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Greetings from Doris Grinspun
Executive Director
Registered Nurses Association of Ontario

It is with great excitement that the Registered Nurses Association of Ontario (RNAO)
disseminates this nursing best practice guideline to you. Evidence-based practice supports
the excellence in service that nurses are committed to deliver in our day-to-day practice.

- We offer our endless thanks to the many institutions and individuals that are making
RNAO'’s vision for Nursing Best Practice Guidelines (NBPGs) a reality. The Ontario Ministry
of Health and Long-Term Care recognized RNAQ’s ability to lead this project and is providing multi-year

funding. Tazim Virani --NBPG project director-- with her fearless determination and skills, is moving the
project forward faster and stronger than ever imagined. The nursing community, with its commitment and
passion for excellence in nursing care, is providing the knowledge and countless hours essential to the creation
and evaluation of each guideline. Employers have responded enthusiastically to the request for proposals
(RFP), and are opening their organizations to pilot test the NBPGs.

Now comes the true test in this phenomenal journey: will nurses utilize the guidelines in their day-to-day practice?

Successful uptake of these NBPGs requires a concerted effort of four groups: nurses themselves, other
health-care colleagues, nurse educators in academic and practice settings, and employers. After lodging
these guidelines into their minds and hearts, knowledgeable and skillful nurses and nursing students need
healthy and supportive work environments to help bring these guidelines to life.

We ask that you share this NBPG, and others, with members of the interdisciplinary team. There is much to
learn from one another. Together, we can ensure that Ontarians receive the best possible care every time they

come in contact with us. Let’s make them the real winners of this important effort!

RNAO will continue to work hard at developing and evaluating future guidelines. We wish you the
best for a successful implementation!

Doris Grinspun, RN, MScN, PhD (candidate)

Executive Director
Registered Nurses Association of Ontario
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How to Use this Document

This nursing best practice guideline is a comprehensive document providing resources
necessary for the support of evidence-based nursing practice in the area of establishing
therapeutic relationships. The document needs to be reviewed and applied, based on the
specific needs of the organization or practice setting as well as the needs and wishes of the
client. Guidelines should not be applied in a “cookbook” fashion but as a framework to assist
in decision making for individualized client care, as well as ensuring that appropriate structures
and supports are in place to provide the best possible care.

Nurses, other health care professionals and administrators who are leading and facilitating
practice changes will find this document valuable for the development of policies, procedures,
protocols, educational programs, assessment and documentation tools, etc. It is recommended
that the nursing best practice guideline be used as a resource tool. Nurses providing direct
client care will benefit from reviewing the recommendations, the evidence in support of the
recommendations and the process that was used to develop the guidelines. However, it is
highly recommended that organizations or practice settings adapt these guidelines in formats
that would be user-friendly for daily use.

Organizations wishing to use the guideline may decide to do so in a number of ways:

m Assess current nursing and health care practices using the recommendations
in the guideline.

m Identify recommendations that will address recognized needs in practice approaches
or gaps in services.

m Systematically develop a plan to implement the recommendations using associated
tools and resources.

Implementation resources will be made available through the RNAO website to assist
individuals and organizations to implement nursing best practice guidelines. RNAO is
interested in hearing how you have implemented this guideline. Please contact us to share
your story.

Quotes from nurses and other organizational members who have implemented this guideline
are shared throughout this document. The quotes were gathered from the pilot implementation
evaluation report (Edwards et al, 2001).
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Disclaimer

These best practice guidelines are related only to nursing practice and not intended to take
into account fiscal efficiencies. These guidelines are not binding for nurses and their use
should be flexible to accommodate client/family wishes and local circumstances. They
neither constitute a liability or discharge from liability. While every effort has been made to
ensure the accuracy of the contents at the time of publication, neither the authors nor RNAO
give any guarantee as to the accuracy of the information contained in them nor accept any
liability, with respect to loss, damage, injury or expense arising from any such errors or
omission in the contents of this work.

Copyright

With the exception of those portions of this document for which a specific prohibition

or limitation against copying appears, the balance of this document may be produced,
reproduced and published in its entirety only, in any form, including in electronic form,
for educational or non-commercial purposes, without requiring the consent or permission
of the Registered Nurses Association of Ontario, provided that an appropriate credit or
citation appears in the copied work as follows:

Registered Nurses Association of Ontario (2002). Establishing therapeutic relationships.
Toronto, Canada: Registered Nurses Association of Ontario.
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summary of recommendations

The Guideline Development Panel for the nursing best practice guideline for
Establishing Therapeutic Relationships strongly urges organizations or practice settings to pay

considerable attention to the recommendations under the heading of Organization & Policy

Recommendations (see Recommendations 5 to 14). Implementation of strategies to support

the establishment of the therapeutic relationships between nurses and clients requires

strong organizational support. Without such support, the journey towards meeting therapeutic

relationship goals will be difficult. The Panel recommends organizations/practice settings

conduct an organizational readiness assessment, plan and commence implementing initia-

tives that will establish the desirable supports. An organizational readiness assessment tool

has been developed based on the recommendations in this guideline. See Appendix A for the

assessment tool.

Recommendation | 1
The nurse must acquire the necessary

knowledge to participate effectively in
therapeutic relationships.

Recommendation | 2
Establishment of a therapeutic relationship
requires reflective practice. This concept
includes the required capacities of: self-
awareness, self-knowledge, empathy, aware-
ness of boundaries and limits of the
professional role.

Recommendation | 3

The nurse needs to understand the
process of a therapeutic relationship and
be able to recognize the current phase of
his/her relationship with the client.

Recommendation | 4

All entry-level nursing programs must
include in-depth learning about the thera-
peutic process, including both theoretical
content and supervised practice.

Recommendation | 5

Organizations will consider the therapeutic
relationship as the basis of nursing prac-
tice and, over time, will integrate a variety
of professional development opportunities
to support nurses in effectively developing
these relationships. Opportunities must

include nursing consultation, clinical

supervision and coaching.




Recommendation | 6

Health care agencies will implement a
model of care that promotes consistency
of the nurse-client assignment, such as

primary nursing.

Recommendation | 7

Agencies will ensure that at minimum, 70

per cent of their nurses are working on a

permanent, full-time basis.

Recommendation | 8

Agencies will ensure that nurses’ work-

load is maintained at levels conducive to

developing therapeutic relationships.

Recommendation | 9
Staffing decisions must consider client

acuity, complexity level, complexity of work
environment, and the availability of expert

resources.

Recommendation | 10

Organizations will consider the nurse’s
well-being as vital to the development of
therapeutic nurse-client relationships

and support the nurse as necessary.

Nursing Best Practice Guideline

Recommendation | 11

Organizations will assist in advancing
knowledge about therapeutic relation-
ships by disseminating nursing research,
supporting the nurse in using these find-
ings, and supporting his/her participa-
tion in the research process.

Agencies will have a highly visible nursing
leadership that establishes and maintains
mechanisms to promote open conversation
between nurses and all levels of manage-

ment, including senior management.

Resources must be allocated to support
clinical supervision and coaching
processes to ensure that all nurses have
clinical supervision and coaching on a

regular basis.

Organizations are encouraged to include
the development of nursing best practice
guidelines in their annual review of per-
formance indicators/quality improve-
ment, and accreditation bodies are also
encouraged to incorporate nursing best
practice guidelines into their standards.

Recommendation | 12

Recommendation | 13

Recommendation | 14
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Nursing best practice guidelines can be successfully implemented only where
there are adequate planning, resources, organizational and administrative support, as well
as appropriate facilitation. Organizations may wish to develop a plan for implementation
that includes:

An assessment of organizational readiness and barriers to implementation.

Involvement of all members (whether in a direct or indirect supportive function)

who will contribute to the implementation process.

Dedication of a qualified individual to provide the support needed for the education
and implementation process.

Ongoing opportunities for discussion and education to reinforce the importance

of best practices.

Opportunities for reflection on personal and organizational experience in

implementing guidelines.

In thisregard, RNAO (through a panel of nurses, researchers and administrators) has developed

the “Toolkit: Implementation of Clinical Practice Guidelines”, based on available evidence,
theoretical perspectives and consensus (See Appendix B).

“1 find myself, perhaps, listening more intently to my clients
now. | find myself using more open-ended questions. | find
myself much more easily and quickly gaining their trust and
their rapport through them understanding me and where
I'm coming from... So the result, for me, certainly was very

positive and very rewarding.” it implementation Site)
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Responsibility for
Guideline Development

The Registered Nurses Association of Ontario (RNAQ), with funding from the
Ontario Ministry of Health and Long-Term Care, has embarked on a multi-year project to
develop, implement, evaluate, and disseminate nursing best practice guidelines.
“Establishing Therapeutic Relationships”is one of seven guidelines developed in the second
cycle of the project. The guideline was developed by a panel convened by the RNAO with

representation from the practice, research, administration and academic sectors.

Purpose and Scope

This nursing best practice guideline will address the therapeutic relationship and
its central importance to nursing practice. Effective nursing practice is dependent on an
effective therapeutic relationship between the nurse and the client. The guideline addresses
the qualities and capacities of an effective therapeutic relationship, the state of knowledge,
and the knowledge needed to be effective in a therapeutic relationship. To implement a
therapeutic relationship successfully, an organization’s characteristics and workplace values
must be supportive and in place (see Recommendations 5 to 14). The recommendations in
this guideline, therefore, focus on practice, education, organization and policy.

The therapeutic relationship is central to all nursing practice. For example, in
mental health and community nursing, the therapeutic relationship may be the primary
intervention to promote awareness and growth and/or to work through difficulties. In other

areas of nursing practice, for example ICU, the therapeutic relationship may be more in the

background, serving as the intervention through which comfort, support, and provision of

care are facilitated. Regardless of setting and clinical situation, the therapeutic relationship

always needs to be established.
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Guideline Development Process

Chosen by RNAO for their expertise in practice, research and academic sectors, the
Guideline Development Panel:

m Defined the purpose and scope of the guideline on establishing

therapeutic relationships;

Defined the terminology;

Conducted an extensive literature search;

Provided a background context;

Developed recommendations; and

Sought various stakeholders’ feedback.

The draft nursing best practice guideline was pilot tested over an eight-month period in seve-
ral organizations in Ontario that were identified through a “request for proposal” process
conducted by RNAO. The guideline document was further refined taking into consideration
the pilot site feedback and evaluation results as well as current literature.

Definition of Terms

Clinical Practice Guidelines or Best Practice Guidelines: “Systematically
developed statements to assist practitioners and patient decisions about appropriate health
care for specific clinical (practice) circumstances” (Field & Lohr, 1990, p. 8). Clinical Practice
Guidelines or Best Practice Guidelines are developed using the best available evidence.

