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Jean Watson' s Theory ofHuman Caring and phenomenological methodology are 

the foundation of this descriptive study of four nurses' experiences of patient advocacy. 

The "meaning units" or constituents expressed by the participants were synthesized into an 

integrated whole to embody the experiences of patient advocacy and then objectively 

described by the researcher. Six components that embody the nurses' experiences are 

knowledge of self and others, caring commitment, expenditure of self, risks, emotional 

responses and psychological evolution and mutual affirmation. A better understanding of 

nurse' s experiences of patient advocacy may provide more effective and satisfying 

nurse-client, nurse-as-person and nurse-as-professional relationships. 
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Chapter I 

Introduction 

Before the advocacy model gained wide acceptance in nursing, nurses primarily 

carried out physicians' orders and, as employees of health care institutions, subordinated 

themselves to the institution' s administrative policies and procedures while still 

maintaining a commitment to meet the needs of the patient. The complexities of this role 

have created many conflicts as nurses struggle to sustain a "caring ideology in practice" 

(Watson, 1988b, p. 28). Recently however, nurses' perception of their primary allegiance 

has shifted from physicians and hospitals to their patients. ' 'While the specific features of 

patient advocacy continue to be debated, it is clear that the central idea - that the primary 

obligation of nurses is to patients, rather than to physicians or hierarchies within hospitals 

-has gained wide acceptance within the profession" (Bernal, 1992, p. 18). This ideal of 

obligation to patients in nursing practice is often influenced by many incongruities. 

Need for Inquiry 

Kohnke (1980) defined advocacy as "the art of caring and supporting a person so 

he can make the best decision for himself' (p. 2038). Gadow (1980) summarized 

advocacy nursing as the participation with the patient in determining the personal meaning 

which the experience of illness, suffering, or dying has for that individual (p. 98). Bernal 

(1992) acknowledged that while professional nursing has an extensive and historically 

based covenant with the general public, "if patients do not in fact expect or want nurses to 

be their advocates, the nurses' gift of advocacy may well go unappreciated" (p. 22). 

Trandei-Korenchuk and Trandel-Korenchuk (1983) suggest that "until the profession 

effectively attains respect, autonomy, equality and authority, moral decision making and 
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advocacy for patients' rights on the part of the nursing professional will continue to 

remain difficult if not impossible" (p. 41). 

While the possibility of the patient advocacy phenomenon dwells in any health care 

setting, little is written about this experience as lived and described by nurses in nursing 

practice. This study focuses on the multi-faceted realm of patient advocacy as 

experienced by nurses who have chosen to accept and practice this role. By describing 

advocacy as perceived and experienced by nurses, perhaps a better understanding of the 

lived realities of this phenomenon can offer fresh perspectives for more effective 

nurse-dient relationships. 

Foundation ofthe Study 

A nursing philosophy is "a set of beliefs about what the basic entities of nursing 

are, how these entities are known, and what values should guide the discipline" 

(Salsberry, 1994, p. 18). ' 'Philosophy focuses on providing the framework for asking 

ontological and epistemological questions about central concepts ofthe discipline" 

(Meleis, 1991, p. 11) and provides the assumptions that guide theories as we seek to know 

more explicitly the entity of nursing. Philosophies may also provide the impetus for 

action. The concept of nursing as a human and caring science is expressed tacitly and 

explicitly throughout the literature and focuses on the interrelationship between nurse and 

client to give recognition to the nature of human beings and to their inherent abilities in 

seeking and attaining their own goals. 

Nightingale (1859) saw the nurses' role as one that "puts the patient in the best 

condition for nature to act upon him" and implies that "nothing but observation and 

experience will teach us ways to maintain or to bring back the state of health" (p. 33). 

Patterson and Zderad (1988) viewed nursing as a reciprocal evocation between human 

beings and propose that nursing is "a responsible searching, transactional relationship 

whose meaningfulness demands conceptualization founded on a nurse's existential 
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awareness of self and ofthe other" (p. 3). The Nursing as Caring theory (Boykin and 

Schoenhofer, 1993), posited the unique focus of nursing as "nurturing persons living 

caring and growing in caring" (p. 21) as the nurse enters the world of the other person 

with the intention of knowing the other as a caring person and thereby hears the call for 

nursing. Sally Gadow (1988) designated "care as the highest form of commitment to 

patients, encompassing as many different expressions of concern for patient well-being as 

we are imaginative enough to devise" and speaks to "alleviating another's vulnerability" 

(pp. 6-7). Gendron (1988) found that '1he verbal and non-verbal behaviors ofthe nurse 

are the means by which the characteristic pattern of caring can be created and 

communicated" and acknowledges '1hat although some generalizations can be made, each 

nursing situation is a unique event between the participants" (p. 5). 

While caring is viewed by some as a human mode ofbeing and is inseparable from 

our nature as human beings, Roach (1992) suggested categories of human behavior within 

which professional caring may be expressed. ' 'In compassionate and competent acts; in 

relationships qualified by confidence; through informed, sensitive conscience; and through 

commitment and fidelity, specific manifestations of caring are actualized. Explicitly 

identifying such caring acts remains a task for the future" (p. 96). However, of particular 

relevance to her work is the fact that some within the nursing profession question the 

legitimate place of caring as a professional attribute, and that others fear caring connotes a 

belittling subservience. 

Although caring is an intentional human action that becomes a lifestyle as well as a 

legitimate and accepted core of nursing, Sherwood and Starck (1991) found 

incongruencies which could lead one to conclude that the emphasis is on cost-cutting, 

time, and efficient nursing practice. Nurses being taught to respect human life and protect 

human dignity, while maintaining a person-centered approach, contrasts with a lack of 
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recognition for practice that is grounded in caring. This leaves nurses feeling disillusioned, 

demoralized and dissatisfied. 

A pioneer in transcultural care and caring, Leininger ( 1991) defmed humanistic 

care as consisting of ' 'being fully attentive to the needs of patients and in giving 

consideration to their ethical, moral, and spiritual ideas along with their psychophysical 

needs" (p. 8). She further stated that "care is the essence of nursing and a distinct, 

dominant, central and unifying focus that is essential for well being, health, healing, 

growth, survival, and to face handicaps or death" (p. 44). In her view, cultural differences 

and similarities play a crucial role in perceptions and expressions of caring modalities. 

The foundation of this study was Watson 's (1988b) philosophy of nursing as a 

humanistic and caring science. Watson's Theory ofHuman Care in the human science 

context was based upon: 

1. A philosophy of human freedom, choice, responsibility~ 

2. A biology and psychology of holism (nonreducible persons interconnected 

with others and nature)~ 

3. An epistemology that allows not only for empirics, but for advancement of 

esthetics, ethical values, intuition, and process discovery~ 

4. An ontology of time and space~ 

5. A context of interhuman events, processes and relationships~ and 

6. A scientific world view that is open (p. 16). 

"As such, human care is an epistemic endeavor that defines both nurse and person 

and a level of space and time, requires serious study, reflection, action and a search for 

new knowledge and new insights that will help to discover new meanings and 

understanding of the person and human care process during health-illness experiences" 

(Watson, 1988b, p. 30). According to Watson' s theory, caring in nursing is an 

interdependent intersubjective human process that calls for a philosophy of moral 
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commitment toward protecting human dignity and preserving humanity. An ideal of 

intersubjectivity and transcendence is based upon a belief that people learn from each 

other how to be human by fmding their dilemmas in themselves. What is learned from 

others is self-knowledge. The human care process between a nurse and another individual 

provides a shared moment of the present that has the potential to transcend time and space 

and the physical concrete world as generally viewed in the nurse patient relationship. 

' 'Each person (both the nurse and the patient) brings to the present moment his or her own 

unique casual past" (Watson, 1988b, p. 47) and helps to direct ones future as each 

experiential moment of"now" becomes incorporated. 

The conceptual model from which Watson' s theory was derived reflects the 

metaphysical, spiritual, existential, and phenomenological orientation of her philosophical 

views. "The concept of the soul," according to Watson (1985a), "refers to the geist, spirit, 

inner self, or essence of the person, which is tied to a greater sense of self-awareness, a 

higher degree of consciousness, an inner strength, and a power that can expand human 

capacities and allow a person to transcend his or her usual self' (p. 46). She maintained 

that nursing is a human science which focuses on the whole person and is directed to 

"finding meaning in one' s own existence and experience, discovering inner power and 

control, and potentiating instances of transcendence and self healing" (p. 7 4). The main 

concepts of the Theory of Human Caring are transpersonal caring and carative factors. 

Transpersonal caring is ''human-to-human connectedness. Each is touched by the 

human center ofthe other" (Watson, 1989, p. 131). The four components are self, 

phenomenal field, actual caring occasions of the patient and the nurse, and 

intersubjectivity. She identified sdj. the self as it is, the ideal self that the person would 

like to be, and the spiritual self which is the highest sense of self, the essence of the 

persons. The phenomena/field is comprised of the "totality of human experience and is 

the individual' s frame of reference that can be known only to the person" (Watson, 1988a, 
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p. 55). This subjective reality determined perceptions and responses in given situations of 

contextual reality. The actual caring occasion occured when caregiver and recipient of 

care came together in "action and choice by the nurse and the individual," providing the 

opportunity to decide "what to do with the moment" (Watson, 1985a, p. 59). 

The concept oftranspersonal caring described intersubjectivity as a sharing of"a 

phenomenal field which becomes part of the life history of both and are co-participants in 

becoming in the now and the future" (Watson, 1985a, p. 58). Watson (1989) further 

explained that the "intersubjective human flow from one to the other has the potential to 

allow the caregiver to become the care receiver" (p. 128). 

Watson (1988b) identified ten carative factors that describe caring processes as the 

second main concept of the Theory of Human Caring. 

TaWe 1 

Watson's Ten Carative Factors 

1. Formation of humanistic-altruistic value system. 

2. Instillation of faith and hope. 

3. Cultivation of sensitivity to self and others. 

4. Development ofhelping-trust relationships. 

5. Expressions of positive and negative feelings. 

6. Creative problem-solving caring process. 

7. Promotion oftranspersonal teaching/learning. 

8. Supportive, protective, and/or corrective mental, physical, societal, and 

spiritual environment. 

9. Assistance with human needs. 

10. Allowance for existential-phenomenological-spiritual forces (p. 75) 
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These human care processes require "full participation of the nurse/person with the 

patient/person" (Watson 1988a, p. 74) and can be actualized in the moment when the 

nurse is being with the other, whether the patient is given oral medications or unconscious 

and being resuscitated in a cardiac emergency. These processes of human care require 

' 'the nurse to possess specific intentions, a will, values and a commitment to an ideal of 

intersubjective human-to-human care transaction that is directed toward the preservation 

of personhood and humanity ofboth nurse and patient" (Watson, 1988b, p. 75). 

