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  RÉSUMÉ 
 La qualité de vie et le bien-être des patients âgés dans les installations pour les soins chroniques dépendent souvent 
de leurs relations avec les infi rmières. Les auteurs ont développé et testé une échelle pour évaluer les points de vue 
des patients sur ce qui compte le plus relative aux infi rmières. Basé sur la théorie de soins infi rmiers humanistes 
par Paterson et Zderad ( 1988 ), 69 articles ont été créés et testés avec un échantillon de 40 patients, résultant dans 
le raffi nement d'une échelle avec 24 articles. Cette échelle a ensuite été soumise à une analyse factorielle sur les 
réponses de 249 patients résidant dans cinq installations en Ontario, Canada. L'Échelle de l'importance des relations 
humanistes a démontré une forte cohérence interne, la stabilité et la fi abilité avec une solution de cinq facteurs ( α  = 0,87). 
La validité de la construction a été soutenue par l'identifi cation factuelle. Cette échelle est une mesure valide des 
points de vue des patients sur une relation infi rmière-patient en soins chroniques, et peut être utilisée pour mesurer 
les relations des professionnels de la santé avec leur patients âgés et d'évaluer les interventions visant à améliorer 
la relation de soins.   

 ABSTRACT 
 Quality of life and well-being of older patients in chronic care facilities is often determined by their relationships 
with nurses. The authors developed and tested a scale to assess patients’ views of what matters most when relating 
to nurses. Based on the humanistic nursing theory by Paterson and Zderad ( 1988 ), 69 items were created and tested 
with a sample of 40 patients, resulting in refi nement of a scale with 24 items. This scale was factor analysed on 
responses from 249 patients residing in fi ve facilities in Ontario, Canada. The Humanistic Relationship Importance 
Scale demonstrated strong internal consistency, stability, and reliability with a fi ve-factor solution ( α  = .87). Construct 
validity was supported through factual identifi cation. This scale is a valid measure of patients’ perspectives of a 
nurse-patient relationship in chronic care and can be used to measure health professionals’ relationships with their 
older patients and evaluate interventions to enhance relational care.  
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            Many older patients in our health care system are vul-
nerable due to increased age and the complexity and 
chronic nature of their health problems. These patients 
require integrated and evidenced informed care. 
Strong and compassionate nurse-patient relationships 
are one vehicle to promote the best possible delivery of 
nursing care (Fogarty,  2012 ). An emphasis on a strong 
and compassionate nurse-patient relationship is par-
ticularly important when patients live in chronic care 
(CC) environments because of the length of time these 
patients spend in these facilities (Canadian Institute 
for Health Information [CIHI],  2009 ). For the purpose 
of this article, CC – also called skilled nursing – 
facilities refers to those facilities that provide complex 
care, defi ned as specialized, time-limited programs to 
care for patients with complex medical conditions who 
require a hospital stay with ongoing assessment and 
active care by an interprofessional team, with a goal to 
enhance the health and quality of life (CIHI,  2009 ). 
CC facilities differ from nursing or care homes in that 
CC provides specialized care critical to achieve high 
levels of medical recovery. Once recovery goals are 
met, most CC patients are transitioned home and/or to 
other appropriate levels of care along the continuum 
(Ontario Hospital Association [OHA],  2006 ). 

 Several researchers have demonstrated that the quality 
of life of older patients who live in CC facilities is 
determined to a considerable extent by the relation-
ships they have with the nursing personnel caring 
for them (Jonas-Simpson, Mitchell, Fisher, Jones, & 
Linscott,  2006 ; McGilton & Boscart,  2007 ), whereby 
quality of life is defi ned as the degree to which a per-
son enjoys the important possibilities of his or her life 
(Veenhoven,  2013 , chap. 11). Despite the pressing time 
and workload demands in clinical settings, good nurse-
patient relationships can be developed and maintained 
(McNaughton, 2001). These relationships are described 
as “therapeutic” and are based on mutuality, commit-
ment, and reciprocity (Berg, Skott, & Danielson,  2007 ). 
From an educational and professional perspective, 
nurses are strongly encouraged to develop therapeutic 
relationships with their patients (College of Nurses of 
Ontario [CNO],  2006 ; Registered Nurses Association of 
Ontario [RNAO],  2006 ), but interestingly, these con-
cepts are rarely defi ned, causing diffi culty in knowing 
if researchers and clinicians are attributing the same 
meaning to them. A literature review to identify tools 
to measure these nurse-patient relationships from a 
patient’s perspective did not reveal any reliable and 
valid instruments to use in a CC environment. This 
gap warranted the development of a tool that can 
measure these types of relationships from the patients’ 
viewpoint. 

 Therefore, we designed this study, therefore, to develop a 
valid and reliable scale to determine what characteristics 

of the relationships between cognitively competent 
patients and nursing personnel in CC settings were 
most important to older patients. The tool we devel-
oped and evaluated is called the Humanistic Rela-
tionship Importance Scale (HRIS). A second scale, the 
Humanistic Relationship Experience Scale (HRES) was 
developed to measure the patient’s experience with 
these qualities. In this article, we report on (1) the devel-
opment of the HRIS; (2) the psychometric testing of the 
HRIS; (3) the dimensionality testing of the HRIS; and 
(4) the quality of the humanistic relationships from the 
perspective of older patients. The psychometric values 
of the HRES and the patients’ responses collected with 
the HRES are beyond the scope of this article and are 
reported elsewhere (Boscart,  2010 ).  

