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Introduction
In the mid 1990s, three researchers conducted independent studies on nursing judgment. All three studies identified a phenomenon, which the authors labeled nursing presence, that was “inextricably linked” with nursing judgment (Doona, Haggerty, and Chase, 1997). With increasing emphasis on safety and improving outcomes in the current health care system, skilled nursing judgment is imperative. If a deeper understanding of nursing presence can improve nursing judgment, then a conceptual analysis is relevant and valuable. In a health care system that constantly seeks standardization and efficiency, nursing presence can improve judgment, and also allows the possibility of connecting in unique ways that can enrich nursing practice.

The concept of presence is complex and poorly understood. It is a phenomenon easily identified experientially, but difficult to articulate. Part of the complexity of the concept is its roots in existentialism and religious mysticism. It is difficult to establish concrete definitions in these abstract disciplines (Smith, 2001). Within the field of nursing, presence has been associated with other concepts such as caring, commitment, empathy, and therapeutic use of self without proper differentiation. Due to a variety of uses, presence has become a common word to describe several phenomena. French existentialist Gabriel Marcel (1889-1973) acknowledges the elusive nature of the concept, describing the nature of presence as “something which can, indeed, only be glimpsed at” (Marcel, 1950, p. 257). 

The goal of this analysis is to define and clarify the concept of presence as it relates to nursing. This goal will be achieved by examining the background, assumptions, definitions, characteristics, antecedents, and consequences of presence. In order for the analysis to be fully informed, all of its various uses and shades of meaning outside of nursing are first acknowledged. 
Background
Etymology

Doona et al., (1997) identified the etymological foundation of presence. The Latin word for presence, praesen, is derived from prae meaning “in front” and sens meaning “being.” Praesentare, the verb form of praesen, means to place before, to hold out, to offer, which is where the words “gift” and “present” originate.
Definitions and Uses
Merriam-Webster’s online dictionary (2008) provides several definitions and uses. Presence can indicate a dignified demeanor or compelling personality—“he is a man of presence.” It describes an ability to feel at ease in front of an audience—“stage presence,” or attendance at an event—“your presence is requested at our wedding.” Presence can also signify the space around a person of rank or royalty as in “her majesty’s presence.” A related notion is a “presence chamber” or the room in which royalty receives company (“Presence,” 2008). Presence may also describe power and influence in a political sense, such as the presence of the United States military in Iraq. The phrase “presence of mind” refers to an ability to maintain composure, think, and act calmly, especially in an emergency. Presence is also used to explain the perception of a supernatural influence nearby. This use can be positive, “she felt God’s comforting presence” or negative, “he felt an evil presence in the room.”    

Religious Background
The concept of presence is deeply rooted in religion, and is often associated with feeling near to God. “The presence of God,” is a physical place of being near to God, and a spiritual state of connection with the divine. Psalm 46:1 sings “God is our refuge and strength, an ever-present help in trouble.” Psalm 139:7 asks God, “Where can I flee from your presence?” The Psalms treat presence as a connection with God and convey His constant availability. Although the above examples are biblical, the concept of presence is not confined to Judeo-Christian views and is found in a variety of religions and spiritual disciplines. 
Philosophical Background
Presence has been extensively explored in existentialism, a branch of philosophy concerned with the situated self. Kierkegaard (1813-1855), the founding father of existentialism, rejected the idea of truth alone as the basis for religion, and was more interested in an individual’s relationship with truth (Smith, 2001). Kieregaard’s influence shifted philosophical focus from the abstract to the concrete. In existentialist thought, the essence of the self is not an abstract or hypothetical idea. Rather, a unique individual exists in concrete actuality. The idea that man possesses the freedom and responsibility to shape his own being, to become, is also central to existentialist thinking (Paterson & Zderad, 1976). 
Martin Heidegger (1889-1976) defines presence as “being there” (Heidegger, 1962), a definition from which the familiar idea of nursing presence as “being there” for the patient may be derived. Martin Buber (1878-1965) proposed the idea of an “I-Thou” relationship. In this mutually beneficial exchange, each person (“I”) preserves his or her own identity while still being aware of the other (“Thou”) as a subject (Buber, 1970). Marcel (1949) then draws on Buber’s notion of the “I-Thou” relationship to develop his idea of presence: “A presence is one who is capable of being with me with the whole of himself when I am in need” (p. 27).   
Assumptions
Key assumptions underlying the concept of nursing presence are rooted in existentialism and concerned with the nature of humans and the nature of nursing. The first assumption is that humans are unique subjects, embedded in the concrete reality of existence. Contrary to the traditional idea of the patient as the object of the nurse’s care, existentialist thinking acknowledges each patient as a unique subject (Patterson & Zderad, 1976). 
The second assumption is that individuals are in a continual process of becoming. Sister Madeleine Clemence Vaillot introduced existentialism into the field of nursing in her paper on commitment. According to Vaillot (1966), “Man is not, but is forever becoming” (p.502). Subsequently, the role of the nurse is to help the patient become an authentic person, using illness as the situation for doing so. Furthermore, individuals become through relationships. It is actually through relationships with others that one becomes, that one’s unique individuality is actualized (Patterson & Zderad, 1976). 
The second assumption necessarily leads to the third assumption behind the concept of presence: nursing is an interpersonal relationship. In Humanistic Nursing (1976), Patterson & Zderad drew on the philosophies of Buber and Marcel to describe nursing as an “intersubjective transaction” (p. 13). In the same fashion, Smith (2001) identified Peplau’s Interpersonal Relations in Nursing as a major contributor to the idea that nursing is not just about meeting the patient’s needs, but is focused on the nurse-patient relationship. So much of the nurse’s healing impact has nothing to do with physical tasks and everything to do with relationship. 
Analysis

