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The developmental stages of the mid range theory of
comfort are discussed in this article, which includes its
philosophic orientation and its inductive, deductive,
and retroductive reasoning. Other steps that are
described are the concept analysis of comfort, the
operationalization of the outcome of patient comfort,
the application of the theory in previous nursing
studies, and the evaluation of the current theory as it
has been adapted for outcomes research. This article
is a guide that shows how a concept grows, becomes
embedded in theory, is tested, and is adapted for the
rapidly changing health care environment. The
theory of comfort also offers a way to reconceptu-
alize nurse productivity.

Whether theories are grand or mid range (MR), they
organize disciplinary thinking and influence pracrice
and research. By definition, grand theories are abstract,
complicated, and removed from practice. Thev are not meant
to be easilv grasped or tested. Compared with grand theories,
MR theories contain fewer concepts and relationships. are
adaptable to a wide range of practice and experience. can be
built from many sources, and are concrete enough to be
tested.! For these reasons, MR theories are particularly cogent
as nursing science addresses the challenges of the 21st century.

Foreseeable challenges thar the discipline faces in the 21st
century include (1) moving bevond descriptive studies to
testing relationships between nursing care and desirable
ourcomes in large populations of patients, (2) building scien-
tific evidence to validate the impacr that nursing has on the
outcomes that patients care about, (3) conceptualize nursing
productivity based on these outcomes, and (4) being ready
with theory-based data to support policv formulation that is
relevant and visionarv. MR theories are helpful for meeting
these challenges because they are concrere, adaprable, and easy
to use. MR theorles also direct the questions to be asked and
facilitate significant, positive outcomes because of the congru-
ency that working within a theorv necessitates.

There are many methods by which MR theorv mav be
produced: armchair theorizing, theorizing from practice,
induction, deduction. retroduction. substruction from existing
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theory or practice guidelines. or from a combination of these
strategies.! In this article, the evolution of one MR theory. the
theory of comfort, will be discussed. The theory stares that, in
stressful health care situations, unmet needs for comfort are
met bv nurses. Nursing interventions are successful if
enhanced comfort is achieved by patients compared with a
previous baseline. The immediate patient outcome of
enhanced comfort is theoretically strengthening.? Thus,
enhanced comfort is directly and positively related to patients
engaging in healch-seeking behaviors (HSBs), called subse-
quent patient outcomes. Further, when patients are able to
engage in HSBs, thev report that their satisfaction with health
care is high. High patient satisfaction leads to a competitive
edge in negotiations with employers and financial viabiliry for
the institution(s) involved. Variables that are related to this
competitive edge, and which are related to institutional
integrity, are called institutional outcomes. This theory is
humanistic, holistic, and based on patient needs. The history
of how this MR rheorv was developed is presented.

The theory states that, in stressful
health care situations, unmet needs
for comfort are met by nurses.

PHILOSOPHIC ORIENTATION

Kim? classifies nursing theories into 3 categories on which
theorists base their work: (1} human needs, (2) adapration,
and (3) the health/illness continuum. In the first category,
clients are viewed in terms of the state that they are in with
respect to what they need or require to be sustained or to grow.
Such is the orienrtarion of the theory of comforr.

Most scholars agree that all humans possess certain organic
or “basic needs” that must be satisfied for the sake of physical
health.4 Other scholars build on this statement by arguing that
people have desires and aspirations that extend beyond physi-
ologic or somatic needs. Those desires also must be satisfied to
avoid “dire consequences.™ Desires and aspirations for social
support, to stay in their own homes, to be understood. to be
financiallv stable, and to teturn to former function are entailed
in the construct of holistic comfort that embodies physical,
psvchospiritual, social, and environmental needs.? Because the
theorv is based on the needs of patients. it is a representation
of what patients hope to receive from nurses who are assigned
to their care.