Watson' s Theory ofHuman Care (1988b) provided the foundation for the research 

methodology protocol that is used in this research paper. 
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Chapter II 

The Phenomenological Perspective as a Framework 

The phenomenological tradition maintains that meaning is contextually 

constructed as an intersubjective phenomenon. ''Human beings create meaning in 

interaction with one another" (Anderson, 1991, p. 31). Phenomenology as a method for 

inquiry is a philosophy and methodology that focuses on the lived experience of a subject 

and his or her relationship to and perception of people, events and situations. A 

phenomenological methodology can emphasize these perceptions of experiences and 

contribute to nursing's body of knowledge. The phenomenological method is an 

inductive, descriptive research method that investigates and describes all phenomena, 

including the human experience. A necessary criterion is that the researcher must 

approach the phenomenon to be explored with no preconceived expectations or 

categories, not seeking to validate any preselected theoretical framework (Ornery, 1983). 

The last decade has seen an upsurge in the use of the phenomenological approach 

in nursing research (Watson, 1988a; Benner & Wrubel, 1989; Parse, 1990; Fetsch, 1991; 

Dietrich, 1992; Tanner, Benner, Chesla, & Gordon, 1993; and Schroeder, 1994). The 

birth of the phenomenological philosophical methodology has largely been attributed to 

the work of Edmund Husser!, considered to be the founding father of phenomenology, 

who believed humanism and science must be included in philosophy. Phenomenology 

has become known to scholars through the work ofHeidegger (1962), Alfred Schutz 

(1967), Merleau-Ponty (1964), Georgi (1970) and Van Manen (1984), in addition to 

others. According to Van Manen (1984), phenomenology attempts to gain insightful 

descriptions of the way we experience the world while Merlieu-Ponty referred to 
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phenomenology as "a language that sings the world" (p. 1 ). "Phenomenological research 

consists of reflectively bringing into nearness that which tends to be obscure and that 

which tends to evade the intelligibility of our natural attitude of everyday life" (Van 

Manen, 1984, p. 4.) 

A phenomenological framework offers nurse researchers an opportunity for 

understanding the meaningfully rich and complex world of human beings. As nursing is 

increasingly evolving to greater complexities in the delivery of primary health care, 

critical questions about human issues and concerns must be asked. This study examines 

the experience of nurses in response to the research question ''What is the nature of 

nurses' experiences of patient advocacy?" and seeks to know the impact of this 

experience in the nurse-client relationship. 'The lived experience' of the nurse is a 

critical dimension in nursing practice, in that nurses' ideas about that reality continuously 

inform and direct nursing practice, education and reality" (Munhall, 1989, p. 166). 

While phenomenology will not aid in prediction, it aims to understand the significance of 

practical activities that affect the health and well being of people. 

Phenomenology as a process of inquiry. 

The descriptive phenomenological method attempts to describe and understand 

human experiences in the language of the experiences- the structure, the subjective 

meaning, and essences and relationships. Human phenomena such as joy, sorrow, 

caring, health or advocacy are events of being and are subjective. Each subjective 

experience contributed to defining the character of the phenomenon under study. The 

human phenomena of nursing make themselves known through moods, feelings and 

emotions of experiences (Watson, 1988b). By studying the nature oflived experiences, 

phenomenology aims to understand the meaning to the individual living the experience. 

Watson (1988b) described a method of phenomenological inquiry and some 

approaches for carrying out descriptive research protocol. Three processes are 
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identified. They are: "( 1) the researcher obtains naive descriptions from other people 

about their experience of a given phenomenon and places the description in context of 

subject not investigator; (2) the researcher derives essences using those descriptive and 

reduction methods, wherein the researcher attempts to understand the various ways an 

experience has presented itself; and (3) the researcher aims to find an objective 

description of the subjective variations obtained" (p. 83). 

Dynamic human interaction is the basis for the process of discovery and 

understanding the phenomenon of advocacy as described in this study. Description in 

the most authentic way possible recognizes the value of the respondent 

(Robley, 1995, p. 47). Presenting evocative, factual material was discussed by Dena 

Davis ( 1991 ), thereby: " . . . we learn from our experiences and we need to present the 

fruits of that learning in a full bodied way that invites our audience to share that 

experience with us, and also to judge the legitimacy of our results" (p. 13). Many of the 

boundaries for quality in qualitative research are relational emerging criteria that validate 

relationships. Elliot, Fischer, and Rennie (1994) stated "qualitative research is 

conducted not to confirm or disconfirm earlier findings, but rather to contribute to a 

process of continuous revision and enrichment of understanding of the experience or 

form of action under study"(p. 279) as cited by Lincoln (1995). 

Sandelowski (1993) referred to qualitative works as inherently revisionist and "to 

put it in phenomenological terms, repeatability is not an essential (or necessary or 

sufficient) property of the things themselves, whether the thing is qualitative research or 

the qualitative interview'' (p. 3). No two people will view the advocacy phenomenon in 

the same perspective. All re-representations of the phenomenon are valid. The task is to 

achieve fuller understanding and knowledge to influence practices. 
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Presuppositions. 

As society becomes increasingly more complex and diverse, so does the scope 

and discipline of nursing. In order to answer the calls of society in a caring and effective 

manner, one must constantly scrutinize how our beliefs and values are lived daily. This 

research study addresses the experiences of nurses living patient advocacy, a phenomena 

of particular interest to me. I have worked in numerous clinical areas of nursing and 

seen many instances where nurses experience patient advocacy. This has led me to 

believe that advocacy is a manifestation of caring. I subscribe to the philosophy of The 

College ofNursing of Florida Atlantic University that caring occurs as the nurse 

responds to the client in a nursing situation by being authentically present, entering the 

client's world, and engaging in a mutual human process. The nurse also brings his or her 

world and experiences to the intersubjective relationship. I further subscribe to Watson's 

assumptions related to human care values. 
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Table 2 

Watson' s (1988b) Assumptions Related To Human Care Values 

1. Care and love are the most universal, the most tremendous, and the most 
mysterious of cosmic forces: They comprise the primal and universal psychic 
energy. 

2. Often these needs are overlooked; or we know people need each other in loving 
and caring ways, but often we do not behave well toward each other. If our 
humanness is to survive, however, we need to become more caring and loving to 
nourish our humanity and evolve as a civilization and live together. 

3. Since nursing is a caring profession, its ability to sustain its caring ideal and 
ideology in practice will affect the human development of civilization and 
determine nursing' contribution to society. 

4. As a beginning we have to impose our own will to care and love upon our own 
behavior and not on others. We have to treat ourselves with gentleness and 
dignity. 

5. Nursing has always held a human-care and caring stance in regard to people with 
health-illness concerns. 

6. Caring is the essence of nursing and the most central and unifying focus for nursing 
practice. 

7. Human care, at the individual and group level, has received less and less emphasis 
in the health care delivery system. 

8. Caring values of nursing have been submerged. Nursing and society are therefore 
in a critical situation today in sustaining human care ideals and a caring ideology in 
practice. 

9. Preservation and advancement of human care as both an epistemic and clinical 
endeavor is a significant issue for nursing today and in the future. 

10. Human care can be effectively demonstrated and practiced only interpersonally. 
the intersubjective human process keeps alive a common sense of humanity; it 
teaches us how to be human by identifying ourselves with others, whereby the 
humanity of one is reflected in the other. 

11 . Nursing' s social, moral and scientific contributions to humankind and society lie in 
its commitment to human care ideals in theory, practice and research. (pp. 32-33) 
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Selection methods. 

Participation in this study was voluntary. Flyers that described the purpose and 

nature of the study were distributed to nurses at local hospitals and various nurse 

affiliated meetings (Appendix A). The nurses who volunteered to participate in this 

study were asked to give their written consent. The researcher's expectations of the 

participants, the length of involvement required and projected use of work in a thesis 

were included within the consent form (Appendix B). Nurses who have lived the 

experience of patient advocacy and were willing to articulate that phenomena were 

selected as study participants. Signing of the consent form at the first meeting of the 

study participant and the researcher implied agreement to participate in the study. 

Research procedures 

Nurses who agreed to participate in this study were interviewed at a time that 

was convenient for them and in a setting that afforded privacy. The interview began as 

follows: ''Please describe an experience of patient advocacy as you felt or lived it." 

When the interviewee had finished speaking, a few additional questions were added to 

seek elaboration or to clarify certain details. (See interview guide, Appendix C.) 

Confidentiality and protection of human rights 

Invasion of participants' privacy was avoided and participants were assured of 

confidentiality. Voluntary participation and right to withdraw from the study at any time 

was honored. Participants agreed to audio recorded dialogue between themselves and 

the researcher. All data collected was transcribed by a professional transcriber and was 

reported as group data only. The transcriber signed a confidentiality agreement 

(Appendix D). During the study, audio tapes and work in progress were assigned a 

number and stored in a locked file cabinet in the researcher's home. The data was 

destroyed after completing the data analysis. 
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Risks to subjects 

Although no foreseeable risks were identified, participants were informed that 

reflecting on and illuminating the meaning of the phenomenon may be unsettling; each 

was given the opportunity to discuss any uncomfortable feelings he or she may have had 

with the researcher regarding disclosures. 

Benefits 

The phenomenon of patient advocacy can occur in any health care setting. It is 

hoped that a better understanding of human interrelations in this nursing situation will be 

gained and contribute to discovery of knowledge about patient advocacy that is unique 

to nursing. 

Data analysis. 

The descriptions of nurses' experiences of patient advocacy were explored to 

reach the meaning of the phenomena to each participant. This was accomplished by 

analyzing each description of experience according to the following procedures: 

(Watson, 1988b) 

1. Each protocol was read through to get a sense of the whole. 

2. The protocols were divided into "meaning units" or constituents as expressed 

by the subject, marking the protocol each time a transition in meaning is 

perceived. Ask the question "does this say something different from the 

previous one with respect to the theme?" 

3. Interrogate each meaning unit for its psychological-nursing-human care 

relevance. 

4. Reduce meaning units to those that characterize the experience. (Carrying 

out a '1Tee imaginative variation" on each one to check that these units 

capture the essence of that situation.) 
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5. Integrate the statements into a structure synthesizing the statements into an 

integrated whole that embodies the structure of the lived experience of 

advocacy in such a way that it could be compared with structures derived 

from other situations (p. 83-84). 

The search for description and understanding of the experience of advocacy by 

nurses was substance oriented and "refers to" anything that can be said about how 

people perceive, experience and conceptualize a given human phenomena - living it, then 

reflecting about how it was lived and experienced (Watson, 1985, 1988a, 1988b). In the 

search for meaning with this methodology, '1he meaning is the measurement" (Watson, 

1988b, p. 84). 

Validity, reliability and auditability. 

The concept of validity pertains to whether a method investigates what it is 

intended to investigate. In this study the validity of interview statements involved a 

theoretical questioning of the nature of the phenomenon of patient advocacy. "The 

complexities of validating qualitative research need not be due to an inherent weakness 

of qualitative methods, but may on the contrary, rest upon their extraordinary power to 

picture and to question the complexity ofthe social reality investigated" (Kvale, 1995, p. 

30). According to Beck (1994), if the essential description of the phenomenon truly 

captures the essence, "every reader of a phenomenological research study becomes a 

critical evaluation of the investigators essential intuition" and "reliability is observed 

when one can use this essential description consistently" (p. 258). 