Definitions in Nursing Literature
Since the introduction of the concept into nursing, many definitions of presence have been offered. Presence is “an intersubjective encounter between a nurse and a patient in which the nurse encounters the patient as a unique human being in a unique situation and chooses to ‘spend’ herself on his behalf” (Doona et al., 1997, p. 12). Presence is “an interpersonal process characterized by sensitivity, holism, intimacy, vulnerability, and adaptation to unique circumstances” (Finfgeld-Connett, 2006, p. 710). Presence is “a mode of being available or open in a situation with the wholeness of one’s unique, individual being; a gift of the self which can only be given freely, invoked or evoked (Paterson & Zderad, 1976, p. 132). These definitions focus on the uniqueness of the individual (individual refers to the patient as well as the nurse), and a reciprocal nurse-patient interaction that is open and intimate. 
Attempts to clarify and refine the definition of presence propose specific types of presence. Marsden (1990) described real presence as “giving of oneself as a participant in a relationship. It is a presence born out of availability and a spirit of quietness…requires receiving a presence as well as giving one’s own” (p. 540). Parse’s theory of human becoming (1992) proposed the idea of true presence, “a special way of being with…an interpersonal art grounded in a strong knowledge base reflecting the belief that each person knows ‘the way’ somewhere within self” (p. 40). Another modification of the concept is the idea of caring presence, a way of being with others that assures them of personal concern for their well-being (Bishop & Scudder, 1996). The term “caring presence” sounds attractive, but may serve to confuse presence with caring, another weakly defined concept in nursing. 
Defining Characteristics in Nursing Literature
Several defining characteristics of the concept of presence have been proposed within the nursing literature. Pettigrew (1990) identified five distinguishing attributes of presence as synthesized from the works of Marcel, Patterson & Zderad, and her own. These include self giving, being available and at the disposal of the other, listening with a tangible awareness of the privilege one has in being allowed to participate, listening in a way that involves giving of one’s self, and being there in a way that the other person defines as meaningful. A later hermeneutic study identified six defining characteristics: uniqueness, connecting with the patient’s experience, sensing, going beyond the scientific data, knowing (what will work and when to act), and being with the patient (Doona, Chase, & Haggerty, 1999). Two prevalent characteristics that can be extrapolated from the literature are “being there,” referring to the physical proximity of the nurse, and “being with,” implying psychological support. Used in these specific senses, being there and being with seem to be the indispensable elements that characterize presence.  
Definition
Conceptual exploration generates a continuum ranging from presence as mere physical proximity, to presence as an abstract, transforming interaction. Osterman and Schwartz-Barcott (1996) recognized four types of presence including presence, partial presence, full presence and transcendent presence. Each type is classified according to factors such as the focus of the nurse’s energy, the nature of the interaction, and outcomes. This approach of breaking down the concept is promising because it acknowledges variations in a complex concept in order to elucidate independent but related phenomena. The majority of definitions of presence examined in this analysis resemble the phenomenon labeled “transcendent presence” (1996). For the purposes of this analysis, transcendent presence is defined as an interactive phenomenon between a nurse and patient characterized by physically “being there” and emotionally “being with” in a way that positively transforms both people.  The notion of transcendent presence preserves the existential assumptions of the concept and most accurately represents the main phenomenon of concern. Interpretations that minimize the transforming power of nursing presence fail to convey the richest meaning of the concept. Therefore, further discussion regarding characteristics and consequences of presence will refer specifically to the highest form of the concept—namely, transcendent presence.  