Two facets of human needs have been identified and
desceribed as reflexive. First, needs provide a motivational drive
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that directs human behavior.* Patients have implicic and
explicit comforr needs chat, when met, strengthen them and
motivate them to pertorm better in therapy, tehabilitation,
and learning/adhering to new health regimens.® Second. needs
are a force thar is driven by social and cultural politics.* Patient
comfort needs are driven by expectations, and patients expect
nursing care that is competent and holistic. An additional
premise for the theorv of comfort is that when nurses effec-
tively address the comfort needs of patients, becter patient and
insticutional outcomes are achieved, such as improved patient
satisfaction, successful discharges, and financial viability of the
insttution. This premise was recently added to the theory of
comtfort through retroduction, after induction and deduction.

Nurses can and should manipulate
surrounding environmental
features such as noise, furniture,
and ambiance to enhance patient
comfort.

Whole person holism3 is at the core of the theory of-

comfort. This perspective holds that persons are in and
surrounded by their environment. Nurses can and should
manipulate surrounding environmental features such as noise,
furniture, and ambiance to enhance patient comfort. This
view is congruent with Nightingale's® view of the environment
as an element chat can aid healing and the restoration of
health. Persons possess their own energy fields as do nurses.
Comtort theory can accommodate the blending of these
energy fields during therapeutic interactions.

AN ENVIRONMENTAL FRAMEWORK: THE
INDUCTIVE STAGE

Induction is a form of logical reasoning in which generaliza-
tion is induced from a number of specific observed instances.”
When nurses are earnest about their practice and are earnest
about nursing as a discipline, they become familiar wich
implicit or explicit conceprts, terms, propositions, and assump-
tions that underpin their practice. When nurses are in grad-
uate school, they may be asked to diagram cheir pracrice, a
deceptively easy-sounding assignment.

Such was the scenario in the late 1980s. I was head nurse
on an Alzheimer’s unic at the ume and knew some of the
current terms that were used to describe the practice of
dementia care: facilitative environment, excess disabilities,
optimum function. When [ drew relationships berween them,
[ recognized chat they did not fully describe my practice. There
was an important nursing piece that was missing, and I
pondered about what was going on in practice to prevent
excess disabilities (later naming those actions “interventions”)
and how to judge if the interventions were working.

Opumum function had been conceprualized as the ability
10 engage in special activities on the unit, such as secting the
table, preparing a salad, or going to a program (and sitting
through ic). These activities did not happen more than twice a
day because the residents could not tolerate much more. What
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were they doing in the mean tme? What behaviors did the
statt hope they would exhibir that would indicate an absence
of excess disabilities? Should the term excess disabilities be
further delineared for clarirv?

Partial solutions to these questions were o divide excess
disabilities into physical and mental and to introduce the
concept of comforr to the original diagram, because this word
seemed to convey the desired state for patients to be in when
they were not engaging in special activities. These efforcs
marked che firsc steps towards a theory of comfort and
thinking about the complexities of the concept.8

The scrategies used at this point were inductive, building
from observartions to a rudimentary conceprual framework of a
specialized practice. Major conceprs were used that were already
prominent in the field of dementia care; there were a manage-
able number of variables, and there was a pattern that was easily
detectable. Assumptions were made that truth existed in real
life, that it could be captured through the senses, recorded in
terms of related concepts, and verified or falsified. Thus, a
“framework for dementia care” was developed and presented at
a gerontologic conference, published, and opened to scrutiny.3

Concept Analysis of Comfort

Like most nursing conferences, the feedback that ensued was
thoughtful and thought-provoking. One observation from the
audience was that the framework was applicable to many
nursing settings and did not have to be limited in its scope to
dementia care. Bur the major directive that emerged was to
begin an analysis of the concept of comfort, a necessary step
when developing new conceptual linkages.

The concepr analysis began with an extensive review of the
literatures aboutr comfort from the disciplines of nursing,
medicine, psychology, psychiatry, ergonomics, and English
(specifically Shakespeare’s use of the concept of comfort and
the Oxford English dictionary, which traces origins of words).
In nursing, a rich historic record of the use of comfort was
found in Nightingale's Nozes on 1\/ur.fz'ng,6 in old and new rtext-
books, and in the writing of nurse theorists. Comfort was cited
frequently, but not defined. Its uses were varied but not clari-
fied. In its many forms, it could be a verb, noun, gerund
(comforting). adjective (comfortable), process or outcome,
and past, present, or future tense. The next 2 years were spent
organizing the findings, concluding with 3 technical senses of
comfort used currently in nursing. Those were relief, ease, and
renewal. The article was published in 1991.9

A second pivortal nursing conference provided the stimulus
to begin thinking about how to operationalize comfort. When
the conceprt analysis of comfort was presented, the audience
asked, “Why make comfort so complicated?” Responses to this
question addressed the need to define major disciplinary
concepts and to conduct research aboutr what makes patients
comfortable, why make patients comfortable, and how do
nurses know if their interventions {or comfort measures)
worked. Comfort's complexity was noted to be a strength, and
discussions about the concept produced new insights.