Audibility, which is compared to reliability, is achieved when other investigators 

are able to follow the decision trail. Beck (1993) identifies specific steps to evaluate 

audibility such as the use of a tape recorder, field notes, and provision of a clearly 

auditable trail of the breakdown and clustering of themes from the raw data. Finally, if 

the study results fit the data from which they were generated, the degree of fittingness 
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can be determined. Rich excerpts of data from the transcripts were provided in the study 

to validate the meanings and perceptions of the participants. 
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Chapter ill 

Nurses' Experiences of Patient Advocacy 

Using a phenomenological approach to guide the inquiry, narrative descriptions 

were generated from interviews with each participant placing each description in context 

of the subject. Polkinghome (1988) described narrative as an integral aspect of the 

contextual view through which life events are joined into coherent, meaningful and 

unified themes. Moore (1994) referred to a descriptive narrative as a means to capture 

temporal and spatial dimensions of past, present and future dimensions of a phenomenon. 

Narrative from a contextual world view can unravel the complexity of ineffable 

expenences. 

"Contextualism views any event in the context of other events and presupposes a 

multiplicity of events in which the past, present and future form a coherent and 

interconnected totality'' (Hartrick, 1995, p. 140). Hartrick linked contextualism to 

memory which is described as a present representation influenced by the multiple events 

that have occurred since the event being remembered, as well as by present events and 

anticipated future events. 

After the data were transcribed, the researcher began step one by reading through 

each descriptive narrative to get a sense of the whole and attempted to understand the 

ways the experience of advocacy presented itself Upon reflection, while reading and 

re-reading the transcripts, "meaning units" or constituents as expressed by the subject 

were identified and revealed the essence of the phenomenon from the nurses' 

perspectives. Each meaning unit was interrogated for its psychological-nursing-human 

care relevance and reduced to those that characterized the experience. 
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The statements were integrated into a structure, synthesizing an integrated whole 

that embodied the experience in a way that can be compared with structure derived from 

other situations. The researcher then objectively described the subjective variations 

obtained that embody the phenomenon of the nurses' experiences of patient advocacy. 

The following is a description and analysis of nurses' experiences of patient 

advocacy. Pseudonyms are used for the participants to preserve anonymity. 

Demo-graphic data regarding the four nurses who were interviewed is provided in Table 

3. 

Table 3 

Demographics of Participants 

Sex R.ac.e. Employment Position Length ofNursing Career 

1. Beth F Caucasian ARNP over 10 years 

2. Kate F Caucasian Staff Nurse less than 5 years 

3. Sara F Caucasian Nurse Manager less than 1 0 years 

4 Marianne F Caucasian Staff Nurse over 1 0 years 

Beth.. 

Beth, a nurse practitioner, was working in a consultation role in a large hospital. 

It was her job to ensure adequate diabetes management. Many of her patients were 

indigent and from a county agency or uninsured. She saw problems with intractable 

metabolic control, a greater number of lower extremity amputations that were not 

parallel to people who had insurance. There were people not on insulin who needed to 

be on insulin. 

"They were suffering and they were in a revolving door . . . 

some ofthemjust needed a lot more guidance. They weren't 

checking their blood sugars, a few people were urine testing by 
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tasting their urine. I really did want to serve the medical patient 

and this population." 

At a meeting with the administrators from her hospital, Beth proposed setting up 

a diabetic clinic at a local county agency. She describes the climate as a time of change 

in health care but felt that setting up a diabetes clinic would indirectly help the whole 

community and that particular hospital because it served most of the indigent patients. 

With some administrative support she made her proposal and included detailed 

information about cost, benefits and liability. Meanwhile, Beth had been working 40 

hours per week at the hospital, was on call, and setting up another four-hour clinic once 

a week. 

"I was stupid enough to send a memo to let all the nursing 

staff in that hospital know that this clinic was going to be 

available and that they could send . . . discharge their hospitalized 

patients to this clinic so that there'd be a place they could get into 

immediately because the access into the clinic was such a big, big 

problem. In any event, the memo . . . it spurred the wrong 

people to get the wrong idea. I don 't know. But, there was (sic) 

politics and . .. Yeah, I was . . . the position was terminated." 

She recalls being shocked, then angry. 

' 'I was naive. It was certainly a good lesson because you' re 

young ... well maybe not young, but very motivated and you 

think that this is, you know, contagious. And it boomeranged in 

my face." 

When asked if her experience has changed how she thinks or feels 

about advocacy, she replied, 

"I might be more cautious before I make a major move. 

However, I mean it really depends on what I'm advocating . ... I 

was kind of protecting a community of people and that 

community, you know, certainly wasn't going to chase me down 

if I didn't do it. It was, kind of, I think, above and beyond what I 

needed to do. Ifsomeone's dying in front of me, that's different 
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and I need to do something to, you know, directly take care of it. 

So that kind of advocacy in an emergency situation, I certainly 

wouldn't think twice about. But, uh .... And I, I still would do 

the same thing now, I think. I really do. But I would be more 

cautious. I would. I would definitely be a little more astute, ... 

and recognize that there' re repercussions .... I did it without 

thinking twice that there would ever be a repercussion. Never, 

never thought there would be. So .... But, I would still, uh, ... 

I'm glad, I mean I turned it into . . . uh, I finished it. I finished it 

and now I'm doing what I wanted to do. Whether that ' s 

impacting ... the betterment ofthat hospital, you know, I can' t 

say. Because I'm not doing any study . ... I'm glad the way it 

turned out ultimately, but it was painful to go through it. You 

know, to be shocked and to feel . .. not appreciated .. . . To do 

extra work, and to get ... it's left a nice little, ... little light in 

the back, in the forefront of my mind, and I'm just going to be 

more careful the next time. It doesn't mean I won't advocate 

again, but, I'll be more careful." 

Beth is now working with that medically under-served population every day in a 

program she helped to initiate. Reflectively, she continues . . . 

"You know, advocacy is something that we aU need to 

practice every day. I guess it's just ... extremes ... how far 

we're going to go and what we're going to propose. And 

whether the battles you're going to win, the battles that are worth 

winning, and, . . . if you destruct yourself in the process of doing 

something good, you're not really serving the population ... . It 

ended up that I was able to do what I needed to do. But, I didn't 

necessarily want . .. have it happen the way it did. You know 

what I'm saying? 

I may not have ended up where I am right now and I may just 

have completely . . . a complete self-destruction of a position that 

was still an important position, important to me, but also 

important to that community. So, I think you have to think about 

.. . the battles that are worth fighting. Because, if you don't 
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exist, or your position doesn't exist, you're certainly not going 

to ... you're not going to help anyone there either. You know 

what I'm saying?" 

When asked to describe her experience of advocacy in one sentence, her 

commentary was "It was like being the baby thrown out with the bath water." 

Kate is just completing her first year of practice as a registered nurse and wants 

to specialize in oncology nursing. She is currently employed in a large hospital on an 

oncology unit. 

"I personally believe in good quality living. I do believe in 

chemotherapy and radiation, but it ' s not always at all times for 

everybody." 

Kate describes "a young man who had great hope and everyone was tiptoeing 

around the fact that he was going to die soon." The physician had discussed the options 

available to the patient. The patient decided to terminate chemotherapy and utilize 

Hospice services. However, the patient' s family would not accept his imminent death 

and refused to discuss it with the patient. Kate recalls and relates the events with 

overwhelming emotion. 

"He called me. He actually called the doctor' s office and I 

was the person who answered the phone, and I knew who he was 

and his whole case history. And, he said ''Please tell the 

physician that I have decided to go into Hospice." 

And I allowed him to know that his choice, regardless of 

what it would be, would always be a good one. It was a personal 

choice and his, that the inevitable is there. And I was able to be, 

something I thought of as, a comfort to him. There was a pause 

on the phone and he started to cry and he thanked me because 

. . . well I was the first person who actually addressed the fact 

that the man is dying and he's allowed to die and he needs to die 

with dignity instead of tip-toeing around. And he was able to 
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talk and it was fully acceptable and he felt like finally he could 

leave, and people, someone somewhere understood. 

I worked with the gentleman. I was the one that would start 

the IV and administer his chemotherapy. And the type work he 

did, the type person he was, I got to know, and I got to know 

his family. But he decided to stop everything and I ... and it was 

just that I recognized . . . I recognized his disease and I 

recognized he was reaching out and his decision . . . I felt the 

emotion in his life . . . actually felt it. I wanted him to know that 

his decision was a very good one. It was bis, and it's good and 

you 're going to die .... You know, die with dignity. And it was 

... finally someone says I'm going to die. And yes, I'm going to 

die . . . someone's saying it 's OK. I gave him an opportunity to 

talk and I feel good about it. 

I remember after hanging up the telephone, I was very 

emotional in regards to . .. what came out of my mouth was 

heartfelt. I didn't have time to think about it. But, I again felt 

the emotion and that he was reaching out. He felt guilty leaving 

his mother. He felt, you know, he was actually relieved and 

allowed to die. And the fact that he decided not to get any more 

medication, to prolong a life without quality, he was relieved of a 

guilt. I think. 

You know, had I thought about permission, I probably 

wouldn't have said anything. But in essence, I believe I did give 

him permission to feel good about his decisions . . . I was in 

agreeance (sic). But, it was really .. . wasn't my thought, he was 

reaching out . . . and having worked with him, I really felt . . . 

and I met his mother who was a little bit angry with him and did 

not want him to leave. So he had gone through his stages and 

she wasn't handling hers. He knew he was dying ... he accepted 
it, finally. 

But, you're right; it was a permission wasn't it? That's true! 

It was all solely his, solely his. And indeed he did die, perhaps 
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four days later. It was that . . . it was like that he succumbed to 

it. 

I feel that I'm given the privilege ofbeing actually almost in a 

person' s aura. I'm there to take care of them, whether it be an 

IV, wiping their backside, all these things that a person .... 

Their dignity is not there any more. I feel like it's a privilege. I 

want them to maintain that so I'm just in a privileged setting. So 

I've got responsibility I don't always want. And I actually ... I 

wonder what is my responsibly? I think I'm saying . .. and ... it 
just ... it' s so delicate. And I always wonder is it the right thing 

to say? Who am I to say this? And I realize why; someone 

that's close to this person, as long as I don 't breach 

confidentially, this person has a right to hear what I have to say 

because he or she asked . .. . So what I have to say may not be 

correct, but it's the best of my professional and humanistic 

viewpoints. But sometimes when there is nothing you can do 

but make them comfortable, it' s when you stay quiet; it's when 

you say absolutely nothing." 

Kate further described her experience by saying ''My advocacy is to be there for 

them or they're there for me- for the effects of the experience on me are ... multi ... 

multi ... " as her voice trailed off contemplatively. 

Kate, through transpersonal caring, entered into an intensely personal subjective 

relationship with the grieving person by sharing and allowing him to experience and 

express his inner fears, sorrow, grief and personal choices. Kate experienced her own 

feelings from her personal world of meaning and allowed herself to accept these feelings 

and perceptions as a part of her evolution ofbecoming more fully human. She allowed a 

caring occasion of the personal experience of dying to become a part of her life history 

by touching the essence of a dying man. 
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Sara. 