Defining Characteristics
The first defining characteristic of transcendent presence is physical proximity. This can be equivalent to the previously identified “being there” component, and the idea of being in the context of another. Physical being may also refer to actions that outwardly convey presence, such as making eye contact and assuming an open posture. However, these actions do not necessarily need to take place. Physical proximity can also include therapeutic or affectionate touch. Physical contact can be powerful if the nurse knows the patient well enough to determine what kind of touch would be appropriate and the proper timing of the touch. Some authors claim that physical proximity is not necessary for presence to occur. Swanson (1993) suggests that presence is conveyed by a promptly answered call light or reassurance that the nurse is “there” for the patient if a need arises. However, these examples may be more accurately linked with concepts such as “trust” or “availability” and do not represent presence under this definition. 
Free-flowing energy between two subjects is also characteristic of transcendent presence. The nurse’s energy is turned outward, unselfishly focused on the patient. This characteristic can be equated with earlier identified components such as “self-giving,” the nurse “spending herself,” and “being with.” Energy is not required from the patient, as distress often renders one incapable of giving. However, the patient still possesses something unique to offer, such as expression of feelings, or simply the invitation for the nurse to share in his or her experience.  

Another distinguishing characteristic of transcendent presence is skilled communication on the part of the nurse. This may include attentive listening, reading the patient’s cues, and knowing when to be silent. Communication skills may also be considered an antecedent, since poor communication can prevent the phenomenon of presence from occurring in the first place. 

The last defining characteristic is intimacy. This refers to the closeness, connectedness, and sensitivity that occur during the nurse-patient interaction. The patient may share extremely personal emotions and details with the nurse. Intimacy should be viewed as an honor and a privilege for the nurse, and the invitation into the patient’s reality should be accepted with great humility.  

Antecedents
Antecedents to presence depend on the nurse, the patient, and the environment in which interaction takes place. Most importantly, the nurse must be committed and willing to enter the patient’s experience. For the nurse who is present, “involvement with her patient is but an overflow of her inner plentitude, or her richness of being” (Vaillot, 1966, p. 501). If the nurse is personally not in a place that renders her able to give freely of herself, she can not be truly present. If the nurse is not willing to risk being vulnerable and real with the patient, she will not be present. The nurse’s attitude is arguably the most relevant antecedent, because it is the factor over which the nurse has the most control.
Next, the patient must have and express a need for presence, which is usually provoked by some sort of physiological or psychological distress. The need for presence most often arises out of human suffering (Pettigrew, 1990). Even if the patient is clearly in need of presence, they must also be willing to let the nurse in to his or her lived experience. Nursing presence is an invitation that is accepted or rejected (Doona et al., 1997), and the patient must accept the invitation in order for presence to take place. “Nothing apart from the permission or invitation of the other person ever gives the nurse the right to enter another’s pain” (Pettigrew, 1990, p. 506). This principle of invitation involves respect for the individual and his or her personal autonomy.  
Finally, the environment that serves as the context of nurse-patient interaction must be conducive to enacting presence. For example, elements that are favorable for presence to take place are supportive colleagues, adequate time, and judicious attention to technology and tasks (Finfgeld-Connett, 2006). It is unclear if these elements are essential antecedents, or simply factors that increase the likelihood of presence occurring. For instance, the busy nature of emergency nursing may not allow “adequate” time for presence, but the nurse can still be present during the short times she is with her patient. Pettigrew (1990) supported the claim that presence can be achieved in spite of time constraints, “Presence does not require large chunks of time…The emphasis is not on time, but, instead, is focused on really being there when you are there” (p. 505).  Factors that contribute to a presence-conducive work environment are probably unique to the patient population, staff characteristics, and unit dynamics. The question of which environmental characteristics provide the best context for presencing is one for future research.    