 Background 
 A deeply held assumption in nursing is that a close 
relationship between a nurse and a patient is at the 
very heart of nursing (Fogarty,  2012 ; Watson,  2012 , 
chap. 16). It is stated that nurse-patient relationships are 
established to address the health needs of the patient 
and are a vital means to deliver individualized care in 
a compassionate manner (Ranheim, Kärner, & Berterö, 
 2012 ; Roberts,  2013 ; Watson & Smith,  2002 ). This pre-
mise is upheld by other health care professionals as 
well (Robinson, Callister, Berry, & Dearing,  2008 ); 
however, the current economic state of the health care 
system has resulted in decreased lengths of stay for 
patients with increasingly complex conditions, imple-
mentation of higher nurse-patient ratios, and a gradual 
delegation of nursing tasks to other health care per-
sonnel (Reinhard, Young, Kane, & Quinn,  2006 ) both in 
the acute and residential care settings. These seem-
ingly cost-effective changes in the system cause count-
less reductions in the actual time that nurses spend 
with the patient, thereby limiting the development 
of nurse-patient relationships. Unfortunately, evidence 
indicates that decreased nursing time, and therefore 
less opportunity to form a nurse-patient relationship, 
is associated with negative patient outcomes such as 
pain, pressure ulcers, depression, malnutrition, and 
even mortality rates (Lang, Hodge, Olson, Romano, & 
Kravitz,  2004 ; Lankshear, Sheldon, & Maynard,  2005 ). 

 The emphasis on nurse-patient relationships is cru-
cial when considering older patients who live in CC 
environments. CC facilities are designed to provide 
complex and continuing care to typically older patients 
with chronic illnesses or long-term functional disabil-
ities, who require a range of therapeutic and medical 
care services (CIHI,  2009 ). Although the focus on caring 
for the entire person is part of the nursing scope of 
practice regardless of care setting, CC patients in 
particular present with a variety of physical, cognitive, 
and/or behavioral conditions, and require skilled 

https://doi.org/10.1017/S0714980815000604 Published online by Cambridge University Press

https://doi.org/10.1017/S0714980815000604


Measuring Nurse-Patient Relationships La Revue canadienne du vieillissement 35 (1)   3 

nursing care to address health and restoration (CIHI, 
 2009 ). Relationships in these settings also involve 
achieving comfort, friendship, and creating meaningful 
moments over time (Pringle,  2003 ). Long-term stays, 
debilitating diagnoses, and a high death rate call for 
relationships to enhance the best possible quality of 
life. Several quality-of-life domains, such as comfort, 
meaningful activity, relationships, enjoyment, dignity, 
autonomy, individuality, and spiritual well-being should 
be equivalent to – and often prevail over – health and 
safety outcomes (Kane,  2001 ). 

 In the past several decades, the growing realization of the 
importance of these nurse-patient relationships, com-
bined with an expanding professionalism and account-
ability, has spurred a surge in empirical research and 
the development of strict standards and guidelines – by 
regulating professional organizations – for the nurse-
patient relationships in a variety of settings. Regard-
less of the type of care setting, it is clear from the 
literature that nurse-patient relationships develop within 
a clinical setting and are maintained over time (Hartrick, 
 1997 ; McNaughton, 2001; Ramos,  1992 ; Ranheim et al., 
 2012 ; Watson,  2012 , chap. 16). Several authors have 
attempted to distinguish among different levels of 
nurse-patient relationships, based on the degree of 
involvement of the nurse (Morse, de Luca Havens, & 
Wilson,  1997 ; Moyle,  2003 ). Although these studies 
provide a basic overview of different levels of rela-
tionships, these authors do not recognize that a rela-
tionship can only take place when two beings are 
committed to a relationship; these researchers’ studies 
did not take into account the patients’ degree of involve-
ment or engagement in the nurse-patient relationship. 

 The current state of knowledge on nurse-patient rela-
tionships is situated in the nurses’ perspective of the 
relationship. Existing guidelines for the development 
and maintenance of this relationship are based on the 
nurses’ perspective, excluding the patient’s point of 
view about the relationship’s value and qualities. 
When the relationship is considered a mutual process, 
as has been proposed by regulating (CNO,  2006 ) and 
professional (RNAO,  2006 ) organizations, patients 
must be equal partners. The older patient’s voice is 
essential to understand the nature of the nurse-patient 
relationship. 

 Others have described nurse-patient relationships 
from the underlying assumption that relationships are 
established through the means of verbal interaction. 
Morse ( 1992 ) and Morse et al. ( 1997 ) described an inte-
grated model of interactions and relationships and 
identifi ed nursing actions as comforting strategies, 
styles of care, and patterns of relating. Yet Hartrick 
( 1997 ) challenged the appropriateness of a mechanistic 
model of human relating that focuses on behavioral 

communication skills and presented an alternative 
approach that emphasizes the enhancement of rela-
tional capacity to explore the nurse-patient relationship. 
Although interesting additions to the body of knowl-
edge on nurse-patient relationships, none of these 
models measure or assess the relational capacity needed 
from the older patient for the development of nurse-
patient relationships. 

 Despite a large body of conceptual and theoretical work 
regarding the nurse’s role in the nurse-patient relation-
ship, there is a lack of consensus about the very defi ni-
tion of the nurse-patient relationship (Boscart,  2010 ; 
Kane,  2001 ). Therefore, the exact qualities of a nurse-
patient relationship remain undefi ned and diffi cult to 
measure (Streiner & Norman,  2004 ). Furthermore, few 
scales are available that measure the nurse-patient 
relationship from the older patient’s perspective in a 
residential setting, and most of these scales lack psycho-
metric testing (McGilton et al.,  2003 ). Most importantly, 
existing measurement scales capture a single aspect 
of a nurse-patient relationship (Huss, Buckwalter, & 
Stolley,  1988 ; Rieck,  2002 ). Both Rieck ( 2002 ) and Huss 
et al. ( 1988 ) developed measures to examine the nurse-
patient relationship in acute care, but Rieck focused on 
spirituality and Huss and colleagues measured trust. 
McGilton et al.’s ( 2003 ) Relational Care Scale, devel-
oped for long-term care settings, has adequate psycho-
metric properties, yet it deals only with the aspects of 
empathy and reliability, yielding a somewhat limited 
view of the nurse-patient relationship in CC. Several 
tools exist in the nursing literature to measure the con-
cept of caring, a notion that is grounded in humanistic 
nurse-patient relationships. Watson’s (2012, chap. 16) 
extensive work in this domain provides a wealth of 
measures on nurses’ caring attributes and behaviors; 
yet none of the exiting measures captured the unique 
circumstances and population of CC. 

