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When first reading about Swanson’s caring model (i.e. knowing, being with, doing for, enabling, and maintaining belief) I thought it was a simplified yet wonderful way to describe the role that nurses can play in one’s healing process.  For me personally, I used this framework a lot in my nursing practice because for me, these basic processes are just what the patient’s tend to need.  They might just need someone to be present with them (emotionally present, not just physically), to ease their anxiety, or possibly to explain what exactly is happening to them (in lay terms) or even just encourage them to do something that they were not sure they could do at that moment. 

On Monday I had a mentally delayed post CVA patient in renal failure (she had about 6 prior CVAs) who had gone blind about 6 months prior (probably from her diabetes) and she needed a new dressing on her Quentin Catheter (placed the week prior for for dialysis).  So the IV therapist came up to the nurse’s station and said that the patient refused to let her touch her and was crying out.  I said this was my patient and went back into the room with the IV therapist. I addressed my patient, announced my entrance softly and then approached the patient to ask what was wrong.  I listened to her issues and then suggested that it was very important that she get a clean dressing on her site and that it would be done very quickly and only hurt a little bit.  Then the IV therapist introduced herself again to let the patient know where she was. I also told the patient that she could hold my hand (I asked her if she wanted to hold my hand…so that it was her choice) during the entire procedure and squeeze it when she got scared or it hurt.   She accepted and agreed to the procedure and I just talked her through the procedure (because she could not see) and told her that she was doing excellent at holding still for the IV therapist.  To me, the difference between the IV therapists attempt and the second attempt with me present was the trust, the therapeutic rapport that I had established with the patient.  I realized then just how powerful it can be in many situations and why it will make me a better nurse if I can strive to always achieve that rapport with my patients. 

I also really like the term enabling because it is used as it should be, in a positive manner, instead of with the stigma that it carries when discussing people with addictions to drugs.  In reality, we as nurses are definitely enablers to the patients and that is great because it promotes positive feelings towards the nurse and within the patient, confidence, competence, and self-esteem in the patients.  These are all things that the patient needs in order to get back on track to their normal selves.  Besides, if a patient trusts us and becomes more positive due to our interventions and care provided, then this will aid us when there are times of difficulty or setbacks in the healing process.  For example, if they get a poor lab result and this means they need to do something specific or have a procedure to fix it, they will be more likely to agree to do it (and be more confident in their decision) when they trust the nurses (and physicians) who are saying that it needs to be done.  

Another nursing theory that I tend to use is that of Virginia Henderson, which emphasizes that nursing functions should assist patients if they are unable to perform any of their 14 basic needs.  I usually take these basic needs into consideration because I know that if they are left unmet, then this can hinder a person’s return to a state of well-being.  I normally do not discuss  (#11) religion/faith with my patients but I did last week with a cancer patient and the discussion was light hearted but welcomed by the patient and her family.  They actually ended up inviting me to their church at the end of the conversation and I just felt very welcomed and trusted by them and I assume, but it seemed that they felt the same towards myself.

Although my theories may change a little bit from week to week, I think that Ida Jean Orlando’s theory of deliberate nursing process is a great one for my practice simply because its aim is for the nurse to be able to identify the nature of distress and then accordingly, provide appropriate care.  For example, I was not going to start talking about spirituality right away with my mentally delayed patient.  That was not the nature of her illness, and simply by questioning her and by direct observation of her, I could easily deduce that she was feeling quite distressed due to the CVA and also her kidneys were not functioning properly.  So, the highest priority need for her was to try and make her as comfortable as possible so that she could simply get some rest, rehydrate, and lower her fever, while also keeping her blood sugar in check because she had diabetes mellitus type II.