Sara has been working on a telemetry unit for several years. She describes 

patient advocacy situations as synonymous with "the day to day being a nurse.'' "I try to 

treat people in the hospital the way I would want people in my family to be treated.'' 

''I feel . . . sometimes, patients just need someone to tell them 

that it 's okay to do something; that they're intimidated, 

sometimes by the hospital setting and the doctors and if the nurse 

acts as an intermediary between the doctor and the patient, 

sometimes the patient knows it's okay. I have the doctor sit 

down and ask him(the patient) questions and have him respond to 

his needs while he' s (still) in the hospital." 

Sara relates a situation of a newly diagnosed diabetic who would require insulin 

and knew nothing about insulin administration or management of her disease. Sara 

chose to be active in the patient' s education and to prepare her for self management at 

home. Sara describes how she felt about the situation, when the patient was discharged, 

as follows: 

''I had a lady come into the hospital who was a newly 

diagnosed diabetic and she was gonna (sic) have to be on insulin. 

So, in order . . . she knew absolutely nothing about insulin, she 

knew nothing about giving injections, she knew nothing about 

site rotation . ... They didn' t have a diabetic educator up there, 

so I choose it as my part of her learning to teach her how to draw 

up the insulin and how to give the injection and how to change 

sites. . . . I spent a considerable amount of time with her and I got 

a notebook and I wrote things out for her step by step, so that 

she would have something to follow and . . . it would be just as a 

reminder to her. I wanted her to be able to do it before she left 

the hospital without reading the book. But when she got home, 

if for some reason, all of a sudden, she had to do it for the first 

time by herself and her mind went blank, she always knew that 
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booklet was there that she could get it out, she could read 

through it and it would remind her what to do. To me that was 

one of the real important things. Somebody else that was taking 

care of her had taught her about different kinds of insulin and 

somebody else taught her about hypoglycemic reactions and 

things like that. But for me, my part of the situation is to teach 

her about how to give the injection and take her through every 

single step from washing her hands, to getting everything ready 

so that I would know that when she left the hospital there 

wouldn' t be any questions about what she was supposed to do. 

When she was finished and she left the hospital . . . when I 

was doing it, I felt like, I felt good .... Maybe ... like the 

teacher in me, but I felt . . . it was something that she could not 

leave the hospital without being . . . well, aware of exactly what 

to do. I felt that she was ... I was giving a little bit of myself to 

her, taking the time to make the booklet up for her, to cut out the 

picture, you know, and just make it special for her. And, I felt 

.. . when she got home there wouldn 't be any question. She'd 

know what to do and it made me feel good and I think it made 

her situation, when she got home, easier. Other nurses were 

involved with helping her with her diabetic teaching, too, but I 

took . . . it' s just special for me, because I felt it would be 

something that she would always have. . . . And when I can do 

something like this it makes me feel better as a nurse. I think 

one of the dangers in nursing is that nurses are so stressed and 

they have so many patients that their role in advocacy, if they are 

not careful, it is going to disappear because they are going to be 

so caught up in doing the mundane, day-to-day stuff that they' re 

going to lose track of some of the special things that they can do 

to help their patients out . 

. . . I made the booklet up at home and did it on my own time 

and it was something that I didn't have to do. It was something 

that I could just teach her how to do. And let her write down 

things, you know, little notes. But because I took the extra time 
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to do that special for her, I think it' s probably something that 

she'll look back on and she' ll reflect . . . now there' s a nurse who 

cared enough for me to do a special thing for me. . . . And I 

always kind of felt that when she looked at that book it would 

remind her that there was this nurse that took care of me, that 

really cared about whether I could do this when I got home. 

I guess it was because I was a new nurse and I know, I knew 

how going to nursing school, how much stuff there was for me to 

learn. And I figured, with her, too, that just the fact that all of a 

sudden now she' s a diabetic and she' s going to be on insulin, and 

the shock and trauma of all that stuff . . . If she had somebody 

that she felt like would go a little bit further and take that extra 

little step with her, maybe she'd take that extra step with herself 

and be more mindful of what she was supposed to do and what 

she was supposed to have, so that she wouldn't have any 

problems with her diabetes." 

As Sara continued to tell of her experiences with patient advocacy she was 

reminded of another situation on the telemetry unit when a man came into the hospital 

after a myocardial infarction. This admission was one of his many admissions, as his 

health was rapidly deteriorating. The patient had prepared a Living Will and had said a 

number of times that he did not want to be resuscitated if anything happened again. In 

the past he had been on a ventilator and had two open heart surgeries. Sara collaborated 

with the primary physician to honor the patient' s Living Will and admits that both she 

and the physician had emotional ties with the patient and his family. 

''We had a patient that came into the hospital after an MI and 

he had a lot of heart muscle damage. His ejection fraction was 

like 10%. He was coming back to the hospital over and over and 

over again. And he had a Living Will and he said a number of 

times that he wanted not to be resuscitated if anything happened 

to him. He'd been resuscitated a number of times, had been on 

the ventilator, and had I think one or two open heart surgeries in 

the past before I knew him, and he said to me a number of times. 
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.. . This is my time. He said, it should be my time, and I don't 

want any heroics done. 

. . . I went to the doctor and I told him of my conversation 

with the patient and that he had mentioned it a number of times. 

I asked the doctor to go in and sit down with the patient and let 

the patient tell him how he felt . . . he already had a Living Will, 

and he had thought about this in the past. I felt like the doctor 

should listen to what the patient had to say and honor his will, 

even though this patient had been a patient of the doctors a long 

time. And I think the doctor had some emotional ties too. I felt . 

. . if the patient had decided that this was the time and he didn't 

want any more things to be done to him, that the doctor should 

honor his wishes. 

It was hard for me to do, in one way, because the patient was 

a nice gentleman and he was, you know, . . . I'd taken care of 

him 3 or 4 times . ... I had gotten to know his wife . . .. They 

didn 't have any children and I knew that when he died his wife 

would be alone. And for that reason it was kind of hard for 

me .... By (sic) the other hand, that was what the patient said he 

wanted and it was his life and I really felt like the doctor should 

listen to what he had to say and honor his wishes. But being a 

nurse, and being with somebody over and over again, I think 

when the patient says this is what I want, somebody should listen 

to them. 

I think probably that is one of the hardest things for me to do, 

to be a patient advocate. I think that do-not-resuscitate orders 

are areas in which sometimes doctors and nurses need to help 

each other out. . . . For some reason, and I don't know why, I 

think there' s some doctors that ... that, I guess because they've 

built such a bond with patients they just sometimes don' t want to 

let go. And I think it ' s real important that the patient's wishes be 

honored. I don' t think that you should ever try to talk somebody 

into change, you know, making themselves a no code because 

you think it ' s the right thing, but if they think it' s the right thing 
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and that's what they want at this time .. . . I think that that's one 

area where you have to put your neck out a little bit, sometimes 

in order to get what the patient wants. 

To me, for advocacy, to choose just one special story or one 

special patient is real hard for me because all my patients are so 

special to me. I feel like . .. to be .. . a nurse is very special. It's 

being entrusted with somebody else's life and to me there's 

probably nothing else that I think that anybody could do that is 

more special." 

Marianne 

Marianne is an experienced oncology nurse. She describes a situation involving a 

thirty year old woman diagnosed with Hodgkins Disease. The patient was recently 

married for the second time, has two young children in elementary school and a new 

baby. It was during the patient's last pregnancy that Hodgkins Disease was diagnosed. 

The patient's present admission to the hospital was for installation of a central venous 

catheter for administration of chemotherapy. 

''I spent some time talking to her. And I have little kids and 

understood what she was saying, that yes kids do pull at 

everything you have around your neck. . . . I had gone in with the 

consent to have her sign the consent and she said to me, you 

know, that she didn't really feel comfortable . .. that maybe a 

port or something under the skin . . . because she had heard 

about that .. . maybe that would be better. 

So I had gone to the doctor and I said, " . . . you know I 

have spent some time with the patient and I was talking to the 

patient and the patient told me that she thought that maybe a 

different kind of catheter would be better, something under the 

skin so that her son wouldn't be pulling at it." So, the doctor 

misunderstood me, I think, at first . And the doctor said, ''Well 

this is what I want and this is the best thing for the patient." 

And I said ' 'Well I don't know if you have any children or not, 

but I do and I do know what she means in that she has something 
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coming out of her skin and she' s afraid the baby might pull at it. 

I don't know if you really understand that. But I do, so I think 

that maybe we should consider that." 

Then I went back and talked to the patient and she still didn't 

want to have this catheter. Then I went back out to the doctor 

again, and I said to the doctor, ''I really don't feel comfortable 

getting the consent because I really don't feel that the patient 

wants it and a consent is something you sign, knowing what 

you 're signing for, and that you 're consenting to have that done." 

So, anyway, the doctor went back in and the doctor talked 

her into having this catheter and she did have that catheter and 

she did go home with that catheter. But I think as a nurse, I 

think that trying to spend some time with the patient, realizing 

what the patient wants and trying to . . . mmm . .. and even 

though I feel many times as a nurse I do get what the patient 

wants, sometimes I don't get what the patient wants. 

But at least I think that being a patient advocate is standing 

up for what the patient wants and trying to at least let her views 

or his views be known. And sometimes it ' s not easy. And it ' s 

so easy, I think, to just say OK and go along with it. But . .. at 

least bringing those points up to the doctor and to head nurses 

and to the patients ... they don't have to go along with things 

like this, if they don' t want to. 

Well, this one situation stands out just a little bit because I 

really feel that I'm respected by the oncology unit and I feel very 

good about trying to stand up for the patients. And a lot of the 

times I feel good. But this time stands out because I wasn' t met 

with a positive response in that what I was saying was not being 

done. 

And the fact that it didn't happen this time was a frustrating . 

. . you know, and I was thinking myself, am I doing the right 

thing or am I . . . wrong? And I was really debating that inside, 

. . . I was getting nobody saying, yes Marianne, go ahead with 

what you believe is right. . . . I usually get that. And I thought, 
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replied: 

well maybe I'm not doing what's right at this point. But I knew 

inside that I was doing the right thing by standing up for that 

patient and I have always encouraged other people to do what 

you feel is right even though somebody might be saying no. 

And this was the time that I had it . . . to do what I tell other 

people to do. That even though people are telling me no, ... I 

had to say "OK, you have to stand up for the patient anyway." 

You're being told no and even though the catheter wasn't the 

catheter the patient wants (sic) ... you thought that the patient 

might have benefited more from the other catheter. So I was 

thinking, you know, is it worth it? Is it worth me going to the 

doctor, to have the doctor tell me no ... is it worth me going to 

my head nurse and having her tell me no and to live with that? I 

had to tell them what I felt ... OK but we're going to do what 

we want anyway. That was a challenge, I thought. 

Well, I think it was mixed emotions because, like I said, I 

usually get very positive . . . no matter what's going on, no 

matter what's happening. I usually, somehow, I feel good about 

what's going on because I know, the bottom line is, we're doing 

the right thing ... . Even thought the patient might die, because 

they're oncology patients, most of them that I take care of, we 

know that while we are taking care of the patient we are doing 

the right thing. 