 Given the importance of these nurse-patient relation-
ships, there is a lack of understanding of this type of 
relationship in a CC or more residential setting, where 
patients are generally older. The similarity of fi ndings 
in multiple qualitative studies (Billeter-Koponen & 
Fredén,  2005 ; Kane et al.,  1997 ; Morse et al.,  1997 ; 
Shattell,  2004 ) warrants the progression into quanti-
tative research in order to further explore the nature 
of the nurse-patient relationship in these settings and 
to identify through measurement the specifi c qualities 
of nurse-patient relationships that are valued from an 
older patient’s perspective.   

 Conceptual Framework 
 To develop this new scale, it was necessary to select a 
theory that incorporated the complexity and breadth 
of the nurse-patient relationship in a CC setting. 
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Several nursing theorists have described the phe-
nomena of a nurse-patient relationship, and for the 
purpose of this study, we reviewed three of the more 
relevant nursing theories (Paterson & Zderad,  1988 ; 
Peplau,  1952 ; Travelbee,  1966 ). 

 Peplau ( 1952 ) proposed the  interpersonal nursing theory  
of the nurse-patient relationship, as a means to provide 
optimal care. Peplau, an interactionist, described the 
nurse-patient relationship as a helping relationship, 
one by which the nurse facilitates the patient’s per-
sonal growth by helping him/her to identify diffi -
culties, experience emotions, and understand his/her 
own behaviour. Although this theory presents a strong 
framework to examine the nurse-patient relationship, 
the theory was initially developed to guide the nurses’ 
practice in mental health settings, and thus, several of 
the theory’s components and defi nitions are not rele-
vant to the CC setting. 

 The second nursing theory relevant to this study is the 
 human to human relationship model  by Travelbee ( 1966 ). 
Travelbee’s experience in psychiatric nursing led her to 
believe that the care given in those institutions lacked 
compassion. She felt nursing needed a humanistic 
revolution and a renewed focus on caring as central to 
nursing. Consequently, Travelbee defi ned a nurse-
patient relationship as a process which enables a nurse to 
establish a human-human relationship with a patient, 
thereby fulfi lling the purpose of nursing in assisting 
individuals and families to prevent and cope with 
experiences of illness and suffering, and to assist in 
fi nding meaning in these experiences. Although this 
theory involves several essential components of the 
nurse-patient relationship, it is less comprehensive 
than the theory of Paterson and Zderad ( 1988 ), the third 
theory we considered. 

 The  humanistic nursing theory  (Paterson & Zderad, 
 1988 ) was selected for its strong phenomenological 
foundation and its idea that nursing is a transactional 
relationship between a nurse and a patient who are 
both unique human beings. The theory suggests that 
patients seek to give meaning to their existence through 
the subjective day after day experience of relating with 
the people who give care (Paterson & Zderad,  1988 ). 
An advantage of using this theory is its compatibility 
with a patient-centred approach in caring for older 
patients in CC environments. This theory also notes 
that some of the most exquisite nursing acts occur in 
situations where health, taken in its narrow sense as the 
absence of disease, is not feasible as an aim (Kleinman, 
 2009 ). Nursing in CC does not focus on cure; rather, it is 
about living with as much freedom and autonomy as 
possible at every stage. In addition, the acknowledge-
ment of uniqueness as a central aspect of a nurse-patient 
relationship offers the most appropriate structure to 

explore the relationship from the older patient’s point of 
view; therefore, the humanistic nursing theory formed 
the conceptual framework for this work.   

 Procedures for Instrument Development 
 When deciding to develop a new measure to exam-
ine the nurse-patient relationship in a CC setting 
from the perspective of the older patient, it became 
clear that two separate measures were necessary in 
order to capture both the preferences and the experi-
ences of the patient. The literature review indicated 
a clear dichotomy between the relationship qualities 
that patients preferred and the actual experience of 
those qualities in the relationship (May & Purkis, 
 1995 ). To measure only the preferred or only the 
experienced qualities would not address the pur-
pose of the overall study to understand, examine, 
and measure the humanistic relationships between 
cognitively competent patients and nursing per-
sonnel in CC settings. To have a better understanding 
of these relationships from the patient’s perspective, 
it is important to look at the preferred and the expe-
rienced humanistic qualities of the nurse-patient 
relationship – hence the decision to develop two 
Humanistic Relationship Scales. In this article, we 
report on the Humanistic Relationship Importance 
Scale (HRIS). We later developed a second scale, the 
Humanistic Relationship Experience Scale (HRES), 
to measure the patient’s experience with these qual-
ities, reported elsewhere (Boscart,  2010 ). 

 Developing an instrument to measure a subjective 
state – in this case, the state of the nurse-patient rela-
tionship from the patient’s perspective – requires a 
precise and careful process. We followed the princi-
ples of health measurement scale development by 
Streiner and Norman ( 2004 ) in developing the scale 
and selected six concepts central to the humanistic 
nursing theory that capture the nurse-patient relation-
ship: (a) supporting human uniqueness, (b) sustaining 
choice, (c) relational capacity, (d) living dialogue, 
(e) being present, and (f) fostering well-being and 
more-being. These concepts were interpreted from 
the patients’ perspective and operationally defi ned 
( Figure 1 ). These theoretical defi nitions were then 
used as a guide for item development (Fornaciari, 
Sherlock, Ritchie, & Dean,  2005 ). The principles of 
domain sampling were followed: we needed to con-
struct the measure by randomly selecting a specifi ed 
number of measures from a homogeneous, infi nitely 
large item pool (Nunnally & Bernstein,  1994 ). Our funda-
mental goal at this stage was to systematically sample 
all content potentially relevant to the key concepts 
of the nurse-patient relationship in CC. We developed 
a minimum of three items for each domain to ensure 
that the meaning of each concept was operationalized 

https://doi.org/10.1017/S0714980815000604 Published online by Cambridge University Press

https://doi.org/10.1017/S0714980815000604


Measuring Nurse-Patient Relationships La Revue canadienne du vieillissement 35 (1)   5 

in a language that CC patients could understand. 
To create the items, author V. Boscart led a team of 
experts with experience with the setting and patient 
population. A total of 69 items was developed to 
represent the construct of a humanistic nurse-patient 
relationship in CC.     