Clinical Supervision: “A reflective process that permits supervisees to explore and
examine the part they play in the complexities of events within the therapeutic relationship
as well as the quality of their practice” (Kelly, Long & McKenna, 2001, p.12). It is an opportunity for
personal and professional growth that does not involve penalties or judgement.
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Education Recommendations: Statements of educational requirements and edu-
cational approaches/strategies for the introduction, implementation and sustainability of
the best practice guideline.

Evidence: “An observation, fact, or organized body of information offered to support or
justify inferences or beliefs in the demonstration of some proposition or matter at issue”
(Madjar & Walton, 2001, p. 28).

Organization & Policy Recommendations: Statements of conditions required
for a practice setting that enable the successful implementation of the best practice guide-
line. The conditions for success are largely the responsibility of the organization, although
they may have implications for policy at a broader government or societal level.

Practice Recommendations: Statements of best practice directed at the practice of
health care professionals that are ideally evidence-based.

Reflective Practice/Self Awareness: The ability to reflect on one’s practice,
thoughts, feelings, needs, fears, strengths and weaknesses and to understand how these
might affect one’s actions and the nurse-client relationship.

Stakeholder: A stakeholder is an individual, group or organization with a vested interest
in the decisions and actions of organizations who may attempt to influence decisions and
actions (Baker et al, 1999). Stakeholders include all individuals or groups who will be directly or
indirectly affected by the change or solution to the problem. Stakeholders can be of various
types, and can be divided into opponents, supporters and neutrals (Ontario Public Health
Association, 1996).

Therapeutic Relationship: The therapeutic relationship is grounded in an inter-
personal process that occurs between the nurse and the client(s). Therapeutic relationship
is a purposeful, goal directed relationship that is directed at advancing the best interest and
outcome of the client.
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Background Context

In preparation of this best practice guideline, a substantive body of literature
was reviewed (see Reference & Bibliography sections) and a few highlights are presented
here. A large body of literature exists on the nurse-client and therapeutic relationship. In
nursing, the therapeutic relationship is called many things: a helping relationship, a pur-
poseful relationship, and the nurse-client relationship. All rest in the notion that effective
nursing care is dependent on the nurse coming to know his/her client and engaging in a
relationship with that client.

Originally highlighted in the psychiatric nursing literature, the therapeutic relationship has
been recognized as fundamental to all nursing (Orlando, 1961; Peplau, 1952; Sundeen, Stuart, Rankin,
& Cohen, 1989). Professional nursing organizations have also identified the therapeutic rela-
tionship, or helping relationship, as a central piece of nursing care and have embedded
qualities of the nurse-client relationship in many of the statements on practice (Canadian
Nurses Association, 1980; College of Nurses of Ontario, 1999).

The essential qualities of the therapeutic relationship include respect, empathy and validation.
Many articles have focused on the central importance of empathy in nursing (Gagin, 1983;
Olsen, 1991), and research has attempted to capture the particular qualities of empathy in
nursing practice (Gallop, Lancee, & Garfinkel, 1990; Reynolds, 2000).

Authors such as Forchuk and colleagues have looked more specifically at the phases and
qualities of the therapeutic relationship as defined by Peplau, considering both the nurse
and the client perspective in his/her experience of the relationship (Forchuk et al., 1998abcd;
Forchuk, Westwell, Martin, Azzapardi, Kosterewa-Tolman & Hux, 2000).

The therapeutic relationship has been identified as an essential component of nursing since
the seminal works of Peplau (1952), Tudor (1952) and Orlando (1961). Much of the literature has
focused on the elements of the relationship process: the qualities of the relationship; the
sequencing of the process; the impediments to the process; and the outcomes of the
process. Because of the focus on complexity of this process, there are few clinical trials or
studies using randomized samples, to date (Olsen, 1991).
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Qualities of the relationship. The qualities of the therapeutic relationship include:
active listening, trust, respect, genuineness, empathy, and responding to client concerns.
Most research has focused on the quality of empathy (Gallop, Taerk, Lancee, Coates, Fanning, &
Keatings, 1991; Olsen, 1995; Watt-Watson, Garfinkel, Gallop, & Stevens, 2002). Studies of nurse empathy
indicate that empathy is highly valued by nurses and clients (Gallop et al.,1990; Reynolds, 2000).

Sequencing of the process. Recent nursing research has investigated the process of
the therapeutic relationship. Forchuk (2000) and others have validated Peplau’s (1952/1988)
phases of the therapeutic relationship (orientation, working, resolution), and discovered
that some relationships go through a series of phases that are non-therapeutic (orientation,
grappling and struggling, mutual-withdrawal). Gallop, Lancee and Garfinkel (1990) have
also shown that the interpersonal style of the client can affect the quality of the relationship.

Outcomes of the process. Research evaluating an approach to the therapeutic rela-
tionship has found reduced costs and improved quality of life for clients discharged from a
psychiatric hospital (Forchuk et al., 1998abc). Preliminary results from a large randomized con-
trolled trial (Forchuk, Hartford, Blomquist, Martin, Chan & Donner, in progress) suggest psychiatric re-
admissions can be reduced by almost half in the first month after discharge by attending to
the development and maintenance of a network of therapeutic relationships. It is believed
that these findings in the mental health literature about the importance of therapeutic rela-
tionships can be generalized to the broader field of nursing.

Recent health care organizational restructuring has resulted in the removal of significant
contextual or organizational elements that support the manifestation of therapeutic rela-
tionships. Restructuring has had many impacts such as lower number of professional nurses
to patients, replacement of professional with non-regulated health providers, increasing
casual and part-time nurses, and decreased support mechanisms such as nurse educators
and nurse managers. These impacts have resulted in decreased patient and nurse
satisfaction, emotional burnout, increased length of stay (Aiken et al., 2001),

decreased quality of care as seen in outcomes such as functional independence,
pain, social functioning and patient satisfaction (McGillis Hall et al., 2001).
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Interpretation of Evidence:

In gathering and critically appraising the literature, the panel concluded that there were no
systematic reviews of randomized controlled trials or other research designs, related to the
therapeutic relationship mainly because of the limited review of studies evaluating process
or outcomes of therapeutic relationships. However, there is a growing body of literature on
the impact of the therapeutic process on patient outcomes (Forchuk et al., 1998abc; Frank &
Gunderson, 1990; Watt-Watson et al., 2002). It is hoped that this wave of research will allow
specific focus on the contribution of nurse-client therapeutic relationship on system
outcomes, practice and clinical outcomes. In the meantime, however, the strength of
the evidence is based on theoretical concepts, a few qualitative studies, case studies, key
reports, clinical expertise and client feedback (see “Background Context” for discussion
of evidence).

“Also [to recognize] we won’'t always be able to give a
quick fix for a problem that might come up. | think that
was very important for us as nurses to learn, very much so
because we always want to give a fix, a quick fix. | mean

you feel guilty if you can’t solve a problem right away.”

(Pilot Implementation Site)
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Practice Recommendations

In preparing the recommendations, the panel developed a Framework For Therapeutic Relationships
(See Figure 1). This framework organizes and guides the discussion of the recommendations in the following
section as well as provides nurses and health care organizations with a model for understanding the

therapeutic relationship.

Figure 1: Framework For Therapeutic Relationships

Requisite Knowledge for Establishing Therapeutic Relationships

Knowledge Knowledge of Knowledge of the
Background of interpersonal diversity Knowledge Knowledge of broad influences Knowledge
knowledge & development influences and of person health/illness on health care and of systems
theory determinants health care policy

Requisite Capacities for Establishing Therapeutic Relationships

Awareness
Self- Self- Empath of boundaries
awareness knowledge pathy & limits of

professional role

Phases of Therapeutic Relationship

Beginning phase/ Middle or Ending or
orientation working phase resolution phase

All of the above is within the context
of organizational characteristics:

Continuity of care and caregiver
Time of care
Matching patient complexity with |

appropriate clinical expertise

Prevention of stress and burnout

Evidence-based practice E RNAO
Nursing leadership

Clinical supervision and coaching
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Requisite Knowledge

Recommendation - 1

The nurse must acquire the necessary knowledge to participate effectively in therapeutic
relationships.

Different kinds/fields of knowledge are needed for the nurse to be effective in a therapeutic
relationship. There is knowledge that forms the background of all his/her relational practice,
and there is knowledge necessary to the specifics of the client.

1. Background knowledge.
This is knowledge the nurse brings with him/her before meeting the client. This includes
education, the readings he/she has engaged in, and one’s life experiences.

2. Knowledge of interpersonal and development theory.

This includes knowledge of theories, which provide an understanding of the development of
the sense of self (who we are), and how that self influences our way of being in the world with
others. There are different theoretical approaches such as:

m Interpersonal (Orlando, 1961; Peplau, 1952)

m Object relation theory (Lego, 1980; Winnicott, 1965)

m Developmental (Erickson, 1963; Freud, 1912; Stern, 1985)

m Gender/developmental (Gilligan, 1987; Miller, 1985; Stiver, 1985)

3. Knowledge of diversity influences and determinants.
Knowledge about the relationship of social justice to social, cultural and racial diversity is
essential. The nurse needs to be aware of the effects of “differences” and how these influence

the therapeutic relationship.
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4. Knowledge of person.

Knowledge of person is critical and often neglected, due to workplace pressures. The nurse must be
supported in finding the time to gain knowledge/understanding of the client in the therapeutic
relationship. This knowledge refers to the particular narrative of the client which includes:
m Understanding of the client’s particular world;

m Identifying and confirming what is meaningful and concerning to that client; and

m Hearing the client’s life history.

5. Knowledge of health/illness.

The nurse requires specific knowledge of the client’s presenting issue so that he/she can
engage effectively in a therapeutic relationship. For example, if a young man presented with
a diagnosis of schizophrenia, the nurse would need to know about:

m Explanatory models including multi-determinants of health/illness

which would be biological, psychological and/or socio-contextual;

Symptoms;

Standard interventions and issues of rehabilitation;

Pharmacology-in order to administer, monitor, and instruct; and

Knowledge of best practices.

6. Knowledge of the broad influences on health care and health care policy.

The nurse needs to have knowledge of the forces that may influence the context of the client’s care:
m Social and political forces;

m The client’s expectations of the health care system;

m How the health care professional functions; and

m Changes in the health care system such as accessibility, resources, etc.

7. Knowledge of systems.

The nurse needs knowledge of the system and how it operates so that he/she can provide
instrumental assistance to the client. Through the therapeutic relationship, the nurse can
help the client navigate the system and obtain access to services.
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Reflective Practice/Self-Awareness
Recommendation « 2

Establishment of a therapeutic relationship requires reflective practice. This concept includes
the required capacities of: self-awareness, self-knowledge, empathy, awareness of boundaries
and limits of the professional role.