When asked to clarify what she meant by "doing the right thing", Marianne 

''What I thought was the right thing. I'm not saying that that 

was the right thing. That's what I mean. As a nurse, that's 

what I thought was right . .. to stand up for what she wanted. 

And I know that is the right thing for me. I'm not saying that 

it's the truth .... But I .. . that's what I believe the right thing is 

to stand up for the patient. And I usually have no problem; and 

it's easy to do. 

So, usually I always feel pretty good about it. But this one 

time here, I was saying to myself, maybe I'm doing something 
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wrong because I'm not getting that usual positive feeling. I'm 

getting resistance here. I'm wondering why. You know, am I 

thinking wrong? Because maybe I am, you know. So I was 

getting mixed feelings and I thought maybe it would affect . . . 

the next time when I came in and if I said something .... Would I 

open my mouth the next day or would I just keep my mouth shut 

the next time . . . maybe I wouldn't make such a stand for the 

patient because maybe I would think well, the doctor' s not going 

to listen to me or the head nurse won't listen to me anyway, so 

maybe I shouldn't say even anything ... maybe I should let it 

slide. And then I could have been at lunch . . . and not lose time 

and not even worry about it. 

But, I did and I stood there and I took care of the situation. 

And when I went back in, the doctor did actually take me aside 

and said "I don' t know why you had a hard time with that, but I 

don't want that to happen again." I said, " OK" and just left it at 

that." 

However, the story continued to unfold : 

"And then a couple of months later the same doctor came to 

me and said you know that patient that we had, such and such a 

name. I said, yeah. I do remember that patient. Well, she was 

asking for you by the way. And I felt so good. I felt like the 

doctor was saying, "She remembers you, she remembers that you 

stood up for her. And, I'm telling you that so I want to have 

peace with this." 

You know, I did feel good about it. Later on. That it wasn't 

just ignored or swept under the carpet or something. . . . I think it 

can be easily . . . you know, you can easily just forget it. Or you 

can change the relationship you have with people that you work 

with. And if you have to work with them every day, that' s 

something to consider. Now to have to go in the next day and 

face these people . . . well I think something . . . well that's OK 

but we don't ... we don' t agree with you. It' s hard, you know. 
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It ' s a hard thing to face people again. But I can, you know, 

professionally .. . . If the doctors think that another catheter is 

right, by all means, I'll say OK. And I'm not trying to say that I 

think it' s better . . . that one catheter' s better than another. I just 

wanted the patient 's feelings and the patient 's concerns to be 

considered before that decision was made and I wanted the 

patient to feel good about signing the consent before she signed 

the consent. Not that the catheter she had put in was the wrong 

catheter. 

I tlunk being a patient advocate really is standing up for the 

patient and doing what the patient wants and being attentive to 

the patient. All the time. I think it' s more important than just 

maybe like a one time incident. 

I think that being a patient advocate generally is a risk . . . 

whether it is positive or negative, I think it certainly is a risk. 

And hopefully that' s all the risk we take to bring about positive 

results. And of course that's what we all want. And even if they 

don't, I think it adds to your credibility if you do stand up and 

take the risk. If you really feel like you are doing the right thing, 

not just for any old reason, just to make an issue out of 

something, but if you really believe in something and you really 

think you are doing the right thing, and you reaDy are 

standing up for the patient, I think, yeah, it is a risk. And I 

think, yes, we do have to have the energy to do that . . . another 

thing . . . being a patient advocate does take a lot of energy, both 

mental and physical. I think that you have to be of the right mind 

set when you go into it . . . to be able to . . . encounter these 

things. And then do something about them when you are in a 

situation. I'm mean you never know when you're going to be in 

a situation . . . if you work on a daily basis. 

I think that I remember feeling a lot. I do remember feeling 

that there was energy being drawn from me in trying to actually 

physically walk over to the doctor, physically walk over to the 

head nurse and then to have to verbally say what I had to 
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say . .. and then to be told well we're going to do something else 

anyway. And then . . . well wait a second, I want you to listen to 

what I'm saying. You know, I'm talking for the patient that's in 

the bed down the hall, who can't get out of bed right now. I'm 

talking for a patient who just had a baby, and her husband's home 

working and she doesn't have a husband to stand up for her. 

You know, I'm talking for her. I think that does take a lot. I do 

remember feeling exhausted when I went home that day and, you 

know, saying, my God, I hope I did the right thing. I remember 

feeling a lot. I mean, you know, and even now when I'm talking 

about it, I'm remembering that it was an event that was very 

stressful in a way. I mean, not where I couldn't take care of the 

rest of my patients and go on with my day. Not like it was 

overwhelming or anything. It just stood out in my mind. But I 

think, it makes you as a nurse, or me as a nurse, grow . . . going 

through those kinds of situations. Because I think if you just 

have the same things every day, and if everything comes easy, or 

if you just ignore everything, I think you know, then nothing will 

be a challenge. I think standing up for a patient is very 

challenging. 

After reading the entire descriptions, I continued following Watson's (1988) 

protocols. Step two is dividing the protocol into "meaning units or constituents, as 

expressed by the subject, and observing transitions in meanings. The researcher reflected 

on the questions ' 'What does this say and how does each meaning unit differ from the 

previous one in respect to the phenomenon of the nurses' descriptions of patient 

advocacy?" 

Examples of dividing the protocol into "meaning units" as expressed by the 

subjects are shown in Table 4. 
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Table 4 

Meaning Units 

A. It was like being the baby thrown out with the bathwater. 

B. My advocacy is to be there for them or they 're there for me. 

C. Giving a little bit of myself. 

D. I knew inside that I was doing the right thing by standing up for the patient. 

E. It was certainly a good lesson. 

F. And when I can do something like this it makes me feel better as a nurse. 

G. Because I think it makes you, as a nurse, or me as a nurse, grow ... going 
through those kinds of situations. 

Step three ofWatson's (1988) protocols is interrogating each meaning unit for its 

psychological-nursing-human care relevance. The researcher pondered, dwelled with and 

reflected on the question: ''How is the meaning unit relevant to the psyche and unfolding 

of each nurse's experience of patient advocacy?" 

Application of Watson's (1985b, 1988b) Ten Carative Factors are relevant to the 

nurses' psychological-nursing-human care and the unfolding of their experiences as 

described in their meaning units. ''Being the baby thrown out with the bath water," "It 

was certainly a good lesson," and "it makes me feel better as a nurse" are reflections of 

the carative factor of expressions of positive and negative feelings. "To be there for 

them" and "standing up for the patient" are examples of being supportive, protective, 

mentally, physically, and societally correct. These were the intentions of the nurses to be 

manifested in their own unique manner. From the perspective of this researcher, "You 

as a nurse or me as a nurse, grow" and "certainly a good lesson" indicated a promotion 

of transpersonal teaching or learning and possibly both for nurse and client in the 

advocacy phenomenon. 
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Step four is reducing these meaning units to those that characterize the 

experience as described, employing a '11-ee imaginative variation" (Watson, 1988, p. 83) 

on each one to discern and capture of essence of that situation. (Steps two and three are 

presented in their entirety in appendices E through H). 

Table 5 

Examples of Capturing the Meaning Units that Characterize the Nurses' Experiences of 

Advocacy 

A. Knowledge of self 

B. Knowledge of others. 

C. Commitment to one 's own values and the values of others. 

D. Giving of self in a unique manner specific to the nursing call. 

E. Bringing one 's full personhood to each nursing situation. 

F. Being aware of vulnerabilities and risks. 

Step four is integrating the meaning units into a structure, synthesizing the 

statements into an integrated whole that embodies the structure of that learning 

experience in such a way that it could be compared with structures derived from other 

situations. The following statements are the author's synthesis of the meaning of the 

nurses ' descriptions of their experiences of patient advocacy. Each meaning statement 

contributes in a unique way to a fuUer understanding of advocacy as it was experienced 

by the participants in the study. 
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Table 6 

Synthesized Specific Sentences of the Meaning ofPatient Advocacy to the Nurses 

1. Knowing self and knowing others creates the possibility for patient advocacy. 

2. Advocacy is a caring commitment to the patients. 

3. Advocacy involves an expenditure of self 

4. Risks are a constituent of advocacy. 

5. The advocacy phenomenon evokes emotional response and psychological 
evolution. 

6. A perception of mutual affirmation is experienced by the nurse at some point in the 
advocacy phenomenon. 

Thematic Statements 

Statement number one· Knowing self and knowing others creates the possibility 

for patient advocacy 

''Through self-understanding, one is guided to becoming more aware and 

understanding of experiences of others, of what it means to be human, thereby 

facilitating one' s understanding of broader contexts of human experience in caring for 

others" (Lauterback & Becker, 1996, p. 57). Reflection on one's personal and 

professional experiences can provide greater depth and breadth of understanding the 

meanings and essences of caring for others. A greater self-awareness and understanding 

of the meaning ofthe experience has the potential to direct one's actions and behaviors. 

Through the context of our own life experience, we can better know the experience of 

others. Knowing self is the source of our decision making. People have ethics and 

norms processed and assimilated from childhood which become values or guidelines that 

influence thoughts and feelings and personal and professional conduct. Experiences 

shape those values. 

Nurses described knowing the patient as "getting a grasp of the patient, getting 

situated, understanding the patient' s situation in context with salience, nuances and 
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qualitative distinctions" (Tanner, Benner, Chesla, & Gordon, 1993, p. 275). Knowing 

the patient is a primary caring practice in the everyday practical discourse of nurses. As 

a moral concern, knowing the patient creates the possibility for advocacy in its most 

basic sense - limiting the vulnerability of persons and preserving their dignity and 

integrity (Gadow, 1988). The language nurses used to describe "knowing the patient" 

was direct and simple. Such comments as "I knew who he was," ' 'I'd taken care of him 

3 or 4 times," ' 'they were suffering and they were in a revolving door," "realizing what 

the patient wants," and ''the type person he was, I got to know," all reflect an immediate 

grasp of the situation even while all that the nurses know about the patient and how they 

know it remains ineffable. Knowing the patients helped identify the call for nursing and 

played a major role in the advocacy phenomenon. 

Statement number two· Advocacy is a caring commitment to the patient. 

Roach (1992) defined commitment as "a complex affective response 

characterized by a convergence between one' s desires and one' s obligations, and by a 

deliberate choice to act in accordance with them" (p. 65). The commitment described in 

the study indicated a desire to go beyond one' s obligations in the advocacy phenomenon. 