 All items were evaluated by two panels of four 
scholarly experts and fi ve patients who lived in a CC 
facility. Scholarly experts reviewed the content and 
relevance of the items on the basis of the underlying 
theory, following the content validation process 
described by Lynn ( 1986 ), and recommended deleting 
14 items. Following this assessment, patients were 
asked to rate the relevance and ease of understanding 
based on their lived experience, and recommended 
six more items. Upon completion of this content val-
idation, the scale contained 49 items, with a content 
validity index of 1.00.   

 Description, Administration, and Scoring 
of the HRIS 
 The HRIS is designed to elicit the extent of the patient’s 
preferences for qualities (i.e., choice, presence, etc.) 

in a humanistic nurse-patient relationship. The patients 
were asked to rate the importance of each proposed 
item ( n  = 49) in the relationship with the nurses on a 
5-point scale along a continuum from “not important” 
to “very important”. The potential scoring range for 
the total scale is 49 to 245. Higher scores indicate strong 
patient preferences’ for humanistic qualities in the 
nurse-patient relationship.   

 Methods 
 The psychometric testing of the HRIS was carried out 
in two different phases. The fi rst phase aimed at 
examining the scale for internal consistency reliability 
and test-retest reliability with a sample of 40 patients. 
The second phase aimed at testing the dimensionality 
of the HRIS with a sample of 249 patients.  

 Phase 1: Psychometric Testing of the HRIS  

 Sample and Procedures 
 The aim of Phase 1 was to examine the HRIS for inter-
nal consistency and test-retest reliability. Data collec-
tion took place in one 276-bed CC facility in an urban 
setting. A convenience sample of 40 patients was selected 

  

 Figure 1:      Operational defi nitions of six concepts based on the humanistic nursing theory (Paterson & Zderad,  1988 )    
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 Table 1:      Demographic characteristics of Phase 1 participants  

Variables  Participants ( n  = 40)  

 Age  (years)   
 M  ( SD ) 59.6 (18.1) 
Median 62.3 
Range (min.–max.) 65 (21–96) 
 Gender   
Frequency (%)  
Female 23 (57.5) 
Male 17 (42.5) 
 Diagnosis   
Frequency (%)  
Neurologic disorders 22 (55.0) 
Hip fracture 2 (5.0) 
Other 16 (40.0) 
 Length of Stay  (years)  
 M  ( SD ) 4.2 (4.5) 
Median 2.9 
Range (min.–max.) 37.6 (.4–38) 
 Country of birth   
Frequency (%)  
Canada 22 (55.0) 
Other 18 (45.0) 
 First Language   
Frequency (%)  
English 29 (74.4) 
Other 11 (25.6)  

     M  = mean  
   SD  = standard deviation    

by the nurses employed on the unit with the following 
criteria: (a) residing in the facility for at least three 
months; (b) being cognitively competent and oriented 
to person, place, and time (Cognitive Performance 
Score  ≤  3); and (c) having the ability to understand and 
speak English. A facilitating interview was conducted 
by the researcher, and the questionnaire (49 items) was 
administered to the patients. The interview was con-
cluded with the collection of demographic informa-
tion. Two weeks after the original administration of the 
questionnaires, the patients were contacted to com-
plete the scale’s questionnaire a second time. The same 
researcher administered the questionnaire on both 
occasions. All data were entered electronically into a 
data entry template created in IBM’s Statistical Package 
for the Social Sciences (SPSS-17) ( http://www-01.ibm.
com/software/analytics/spss/ ) and analyzed .    

 Results 
 The 40 patients were on average 59.6 years of age, but 
the sample represented a very broad age range from 
21 to 96 years, with an average CC length of stay of 
4.2 years ( Table 1 ). The questionnaire took 30 minutes 
to complete. Despite the extensive content valida-
tion process, three items did not perform well. Items 

“ Most nurses understand where your beliefs come from ”, 
“ Most nurses are willing to be involved in the relationship ”, 
and “ Most nurses like to be with you ”, presented with 
missing answers, and up to 75 per cent of the patients 
needed additional information to answer the items.     

 Internal consistency reliability was tested by calcu-
lating a Cronbach  α  reliability coeffi cient for the total 
score of the HRIS. The initial Cronbach  α  indicated a 
high level of redundancy (.97) which was expected at 
this stage of scale development. Several inter-item cor-
relations were higher than .70 indicating these items 
were measuring very similar aspects of the concepts. 
An analysis of the item-to-total correlations also revealed 
several items with high correlations (> .70). 

 The test-retest reliability was assessed by calculating 
intraclass correlation (ICC) scores on the two adminis-
trations of the HRIS. The total test-retest ICC score for 
the HRIS was .73, indicating a high and positive rela-
tionship between the two sets of scores. Nine items 
had a low ICC (< .40) indicating they were unstable 
over a 14-day time interval.   

 Item Deletion Process 
 Based on the initial psychometric testing of the HRIS, 
we considered several items for elimination. These 
items were carefully assessed for interpretability, inter-
nal consistency reliability, test-retest reliability, vari-
ability, and their relation to the total scale. This process 
resulted in the deletion of 25 items. The revised 24-item 
scale now contained six concepts, each represented 
by 4 items.    