Assumptions

m Itis possible for the nurse to know him/herself, albeit incompletely, through the
process of self-reflection.

m Self-knowledge creates the possibility for the nurse to act purposefully, rather than
automatically. Thus, a nurse with self-knowledge is able to consider a range of ways
of being with the client.

m Awareness of his/her potential response options creates opportunity for the nurse
to deliberately choose to express thoughts and feelings that are most congruent with
the client’s needs, goals and values.

m The ability of the nurse to engage genuinely and professionally in a relationship with
a client helps to create the conditions in which the client’s needs are understood,
appropriate action is taken, meaning is created, and healing occurs.

m The client is a partner in the development of the therapeutic relationship.

Requisite capacities

1. Self-awareness. The ability to reflect on one’s subjective thoughts, feelings and actions.
Thus, the nurse may realize she is conveying an attitude that could impede the therapeutic
process and tries to counteract any potential negative effects on the client.

Vignette: A nurse is waiting anxiously for a telephone call from her boyfriend, with whom she
has quarreled. She notices that she is preoccupied, irritable and jumpy. She is also aware that
her capacity to concentrate on what others are saying is greatly diminished. She resolves to
concentrate to the best of her ability on the conversation with the client and allows herself to
think about her concerns only when the conversation has ended.

2. Self-knowledge. With the development of self-knowledge, the nurse is able to recognize
that her own experience is shaped by nationality, race, culture, health, socio-economic
conditions, gender, education, early childhood experience and development as well as current
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relationships, accomplishments, beliefs, issues and concerns. By gaining self-knowledge,
the nurse is able to differentiate between his/her own experience and values, and those of
the client. In this way, he/she is able to appreciate the unique perspective of the client, is
able to avoid burdening the client with his/her issues, and can prevent superimposing
his/her own beliefs and preferred solutions upon the client.

Vignette: The nurse reflects upon the evident tension in her relationship with a client. The client
is a young woman who dyes her hair green, has numerous body piercings, is the youngest of
three children, comes from an affluent family and occasionally uses foul language. The nurse
recognizes that as the eldest of seven children, raised in a devoutly religious family of very mod-
est means, the nurse has developed a characteristic pattern of “being responsible” and setting
‘a good moral example.” Moreover, the nurse suspects that at a deeper level, she may envy the
client’s free-spirited non-conformity, and resents the fact that her client is unencumbered with
financial concerns and family responsibilities.

3. Empathy.Empathy is the ability of the nurse to enter into the client’s relational world, to see
and feel the world as the client sees and feels it, and to explore the meaning it has for the client.
Empathy involves the nurse being able to attend to the subjective experience of the client
and validate that his/her understanding is an accurate reflection of the client’s experience.

The nurse develops empathy by accessing or imaging within him/herself, certain feelings
that are known intuitively to resonate with the client’s experience. Note: The nurse does not
need to have an identical experience to intuit the feelings and thoughts of the client, nor does
he/she have to be in agreement with the client’s behaviour to understand the feelings and
yearnings that lie below the behaviour. The quality and nature of this feeling is then
expressed to the client with the objective of developing and conveying a deep and non-judg-
mental understanding of the client’s experience. In this way, the nurse uses empathy to gain
entrance to the client’s inner world and to obtain clarity about the client’s experience.
Moreover, empathy strengthens the human bond between the nurse and the client as the
client comes to feel the comfort of being understood.

Vignette: A nurse has been providing home-care to a hard-driving, successful business executive
following a severe myocardial infarction. All attempts to engage him in dialogue about exercise,
diet and life-style have failed. His wife is distraught and she tells the nurse that her husband
has expressed the fear that he will never work again. She reflects how awful it might feel if her
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own career and life activities were experienced as being unavailable to her. She considers how
important being a successful businessman might be to the client’s sense of self. She is aware that
when she is with him she experiences a sense of desolation and emptiness. The nurse says, “I
have been talking to you about life-style and that isn't of much interest to you right now, is it?”
He nods his head in agreement. “I'm wondering if you are worrying about whether you'll ever
go back to work again?” The man nods his head and begins to weep.

4. Awareness of boundaries and limits of the professional role. Boundaries define the limits
of the professional role. A nurse is obligated to place the client’s needs before his/her own
needs. Through self-awareness, the nurse reflects on whether or not his/her actions are in
the client’s best interest. Sometimes, our own conscious or unconscious wishes make it hard to
recognize boundary violations. Indications that boundaries may have been crossed include
having special clients, spending extra time with clients, keeping secrets with clients, doing
activities with clients that you do not share with colleagues. Nurses should seek to under-
stand his/her own strengths and limitations when confronting client dynamics. It also
involves seeking professional assistance when necessary and appropriate.

Vignette: A male nurse on an orthopedic unit is caring for a young woman who has sustained
multiple injuries in a motor vehicle accident. The nurse notes that he enjoys providing nursing
care for this young woman and that he is particularly gratified when she tells him that he is
able to make her more comfortable than the other nurses. He notices that he has begun to
“push’” to receive this young woman as his “client assignment” and that he feels disappointed
when she is assigned to other nurses. Moreover, he has begun to fantasize about her, imagining
a situation in which she rejects her boyfriend in favour of him. When providing nursing care
for the client, the nurse notices that the client’s boyfriend is often “in the way” and that he has
resorted to sending him to the waiting room, an intervention he has not seen as being so
necessary with other badly injured patients.

Reflecting on his feelings and behaviour towards the young woman and her boyfriend, the
nurse realizes that the client makes him feel strong, competent and caring, and that he feels
competitive in relation to her boyfriend. Courageously and with integrity, the nurse faces the
truth that he is in danger of exploiting the client’s vulnerability and placing his personal
desires and needs ahead of professional standards and the client’s best interests. Accordingly,
he requests assignment to a different client and offers to show another nurse how to provide
the comfort measures.
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The process of developing a therapeutic relationship

Recommendation « 3

The nurse needs to understand the process of a therapeutic relationship and be able to
recognize the current phase of his/her relationship with the client.

Phases of the therapeutic relationship
Each relationship, although not linear, has a beginning, middle and end. All phases may occur
in a single nurse-client encounter or may take place over a number of encounters. Nursing

theorist Peplau (1973abcd) refers to these phases as orientation, working and resolution.

Orientation:In the beginning of the therapeutic relationship, the nurse and client are strangers
to each other, yet each individual has preconceptions of what to expect — based on previous
relationships, experiences, attitudes and beliefs (Peplau, 1952). The parameters of the relationship
are established (e.g., place of meeting, length, frequency, role or service offered, confidentiality,
duration of relationship). The client and nurse begin to learn to trust and know each other
as partners in the relationship. Trust, respect, honesty and effective communication are key
principles in establishing a relationship.

Accepting the client is important for the evolvement of the nurse-client relationship
(McKlindon & Barnsteiner, 1999; Thomas, 1970). The expectations the nurse and the client have of
each other and of their relationship are discussed and clarified (Peplau, 1952). The nurse gathers
information and ensures that priority issues are appropriately addressed.

Consistency and listening are considered by clients to be critical at the beginning of the
relationship (Forchuk et al., 1998abcd; Sundeen et al., 1989). The nurse assists in promoting client
comfort that may include reducing anxiety or tension.

Vignette: A 13-year-old female comes to the nurse’s office in the public school. The nurse has never
met the student before. The student is quiet, withdrawn and appears on the verge of crying. She
tells the nurse she wants some information on how not to get pregnant. The nurse responds by:
m Conveying an open and non-judgmental attitude;

m Introducing him/herself by name and designation;

m Explaining his/her role and the services he/she can offer;
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m Addressing the issue of confidentiality;

m Encouraging the client to talk and ask questions;

m Listening attentively so that he/she can offer comfort and support, and reduce
the client’s anxiety and tension;

m Assisting the client to identify concerns/needs; and

m Being aware of his/her own feelings, values related to sexuality, early sexual
experimentation and how this may affect the relationship

Working Phase: The working or middle phase of the relationship is where nursing interventions
frequently take place. Problems and issues are identified and plans to address these are put into
action. Positive changes may alternate with resistance and/or lack of change (Sundeen et al., 1989).

It is important for the nurse to validate thoughts, feelings and behaviours (Orlando, 1961). The
nurse assists the client to explore thoughts (e.g. views of self, others, environment, and problem
solving), feelings (e.g. grief, anger, mistrust, sadness), and behaviours (e.g. promiscuity,
aggression, withdrawal, hyperactivity). The content to be explored is chosen by the client
(Parse, 1981; Peplau, 1989) although the nurse facilitates the process. The nurse continues
his/her assessment throughout all phases of the relationship. New problems and needs may
emerge as the nurse-client relationship develops and as earlier identified issues are
addressed. The nurse advocates for the client to ensure that the client’s perspectives and pri-
orities are reflected in the plan of care.

Vignette: The psychiatric nurse care-manager has been seeing a 32-year old male client for

the past two years. The client was diagnosed with schizophrenia and has experienced a

reduction in symptoms over the past year. The nurse and the client are working on the goal of

greater independence. The client’s priority is to move from the group home to an apartment.

The nurse responds by:

m Supporting the client’s problem solving by examining with the client, alternatives and
criteria for the new accommodation;

m Discussing the skills required for independent living and how these skills may be
enhanced/developed;

m Encouraging the client to do “homework” by seeking out information and then discussing
this with the nurse;

m Being aware of his/her own desire to be a “helper” and the potential conflict with the
client’s need to help himself.
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Resolution phase: The resolution or ending phase is the final stage of the nurse-client
relationship. After the client’s problems or issues are addressed, the relationship needs to be
completed before it can be terminated. The ending of the nurse-client relationship is based
on mutual understanding and a celebration of goals that have been met (Hall, 1993; Hall, 1997).
Both the nurse and the client experience growth (Peplau, 1989; Sundeen et al., 1989). Termination
may be met with ambivalence. The nurse and the client must recognize that loss may
accompany the ending of a relationship (Sundeen et al., 1989). Both should share feelings related
to the ending of the therapeutic relationship. Validating plans for the future may be a useful
strategy (Hall, 1997; Sundeen et al., 1989). Increased autonomy of both the client and the nurse is
observed in this phase (Sundeen et al., 1989).

Vignette: A 72-year-old male client is being discharged from a stroke rehabilitation in-patient
program. The nurse has worked with the client and his family over the past couple of months.
A pressing concern is planning for in-house supports and discussing community resources that
have now been accessed. The final meeting is planned between the nurse and client to review
the progress that has been made and the future plans. Both use this opportunity to say their
good-byes. They are both aware of ambivalent feelings-happiness at the progress made and
return to home, yet some sadness at the loss of a comfortable and familiar relationship.

Responding to difficulties in the relationship

The nurse and the client need to be able to respond to concerns at any phase in the relationship.
Boundaries are maintained with the understanding that the purpose of the relationship is to
meet the therapeutic needs of the client. If the relationship does not develop therapeutically,
the nurse needs to seek information from the client and consultation from others. A change

in the nurse-client relationship assignment may be necessary.