''I really did want to serve the medical population and this population" and ''I was very 

motivated" were examples ofBeth's commitment to provide better access to medical 

services for an underserved community of people. Sara' s commitment is revealed in her 

desire to ' 'treat people in the hospital the way I would want people in my family to be 

treated" and her acknowledgment of"being entrusted with somebody else' s life" as 

"nothing else is more special." While "sometimes it' s not easy," Marianne feels "if you 

really believe in something and you really think you are doing the right thing, "one 

should do what you feel is right even through somebody might be saying no." In Kate' s 

advocacy experience, she is committed to giving ' 'the best of my professional and 

humanistic viewpoints." 
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Statement number three· Advocacy involves an expenditure of self 

In acting in behalf of patients, the nurse, for whatever time is necessary, becomes 

the instrument or agent to achieve some end supportive of the patients' sense of living 

his or her life disclosed through the intersubjective relationship between nurse and 

patient. A psychological liaison is formed which involves the integrity and wholeness of 

the nurse and the continuity in which he or she has chosen to live his or her life. The 

study shows advocacy for the patients encompassed a physical, psychological and 

emotional realm of response. Examples of these responses are revealed in the following 

statements by the nurses: ''It was, kind of, I think, above and beyond what I needed to 

do," ''I was able to be something, I thought of, as a comfort to him," "I gave him an 

opportunity to talk," ''I did give him permission to feel good about his decisions," ''I 

wrote things out for her step by step," "I was giving a little bit of myself to her, taking 

the time," and ''feeling that there was energy being drawn from me." These provide 

some illustrations of expenditures of self 

Statement number fou[' Risks are a constituent of advocacy. 

The notion of vulnerability "refers to the fact that people are inherently capable 

ofbeing injured" (Liaschenko, 1995, p. 2) and risk referred to the exposure of possible 

injury or loss. All four participants, in retrospect, acknowledged their vulnerability and 

personal risk. However, initially they were focused on the vulnerability and risk of the 

patients. Statements that acknowledge personal vulnerability and risk are: ''Yeah, I was 

... the position was terminated," "and so I've got responsibility I don't always want," 

"you have to put your neck out a little bit sometimes," ''I felt like the baby thrown out 

with the bath water," and ''I was saying to myself, maybe I am doing something wrong 

because I'm not getting that usual positive feeling." 
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Statement number five· The advocacy phenomenon evokes emotional responses 

and psychological evolution. 

Each participant in the study described an evocation of strong emotional feelings 

that precipitated an evolution of thought processes. Feeling shocked and "not 

appreciated," Beth stated, "It doesn' t mean I won't advocate again, but I'll be more 

careful." Kate felt the emotion in her patient 's life ' 'what came out of my mouth was 

heartfelt. " Examples of their emotional tunnoil are: ' 'It was hard for me to do, in one 

way, because that patient was a nice, gentleman," "it was mixed emotions" and ' 'I'm 

remembering that it was an event that was very stressful in a way." 

lllustrations of the impact on their thoughts are: "It was certainly a good lesson," 

"for the effects of the experience on me are multi . . . multi," ''I think when the patient 

says this is what I want, somebody should listen to them" and ''I think, it makes you as a 

nurse, or me as a nurse, grow . . . going through those kids of situations." 

Statement number six· A perception of mutual affirmation is experienced by the 

nurse at some point in the advocacy phenomenon. 

Regardless of the risks and/or losses incurred by the nurses in the study, the 

advocacy phenomenon was perceived as mutually beneficial to the nurses and the 

patient. While the specific goals of the nurses may not have been realized in the time and 

manner anticipated, ultimately the experience was valued as beneficial. The following 

statements reflect the mutual benefits of nurse and patient: "I'm glad . .. I finished it," 

' '1. gave him an opportunity to talk and I feel good about it," "it made me feel good and 

I think it made her situation, when she got home, easier," ' 'because the patient was happy 

I had achieved something that was what he wanted," ''I stood up for the patient and I 

just didn't let it slide by." Other nurses have described "a balance of giving somebody 

something and getting something back" (Appleton, 1994, p. 110). 
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Synthesis of meaning units and raw data: A specific description 

Nurses who experience patient advocacy initially feel a caring commitment to 

create a better situation in the patient's quality of life. Through introspection, reflection 

and knowledge of self and others, the values of the nurse and the patient create the 

possibility for the advocacy phenomenon to occur. While an element of risk and 

expenditure of self elicited an emotional toll, the perception of mutual affirmation was 

experienced by these nurses. In the opinion of this researcher, shared vulnerability and 

personal integrity characterized the challenges met in these advocacy experiences and 

impacted each on a professional and personal level as a caring human being. 

"If the world exists and is not objectively solid and preexisting 

before I come on the scene, then what is it? The best answer 

seems to be that the world is only a potential and not present 

without me or you to observe it. 

It is, in essence, a ghost world that pops into solid existence 

each time one of us observes it. All of the world's many events 

are potentially present, able to be but not actually seen or felt 

until one of us sees or feels." 

FredA /len Wolf(l992) 
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Chapter IV 

Perspectives on Statements with Literature Support 

Support for Statement Number One 

Knowing self and knowing others creates the possibility for patient advocacy 

Carper (1978) maintained that personal knowledge, as a fundamental pattern of 

knowing in nursing, is the pattern essential to knowing the health experience meaning to 

the individual. A distinction between knowing "about the self' and "knowing the self' is 

made. Knowledge of self appears to be inextricably related to personal ways of being or 

behaving, and to knowing one 's obligations and what ought to be done. 

According to Gadow (1980), the nurse is in a unique position to know the 

patient. She regards the silent patient as the greatest challenge to advocacy, "because 

advocacy requires subjectivity and precludes knowing the body as only object" (Maeve, 

1994, p. 71). Even with a silent patient, Gadow (1989) proposed ''that after many days 

of physical involvement, the nurse will slowly sense where the boundary lies between 

harm and benefit in the patient's world. More than this cannot be known." (p. 540). 

Like Gadow, Watson (1988a, 1988b) directed nurses to understand the meaning 

of each situation for both participants. This continuity results in creating a life history 

and is a transpersonal relationship that may serve as a basis for patient advocacy. 

Watson presented the idea of a transpersonal field of consciousness of the nurse and 

client as one field of caring and healing. We bring all of who we are to the other when 

we are in their presence and engage with all of who they are. Self knowing, which is an 

awareness of self in a given moment, brings one into authentic presence for another. 
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Bishop and Scudder (1987) believed that '1he three dominant senses of nursing 

are: 1) practice, 2) moral, and 3) personal, and despite scientific technology, the basic 

nature of care remains moral in nursing practice situations" (pp. 101-1 03). In summary, 

the nurses in the study made decisions in their situations of advocacy based on 

knowledge of self, personal experiences and values, and a knowledge of the patient's 

values and the meaning of the experience to him or her. 

Knowing the patient is described in the study by Tanner, Benner, Chesla and 

Gorden (1993, p. 275) as 1) "in depth knowledge ofthe patient's patterns of responses 

and 2) knowing the patient as a person." This knowing is not to imply exclusion of 

empirical nursing knowledge or other ways of knowing. 

Support for Statement Number Two 

Advocacy is a caring commitment to the patients 

A commitment is a pledge to some particular course assignment. The nurses in 

the study were committed to alleviating another' s vulnerability. "Commitment is 

essential to caring; if commitment breaks down, caring breaks down. Therefore, 

commitment is a quality of investment of self in a task, a person, a choice, or a career, a 

quality which becomes so internalized as a value that what I am obligated to do is not 

regarded as a burden" (Roach, 1992, p. 65). A commitment becomes a call that draws 

one to conscious, willing positive courses of action. However, there were different 

levels of commitment and various degrees of difficulty in making personal choices 

experienced by each of the nurses as they responded to the call of the client. While some 

of their decisions required deliberate reflection, some were almost automatic. All were 

challenges of caring and acts of advocacy requiring commitment. 
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Support for Statement Number Three 

Advocacy involves an expenditure of self 

While a commitment involves a quality or investment of self, the expenditures 

were manifested in a special and unique manner by each of the nurses. The elusive 

concept of presence or "being there" has been intuitively known by nurses as a universal 

element of interpersonal and trans personal dimensions of human experience. While 

presence or being has been implicitly or explicitly identified in nursing theories (Boykin 

& Schoenhofer, 1993; Newman, 1986; Watson, 1985b), the concept of presence is yet to 

be fully defined. However, presence is a reality and an integral component of meaningful 

experiences of ''being there" and ' 'being with" a person (Patterson & Zderad, 1988). 

Newman (1986) described the psychological component of presence 

characterized by a pattern of person-environment-interaction which is causal, intuitive, 

and probabilistic. Boykin and Schoenhofer (1993) described authentic presence as a way 

to open the door to knowing others as caring, to understanding the call for nursing and 

to uniquely live each nursing situation as a personal representative of the wholeness of 

the nurse. Watson 's (1985a) description of presence or being-with included a 

psychological, social, emotional, ethical and spiritual realm which precipitates a unity of 

feelings and total use of self This intricate force is the impetus for a variety of physical 

actions or reactions in the advocacy phenomenon such as "taking the time," "standing up 

for the patient" or ' 'feeling the energy being drawn from me." "The absolute prerequisite 

for advocacy . . . is the participation of the advocate as an individual, a complete unity 

unfragmented by exclusion of any part of self' (Gadow, 1980, p. 93). 

Support for Statement Number Four 

Risks are a constituent of advocacy. 

Advocacy can involve a dichotomy of personal and professional risks for the 

nurse. "The professional' s emotional involvement entails, for the patient, the risk of 
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biased clinical judgment, and for the professional, the risk of personal suffering and 

emotional depletion" (Gadow, 1980, p. 91). Good health does not preclude vulnerability 

or injury. Nurses, as members of the human community, are people with covenantal, 

societal conferral of status to respond to specific vulnerabilities. Advocating for patients 

by nurses is "face to face with the experienced reality of vulnerability both in themselves 

as responders and in the injured parties as sufferers" (Liaschenko, 1995, p. 3). While 

conflict has to be risked as a testing point, when the nurse becomes the instrument or 

agent who acts to achieve some end supportive of the patient' s values, the ends can have 

disastrous consequences. Marianne' s experience of advocacy illustrated the inequality of 

power among patients, nurses and physicians and the reality that patients are coerced 

into treatment while the decisions made and actions done are not of their choosing 

despite the advocacy attempts of the nurse to convey the patient' s concerns and sense of 

self 

Beth's experience of advocacy involved a risk of "integrity of the self' or 

intactness of her psychological realm of experience. "To be concerned with the integrity 

ofthe self is to be concerned with our identity, with who we are as people" (Liaschenko, 

1995, p. 1 0). In losing her job, Beth experienced a loss - an incongruence between 

herself as perceived and self as experienced. Marianne experienced this incongruence 

when she did not receive support from her co-workers or the physicians. The nurse also 

experiences his or her own feelings and has his or her own personal world of meaning to 

explore and allow his or her self "to live" the experiences (Watson, 1988b, p. 88). 

Support for Statement Number Five 

The advocacy phenomenon evokes emotional response and psychological 

evolution 

Involvement in advocacy for the nurse is a synthesis of the emotional, aesthetic, 

physical and intellectual components of self as resource in relation to another's need. 
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Advocacy has been described as the patient's feeling, is "vicariously visualized" in order 

to make possible a "directing of feeling towards the other's joy or suffering" and "the 

participation of the advocate as an individual, a complete unity unfragmented by 

exclusion of any part of self " (Gadow, 1980, p. 91). In the phenomenon of advocacy, 

the nurse experiences other individuals as unique human beings and this experience 

intertwines with the now, creating his or her own history, and becomes a critical 

component of future complex thought processes and decision making. "The past cannot 

be ignored, because it lays claim to who we are, to our characters" (Liaschenko, 1995, p. 