 Phase 2: Dimensionality Testing of the HRIS  

 Procedures 
 The aim of this phase was to explore the scale’s dimen-
sions by means of a principal axis analysis (PAA). 
A PAA aims at explaining the uniqueness between 
items in terms of uncorrelated underlying factors or 
latent variables. To conduct a PAA, procedure was 
followed (Wood, Tataryn, & Gorsuch,  1996 ). An explor-
atory PAA was conducted, starting with factor extrac-
tions by identifying which items comprised each factor. 
The purpose of the factor extraction was to identify a 
series of linear combinations of the items to defi ne each 
factor. A scree plot (Cattell,  1966 ) presenting eigen-
values greater than 1 was used to identify the number 
of factors. Factors were rotated when needed. The 
internal consistency reliability of the new scale was 
determined by calculating a Cronbach’s  α  reliability 
coeffi cient for each factor of the scale.   

 Setting and Sample 
 A total of 249 patients who met the same inclusion cri-
teria of Phase 1, and who agreed to participate, were 
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recruited by the nurses employed at fi ve different CC 
urban facilities in Ontario, Canada. All facilities pro-
vided care to adult patients with chronic illnesses and 
varied in size from 119 beds to 535 beds ( Table 2 ). 
Data collection procedures were the same as already 
described. All data were entered into the computer 
using a data entry template created in SPSS, v. 17. The 
template consisted of patient variables as well as the 
item variables of the HRIS. Data were analyzed to 
test the scale’s psychometric properties. The analysis 
for psychometric testing focused on testing the 
dimensionality of the HRIS (PAA) and the reliability 
(Cronbach’s  α  reliability coeffi cient) of the newly 
emerging factors.       

 Results 
 A slight majority of the patients were male (53.4%), 
with an average age of 70, though a broad range 
of ages from 65 to 98 years ( Table 2 ). There was 
no evidence of statistically signifi cant difference 

between facilities in patient age ( F  4,248  = 8.88,  p  value = 
0.320). Participants had an average CC length of 
stay of 2.9 years with one facility’s patients having 
a longer average length of stay but, again, no statis-
tically signifi cant difference was found for this vari-
able when the fi ve facilities were compared ( F  4,248  = 
0.598,  p  value = 0.867). Admitting diagnoses included 
stroke, multiple sclerosis, and hip fracture. The 
sample used for the psychometric testing of the scale 
was younger (average of 59.6 years) and presented 
with a longer length of stay (4.2 years) when com-
pared to the sample used for the dimensionality 
testing. Differences were statistically signifi cant and 
the groups included the broad age range cared for 
in CC.   

 Dimensionality Testing 
 The PAA took place in several steps aimed at fi nding 
the factor solution with the greatest structural simplicity. 
The ultimate criteria for determining the number of 

 Table 2:      Demographic characteristics of Phase 2 participants per facility  

  Total  n  = 249 Facility 1  n  = 60 Facility 2  n  = 49 Facility 3  n  = 42 Facility 4  n  = 54 Facility 5  n  = 44  

 Gender    
Frequency(%)  
Male 133 (53.4) 28 (46.7) 17 (34.7) 19 (45.2) 29 (53.7) 40 (90.9) 
Female 116 (46.6) 32 (53.3) 32 (65.3) 23 (54.8) 25 (46.6) 4 (9.1) 
 Age  (years)  
 M  ( SD ) 69.6(16.6) 64.6(14.3) 64.1(15.7) 69.1(15.2) 67.1(16.9) 86.0(10.8) 
Median 73.0 64.5 67.0 69.5 72.5 87.0 
Range 77 65 62 59 65 77 
(min.-max.) (21–98) (24–98) (29–91) (36–95) (26–91) (21–98) 
 Diagnosis   
Frequency (%)  
Stroke 43 (17.3) 12 (20.1) 10 (20.3) 8 (19.0) 7 (13.0) 6 (13.7) 
MS 26 (10.4) 8 (13.4) 8 (16.3) 3 (7.1) 7 (13.0) 0 
Hip fracture 18 (7.2) 5 (8.4) 2 (4.1) 6 (14.3) 1 (1.9) 4 (9.1) 
Head injury 26 (10.4) 8 (13.4) 10 (20.3) 1 (2.4) 5 (9.5) 2 (4.6) 
Other 136 (54.6) 27 (45.0) 19 (38.8) 24 (57.1) 34 (63.0) 32 (72.7) 
 Length of Stay  (years)  
 M  ( SD ) 2.9 (4.2) 5.1 (6.4) 3.4 (3.7) 1.2 (1.3) 1.7 (2.1) 2.7 (3.5) 
Median 1.5 2.2 1.5 .9 .8 1.5 
Range 33.9 33.6 33.9 7.9 10.7 15.5 
(min.-max.) (.3–34) (.4–34) (.3–34) (.3–8) (.3–11) (.5–16) 
 Country of birth   
Frequency (%)  
Canada 164 (65.9) 27 (45.0) 28 (57.1) 35 (83.3) 39 (72.2) 35 (79.5) 
Jamaica 11 (4.4) 4 (6.7) 3 (6.1) 0 3 (5.6) 1 (2.3) 
England 10 (4.0) 2 (3.3) 5 (10.2) 0 0 3 (6.8) 
Other 64 (25.7) 27 (45.0) 13 (26.5) 7 (16.7) 12 (22.3) 5 (11.4) 
 First Language   
Frequency (%)  
English 196 (78.7) 37 (61.7) 38 (77.6) 37 (88.1) 45 (83.3) 39 (88.6) 
Other 53 (21.3) 23 (38.3) 11 (22.4) 5 (11.9) 9 (16.7) 5 (11.4)  

     M  = mean  
   SD  = standard deviation    
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 Table 3:      Oblique rotated factor loading matrix for the HRIS-24  