Interactions

The nurse needs to be aware of and use patterns of interaction and relation that promote client
growth and health. Communication techniques between nurse and client can include: listening,
silence, open-ended questions and statements, restating, reflecting, seeking clarification

and validation, focusing, summarizing, awareness of verbal and non-verbal communication,

and awareness of cultural differences related to communication.
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Education Recommendations

Basic nursing education
Recommendation - 4

All entry-level nursing programs must include in-depth learning about the therapeutic
process, including both theoretical content and supervised practice.

Nursing education provides the foundational knowledge required to establish nurse-client
therapeutic relationships at the beginner level. Educational development in the area of
therapeutic relationships is needed for nurses in all specializations and practice settings to
provide additional background, expertise in obtaining knowledge of the client, and knowl-
edge of self. The student nurse needs to observe expert practitioners working with clients, as
well as have expert practitioners observe him/her in clinical practice, who will then assist to
develop the student’s interpersonal skills.

“...here was a real sensibility to be able to look at things
from the perspective of the other, to be able to honestly
examine oneself and one’s actions, to look at actions and
recognize that, even though... you could have had certain
intentions,... intentions aren’t necessarily understood, and
that just to be well intentioned doesn’t mean that you don't
cause harm... just real openness to looking at a situation

from every perspective.” (Pilot Implementation Site)
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Professional development
Recommendation « 5

Organizations will consider the therapeutic relationship as the basis of nursing practice and,
over time, will integrate a variety of professional development opportunities to support
nurses in effectively developing these relationships. Opportunities must include nursing

consultation, clinical supervision and coaching.

The nurse is responsible for pursuing professional opportunities. Specifically, organizations

must provide professional development opportunities for nurses that are tailored to individual and

group learning styles. Key learning strategies that are interpersonal include: clinical supervision,

coaching, group exercises, demonstration interviews, role modeling and case consultation.

Additional strategies to support professional development could include: didactic presentations,

journal writing, conferences, workshops and seminars, computer-based programs and develop-

ment of individual learning plans. Areas of content should include:

m Self reflection;

m Overview of theories and models related to therapeutic communication and the
nurse-client relationship;

m Principles of engaging, maintaining and terminating relationships;

m Core concepts of therapeutic relationships such as reciprocity, self-awareness,
boundaries, trust, empathy and confidentiality;

m The content areas outlined in the framework for understanding the therapeutic
relationship as seen in Figure 1.

Continuing education, with respect to therapeutic relationships, begins at organization/
institution orientation and continues to be regularly integrated into nursing practice over time.
Institutions will expect nurses to participate in learning opportunities.

Key Learning Strategies:

Clinical supervision
Coaching

Group exercises
Demonstration interviews

Role modeling
Case consultation
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Organizational & Policy
Recommendations

The characteristics of organizations and agencies that provide health care will influence
the development of a therapeutic relationship between the nurse and the client. Clients
have a right to a therapeutic relationship and organizations have a responsibility to enable
the client and the nurse to develop and maintain a relationship. These organizational
characteristics are best described as “necessary, though insufficient” for the development of
therapeutic relationships. Without these characteristics, it is unlikely that a therapeutic
relationship will occur. However, these characteristics alone will not guarantee a therapeutic
relationship.

In the next section, some important characteristics will be described and guidelines will
be identified that will enable an organization to support the development of therapeutic
relationships.

“It changed in the sense that |
try to listen more, and, with
the various cultures, try to be
sensitive to their needs. That
isn‘t always easy because...
you're just in and out of a
room like a butterfly.”

(Pilot Implementation Site)
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The organization and organizational characteristics

Continuity of care and caregiver

Recommendation « 6

Health care agencies will implement a model of care that promotes consistency of the
nurse-client assignment, such as primary nursing.

The nurse and the client need the opportunity to develop an awareness of, and a familiarity
with, one another. Models of care that facilitate a greater continuity of care and caregiver
provide the opportunity for a trusting relationship to form.

In the hospital sector, total client care and primary nursing have been identified as models that
facilitate professional staff autonomy, flexibility and cohesiveness among staff (Massaro et al., 1996).
Primary nursing, in particular, has been identified as a preferred model to enhance quality of
client care, increase the satisfaction of clients, increase job satisfaction of nurses and physicians,
and decrease absenteeism (Blenkham, D’Aico, & Virtue, 1988; Buchan, 1999; Mason, 2000; Sovie, 1983).

Recommendation « 7

Agencies will ensure that at minimum, 70 per cent of their nurses are working on a
permanent, full-time basis.

Having nursing staff employed on a casual basis is a key contributor of nurse dissatisfaction.
Over the past several years, many agencies moved to “increase their flexibility” through the
“casualization” of nursing care. Permanent, full-time positions have been reduced and casual
and part-time positions have increased (Baumann et al., 2001; RNAO, 2000; RNAO, 2001). As a result,
client care has become fragmented and the nurse’s satisfaction in being able to assist clients
through an entire recovery process has been lost, thus, leaving clients dissatisfied and nurses
frustrated. The development and maintenance of a therapeutic relationship is hampered
when the nurse is working on a casual basis. The panel recommends organizations target
having 70 per cent full time nursing staff in order to return to the pre-restructuring period
in Ontario. This recommendation has been endorsed by the “Nursing Task Force” and the
Joint Provincial Nursing Committee (two prominent groups in Ontario) (J. Choiniere, personal

communication, April 16, 2002).
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Time for care

Recommendation « 8

Agencies will ensure that nurses’ workload is maintained at levels conducive to developing
therapeutic relationships.

With the increased acuity across all sectors, workload has increased significantly. A persistently
high workload is not sustainable for the nurse, highly unsatisfactory for clients, and incompatible
with therapeutic relationships. Support is required by administrative and managerial levels
to ensure the nurse has adequate time to engage in the therapeutic process. Several studies
have shown that inadequate nurse to patient ratios are associated with adverse outcomes
such as complications and increased resource use (Dimick, Swoboda, Pronovost & Lipsett, 2001;
Pronovost et al., 2001) and decreased patient satisfaction (McGillis Hall et al., 2001). Additionally, a
large retrospective study by Tourangeau, Giovannetti, Tu and Wood (2002) found nursing
skill mix (number of registered nurses compared to less qualified nursing personnel) and
nurses’ years of experience associated with increased 30-day mortality for hospitalized
patients. That is, better mortality outcomes were associated with a skill mix that included a

richer registered nurse composition as well as with more experienced registered nurses.

“The one area that | heard a lot of the facilitators talking
about was the whole area of the nurse doing more self-
reflection and being more self-aware about the care that
they were giving, like whether they were actually engaging

the person.” (ilot Implementation Site)
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Matching patient complexity with appropriate clinical expertise

Recommendation « 9

Staffing decisions must consider client acuity, complexity level, complexity of work

environment, and the availability of expert resources.

Widespread de-skilling of client care has occurred over the past few years with the replace-
ment of registered nurses and registered practical nurses with unregulated care providers.
This is occurring at the same time that client acuity has increased in all sectors. Care needs
in the community sector have increased dramatically (Price Waterhouse Coopers, 2000). Some
Community Care Access Centres, in particular, have reported an increase in acuity of 20 to 30
percent (RNAO, 2000). In acute care hospitals, fewer beds and a decreased length of client stay
mean that those who remain in hospital are sicker and require more complex care (Ontario
Hospital Association, 1999; RNAO, 2000).

Clients in long-term care facilities today are older, frailer, and have more complex health
care needs than ever before (Price Waterhouse Coopers, 2001). It is important that the level of
knowledge and skills of those providing care is adequate and appropriate for the complexi-
ty of client need. Yet, the level of knowledge and skills of those providing their care is lower.
A 1995 study of the long-term care sector for the Ontario Ministry of Health and Long-Term
Care showed that 75 per cent of staff reported having insufficient time to deal with clients’
health care needs (O'Brien-Pallas et al., 1995). This reality has made the job of providing quality,
holistic care more difficult, if not an impossible goal.

It is essential that the knowledge and expertise of the nurse
match the acuity of client need. Without this match, the
provider is unable to offer the level of care needed and the
client is unable to optimize his/her health status. The mismatch

of nursing knowledge and expertise with care needs may

create a barrier to establishing therapeutic relationships.
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Prevention of stress and burnout
Recommendation « 10

Organizations will consider the nurse’s well-being as vital to the development of therapeutic
nurse-client relationships and support the nurse as necessary.

Maintaining an effective nurse-client relationship in increasingly acute, complex and, at
times, violent surroundings are emotionally and often physically demanding for the nurse.
Promoting and monitoring nurses’ emotional health is critical to effectively engaging and

» maintaining optimal therapeutic relationships.

Literature on magnet hospitals in the USA emphasizes that caring of nurses leads to significantly
lower rates of nurse-burnout (Scott, Sochalski, & Aiken, 1999). Magnet hospitals support the well-
being of the nurse and therefore have higher nursing retention rates, satisfaction, and
improved client outcomes. Organizations that support the well-being of the nurse must
make various strategies available for addressing job-related stress.

“These are very skilled nurses
and they tend to forget that
because they're suffering so
much from feelings of being
under-valued. So it's made a
huge difference in that sense.
It gave them a real boost.”

(Pilot Implementation Site)
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Evidence-based practice

Recommendation « 11

Organizations will assist in advancing knowledge about therapeutic relationships by
disseminating nursing research, supporting the nurse in using these findings, and
supporting his/her participation in the research process.

To effectively develop and maintain therapeutic relationships, the nurse needs to be aware of
current knowledge generated in this area. Research in the area of the therapeutic relation-
ship needs to be continuously generated and disseminated. Research needs to consider
process and outcome measures; nurse and client perspectives; and could be quantitative or
qualitative in nature. Evidence-based practices need to be promoted and disseminated

across organizations in a timely fashion.

Nursing leadership

Recommendation « 12

Agencies will have a highly visible nursing leadership that establishes and maintains
mechanisms to promote open conversation between nurses and all levels of management,

including senior management.

Nursing leadership that is stable, visible, highly accessible, and fosters frequent and open
communication between the nurse and senior managers, creates an environment that supports
the creativity, innovation, risk-taking and trust required to develop and maintain therapeutic
relationships.
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Clinical supervision and coaching
Recommendation - 13

Resources must be allocated to support clinical supervision and coaching processes to
ensure that all nurses have clinical supervision and coaching on a regular basis.

Interpersonal skills can only be fully acquired or developed by interpersonal processes such
as clinical supervision, coaching, role modeling and peer supervision. To accomplish this,
nursing leaders must allocate financial resources within the budget to cover the cost of clinical
supervision and coaching. A staffing mix that includes ongoing clinical supervision and
coaching by a senior clinician would help nurses to identify their own professional strengths
and weaknesses. Such a senior clinician needs to have experience, education, and ability to
facilitate objective self-evaluation. This process is enhanced if the clinical supervision is
provided by a clinician with no administrative authority over the nurse.