10). However, advocacy can include some negative feelings or mixed emotions in which 

' 'there is a very real personal, professional, and social cost when nurse caring turns to 

noncaring" (Maupin, 1995, p. 11) as the nurse experiences fiustration, guilt, or both 

when unable to live up to professional and personal expectations. When escalated, these 

negative feelings may compromise decisions regarding patient welfare. The advocacy 

phenomenon is a powerful influence on the direction of caring and motivation to 

advocate for the patient again. 

Support for Statement Number Six 

A perception of mutual affirmation is experienced by the nurse at some point in 

the advocacy pheonomenon 

All relationships among persons hold mutual expectations and beliefs and involve 

a common theme of mutual exchange, whether examined in ''tangible forms such as a 

mutual accommodation of personal space or the less quantifiable instances of self 

disclosure" (Marek, 1990, p. 50). Unilaterally, outcomes of either a beneficial or 

detrimental character of an advocacy phenomenon were experienced by all participants in 

the study. 

Benner and Wrubel (1988) delineated the significant implications for the 

nurse-client relationship if an emotional distancing is inherent in the nurse' s coping skills. 
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Mutuality has a shared meaning for the participants, effects that reflect the content of the 

shared meaning and determines the extent of loss or a positive growth for nurse and 

client. A mutual learning and feeling occurs. A loss of mutuality and reciprocity in the 

nurse-patient relationship may lead to an erosion of the nurses' personal and professional 

integrity. ''Nurses have a desire to receive as well as to give, to feel that their skills, 

expertise and 'carework' are appreciated and valued" (Maupin, 1995, p. 14). In some of 

the descriptions, mutuality, and affirmation is experienced during the initial stages of the 

phenomenon while other descriptions denote the far reaching end ripple effects were 

perceived as mutually affirming. The means were justifiable to the nurses in the ends. 
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Chapter V 

Nursing Implications and Discussion 

This study identified six statements reflecting the advocacy phenomenon as 

described by four practicing nurses. The understanding of the experience of patient 

advocacy as described by nurses contributes to nursing knowledge and has implications 

for nursing education, research and practice. 

Practice 

In practice, patient advocacy is an essential component of caring and professional 

nursing. For nurses as persons, patient advocacy has the potential to become a caring 

route for increasing nurses' self concept, self fulfillment, job satisfaction and 

empowerment of self and patient. Nurses are part of a health care system based on 

patient rights and patient-focused care. However, "nurses are not meant to be primarily 

means to the end of others . . . a respect for the values of all individuals involved and 

promotion of reciprocal rights and responsibilities enhance ethical practice" (Maupin, 

1995, p. 17). The advocacy phenomenon often revolves around issues of divergent 

values or priorities in the health care setting. A supportive caring climate can have an 

essential impact on nurses' decisions in an advocacy situation. 

Nurses must learn to value and effectively practice patient advocacy. Nurses 

providing support for nurses advocating for patients can play an important role in the 

quality of life of all involved parties. 

Education 

Bottorff and V arcoe' s ( 1995) study found that "caring actions and interactions in 

which nurses are involved do not reflect a linear problem-solving process or textbook 
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examples ofthe use of interpersonal skills" (pp. 325-326). However, the concept of 

patient advocacy can be taught and learned in a manner that supports the nurse and the 

patients and their families. According to Dewey (1938), the learning process indicates 

that a person' s growth and development are an exemplification of the continuity of 

experience. Educators can support and provide opportunities for nursing education and 

experience in a caring atmosphere that promotes respect for all individuals involved in 

the nurse-patient relationship. Teaching nurses to care for self, as well as others, and to 

use reflection "has the potential to transform learning and personalize education" 

(Lauterback & Becker, 1996, p. 59) for understanding nursing practice experiences such 

as the phenomenon of patient advocacy. "The nurse, as person and self, experiences a 

clearer, more coherent sense of self within the world, as well as an enhanced control over 

behavior, including behaviors of giving and receiving help and of advocacy'' (Lauterback 

& Becker, 1995, pp. 64-65). Administrators can develop nurse-friendly policies that are 

committed to include the moral art of caring nurses and will inspire nurses to continue 

advocating for their patients in an effective and acceptable manner. 

Research 

More observation-based studies are required in order to understand how 

advocacy is enacted by nurses. Also, further research on the phenomenon of patient 

advocacy by nurses could be conducted to discover what conceptual factors facilitate 

and hinder the advocacy role. Understanding the meaning of the nurses' advocacy to the 

patient could also provide a more complete picture of the phenomenon and its outcomes. 

The results of this study were intended to provide a general understanding of the nurses' 

experiences of patient advocacy. All of the participants were female. Research into 

nurses experiences and perceptions of patient advocacy with male nurses and nurses of 

varying cultural and ethnic backgrounds might provide us with additional insights of this 

phenomenon. 
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Summary 

Through the examination of the benefits and costs of nurses advocating for 

patients, nursing educators may wish to address advocacy' s place and impact on 

nurse-patient relationships and on nurse as caring person. While the concept of patient 

advocacy holds many connotations, it is hoped that these nurses' descriptions and 

meanings have provided a more common ground of understanding to benefit all involved 

and interested entities. Describing advocacy in practice can provide a foundation for 

future research and education regarding its impact on nurses, personally and 

professionally, and on their clinical decision making in the advocacy situation. 

The researcher has presented some implications of caring nurses' experiences of 

patient advocacy as it pertains to nursing practice, and education. However, equally 

important is the insight provided into the human caring experience within the profession 

of nursing. 

• 
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APPENDIX A 

NURSES!! 
ThiS iS II IPPOnuniiV 

11 share vour experieaces 11 
PlliellldVICICV 

in nursing situations. 
1111 conducting a research stun 
which explores llle 01eaning of 

patient advocacv. 

You are invited to participate in this stun 
it 111 have lived this experience and are 

e11a1oved in an acute care sening 
as a registered nurse. 

CIIIIIIIIUIIItv Will Ill sUictiV llllltlllld. 

Plllll ClltiCI Ill 
lVDIIllllll RIC, lSI., Masters Caadldlll 

•••• 111111: 14011 621-5159 
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APPENDIX B 

CONSENT FORM 

Study Title: Patient Advocacy: Shared vulnerability and Personal Integrity 

Researcher: Lynne Lomas, R.N.C., B.S.N., Graduate Student, F.A.U. 

You are being invited to participate in a study to gain understanding of nurses' 
lives experience of patient advocacy. Upon agreeing to participate in this study, you 
will be asked to participate in one or more audio-taped interviews which will last 
approximately one hour each. The interview will be arranged at a time and place that 
is convenient for you. You will be asked to respond to "Please described a nursing 
situation or situations, where you as a nurse had experience of being a patient 
advocate. Tell me as much detail about the situation as you can until you can 't 
remember anything else. Do you recall what you were thinking when . . . ?" 

There are no foreseeable risks and no direct benefits although it is hoped that 
the information will assist in better understanding the experience of patient advocacy. 
Reflecting on and illuminating the meaning of the phenomenon may be unsettling; 
each participant will be given the opportunity for discussion with the researcher should 
disclosures crated discomfort. Participants of this study will not receive remuneration. 

While quotes from the text of your interview may be used to illustrate the 
findings in a thesis paper, all interview data will be treated confidentially. If quotes 
from the text of your interview are used in the thesis report to illustrate a group finding , 
these will be reported anonymously. After taped interviews are transcribed all tapes 
and transcribed material will be assigned a number for identification purposes and 
kept in a locked file cabinet in the researcher's home. The data will be destroyed after 
the analysis of data is completed. 

You may withdraw from the study at any time as your participation is 
completely voluntary; nothing will happen if you choose not to participate. You may 
ask questions now or at any time during the study by calling the researcher at the 
phone number listed below. If you have any concerns regarding the use of human 
subjects in this study, you may call the Division of Sponsored Research at Florida 
Atlantic University (407) 367-2310. 

I have read and understand the above information. 

Signature __________________ _ Date ____ _ 

Resea~her _________________ _ _ Date ____ _ 

Lynne Lomas, R.N.C., B.S.N. 
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APPENDIXC 

INTERVIEW GUIDE 

Please describe your lived experiences of patient advocacy. 

Possible probes: (Examples) 

1. You said (e.g.) the family arrived at 8 p.m.? What happened next? 

2. How were other staff members involved in Mrs. X's care in the experiences you 
have described? 

3. Do you recall what you were thinking when ... ? 

4. Tell me more about that situation. 
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APPENDIX D 

PROFESSIONAL TRANSCRIBER 

CONFIDENTIALITY AGREEMENT 

While serving as a professional transcriber for the research study titled "Patient 

Advocacy: Shared Vulnerability and Personal Integrity" conducted by Lynne 

Lomas. a graduate nursing student at Florida Atlantic University, and guided by 

Dr. Anita Beckerman, I agree to keep all information and records confidential. 

All audiotaped cassettes, all transcriptions from the audiotapes. and all data 

diskettes will be kept in a locked file. I understand all information contained in 

the audiotapes, transcripts, and data diskettes is not to be discussed with 

anyone. 

At the conclusion of this study, I agree to destroy all copies of transcripts. delete 

any computer files and erase any data diskettes related to this study that have 

not been returned to Lynne Lomas. 

Professional Transcriber 

Researcher 

Date 

53 



APPENDIX E 

Advocacy Meaning Unit Constituents as Expressed by Beth 

1. They were suffering and they were in a revolving door. 

2. I really did want to serve the medical population and this population. 

3. I was stupid. 

4. Yeah, I was . . . the position was terminated. 

5. I was naive. 

6. It was certainly a good lesson. 

7. Very motivated and you think this is contagious. 

8 I was kind of protecting a community of people. 

9. It was, kind of, I think above and beyond what I needed to do. 

10. Recognize that there's repercussions. 

11 . I did it without thinking twice that there would ever be a repercussion. 

12. I'm glad . . . I finished it. 

13 . But it was painful to go through it. 

14. To be shocked and to feel, you know, not appreciated. 

15. It doesn't mean I won't advocate again, but I'll be more careful. 

16. I guess it' s just . . . extremes . .. how far we' re going to go and what we' re going 
to propose. 

17. It was like being the baby thrown out with the bath water. 

Capturing the Meaning Units that Characterize the Experience of Advocacy 

Recognizing vulnerability of others. 

1. They were suffering and they were in a revolving door. 
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Commitment 

2. I really did want to serve the medical population and this population. 

7. Very motivated and you think this is contagious. 

8. I was kind of protecting a community of people. 

9. It was, kind of, I think above and beyond what I needed to do. 

16. I guess it ' s just ... extremes ... how far we' re going to go and what we're going 
to propose 

Recognizing vulnerability of self 

3. I was stupid. 

4. Yeah, I was . . . the position was terminated 

5. I was naive. 

10. Recognize that there's repercussions. 

11 . I did it without thinking twice that there would ever be a repercussion. 

17. It was like being the baby thrown out with the bath water. 

Evocation and evolution 

6. It was certainly a good lesson. 

12. I'm glad .. . I finished it. 

13 . But it was painful to go through it. 