Scale Item/Factor  1 2 3 4 5  

1. The nurses recognize the importance of your family and friends in your life.  .083 .090 .217 –.038  .666  
2. The nurses make an effort to ask questions to fi nd out who you are. .201 –.174 .080 .256  .629  
3. The nurses take the time to listen to your concerns.  .693 –.119 .082 –.003 .299 
4. The nurses show concern for you as a person.  .624 –.082 .192 .120 .130 
5. The nurses recognize your right to make choices about your life. –.140 .151  .635 –.034 .295 
6. The nurses recognize your right to make choices about your care. .311 .022  .583 –.081 .232 
7. The nurses support you in your choices. .044 .121  .686 .251 –.009 
8. The nurses respect your choices. .176 .144  .674 .066 –.027 
9. You and the nurses enjoy each other’s company. –.083 .087  .363  .657 .009 
10. You and the nurses feel close to each other. –.118 .006 –.020  .891 .111 
11. You have a warm and personal relationship with at least one nurse. .208 –.107 –.005  .752 –.023 
12. The nurses are there for you when you need them.  .586 –.003 .237 .185 –.254 
13. The nurses respect your need to be alone. –.039 .078 .015 .053  .423  
14. The nurses know how much care you need.  .636 –.052 .131 .061 .079 
15. The nurses can fi gure out what you need without your asking them. .208 .234 –.154  .442 .143 
16. The nurses let you know that they are there for you.  .632 .186 .190 .065 –.206 
17. The nurses feel responsible for your care.  .734 .108 –.071 .076 .032 
18. The nurses give you their full attention when they are with you.  .663 .268 –.100 –.086 .084 
19. The nurses use your name when talking with you. .058  .424 –.039 .050  .400  
20. The nurses help your day go well.  .375  .399 –.155 .259 .127 
21. The nurses make you feel better when they’re with you.  .330  .519 –.083 .188 –.044 
22. The nurses help you to have a good quality of life. –.116  .864 .132 .045 .036 
23. The nurses help to boost your confi dence in what you can do. .068  .866 .121 –.098 .003 
24. The nurses help you to make the best of the situation you are in. .049  .729 .111 .102 .057  

factors were factor interpretability and usefulness both 
during the initial extraction procedures and after the 
factors had been rotated to achieve more clarity. An 
oblique rotation of the HRIS resulted in fi ve factors 
and a total eigenvalue of 15.43 and provided the sim-
plest solution while explaining the highest proportion 
of total variance at 64.28 per cent ( Table 3 ). The vari-
ance was well distributed over the different factors and 
factorial complexity was kept to a minimum.       

 Interpretation of the Factors 
 The fi ve factors were named (1) relational availability, 
(2) promoting quality of daily life, (3) recognizing 
and supporting choice, (4) forming connections, and 
(5) supporting human uniqueness. 

 Factor 1,  relational availability,  described qualities of a 
connection that formed between a nurse and a patient 
through openness and listening in which the nurse’s 
availability and professional accountability are com-
municated. Attributes of this quality involve support, 
understanding, availability, and responsiveness. Factor 2, 
 promoting quality of daily life , indicated a particular form 
of connecting in which the dialogue between the nurse 
and the patient aims at promoting the well-being and 
comfort of the patient by nurturing the older patient’s 
potential and helping him/her to recognize and accept 
limitations. Factor 3,  recognizing and supporting choice,  
describes the nurses’ awareness of the patient’s freedom 

to choose and freedom to respond. Factor 4,  forming 
connections,  describes qualities such as the formation of 
a special bond with a nurse or nurses, and a willingness 
to let the other know you as an individual. The last 
factor,  supporting human uniqueness , describes the aware-
ness of self and how one differs from others including 
the attributes of listening, searching for human unique-
ness, and recognition of one’s particularity. 

 Four of the fi ve factors were named differently than 
the original six theoretical dimensions –  Figure 1 ; 
(a) supporting human uniqueness, (b) sustaining choice, 
(c) relational capacity, (d) living dialogue, (e) being 
present, and (f) fostering well-being and more-being – 
because of the mixture of items in the factor analysis 
which were different from the original theoretical 
dimensions and led to a revised conceptualization for 
the HRIS scales.   

 Reliability Testing 
 The results of the reliability testing are displayed in 
 Table 4 . Four of the fi ve HRIS factors had Cronbach’s  α  
coeffi cients between .80 and .90, indicating that these 
factors can detect discriminations between the items 
designed to assess the construct (Streiner & Norman, 
 2004 ). The fi fth factor had a low Cronbach  α  coeffi -
cient (.49). The overall alpha for the total HRIS was .92 
which is slightly higher than the accepted .90. HRIS 
inter-item correlations for factors one, three, and four 

https://doi.org/10.1017/S0714980815000604 Published online by Cambridge University Press

https://doi.org/10.1017/S0714980815000604


Measuring Nurse-Patient Relationships La Revue canadienne du vieillissement 35 (1)   9 

were all within .30 and .70. For factor 2, these correla-
tions were mostly within .30 and .70. The exceptions 
were items 22, 23, and 24 which had slightly higher 
inter-item correlations, pointing to some redundancy 
among these three items. In factor 5, item 13 had low 
inter-item correlations with all other items indicating 
that this item measures a different aspect of the con-
cept – supporting human uniqueness. Based on these 
fi ndings, item 13 was deleted resulting in factor 5 inter-
item correlations between. 30 and .70; an increase in 
the Cronbach’s alpha coeffi cient from .49 to .67; and a 
drop in the overall alpha for the total HRIS from .92 to 
.87 ( Table 4 ).       

 HRIS Frequencies 
 Using the fi nal version of the HRIS scale, descriptive 
statistics for each factor were calculated. They demon-
strated high means ( Table 4 ) with standard devia-
tions within acceptable boundaries. Factor 1, relational 
availability, had the highest mean score (4.34), indi-
cating that this factor is most important to CC patients 
in the humanistic nurse-patient relationship.     