“In these years of nursing, in the current nursing crisis etc.,
we really need to pull together and strive to maintain
morale... We not only need to get the job done out there
but we need to support each other and listen to each other
and praise each other and | think this was a wonderful

opportunity to do that.” (ilot Implementation Site)



Nursing Best Practice Guideline

Accreditation

Recommendation 14

Organizations are encouraged to include the development of nursing best practice
guidelines in their annual review of performance indicators/quality improvement, and
accreditation bodies are also encouraged to incorporate nursing best practice guidelines
into their standards.

Over time, it is expected that all health care agencies, professional bodies and accreditation
bodies will work towards incorporating the therapeutic relationship and all other best practice
guidelines into their accreditation standards.

‘l._ a8
> - 4 \‘

Nursing best practice guidelines can be successfully implemented only where there is adequate
planning, resources, organizational and administrative support, as well as the appropriate
facilitation. Organizations may wish to develop a plan for implementation that includes:

An assessment of organizational readiness and barriers to education.

Involvement of all members (whether in a direct or indirect supportive

function) who will contribute to the implementation process.

Dedication of a qualified individual to provide the support needed for the

education and implementation process.

Ongoing opportunities for discussion and education to reinforce the

importance of best practices.

Opportunities for reflection on personal and organizational experience

in implementing guidelines.

In this regard, RNAO (through a panel of nurses, researchers and administrators) has developed

the “Toolkit: Implementation of Clinical Practice Guidelines’, based on available evidence,

theoretical perspectives and consensus (See Appendix B).
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Evaluation & Monitoring

Organizations implementing the recommendations in this nursing best practice guideline are recommended

to consider how the implementation and its impact will be monitored and evaluated. The following

table, based on framework outlined in the RNAO Toolkit for Implementation of Clinical Practice Guidelines

(2002), illustrates some indicators for monitoring and evaluation:

Objectives

Structure

To evaluate the supports
available in the organization
that allow for nurses to have
therapeutic relationships
with their clients.

Process

* To evaluate changes in
practice that lead towards
greater therapeutic
relationships between
nurses and clients.

Outcome

¢ To evaluate the impact
of implementation of the
recommendations.

Organization/
Unit

Does the model of care
delivery facilitate continuity
of care & caregiver?

Availability of clinical experts.

Availability of experts for
clinical supervision and
coaching.

Nurses self report on value
of clinical supervision and
coaching.

Modification of policies
and procedures consistent
with guideline

Provider

Number of professional to
unregulated nursing staff.

Per cent of full time
professional nursing staff.

Nurse to client ratio.
Availability of education.

Per cent of nurses attending
educational opportunities.

Nurses evaluation of
educational sessions

Nurses report on changes in
practice and quality of care

Costs for education and
other interventions.

* Knowledge acquisition
measures relating to
therapeutic relationship
theory, and therapeutic
relationship process:
= Assessment of current
baseline knowledge

= Post-educational session
level of knowledge

= Retention of knowledge

Nurses’ self report on their
comfort with establishing
therapeutic relationships.

Nurses’ satisfaction.

Client

Client acuity levels.

Client satisfaction measures.

Number of complaints/
compliments.

Length of stay.

Readmission rates.

Financial costs

Nursing turnover costs.

¢ Overall resource utilization.
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Pilot Implementation Evaluation Methodology:

During the pilot implementation of the guideline on Establishing Therapeutic
Relationships, a unique and promising methodology was used to evaluate the process of practice
change (Edwards, Davies & Hunt, 2002; Gallop, Lancee & Garfunkel, 1989). The following describes the
methodology that readers may want to consider as an example of evaluating changes in the
nurse-client therapeutic relationship.

Measures included a pre and post measure of active listening, initiating and assertiveness.
The methodology involved presenting nurses with context relevant scenarios that were
previously validated with a panel of experts. It was noted that it was important to present
scenarios that were as close as possible to the types of situations that nurses are exposed to
in real life. Nurses were presented with scenarios by an interviewer and asked to respond
to several questions (see example of scenarios in Appendix C). The responses were coded
using a scoring tool from Gerrard, Boniface and Love (1980) to identify scores for the three
identified variables (active listening, initiating and assertiveness). This methodology showed
that it is possible to evaluate the changes in nurses’ behaviours with respect to the qualities
of a therapeutic relationship.

"... [the education sessions] allowed the nurse to also
examine herself... to see what her biases were and how she
could really change her biases to foster a better therapeutic
relationship so that she could actually give adequate and
competent care. Because you have different cultures in
society ... unless you know a little bit of their culture you
won't really be able to interact with someone to give them

care.” (pilot Implementation Site)
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Process for Update/Review
of Guideline

The Registered Nurses Association of Ontario proposes to update the nursing
best practice guidelines as follows:

1. Following dissemination, each nursing best practice guideline will be reviewed by a team
of specialists (Review Team) in the topic area every three years following the last set of revisions.

2. During the three-year period between development and revision, RNAO Nursing Best
Practice Guidelines project staff will regularly monitor for new research, systematic

reviews and randomized control trials.

3. Based on the results of the monitor, project staff may recommend an earlier revision period.
Appropriate consultation with a team of members comprising original panel members
and other specialists in the field will help inform the decision to review and revise the
guideline earlier than the three-year milestone.

4. Three months prior to the three-year review milestone, the project staff will commence

the planning of the review process as follows:

a. Invite specialists in the field to participate in the Review Team. The Review Team will be
comprised of members from the original panel as well as other recommended specialists.

b. Compile feedback received, questions encountered during the dissemination phase as
well as other comments and experiences of implementation sites.

c. Compile new clinical practice guidelines in the field, systematic reviews, meta-analysis
papers, technical reviews, randomized control trial research and other relevant literature.

d. Develop detailed work plan with target dates and deliverables.

The revised guideline will undergo dissemination based on established structures and processes.




References

Aiken, L.H., Clarke, S.P., Sloane, D.M., Sochalski,
J.A., Busse, R., Clarke, H., et al. (2001). Nurses’
report on hospital care in five countries. Health
Affairs, 20(3), 43-53.

Baker, C., Ogden, S., Prapaipanich, W., Keith, C.K.,
Beattie, L.C., Nickleson, L. (1999). Hospital consolidation:
Applying stakeholder analysis to merger life cycle.
Journal of Nursing Administration, 29(3), 11-20

Baumann, A., O'Brien-Pallas, L., Armstrong-
Stassen, M., Blythe, J., Bourbonnais, R.,
Cameron, S. et al. (2001). Commitment and care:
The benefits of a healthy workplace for nurses,
their patients and the system. A policy synthesis
prepared for the Canadian Health Services
Research Foundation and the Change Foundation.
Ottawa: Canadian Health Services Research
Foundation and the Change Foundation.

Blenkham, H., D'Aico, M.,& Virtue, E. (1988).
Primary nursing and job satisfaction.
Nursing Management, 19, 41-42.

Buchan J. (1999). Still attractive after all these years?
Magnet hospitals in a changing health care
environment. Journal of Advanced Nursing, 30(1),
100-108.

Canadian Nurses Association. (June, 1980).

A definition of nursing practice and standards
of nursing practice, Ottawa: Canadian Nurses
Association.

College of Nurses of Ontario. (1999). Standard for the
therapeutic nurse-client relationship and registered
nurses and registered practical nurses in Ontario.
Ontario: College of Nurses of Ontario.

Dimick, J.B., Swoboda, S.M., Pronovost, PJ., &
Lipsett, PA. (2001). Effect of nurse-to-patient ratio
in the intensive care unit on pulmonary complications
and resource use after hepatectomy. American
Journal of Critical Care, 10(6), 376-82.

Nursing Best Practice Guideline

Edwards, N., Davies, B., Dobbins, M., Griffin, P,
Ploeg, J., Skelly, J., & Kuhn, M. (2001). Evaluation
of pilot sites implementation. Evaluation summary:
Therapeutic relationships. Ottawa, Canada:
University of Ottawa.

Edwards, N., Hunt, C., & Davies, B. (2002).
Evaluating nursing skills with therapeutic
relationships. Unpublished Manuscript.

Erickson, E. (1963). Childhood and society
(2nd ed.). New York: Norton.

Field, M.J. & Lohr, K.N. (eds). (1990). Guidelines
for clinical practice: Directions for a new program.
Institute of Medicine, National Academy Press,
Washington, DC.

Forchuk, C., Chan, L., Schofield, R., Martin, M.L.,
Sircelj, M., Woodcox, V. et al. (1998a). Bridging the
discharge process. The Canadian Nurse, 94(3), 22-26.

Forchuk, C., Hartford, K., Blomaqvist, A., Martin,
M.L., Chan, Y.L., & Donner, A. (2002). Therapeutic
relationships from hospital to community. (in progress)

Forchuk, C., Jewell, J., Schofield, R., Sircelj, M., &
Valledor, T. (1998b). From hospital to community:
Bridging therapeutic relationships. Journal of
Psychiatric and Mental Health Nursing, 5(3), 197-202.

Forchuk, C., Schofield, R., Martin, M., Sircelj, M.,
Woodcox, V., Jewell, J. et al. (1998c). Bridging the
discharge process: Staff and consumer experiences
over time. Journal of the American Psychiatric
Nurses Association, 4(4), 128-133.

Forchuk, C., Westwell, J., Martin, M., Azzapardi,
W.B, Kosterewa-Tolman, D., & Hux, M. (1998d).
Factors influencing movement of chronic psychiatric
patients from the orientation to the working phase
of the nurse-client relationship on an inpatient
unit. Perspectives in Psychiatric Care, 34(1), 36-44.



Establishing Therapeutic Relationships

Forchuk, C., Westwell, J., Martin, M., Azzapardi,
W.B, Kosterewa-Tolman, D. & Hux, M. (2000).
The developing nurse-client relationship: Nurses’
perspectives. Journal of American Psychiatric
Nurses Association, 6(1), 3-10.

Frank, A. F, & Gunderson, J. G. (1990). The role
of the therapeutic alliance in the treatment of
schizophrenia: Relationship to course and out-
come. Archives of General Psychiatry, 47, 228-236.

Freud, S. (1912). Remembering, repeating and
working through. Standard Edition, volume 12.

Gagan, J. (1983). Methodological notes on empa-
thy. Advances in Nursing Science, 5(2), 65-72.

Gallop, R., Lancee, W. & Garfinkel, P. (1989). How
nurses respond to the label borderline personality
disorder. Hospital and Community Psychiatry, 40,
815-819.

Gallop, R., Lancee, W. & Garfinkel, P. (1990). The
empathic process and its mediators: A heuristic
model. The Journal of Nervous and Mental Disease,
178(10), 649-654.

Gallop, R., Taerk, G., Lancee, W., Coates, R.,
Fanning, M., & Keatings, M. (1991). Nurses
attitudes towards persons with AIDS. Canadian
Nurse, 87(1),29-31.

Gerrard, B.A., Boniface, W.J., & Love, B.H. (1980).
Interpersonal skills for health professionals. Reston,
Virginia: Reston Publishing Company.