14. To be shocked and to feel, you know, not appreciated. 

15. It doesn't mean I won't advocate again, but I'll be more careful. 
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APPENDIX F 

Advocacy Meaning Unit Constituents as Expressed by Kate 

1. I personally believe in good quality living. 

2. I do believe in chemotherapy and radiation, but it's not always at all times for 
everybody. 

3. I knew who he was. 

4. And I allowed him to know that his choice, regardless of what it would be, would 
always be a good one. 

5. And I was able to be something I thought of as a comfort to him. 

6. · And he was able to talk and it was fully acceptable and . . . someone somewhere 
understood. 

7. The type person he was, I got to know and I got to know his family. 

8. I recognized his disease and I recognized he was reaching out. 

9. I felt the emotion in his life . . . actually felt it. 

10. I gave him an opportunity to talk and I feel good about it. 

11 . What came out of my mouth was heartfelt. I didn't have time to think about it. 

12. I believe I did give him permission to feel good about his decisions. 

13 . I feel that I'm given the privilege ofbeing actually almost in a person' s aura. 

14. And so I've got responsibility I don' t always want. 

15. But it' s the best of my professional and humanistic viewpoints. 

16. My advocacy is to be there for them or they' re there for me. 

17. It's when you stay quiet; it ' s when you say absolutely nothing. 
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18. For the effects of the experience on me are multi ... multi . . .. 

Capturing the Meaning Units that Characterize the Experience of Advocacy 

Self knowledge and discovery 

1. I personally believe in good quality living. 

2. I do believe in chemotherapy and radiation, but it' s not always at all times for 
everybody. 

14. And so I've got responsibility I don' t always want. 

Committment 

15. But it's the best of my professional and humanistic viewpoints. 

Knowledge of others. 

3. · I knew who he was. 

7. The type person he was, I got to know and I got to know his family. 

8. I recognized his disease and I recognized he was reaching out. 

Gift ofself 

4. And I allowed him to know that his choice, regardless of what it would be, would 
always be a good one. 

5. And I was able to be something I thought of as a comfort to him. 

6. And he was able to talk and it was fully acceptable and . . . someone somewhere 
understood. 

9. I felt the emotion in his life .. . actually felt it. 

10. I gave him an opportunity to talk and I feel good about it. 

11 . What came out of my mouth was heartfelt. I dido ' t have time to think about it. 

12. I believe I did give him permission to feel good about his decisions. 
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17. It' s when you stay quiet; it' s when you say absolutely nothing. 

Mutual affirmation 

13 . I feel that I'm given the privilege ofbeing actually almost in a person' s aura. 

16. My advocacy is to be there for them or they're there for me. 

Evocation and evolution 

18. The effects of the experience on me are multi . . . multi .... 
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APPENDIX G 

Advocacy Meaning Unit Constituents as Expressed by Sara 

1. I try to treat people in the hospital the way I would want people in my family to be 
treated. 

2. I feel like sometimes patients just need someone to tell them that it's OK to do 
something. 

3. And if the nurse acts as an intermediary between the doctor and the patient, 
sometimes the patient knows it' s OK. 

4. So I chose it as my part of her learning to teach her how to draw up the insulin. 

5. I spent a considerable amount of time with her. 

6. I wrote things out for her step by step. 

7. To me that was one of the real important things. 

8. When I was doing it, I felt like, I felt good. 

9. I was giving a little bit of myself to her, taking the time. 

10. And just make it special for her. 

11 . She'd know what to do and it made me feel good and I think it made her situation, 
when she got home, easier. 

12. It's just special for me because I felt it would be something that she would always 
have. 

13 . And when I can do something like this it makes me feel better as a nurse. 

14. Some of the special things that they can do to help their patients out. 

15. Did it on my own time and it was something that I didn't have to do. 

16. I took the extra time to do that special for her. 

17. I think it's probably something she'll look back on and she'll reflect .. . now 
there's a nurse who cared enough for me to do a special thing for me. 
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18. It would remind her that there was this nurse that took care of me, that really 
cared .... 

19. If she had somebody that she felt like would go a little bit further and take that 
extra little step with her. 

20. It was hard for me to do, in one way, because that patient was a nice gentleman 
and he was, you know .. .. 

21 . I'd taken care of him 3 or 4 times. 

22. And I had gotten to know his wife. 

23 . I knew that when he died his wife would be alone. 

24. I felt like the patient was happy and because the patient was happy I had achieved 
something that was what he wanted. 

25. But being a nurse and being with somebody over and over again, I think when the 
patient says this is what I want, somebody should listen to them. 

26. I think probably that is one of the hardest things for me to do, to be a patient 
advocate. (she referred to the "do not resuscitate" order.) 

27. And I think it's real important that the patient's wishes be honored. 

28. I think that that 's one area where you have to put your neck out a little bit 
sometimes in order to get what the patient wants. 

29. I feel like being a nurse is very special. 

30. It' s being entrusted with somebody else's life and to me there's probably nothing 
else that I think that anybody could do that is more special. 

Capturing the Meaning Units that Characterize the Experience of Advocacy 

Self knowledge and discovery. 

1. I try to treat people in the hospital the way I would want people in my family to be 
treated. 

7. To me that was one of the real important things. 

27. And I think it's real important that the patient's wishes be honored. 
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29. I feel like being a nurse is very special. 

Knowledge of others 

2. I feel like sometimes patients just need someone to tell them that it's OK to do 
something. 

3. And· if the nurse acts as an intermediary between the doctor and the patient, 
sometimes the patient knows it's OK. 

21 . I'd taken care of him 3 or 4 times. 

22. And I had gotten to know his wife. 

23 . I knew that when he died his wife would be alone. 

25 . But being a nurse and being with somebody over and over again, I think when the 
patient says this is what I want, somebody should listen to them. 

Commitment 

4. So I chose it as my part of her learning to teach her how to draw up the insulin. 

30. It's being entrusted with somebody else's life and to me there's probably nothing 
else that I think that anybody could do that is more special. 

Gift ofself 

5. I spent a considerable amount of time with her. 

6. I wrote things out for her step by step. 

9. I was giving a little bit of myself to her, taking the time. 

14. Some of the special things that they can do to help their patients out. 

15. Did it on my own time and it was something that I didn' t have to do. 

16. I took the extra time to do that special for her. 

19. If she had somebody that she felt like would go a little bit further and take that 
extra little step with her. 
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Mutual affirmation 

8. When I was doing it, I felt like, I felt good. 

10. And just make it special for her. 

11 . She'd know what to do and it made me feel good and I think it made her situation, 
when she got home, easier. 

12. It's just special for me because I felt it would be something that she would always 
have. 

13 . And when I can do something like this it makes me feel better as a nurse. 

17. I think it's probably something she'll look back on an she'll reflect ... now there's 
a nurse who cared enough for me to do a special thing for me. 

18. It would remind her that there was this nurse that took care of me, that really 
cared .... 

24. I felt like the patient was happy and because the patient was happy I had achieved 
something that was what he wanted. 

Evocation and evolution 

20. It was hard for me to do, in one way, because that patient was a nice gentle man 
and he was, you know .... 

26. I think probably that is one of the hardest things for me to do, to be a patient 
advocate. (she referred to the "do not resuscitate" order.) 

Recognizing vulnerability of self 

28. I think that that's one area where you have to put your neck out a little bit 
sometimes in order to get what the patient wants. 

62 



APPENDIX H 

Marianne 

Advocacy Meaning Unit Constituents as Expressed by Marianne 

1. So I spent time talking to her. 

2. And I have little kids and understood what she was saying. 

3. I have spent some time with the patient. 

4. I felt like the patient really didn't want to sign a consent for something she didn't 
want. 

5. Realizing what the patient wants. 

6. Being a patient advocate is standing up for what the patient wants and trying to at 
least let her views, or his views, be known. 

7. And sometimes it ' s not easy. 

8. I stood up for the patient and I just didn't let it slide by. 

9. I really feel that I'm respected. 

10. This time was a frustrating situation. 

11 . Am I doing the right thing or am I . . . wrong? 

12. But I knew inside that I was doing the right thing by standing up for that patient. 

13. I have always encouraged other people to do what you feel is right even though 
somebody might be saying no. 

14. That was a challenge, I thought. 

15. It was mixed emotions. . . . 

16. I usually, somehow, I feel good about what's going on because I know, the bottom 
line is, we're doing the right thing. 
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17. I was saying to myself, maybe I am doing something wrong because I'm not 
getting that usual positive feeling. 

18. That' s what I thought was right ... to stand up for what she wanted; and I know 
that is the right thing for me. 

19. Being attentive to the patient. 

20. Being a patient advocate generally is a risk. 

21 . If you really believe in something and you really think you are doing the right 
thing .... 

22. Being a patient advocate does take a lot of energy, both mental and physical. 

23. Feeling that there was energy being drawn from me. 

24. I do remember feeling like exhausted when I went home that day. 

25 . I'm remembering that it was an event that was very stressful in a way. 

26. But I think it makes you as a nurse, or me as a nurse, grow ... going through 
those kinds of situations. 

27. Because I think if you just have the same things very day, and if everything comes 
easy, or if you just ignore everything, I think you know, then nothing will be a 
challenge. 

Capturing the Meaning Units that Characterize the Experience of Advocacy 

Gift ofself 

1. So I spent time talking to her. 

3. I have spent some time with the patient. 

19. Being attentive to the patient. 

20. Being a patient advocate generally is a risk. 

23 . Feeling that there was energy being drawn from me. 

24. I do remember feeling like exhausted when I went home that day. 

64 



Knowledge of others 

2. And I have little kids and understood what she was saying. 

5. Realizing what the patient wants. 

Committment 

12. But I knew inside that I was doing the right thing by standing up for that patient. 

Self knowledge and discovery 

6. Being a patient advocate is standing up for what the patient wants and trying to at 
least let her views, or his views, be known. 

9. I really feel that I'm respected. 

13 . I have always encouraged other people to do what you feel is right even though 
somebody might be saying no. 

18. That's what I thought was right .. . to stand up for what she wanted; and I know 
that is the right thing for me. 

21 . If you really believe in something and you really think you are doing the right 
thing .... 

2 7. Because I think if you just have the same things very day, and if everything comes 
easy, or if you just ignore everything, I think you know, then nothing will be a 
challenge. 

Vulnerability of self 

7. And sometimes it's not easy. 

11 . Am I doing the right thing or am I . . . wrong? 

14. That was a challenge, I thought. 

17. I was saying to myself, maybe I am doing something wrong because I'm not 
getting that usual positive feeling. 

20. Being a patient advocate generally is a risk. 
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Vulnerability of others 

4. I felt like the patient really didn't want to sign a consent for something she didn't 
want. 

Mutual affirmation 

8. I stood up for the patient and I just didn't let it slide by. 

Evocation and evolution 

10. This time was a frustrating situation. 

15. It was mixed emotions. . . . 

16. I usually, somehow, I feel good about what's going on because I know, the bottom 
line is, we're doing the right thing. 

5. I'm remembering that it was an event that was very stressful in a way. 

28. Because I think it makes you, as a nurse, or me as a nurse, grow ... goin 
through those kinds of situations. 
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