Consequences
Transcendent presence is a transforming interaction that produces lasting impact for both parties involved. The word transcendent implies extension beyond the situation. “There is a spiritual aspect of presence that continues to have an impact apart from the nurse being physically present” (Pettigrew, 1990, p. 507). Osterman & Schwartz-Barcott (1996) identify outcomes of transcendent presence as transformation of both subjects, decreased loneliness, expansion of consciousness, spiritual peace, increased hope, meaning in one’s existence such as love and/or connectedness, and a feeling of oneness between nurse and patient (p. 25). Most of these positive outcomes fall under a broadly identified consequence of presence—enhanced well-being. A meta-synthesis of eighteen publications of the concept of presence identified enhanced physical well-being for the patient and enhanced mental well-being for both patient and nurse as significant outcomes of presence (Finfgeld-Connet, 2006). If nursing is the protection, promotion and optimization of health (American Nurses Association, 2004, p. 7), health is an optimal state of well-being (World Health Organization, 1948), and presence increases well-being, then it is essential for nurses to practice the art of being present.  
Another consequence of presence is what Paterson & Zderad (1976) called “more being.” This is related to well-being but has existential and spiritual implications. Both the patient and the nurse become more human and more his or her self as a result of the interaction. The patient is often able to discover meaning in their experience (Melnechenko, 2003). The patient is affirmed as a person in need and the nurse is affirmed as a professional (Doona et al., 1997). Marcel (1950) beautifully articulated this phenomenon in Mystery of Being: “When somebody’s presence really does make itself felt, it can refresh my inner being; it reveals me to myself, it makes me more fully myself than I should be if I were not exposed to its impact” (p. 252). 
The last significant consequence of presence and perhaps the most compelling is enhanced nursing judgment. According to Doona et al. (1997), nursing judgment and presence are linked. The authors even claimed that nursing judgment could not occur in the absence of presence (1997). In a later study, Doona et al. (1999) further validated their findings and established that presence allows the nurse to know the patient in a way that will help determine interventions that will work and when to implement these customized interventions. For instance, the nurse who is truly present may know that a patient is insecure without her false teeth. The nurse may choose to remove the dentures after the patient is sedated for a procedure, even though it is usually customary (and more convenient for the staff) to remove them prior to sedation. The nurse’s presence preserves the patient’s dignity and affirms her unique personality. 
Although most consequences of presence are positive, several studies have acknowledged the risk of the nurse taking on the patient’s problems (Osterman & Schwartz-Barcott, 1996; Swanson, 1993; Pettigrew, 1990; Smith, 2001). If a nurse becomes overburdened by the patient’s problems, she sacrifices the “I” of Buber’s “I-Thou” relationship, loses her identity, and ceases to be therapeutic. Another feature of transcendent presence that can be intimidating for the nurse is the requirement of vulnerability (Petteigrew, 1990). Vulnerability, a necessary component of intimacy, is accompanied by the possibility of experiencing emotional pain. 
Application