Gilligan, C. (1987). Adolescent development
reconsidered. In C. E. Irwin (Ed.), Adolescent social
behavior and health (pp. 63-92). San Francisco:
Jossey-Brass.

Hall, E. (1993). The hidden dimension. In R. P.
Rawlins, K.C. Williams (Eds), Mental health nursing
— psychiatric nursing: A holistic approach (3rd ed.).
St. Louis: Mosby.

Hall, J. (1997). Packing for the journey: Safe closure
of therapeutic relationships with abuse survivors.
Journal of Psychosocial Nursing, 35(11), 7-13.

Kelly, B., Long, A., & McKenna, H. (2001). Clinical
supervision: Personal and professional development
or nursing novelty of the 1990s? In J. Cutcliffe, T.
Butterworth, & B. Proctor (Eds), Clinical Supervision.

London: Routledge Publishing. 9-24.

Lego, S. (1980). The one-to-one nurse-patient
relationship. Perspectives in Psychiatric Care, 18(2),
67-89.

Madijar, I. & Walton, J.A. (2001). What is problematic
about evidence? In J.M. Morse, J.M. Swanson,

& A.J. Kuzel. The nature of qualitative evidence.
(pp. 28-45). Thousand Oaks: Sage.

Mason, D.J. (2000). Nursing's best kept secret.
Magnet hospitals can save health care. American
Journal of Nursing, 100(3), 7.

Massaro, T. D., Muro, L., Shisler, R., White, A., Stone,
A., Gambill, N. et al. (1996). A professional practice
model. Nursing Management, 27(9) 43-47.

McGillis Hall, L., Irvine, D., Baker, G.R., Pink, G.,
Sidani, S., O'Brien Pallas, L. et al. (2001). A study
of the impact of nursing staff mix models &
organizational change strategies on patient, system
& nurse outcomes. Toronto, Ontario: Faculty of
Nursing, University of Toronto and Canadian Health
Services Research Foundation/Ontario Council of
Teaching Hospitals.

McKlindon, D., & Barnsteiner, J. (1999).
Therapeutic relationships: Evolution of the
Children’s Hospital of Philadelphia model. MCN.
The American Journal of Maternal Child Nursing,
24(5), 237-243.

Miller, J. B. (1985). The development of women’s
sense of self. In A.G. Kaplan, J.B. Miller, I. P. Stiver,
& J. L. Surrey (Eds.), Women’s growth in connection:
Writings from the Stone Center (pp. 11-26). New
York: The Guilford Press.

O'Brien-Pallas, L., Charles, C., Blake, J., Luba, M.,
McGilton, K., Peereboom, E. et al. (1995). The
Nursing and Personal Care Provider Study. Report
prepared for Ontario Ministry of Health, Long-Term
Care Division. (On-line). Available:
www.fhs.mcmaster.ca/nru/publications/working
papers/95-9.htm




Olsen, D. (1991) Empathy as an ethical and
philosophical basis for nursing. Advances in
Nursing Science, 14(1), 62-75.

Olsen, J. (1995) Relationships between nurse-
expressed empathy, patient-perceived empathy,
and patient distress. Image: Journal of Nursing
Scholarship, 27(4), 317-322.

Ontario Hospital Association (1999). Key Facts and
Figures. October

Ontario Public Health Association (OPHA) (1996).
Making a difference! A workshop on the basics of

policy change. Toronto, ON: Government of Ontario.

Orlando, I. J. (1961). The dynamic nurse-patient
relationship: Function, process and principles.
New York: Putnam.

Parse, R. R. (1981). Man-living-health: Theory
of nursing. New York: John Wiley and Sons.

Peplau, H. E. (1952). Interpersonal relations in
nursing. New York: G. P. Putnam & Sons.

Peplau, H. E. (Speaker). (1973a). The concept of
psychotherapy. San Antonio, Texas: P. S. F.
Productions.

Peplau, H. E. (Speaker). (1973b). The orientation
phase. San Antonio, Texas: P. S. F. Productions.

Peplau, H. E. (Speaker). (1973c¢). The working
phase. San Antonio, Texas: P. S. F. Productions.

Peplau, H. E. (Speaker). (1973d). The resolution
phase. San Antonio, Texas: P. S. F. Productions.

Peplau, H. E. (Speaker). (1988). Interpersonal
relations in nursing. London: MacMillan.

Peplau, H. E. (1989). Therapeutic nurse-patient
interaction. In A. W. O'Toole & S. R. Welt (Eds.),
Interpersonal theory in nursing practice: Selected
works of Hildegard E. Peplau. (pp. 192-204). New
York: Springer Publishing Co.

Price Waterhouse Coopers. (2000). A review of
community care access centres in Ontario. Report
Prepared for the Ontario Ministry of Health and
Long-Term Care.

Nursing Best Practice Guideline

Price Waterhouse Coopers. (2001). Report of a
study to review levels of service and responses to
need in a sample of Ontario long-term care facilities
and selected comparators. Prepared for the Ontario
Long-Term Care Association & The Ontario
Association of Non-Profit Homes and Services for
Seniors.

Pronovost, PJ., Dang, D., Dorman, T, Lipsett, PA.,
Garrett, E., Jenckes, M. et al. (2001). Intensive care
unit nurse staffing and the risk for complications
after abdominal aortic surgery. Effective Clinical
Practice, 4, 199-206.

Registered Nurses Association of Ontario &
Registered Practical Nurses Association of Ontario.
(2000). Ensuring the care will be there: Report on
nursing recruitment and retention in Ontario.
Prepared for the Ontario Ministry of Health and
Long-Term Care. (On-line). Available: www.rnao.org

Registered Nurses Association of Ontario. (2001).
Earning their return: When & why Ontario RNs left
Canada and what will bring them back. (On-line).
Available: www.rnao.org.

Reynolds, W. (2000). The measurement and
development of empathy in nursing. Aldershot,
England: Ashgate Publishing.

Scott, J.G., Sochalski, J. & Aiken, L. (1999). Review
of Magnet Hospital research findings and implications
for professional nursing practice. Journal of
Nursing Administration, 29(1) 9-19.

Sovie, M.D. (1983). The primary nursing system.
Journal of Burn Care and Rehabilitation, 4(1). 43-48.

Stern, D. (1985). The sense of a subjective self:
Affective attunement. In The interpersonal world of
the infant. New York: NY Basic Books p. 138-161.

Stiver, I.P. (1985). The meaning of care: Reframing
treatment models. In J. Jordan, A. G. Kaplan, I. P.
Stiver & J. L. Surrey (Eds.), Women’s growth in
connection: Writings from the Stone Center

(pp. 250-267). New York: The Guilford Press.

Sundeen, S.J., Stuart, G.W.,, Rankin, E.A., & Cohen,
S.A. (1989). Nurse-client interaction (4th ed).
Toronto, Ontario: C. V. Mosby.



Establishing Therapeutic Relationships

Thomas, M. (1970). Trust in the nurse-patient
relationship. In C. Carlson (Ed.), Behavioural
concepts and nursing intervention. Phildelphia:
J. B. Lippincott.

Tourangeau, A.E., Giovannetti, P, Tu, J.V. & Wood,
M. (2002). Nursing-related determinants of 30-day
mortality for hospitalized patients. Canadian
Journal of Nursing Research, 33(4), 71-88.

Tudor, G. E. (1952). A sociopsychiatric nursing
approach to intervention in a problem of mutual
withdrawal on a mental hospital ward.
Perspectives in Psychiatric Care, 8(1), 11-35.

Watt-Watson, J., Garfinkel, P, Gallop, R., &
Stevens, B. (2002) The impact of nurses’ empathic
responses on patients’ pain management in acute
care. Nursing Research. (in press)

Winnicott, D. (1965). The capacity to be alone.
In The maturational processes and the facilitating
environment. London: Hogarth Press.

Bibliography

Aiken, L.H. (2001a). Evidence-based management:
Key to hospital workforce stability. The Journal of
Health Administration Education, (Special Issue),
116-124.

Aiken, L.H. (2001b). More nurses, better patient
outcomes: Why isn't it obvious? Effective Clinical
Practice, 4(5), 223-225.

Aiken, L.H., Clarke, S.P, & Sloane, D.M. (2000).
Hospital restructuring: Does it adversely affect care
and outcomes. Journal of Nursing Administration,
30(10), 457-465.

Aiken, L.H., Havens, D.A., & Sloane, D.M. (2000a).
Magnet nursing services recognition programme.
Nursing Standard, 14(25), 41-46.

Aiken, L.H., Havens, D.A., & Sloane, D.M. (2000b).
The magnet nursing services recognition program.
American Journal of Nursing, 100(3), 26-35.

Aiken, L.H. & Patrician, PA. (2000). Measuring
organizational traits of hospitals: The revised nursing
work index. Nursing Research, 49(3), 146-153.

Alexander, J. (2001). How much do we know
about the giving and receiving of information?
International Journal of Nursing Studies, 38(5),
495-496.

Baldini, M., Williams, L., Bawlf, B., Kellet, A.,
Olsen-Merecer, |., Toews, B. et al. (1998). Consumer
involvement and initiatives. British Columbia:
Ministry of Health and Ministry Responsible for
Seniors.

Basch, M.F. (1983). Empathic understanding:
A review of the concept and some theoretical
considerations. Journal of the American
Psychoanalytical Association 31(1), 101-126.

Beeber, L.S. (1995). In Anderson, C. A. The one-
to-one relationship in psychiatric nursing: The next
generation. Psychiatric Nursing 1964 to 1994:

A Report on the State of the Art. St. Louis. Mo.,
Mosby Year Book Inc.

Benjamin, J. (1990). An outline of inter-subjectivity:
The development of recognition. Psychoanalytical
Psychology, 7(Suppl.), 33-46.

Black, N., Murphy, M., Lamping, D., McKee, M.,
Sanderson, C., Askham, J. et al (1999). Consensus
development methods: Review of best practice in
creating clinical guidelines. Journal of Health
Services Research and Policy, 4(4), 236-248.

Blatt, S.J. (2001). Commentary: The therapeutic
process and professional boundary guidelines.

The Journal of the American Academy of Psychiatry
and the Law, 29(3), 290-293.

Campbell, J. (1980). The relationship of nursing
and self-awareness. Advances in Nursing Science,
2(4), 15-25.

Chan, P. (1998a). Paternalistic intervention in
mental health care. Nursing Times, 94(36), 52-53.

Chinn, L.P. (1995). Responding to threats to
integrity of self. Advances in Nursing Science,
19(4), 21-36.



Chinn, L.P. (1997). Response to “The comforting
interaction: Developing a model of nurse-patient
relationship.” Scholarly Inquiry for Nursing Practice:
An International Journal, 11(4), 345-347.

Chinn, L.P. & Jabobs. M.J. (1987). Theory and
nursing: A systematic_approach (2nd ed.). St. Louis:
C. V. Mosby.

