when they made certain that their basic human needs were met. This factor is consistent with Watson's2 human needs factor, Leininger's11 views on caring, and the findings of Wolf et al22 and Cossette et al.23 They are also consistent with other nursing theorists who speak to humans as having specific requirements or modes.34-36 Attending to basic human needs during hospitalization has in recent years been relegated to unlicensed assistive personnel and is frequently considered lower in importance. Yet, the patients in this sample viewed nurses as caring when they took their basic needs into account.

The renewed interest in relationship-centered, caring practice models prompted this comprehensive evaluation. Patterns found to be consistent with others' findings provide additional evidence of their authenticity and advance theory. The 10 carative factors2 served as theoretical support for item development; however, using empirical results and a multisite convenient sample of hospitalized adults, we found caring to be a multidimensional concept comprising 8 independent factors.

Assuring that all variables that clustered together with high loadings were included on a factor, examination provided some validation for Watson's2 original theoretical underpinnings. For example, factor III on Table 2 clearly relates to Watson's first factor, formation of a humanistic-altruistic value system.2(p10) However, factors I and II represent a combination of Watson's2 theoretical factors. Of the 8 factors, 4 directly relate to Watson's original carative factors2-factors III, V, VI, and VIII. The evaluation is also theoretically consistent with Swanson's14 mid-range theory of caring, although some of the factors emerging from this analysis did not appear in that earlier work. Furthermore, many of the factors emerging from the data are theoretically linked to other nursing theorists.Cited Here... Finally, empirical support for some of the factors can be found by the comparison with 2 prior attempts to operationalize caring.22,23

What is apparent from the analysis is that mutual problem solving, human respect, encouraging manner, healing environment, affiliation needs, and basic human needs hold up both theoretically and empirically as components of caring. This demonstrates a steady pattern of scholarly opinion and preliminary empirical evidence that may better explain the work of nursing. Attentive reassurance and appreciation of unique meanings appear consistent with theory but need additional empirical validation.
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LIMITATIONS

There are several limitations to this analysis. First, the convenient sample limits generalizability to the 5 organizations from which the data was collected. A description of the sample's demographic characteristics would have added important information about the nature of the participants including any bias in the sample. However, it should be noted that the overall characteristics of the patient populations in the 5 hospitals are similar, that is, urban/suburban individuals from diverse ethnic backgrounds. The focus of this study was the psychometric assessment of the CAT and did not include institution-specific characteristics that could have altered patient responses. For example, nurse practice patterns, staff mix, and leadership practices could have affected the results. Finally, not all patients completed every item on the questionnaire and subsamples were used for some analyses.
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CONCLUSIONS

This analysis provided some insight into patients' assessment of caring in nursing and a baseline evaluation of psychometric properties. Dimensions of caring were explored and theoretical/empirical support for the identified factors was presented. The findings inform conceptual approaches to caring relationships by validating some theoretical factors, collapsing others into new categories, and preliminarily identifying a unique factor, affiliation needs, as a component of caring.

On the basis of this continued evaluation of the CAT (Version IV), a valid and reliable instrument that can be easily administered is presented. Furthermore, the reduction of items to a total of 36 while maintaining high overall internal consistency creates a more efficient method for assessing caring. The independent subscales, along with acceptably high internal consistency reliability, allow for more in depth analysis of the components of caring. The final tool determines the degree of nurse caring as perceived by patients. Questions are directed at how often nurses perform specific activities within the healthcare situation, are designed to be completed by the recipient, and are printed in 14-point font. Responses indicate how frequently an activity occurs. It is designed to be administered after some experience with nurses has occurred, for example, in the acute care setting, at least 24 hours after admission. The overall score, which represents a summation of the scores from individual items, ranges from 36 to 180. In general, higher total scores indicate a greater degree of caring.

Further multisite research is needed with probability samples to confirm the factors comprising caring and to better understand the administrative issues associated with the CAT. Altered forms of reliability, for example, test-retest reliability, would add to the usefulness of the instrument. Translation of the scale into additional languages and testing in a variety of settings would further add to the utility of the instrument. Finally, further evidence of the CAT's validity can be attained through known groups and convergent validity testing.

The implementation of caring-based professional practice models, although noteworthy, will reveal the value of nursing only if results are demonstrated. The empirically validated CAT can assist in demonstrating the results of such practice by its easily understood language and ease of administration. To assess the caring practices of nurses, the total score of the CAT can be used to determine the degree of nurse caring as perceived by patients. Subscale scores can also be computed to assess how well each factor contributes to caring and can be used to educate nurses and/or make recommendations for practice changes. In addition, the CAT can be used to measure nurses' caring competence, to monitor improvements in nursing practice, or to correlate nurse caring with nursing-sensitive patient outcomes. Finally, the unique factors emerging from this analysis add to the knowledge base of nursing by their theoretical and empirical consistencies and provide a more explicit understanding of the concept, caring.
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