Model Case
Consider the following model case of transcendent presence. A nurse, Joan, enters the room of a patient, Carol, who has just been informed that she has terminal breast cancer. Joan knows that Carol is a fairly young mother of four and suspects that she will need support. The patient starts to cry and ask questions about what she has just learned. Carol expresses fear about how to tell her children about the devastating diagnosis. Joan gently and truthfully answers Carol’s questions. She allows Carol to express anger and fear. When Carol cries “I don’t know how a loving God could allow this to happen to me and my family,” Joan does not offer answers or clichés. She simply listens and agrees with Carol, “I know, it’s not fair.” Sitting close to the bed, Joan holds Carol’s hand and occasionally strokes her hair. Joan, touched by the tragedy of the situation, even sheds a few tears of her own. After a few minutes of silence, Joan inquires, “Is there anything else I can do? Are there any other questions I can try to answer for you?” Carol quietly answers, “No. I feel better just knowing you are here.” At the end of the interaction, Carol decides to simply gather her children together and tell them bluntly about the diagnosis. She expresses gratitude for Joan’s support. Joan, although sad for Carol, is thankful she still had something to offer even though she could not change the circumstances.  
In the above case, the patient had a need, and invited the nurse in. The nurse willingly entered the patient’s reality, appreciated the patient’s unique situation, and gave of herself. The environment was private and conducive for presencing. The nurse was physically and emotionally there for the patient, demonstrated therapeutic communication, and shared in the patient’s suffering. The nurse’s energy was focused on the patient. Intimacy was evidenced by the patient’s sharing of personal fears and concerns. Both nurse and patient were vulnerable, and the nurse even shed tears on the patient’s behalf. As a result of this special exchange, both the nurse and the patient were connected, transformed, and affirmed. Well-being was enhanced. The patient was not alone in her suffering, and was able to work through her concerns in order to come to a decision. This interaction, although fictional, would have produced a lasting, or “transcendent” effect extending beyond the situation for both the patient and the nurse. Lastly, since the nurse was present, future nursing judgment regarding that patient is likely to be better informed and therefore more effective. 
Contrary Case
A contrary case would be a nurse hurriedly entering a patient’s room without acknowledging the patient, fiddling with a beeping infusion pump, and exiting the room when the technological problem was repaired. This example meets the criteria of physical proximity, but is devoid of communication and intimacy. The nurse’s energy is focused on the equipment instead of the patient. The nurse is apparently unwilling to be present and the patient does not have the opportunity to express a need for presence. 
Borderline Case
An example of a borderline case would be mistakenly offering advice or expressing judgment while trying to be present. The nurse who responds to the patient’s question of “why me?” by saying, “If you had not smoked your whole life, you may not be dealing with lung cancer now,” is not present. The nurse is willing to be present, and genuinely concerned for the patient’s well-being. There may be a legitimate need for presence. Defining characteristics such as physical proximity, intimacy and energy focused on the patient are present. Yet the critical characteristic of skilled communication is absent. Expressing judgment, whether deliberately or unintentionally, can sever the line of communication and this attitude is not therapeutic. If the nurse says the wrong thing, the patient may defensively withdraw the invitation into his or her reality, and presence becomes impossible.
Related Case
A related case is therapeutic use of self. The nurse is attentive, and uses phrases such as “go on” or “tell me how that makes you feel.” Presence has been strongly associated with this technique. However, that is precisely the point—use of self is a technique. It is a tool used on a patient. This approach treats the patient as an object of care and is inconsistent with the existentialist view of the patient as a unique subject. A nurse can practice therapeutic use of self yet remain completely detached. The interaction may be empty or superficial. Intimacy is unnecessary, vulnerability is not evident. Pettigrew (1990) refers to an instance in which a frustrated patient exclaimed, “Will you stop being so therapeutic and just listen?” (p. 206). This illustrates the perceivable difference between transcendent presence and therapeutic use of self. 

Questions for Future Research

In order to make practical application more useful, further research on the concept of presence in nursing must be conducted. For example, if presence is not a therapeutic technique, but a way of being, how can it be taught? Can students learn presence by imitation? Another question is which areas of nursing would presence be most helpful? Studies have confirmed the benefits of presence in areas such as mental health nursing and oncology, but what about situations in which the patient has limited interactional capacity, such as the unconscious patient? Is it possible for presence to occur if the patient does not invite the nurse in or respond to communication? If this phenomenon can not be described as transcendent presence, what type of presence would it be? Valid measurement of the phenomenon will also present a challenge. If transcendent presence is an intersubjective encounter, then it must be perceived by both subjects (Holzemer, 1997). Even when the nurse is intentionally present, true presence has not occurred if it is not perceived by the patient. Future studies will likely require data from the perspectives of both nurse and patient. 
Conclusion

This analysis has attempted to shed light on the concept of presence in nursing by exploring the background, assumptions, definitions, characteristics, antecedents, and consequences of presence. An enhanced understanding the concept is beneficial to nurses and patients in many ways and has the potential to transform lives. A nurse’s presence can enhance nursing judgment, enrich practice, and increase patient well-being. Therefore, it is essential that nurses try to incorporate presence into practice, regardless of the patient-care setting. 
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