Colliton, M.A. (1971). Symposium on the use of
self in clinical practice. Nursing Clinics of North
America, 6(4), 691-694.

Committee on Psychiatric Nursing, Group for
Advancement of Psychiatry. (1982). Therapeutic
use of the self: A concept for teaching patient care.
In'S. A. Smoyak and S. Rosuelin (Eds.), A collection
of classics in psychiatric_nursing literature. Thorofare,
NJ. Charles B. Slack, Inc., pp. 68-81. (Reprinted from
the Committee on Psychiatric Nursing of the Group
for Advancement of Psychiatry, Report No. 33, 1955).

Cooper, R.A. & Aiken, L.H. (2001). Human inputs:
The health care workforce and medical markets.
Journal of Health Politics, Policy and Law, 26(5),
925-938.

Crowe, M. (2000). The nurse-patient relationship:
A consideration of its discursive context. Journal of
Advanced Nursing, 31(4), 962-967.

Davies, B. & Oberle, K. (1990). Dimensions of
the supportive role of the nurse in palliative care.
Oncology Nursing Forum, 17(1), 87-93.

Di Blasi, Z., Harkness, E., Edzard, E., Georgiou, A.,
& Kleijen, J. (2001). Influence of context effects on
health outcomes: A systematic review. The Lancet,
357(9258), 757-762.

Elwyn, G., Edwards, A., Kinnersley, P, & Grol, R.
(2000). Shared decision making and the concept
of equipoise: The competences of involving patients
in healthcare choices. British Journal of General
Practice, 50(460), 892-897.

Fairhurst, K. & May, C. (2001). Knowing patients
and knowledge about patients: evidence of modes
of reasoning in the consultation? Family Practice,
18(5), 501-505.

Nursing Best Practice Guideline

Forchuk, C. (1994). Preconceptions in the nurse-
client relationship. Journal of Psychiatric Mental
Health Nursing, 1(3), 145-149.

Forchuk, C. (1994). The orientation phase of the
nurse-client relationship: Testing Paplau’s theory.
Journal of Advanced Nursing, 20(3), 532-537.

Forchuk, C. (1995). Uniqueness within the nurse
client relationship. Archives of Psychiatric Nursing,
9(1), 34-39.

Forchuk, C. & Brown, B. (1989). Establishing a
nurse-client relationship. Journal of Psychosocial
Nursing, 27(2), 30-34.

Gallop, R. (1997). Caring about the client: The role
of gender, empathy and power in the therapeutic
process. In C.J Titus (Ed.), The mental health nurse:
Views of practice and education (pp. 28-42).
Oxford: Blackwell Science.

Geach, B., & White, J. (1974). Empathic resonance:
A counter-transference phenomenon. American
Journal of Nursing, 74(7), 1282-1285.

Gendlin, E. (1996). Experiencing and the creation
of meaning: A philosophical and psychological
approach to the subjective. Evanston, IL: Northwestern
University Press.

Gurman, A. (1977). The patient’s perception of the
therapeutic relationship. In A. Gurman, & A. Razin
(Eds.), Effective psychotherapy: A handbook of
research (pp. 503-543). Oxford: Pergamon Press.

Jenny, J. & Logan, J. (1992). Knowing the patient:
One aspect of clinical knowledge. Image: Journal
of Nursing Scholarship, 24(4), 254-258.

King, .M. (1971). Toward a theory for nursing:
General concepts of human behaviour. New York:
John Wiley & Sons.

King, I.M. (1981). A theory for nursing: System,
concepts, process. New York: John Wiley and Sons.

Lancee, W., Gallop, R., McCay, E., & Toner, B. (1995).
The relationship between nurses limit setting styles
and anger in psychiatric inpatients. Psychiatric
Services, 46(6), 609-613.



Establishing Therapeutic Relationships

Liaschenko, J. (1994). Making a bridge: the moral
work with patients we do not like. Journal of
Palliative Care, 10(3), 83-89.

Levinson, W. & Cassel, C. (2000). Improving
communication with patients. Hospital Practice,
35(4), 113-114, 117-120.

Maltzman, S. (2001). The specific ingredients are
in the match: Comments on Ahn and Wampold
(2001). Journal of Counseling Psychology, 48(3),
259-261.

Martin, D.J., Garske, J.P, & Davis, M.K. (2000).
Relation of therapeutic alliance with outcome and
other variables: A meta-analytic review. Journal of
Consulting and Clinical Psychology, 68(3), 438-450.

Mead, N. & Bower, P. (2000). Patient-centeredness:
A conceptual framework and review of the empirical
literature. Social Science and Medicine, 51(7),
1087-1110.

Montgomery, A.A., James, H., & Fahey, T. (2001).
Shared decision making in hypertension: The impact
of patient preferences in treatment choice. Family
Practice, 18(3), 309-313.

Morse, J. (1997). Responding to threats of integrity
and self. Advances in Nursing Science, 19(4), 21-36.

Patterson, G. (1984). Empathy, warmth and
genuineness in psychotherapy: A review of reviews.
Psychotherapy, 21(5), 431-438.

Patterson, J., Jernell, J., Leonard, B., & Titus, C.J.
(1994). Caring for medically fragile children at
home: The parent-professional relationship. Journal
of Pediatric Nursing, 9(2), 98-106.

Pearson, A., Borbasi, S., & Walsh, K. (1997).
Practicing nursing therapeutically through acting
as a skilled companion on the illness journey.
Advanced Practice Nursing Quarterly, 3(1), 46-52.

Peplau, H. E. (1987). Interpersonal constructs for
nursing practice. Nurse Education Today, 7(5), 201-208.

Platt-Koch, L.M. (1986). Clinical supervision for
psychiatric nurses: Are misconceptions keeping
you from a great learning opportunity? Journal of
Psychosocial Nursing, 26(1), 7-15.

Rafferty, A.M., Ball, J., & Aiken, L.H. (2001). Are
teamwork and professional autonomy compatible,
and do they result in improved hospital care?
Quality in Health Care, 10(Suppl 2), ii32-37.

Schwartz, S.M. & Shockley, E. (1956). The nurse
and the mental patient: A study in interpersonal
relations. New York: Russell Sage Foundation.

Snowhball, J. (1996). Asking nurses about advocating
for patients: Reactive and proactive accounts.
Journal of Advanced Nursing, 24(1), 67-75.

Thorne, S. & Paterson, B. (1998). Shifting images
of chronic illness. Image: Journal of Nursing
Scholarship, 30(2), 173-178.

Travelbee, J. (1971). Interpersonal aspects of nursing.
Philadelphia: FA Davis Company.

Truax, C. & Carkhuff, R. (1967). Toward effective
counselling and psychotherapy. Chicago: Aldine.

Watson, J. (1985). Nursing: human science and
human care. Norwalk, CT: Appleton-Century-Crofts.

Webster, C.D., Vaughn, K., Webb, M., & Playter, A.
(1995). Modeling the client’s world through brief
solution-focused therapy. Issues in Mental Health
Nursing, 16(6), 505-518.

Williams, L.C. & Tappen, M.R. (1999). Can we create
a therapeutic relationship with nursing home residents
in the later stages of Alzheimer’s disease? Journal
of Psychosocial Nursing, 37(3), 28-35.



Nursing Best Practice Guideline

Appendix A

Organizational Readiness Assessment Worksheet

Purpose:

It is recommended that you assess the work environment for its readiness to support the
implementation of the nursing best practices guideline on establishing therapeutic relationships.
Without strong work environment support, your efforts to implement the guideline will be
greatly hampered. This worksheet has been developed to assist in assessing for strengths in
the work environment as well as plan out strategies prior to spending time and resources with
the guideline implementation. You may find up-front work on identifying the barriers and
addressing these prior to guideline implementation very beneficial. Some strategies can be
worked on parallel to the implementation process.

Instructions:

m Answer the questions related to each of the recommendation elements in the table on page 48.
Using a group of people to assess the work environment will give you diverse perspectives.

m Identify actions/strategies to address elements not met or partially met.

m Identify stakeholders who need to be engaged to assist in meeting the requirements
under each element.

m Set target timelines to meet the requirements.
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Organizational Readiness Assessment Worksheet

Recommendation Element

Met

(Yes responses)

Does the mission, values and philosophy of your organization support client

centred care?

(Refer to RNAO’s Nursing Best Practice Guideline on Client Centred Care)

Does your work environment have a model of care delivery that promotes
consistency of the nurse/client assignment over the length of involvement of
the client with the organization? E.g. primary nursing, total patient care, case

management, etc.

Does your work environment have 70% full time professional nursing staff?

Are nurses’ workload maintained at levels conducive to therapeutic relationship?

(Assess levels through regular discussions with staff; observation; client satisfaction
results; reliable and valid workload measurement systems; time availability for
staff to consult with colleagues; time to communicate at shift change; time for
documentation; time availability for nurses to reflect on nurse-client relationship;
and other indicators relevant to your setting that indicate whether workload is at

appropriate levels)
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Organizational Readiness Assessment Worksheet

Recommendation Element

Met

(Yes responses)

Are staffing decisions based on client acuity, complexity level,

complexity of work environment and availability of expert resources?

(Do you have an acuity assessment tool? Workload measurement tool?
Is the right provider category utilized? — Refer to College of Nurses of Ontario’s

Guide to Determining the Appropriate Category of Care Provider)

Does the organization consider programs and initiatives to address the stresses,

and burnout issues, of its staff, in particular, nurses?

(What supports are available? E.g. critical incident stress debriefing,

counseling/psychotherapy, support and education for burnout, etc)

Does your work place support an evidence-based practice environment?

(Are there supports available to promote research utilization, research activities,
and nurse involvement in research? Does staff have access to journals, access to

clinical experts, nurse-researchers?)
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Organizational Readiness Assessment Worksheet

Recommendation Element

Met

(Yes responses)

Does your organization have highly visible nursing leadership?

(Is there nursing presence in senior management? Is there an open-door policy
by managers? Forums for discussion with senior management? Involvement of

nurses in key teams?)

Does your organization have clinical supervision and coaching for nurses on a

regular basis?

(Availability of senior clinicians with experience, education and ability to facilitate
objective self-evaluation by nurses? One-on-one clinical supervision and coaching?
Case presentation/conferencing? Role-modeling? Case debriefing? — Particularly

in relation to nurse-client relationship)

Does your organization have quality performance indicators including the use

of nursing best practice indicators?

(Has the organization previously implemented clinical guidelines?

What is the organization’s experience with research utilization? Etc)
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Appendix B
Toolkit: Implementation of Clinical Practice Guidelines

Nursing best practice guidelines can only be successfully implemented if there are: adequate
planning, resources, organizational and administrative support as well as appropriate facilitation.
In this light, RNAO, through a panel of nurses, researchers and administrators, has developed
the “Toolkit: Implementation of Clinical Practice Guidelines” based on available evidence,
theoretical perspectives and consensus. The “Toolkit” is recommended for guiding the
implementation of any clinical practice guideline in a health care organization.