 Discussion 
 The HRIS was a new scale developed to elicit patients’ 
preferences for a humanistic relationship with nurses 
in a CC setting. Psychometric testing demonstrated 
that the HRIS is valid and reliable: that is, it measures 
the nurse-patient relationship from the patient’s per-
spective with a good degree of accuracy. The scale 
demonstrated a high level of internal consistency and 
stability, and the construct validity was supported 
through factor identifi cation (Streiner & Norman, 
 2004 ). The factor analysis revealed that the items 
developed to refl ect the original six concepts reorga-
nized themselves into fi ve factors. Four of these fi ve 
factors were labeled differently than the original six 
theoretical dimensions from Paterson and Zderad 
( 1988 ) because the items in these four factors were a 
mix of items developed and led to a somewhat revised 
conceptualization of their theory. The fi ve dimensions 
of the HRIS indicate that older patients are able to 
support these fi ve distinct factors in refl ecting on the 

importance of humanistic qualities in the nurse-
patient relationship. 

 The factor  relational availability , which received the 
highest score from patients, described qualities of the 
nurse-patient relationship in which both the nurse 
and the patient are involved as unique individuals. 
Patients strongly value relationships where the nurse 
is available and aware of the particularity of the patient 
and willing to listen, understand, and support the 
patient. The clinical signifi cance of this factor is sup-
ported by the frequent indications in the literature that 
nurses must relate well according to older patients’ 
preferences in order to provide tailored care (Forchuk & 
Reynolds,  2001 ; McGilton et al.,  2003 ; Watson,  2012 , 
chap. 16). This idea was further embraced by Liaschenko 
( 1998 ) who stated that the focus on the person involves 
recognition that patients are more than their disease 
or illness, and as such, involves the nurse’s commit-
ment to form a connection with the patient as a 
unique person. 

 Factor 2,  promoting quality of daily life,  describes the 
dialogue between the nurse and the patient aimed at 
promoting the well-being, comfort, and quality of life 
of the older patient. The nurse nurtures the patient’s 
potential and helps them to make the most of their 
capabilities regardless of how compromised they 
might be. The role of the nurse in encouraging the 
patient to perform activities that contribute to the 
patient’s well-being and enhance the patient’s quality 
of life is a recurrent theme in literature focused on 
caring for chronically ill older patients and is espe-
cially central in CC settings (Kane,  2001 ; Roberts,  2013 ; 
Watson,  2012 , chap. 16). 

 Factor 3,  recognizing and supporting choice , emphasizes 
the patient’s freedom to make decisions. Providing 
choices is essential to older patients in chronic care envi-
ronments and an important quality of a nurse-patient 
relationship (Forchuk & Reynolds,  2001 ; Ranheim et al., 
 2012 ). The latter investigators found a signifi cant posi-
tive correlation ( r  = .54;  p  = .01) between the amount of 
choice patients perceive they have and their quality of 
life. A relevant study by Kane et al. ( 1997 ) demonstrates 

 Table 4:      Cronbach’s  α  and descriptive statistics per factor for the HRIS 23  

Factors  # of items Cronbach  α Mean SD  

 Humanistic Relationship Importance Scale    
Relational availability 7 .88 4.34 1.08 
Promoting quality of daily life 5 .88 3.97 1.19 
Recognizing and supporting choice 4 .85 4.19 1.12 
Forming connections 4 .80 3.99 1.23 
Supporting human uniqueness 3 .67 3.79 1.33  

    HRIS = Humanistic Relationship Importance Scale    
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that both nursing home residents and nursing assis-
tants attach importance to choice and control over daily 
matters such as bedtime, rising time, or food, although 
in actuality, residents were not very satisfi ed with their 
control and choice, and nursing assistants recognized 
that residents were unlikely to experience any control 
and choice in daily situations. 

 The fourth factor,  forming connections , describes the 
humanistic relating process between a nurse and a 
patient. Berg et al. ( 2007 ) referred to caring connections 
as an encounter that goes beyond the individual nurse 
and patient and includes a reaching out, an engage-
ment, and a showing of respect for each other. Kane 
( 2001 ) argued for “natural” relationships between 
nursing home residents and staff to promote quality-of-
life domains such as comfort, enjoyment, and well-being. 
These natural relationships promote a more consumer-
centred emphasis on quality of life, where the patient 
decides on what is considered a good quality of life. 

 The last factor,  supporting human uniqueness,  describes 
the process of the nurse’s search for the older patient’s 
uniqueness and the awareness of the patient’s perspec-
tive. The patient’s perspective of his/her experiences, 
life history, and context leads to a singular viewpoint 
of seeing the world. This uniqueness leads the patient 
to see, hear, feel, taste, and experience the world in a 
particular way. Nurses are to recognize this particularity 
through listening and attentiveness to the patient’s 
individual uniqueness (Fogarty,  2012 ; Watson & Smith, 
 2002 ). Through the shared willingness of nurse and 
patient to search for the patient’s uniqueness and to 
become aware of his/her view of the world, related-
ness is created. 

 An interesting observation of the conceptualization 
of the humanistic nurse-patient relationship is that 
Paterson’s and Zderad’s ( 1988 ) concept of presence 
is woven throughout most of the other dimensions, 
indicating that presence is an essential aspect of every 
humanistic quality of the nurse-patient relationship. 
Paterson and Zderad portrayed the moments when 
nurses are present as “being there for and with the 
patient”.  Presence  indicates that nurses turn their atten-
tion towards the patient, are aware of and open to 
the situation, whatever it is, and communicate their 
availability to the patient (Paterson & Zderad,  1988 ). 
This fi nding has theoretical implications for the refi ne-
ment of theories or tool development in order to explore 
the concept of presence. 

 The responses of the patients to the HRIS indicated 
that they perceived all fi ve dimensions (i.e., relational 
availability, promoting quality of daily life, recognizing 
and supporting choice, forming connections, and sup-
porting human uniqueness) as important in the rela-
tionship with nurses in CC but relational availability 

was the most important quality from their perspective. 
This perceived importance of relational availability is 
consistent with the current qualitative studies on nurse-
patient relationships in residential and CC environ-
ments (Billeter-Koponen & Fredén,  2005 ; Forchuk & 
Reynolds,  2001 ; Jonas-Simpson et al.,  2006 ). Although 
this work was completed in a CC environment, many 
patient particularities are similar to those residing in 
nursing home settings – CC patients have similar care 
complexities and extended lengths of stay in the facility. 