The “Toolkit” provides step-by-step directions to individuals and groups involved in planning,
coordinating and facilitating the guideline implementation. Specifically, the “Toolkit”
addresses the following key steps:
1. Identifying a well-developed, evidence-based clinical practice guideline.
. Identification, assessment and engagement of stakeholders.
. Assessment of environmental readiness for guideline implementation.
. Identifying and planning evidence-based implementation strategies.
. Planning and implementing evaluation.

(<204 BN NN GCIN V]

. Identifying and securing required resources for implementation.

Implementing guidelines in practice that result in successful practice changes and positive
clinical impact is a complex undertaking. The “Toolkit” is one key resource for managing
this process.

The “Toolkit” is available through the Registered Nurses Association
of Ontario. The document is available in a bound format for a
nominal fee, and is also available free of charge off the RNAO

website. For more information, an order form or to download the

“Toolkit"”, please visit the RNAO website at www.rnao.org.
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Appendix C

Example of Scenarios for Evaluation of Nurses’ Knowledge

of the Therapeutic Relationship dwards et al., 2002)

A promising methodology was used to evaluate the process of practice change, involving a
“reader” presenting scenarios to the nurse. The scenarios reflected situations, as closely as
possible, to those encountered by the nurse in daily practice.

Instructions to reader of scenarios and client statements

Read the instructions slowly to the nurse who is participating in this study. Each scenario begins
by describing a hypothetical situation and is followed by several narrative statements. Your job is
toread the scenario and the individual narrative statements allowing for responses by the nurse
who is being tested in this study. After each narrative statement in the scenario you must pause
to allow the nurse time to respond into the tape recorder in a natural manner. Only after the
nurse has finished her response should you move to the next narrative statement. Let the nurse

know when you are starting a new scenario. There are a total of “x” scenarios in this exercise.

Instructions to participants

Imagine that you are working on your maternity unit/in the community. I will describe several
hypothetical client situations. All patients are postpartum mothers. After describing each
hypothetical situation, I will read several statements made by the client on separate occasions.
These are typical statements you might hear from a client. The statements made by each
client are not connected in any way. After each statement, I will ask you to respond to the
client’s statement. Respond as naturally and as quickly as you can. You will be asked to speak
into a tape recorder. Talk out loud as though you are responding to the patient. There are no
right or wrong answers.

One example of a scenario
Tracy is a 16 year-old primip. She had a caesarian section and delivered
twins four days ago. Her boyfriend has not visited her in hospital.

While under your care, this patient says:

m “Idon’t know how I'm going to manage with these babies all by myself.”

® “I'm sure my boyfriend is coming to visit tomorrow. He’s just been way
too busy to get here.”

m “My friends think having twins is a big deal. I think it sucks.”

m “I can’t look after the babies today. I hurt too much from my operation.”

m “Idon’t need a nurse to visit me at home.”
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Notes:
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Revision Process

The Registered Nurses’ Association of
Ontario (RNAO) has made a commitment
to ensure that this practice guideline is
based on the best available evidence. In order
to meet this commitment, a monitoring
and revision process has been established
for each guideline every three years. The
revision panel members (experts from a
variety of practice settings) are given a
mandate to review the guideline focusing
on the recommendations and the original
scope of the guideline.

Literature Search
Yield 328v abstracts
79 articles retrieved for review
Critical review of articles
Develop evidence summary table

Revisions based on new evidence
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Changes made to the Framework for Therapeutic Relationships — Figure 1 are highlighted below:

Requisite Knowledge for Establishing Therapeutic Relationships

Knowledge Knowledge of
I_(nowledge of of cultur(-?e, the brc?ad
Background lnterp_ersonal, diversity Knowledge Knowledge of influences on Knowledge of
knowledge caring & influences and of person health/illness health care systems
development determinants and health
theory of health care policy

shing Therapeutic Relationships

Requisite Capacities for Establi

Self- Self- Awarenes.s of e!:hi.cs,
Empathy boundaries & limits

Awareness knowledge -
of professional role

Phases of Therapeutic Relationship

Beginning or Middle or Ending or
orientation working resolution
phase phase phase

The following definition will be added to those in the “Definition of Terms” section starting on page 12 of the guideline.

Definition

Intentionality
Our intentions remind us of what is important and inform our choices and actions. Thinking related to intentionality connects
with the concepts of consciousness and energy. For example, if our conscious intentionality is to hold thoughts that are
caring...in contrast to having thoughts to control and have power over, the consequence will be different based on the different
levels of consciousness and the energy associated with different thoughts (watson, 2005).




Summary of Evidence # changed

The following content reflects the changes made to the original publication (2002) based on the consensus of the v unchanged

review panel. +  additional
information

Recommendation 1
The nurse must acquire the necessary knowledge to participate effectively in therapeutic relationships.

The subheading on page 18, # 2 is changed to “Knowledge of interpersonal, caring and development theory.”

A 5th bullet under subheading #2 will include the following:
m Caring theories (Benner, 1989; Leininger, 1988; Watson, 1999; Watson 2005.)

A 4th bullet under the subheading, “Knowledge of person”, on page 19 will include the following:
m Understanding different ways/patterns of knowing: empirics, personal, ethical, aesthetic and political.

The following bullet is to be added under #4 subheading “Knowledge of person”, on page 19.
Awareness of ways/patterns of knowing: empirical (evidence based), personal, ethical, aesthetic and political.

Additional Literature Supports
Agency for Healthcare Research and Quality, 2004; Coffman, 2004; Cole & McLean, 2003; McCabe & Priebe, 2004; Myers, 2003; Schillinger, Machtinger,
Wang, Chen, Win, Palacios, 2004; Shirk, & Karver, 2003

Recommendation 2

Establishment of a therapeutic relationship requires reflective practice. This concept includes the required capacities

of: self-awareness, self-knowledge, empathy, awareness of ethics, boundaries and limits of the professional role. rd
Recommendation 2 has been adapted to include the awareness of ethics which is in keeping with changes made to

the “Framework for Therapeutic Relationships”. The following content is a change under the “Assumptions” heading

on page 20. The second bullet, second sentence will read, “Thus a nurse, with self-knowledge is: purposeful, inten- P
tional and is able to consider a range of ways of being with the client.”

An additional bullet is added at the end of the bulleted list under the “Assumptions” heading on page 20.

m The concept of ways and patterns of knowing recognizes that there are multiple ways of understanding the world
(i.e. empirical, aesthetic, personal, ethical). The important tenant is that knowledge is derived from many sources +
and people come to know in different ways (elenky, Clinchy, Goldberger & Tarule, 1986; Carper, 1978). ‘

Additional Literature Supports
Barrett & Berman, 2001; Browne, 1997; Cole & McLean, 2003; Forchuk & Reynolds, 2001; Johansson & Eklund, 2003; Lambert & Barley, 2001; Moyle, 2003;
Myers, 2003; Okamoto, 2003

Recommendation 3
The nurse needs to understand the process of a therapeutic relationship and be able to recognize the current phase
of his/her relationship with the client.

Additional Literature Supports
Forchuk, Martin, Chan, & Jensen, 2005; Forchuk & Reynolds, 2001; Planavsky, Mion, Litaker, Kippes, & Mehta, 2001

Recommendation 4
All entry-level nursing programs must include in-depth learning about the therapeutic process, including both theo- v
retical content and supervised practice.

Additional Literature Supports
Cole & McLean, 2003




Recommendation 5

Organizations will consider the therapeutic relationship as the basis of nursing practice and, over time, will integrate
a variety of professional development opportunities to support nurses in effectively developing these relationships.
Opportunities must include nursing consultation, clinical supervision and coaching.

Additional Literature Supports
Johansson & Eklund, 2003; Lambert & Barley, 2001; McCabe & Priebe, 2004; Ramjan, 2004

Recommendation 6
Health care agencies will implement a model of care that promotes consistency of the nurse-client assignment, such
as primary nursing.

Additional Literature Supports
Forchuk & Reynolds, 2001; Moyle, 2003; Planavsky, Mion, Litaker, Kippes, & Mehta, 2001; Ramjan, 2004; Shirk, & Karver, 2003

Recommendation 7
Agencies will ensure that at minimum, 70 per cent of their nurses are working on a permanent, full-time basis.

Additional Literature Supports
Aiken, Clarke, & Sloane, 2002; Blythe, Baumann, Zeytinoglu, Denton, & Higgins, 2005; Stone, et al., 2003;

Recommendation 8
Agencies will ensure that nurses’ workload is maintained at levels conducive to developing therapeutic relationships.

Recommendation 9
Staffing decisions must consider client acuity, complexity level, complexity of work environment, and the availability
of expert resources.

Recommendation 10
Organizations will consider the nurse’s well-being as vital to the development of therapeutic nurse-client relation-
ships and support the nurse as necessary.

Recommendation 11
Organizations will assist in advancing knowledge about therapeutic relationships by disseminating nursing research,
supporting the nurse in using these findings, and supporting his/her participation in the research process.

Recommendation 12
Agencies will have a highly visible nursing leadership that establishes and maintains mechanisms to promote open
conversation between nurses and all levels of management, including senior management.

Additional Literature Supports
College of Nurses of Ontario, 2004

Recommendation 13
Resources must be allocated to support clinical supervision and coaching processes to ensure that all nurses have
clinical supervision and coaching on a regular basis.

Recommendation 14

Organizations are encouraged to include the development of nursing best practice guidelines in their annual review
of performance indicators/quality improvement, and accreditation bodies are also encouraged to incorporate nurs-
ing best practice guidelines into their standards.




Implementation Strategies

A current ongoing investigation related to implementation strategies for an intervention based on therapeutic relationships (Forchuk,
Reynolds, Jensen, Martin, Sharkey, Ouseley et al., unpublished work) has found the following to be important:

m On-going champions to provide personal level support

m Program specific training related to therapeutic relationships which includes discussion of specific examples

m Documentation systems that support the intervention

The Culturally Responsive Therapeutic Relationship (CRTR) project is a project that has received funding from the Change Foundation

with a focus on integration of the RNAO guideline Establishing Therapeutic Relationships and the standards produced by the College

of Nurses of Ontario specific to culturally sensitive care. Lessons learned from CRTR project include the following:

m Need to find ways to promote reflective practice with nursing staff

m Need for recognition of one’s self awareness with respect to one’s own privilege. It is not enough to know your own biases, but also
to be aware of how others might see you

m Need for discussion regarding disclosure, boundaries and reciprocity in a therapeutic relationship

Research Gaps and Implications

Areas identified by the panel as research gaps include the following:

m Implementation and evaluation of implementation

m Sustainability of the guideline

m Research within cultural groups

m Research to include different types of relationships with adolescents and children, involving developmental stages
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