 Patients in residential settings strongly value relation-
ships in which the nurse is available and aware of the 
particularity of the patient. Wadenstein and Carlsson 
( 2003 ) explored nursing staff’s descriptions of good 
encounters with patients and found that nurses 
described their connection as caring relationships with 
an emphasis on the uniqueness of each patient. They 
described the importance of developing a partner-
ship, in which the nurse is willing to perceive each 
patient as a unique person. McGilton and Boscart 
( 2007 ) have documented nurse-patient relationships 
in which both the nurse and older patient relate to 
each other as persons, experiencing reciprocity and 
a caring and genuine dialogue during their daily 
encounters. Not only are these encounters taking place 
between two unique individuals, there is the strong 
assumption that one chooses to relate to another 
with a willingness to place oneself completely in the 
relationship to see the subjective other. When a nurse 
truly meets the other person, a feeling of responsi-
bility to alleviate the patient’s suffering is created, 
and nurses place themselves completely in the rela-
tionship and choose to communicate in truly human 
ways (Paterson & Zderad,  1988 ). 

 Two aspects of study validity bias are worth discussing 
in the context of this study: systematic bias and social 
desirability bias (Fisher & Katz,  2000 ; King & Bruner, 
 2000 ). The data for this study were collected from a 
convenience sample of patients residing in fi ve large 
CC facilities in Ontario, Canada, and the participants 
of these facilities could have varied in some specifi c 
way which makes them different from the population 
of CC patients as a whole. For example, the partici-
pants of the selected facilities might have presented 
with different demographics, cultural backgrounds, or 
care needs as compared to patients in other CC facil-
ities. The occurrence of this is highly unlikely, as the 
profi le of the patients in the selected facilities was sim-
ilar to that of patients in other CC settings (CIHI,  2009 ). 
Social desirability bias could have been induced by the 
presence of the researcher when participants com-
pleted the questionnaire (King & Bruner,  2000 ). This 
bias was addressed by following a strict data collection 
procedure to assure that questions were posed objec-
tively (Streiner & Norman,  2004 ). Future studies could 
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limit the risk of social desirability by using data collec-
tors blinded to the purpose of the instrument and 
study. 

 Finally, the study is limited to the factors that might 
have infl uenced the nurse-patient relationship. Gender, 
communication style, fi rst language spoken, culture, 
and nurse characteristics were not accounted for as this 
was not the purpose of our study. These factors will be 
explored in subsequent research.   

 Conclusion 
 This study aimed to develop and test a valid and reliable 
instrument to determine the quality of the humanistic 
relationships between patients and nursing personnel 
in CC settings. The scale can now be used as a psy-
chometrically sound instrument to accurately measure 
health professionals’ relationships in these types of 
settings. Further research using the scale is recom-
mended to explore how the construct of humanistic 
relationships relates to intrapersonal variables such 
as quality of life, well-being and level of comfort, and 
satisfaction with care. Lastly, further refi nement and 
testing of the scale is recommended. In particular, the 
high Cronbach’s  α  of the HRIS indicates a need to 
remove redundancy among the items. 

 Findings of this study have implications for regulatory 
guidelines and standards, theory development, prac-
tice and education, and future research. From a regula-
tory perspective, the construct of the nurse-patient 
relationship is described as based on trust, respect, 
power, and professional intimacy with the client (CNO, 
 2006 ); yet concepts such as “choice”, “uniqueness”, or 
“quality of daily life” are barely mentioned, and the 
particular dimensions of an extended relationship are 
neglected. The scale developed in this study could be 
of great interest in reconsidering the regulatory and 
professional standards and guidelines for health care 
professionals caring for older patients. Theoretical impli-
cations of this nurse-patient relationship conceptuali-
zation are numerous. The content of items identifi ed 
by the factor analysis is of considerable theoretical 
interest in the understanding of the nurse-patient 
relationship. This conceptualization informs the human-
istic nursing theory and other theories about the 
complex network of theoretical dimensions underlying 
the nurse-patient relationship, and they could be 
further explored in future research or theory testing. 

 A second theoretical implication of this study is directly 
related to Paterson’s and Zderad’s theory ( 1976 ,  1988 ). 
Although Paterson and Zderad do not directly address 
nursing care in a chronic care setting in their theoret-
ical descriptions, the strong existential roots of this 
theory and the focus on the human experience and 
being creates the potential to further inform this type 

of nursing. Because the humanistic nursing theory is 
based on the idea that nursing is a transactional rela-
tionship between a nurse and a patient, the theory is 
an ideal vehicle to describe the everyday experiences 
between nurses and patients and could be suitable for 
exploring several other aspects of interprofessional 
care delivered in CC settings. 

 Since the conceptualization of the nurse-patient rela-
tionship is a revision of an existing theory, discussion 
related to practice is premature. Nevertheless, the 
theory development, the concepts identifi ed as rele-
vant to the nurse-patient relationship, and the HRIS 
can be employed to ensure patients have the opportu-
nity to experience and participate in the highest pos-
sible degree of humanistic relationships. 

 A growing population of patients requires the complex 
care that is delivered in chronic care settings. These 
older patients not only need skilful nursing care to 
meet their physical needs, but also they need strong 
relationships to communicate and negotiate daily care 
and needs related to their quality of life and well-being. 
Sometimes they just need social interaction. Nurses’ 
humanistic relationship skills and behaviors are essen-
tial in fostering close, affectionate, and warm relation-
ships with patients who spend an extended time in 
these settings. This scale can be used to assess actual 
relationships and has the potential to inform interven-
tions aiming to enhance relational care and optimize 
relationships.    
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