The most important new insight was that comfort needs
occurred in both physical and mental contexts of human expe-
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Figure 1. Taxonomic structure of comfort. Type of comfort: Relief, the state of having had a specific need met or mediated. Ease, the
state of calm and contentment. Transcendence: the state in which one rises above problems or pain. Context in which comfort occurs:
Physical, pertaining to bodily sensations or functioning. Psychospiritual, pertaining to bodily to internal awareness of self, including
esteern, concept, sexuality, and meaning in one’s life. Enviromental, one’s relationship to a higher order or being. Social, perraining to
interpersonal, family, and societal relationships, including financial. Reprinted with permission from Blackwell Science, Copyright ©
1994 Blackwell Science. Kolcaba KY. A theory of holistic comfort. ] Adv Nurs 1994;19:1178-84.

rience. These aspects of comfort could be arranged on a grid.
The grid would be helpful for assessing all aspects of comfor,
designing interventions where indicated, and generarting items
for questionnaires about patients’ comfort. Two other sugges-
tions were incorporated at that time: (1) to change the term
renewal 10 transcendence, as used by Paterson and Zderad,!0
and (2) to conceptualize mental and physical comfort as a
more holistic schema. After a thorough literarure review on
holism in nursing, the present taxonomic structure of comfort

was published in 1991 (Figure 1).11

The most important new insight
was that comfort needs occurred in
both physical and mental contexts
of human experience.

Operationalization

Comfort was defined theoretically at this point as “the state of
having mer basic human needs for ease, relief, and transcen-
dence.”!! The next suggestion was to generate a questionnaire
from this grid. The general comfort questionnaire (GCQ) was
developed to measure holistic comfort in a sample of hospiral
and community participants. To do this, posttve and negative
items were generated for each cell in the grid. Twenty-four posi-
tive items and twenty-four negative items were compiled with a
Likert-tvpe formar that ranged from strongly agree to strongly
disagree. Higher scores indicated higher comfort. At the end of
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the instrumentartion study with 206 onetime participants from
all types of unirs in 2 hospitals and 50 people from the commu-
nity, the GCQ demonstrated a Cronbach’s o value of .88.12

MR THEORY OF COMFORT: THE DEDUCTIVE
STAGE .
Deduction is a form of logical reasoning in which specific
conclusions are inferred from more general premises or princi-
ples; it proceeds from the general to the specific.” The deduc-
tive stage of theory development resulted in comfort being
related to other nursing concepts to produce a theory. To do
this, Murray’s theory of human press!3 was used as a frame-
work on which to hang the nursing concepts.

Three early nursing theorists had been used to synthesize or
derive the types of comfort. Relief was synthesized from the
work of Orlando,'¥ who stared that nurses relieved the needs
expressed by patients. Ease was synthesized from the work of
Henderson,!5 who described 13 basic functions of human
beings necessary for homeostasis. Transcendence was derived
from Parterson and Zderad,!9 who believed that patients could
rise above their difficulties with the help of nurses. Because
these MR theories were incorporated in the types of comfort,
grand nursing theorists were considered to be incomparible
with a common ground that was needed to unify relief, ease,
and transcendence. Whart was needed was a more abstract and
general conceptual framework that was congruent with
comfort and that contained a manageable number of highly
abstract constructs.
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Figure 2. MR theory of comfort. Reprinted with permission from Aspen Publishers, Inc. Copyright © 1992 Aspen Publishers, Inc.
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The work of psychologist Murray!? in 1938 mer these
criteria. Because his theory was about human needs, it was
applicable to patients who experience muldiple stimuli in
stressful health care situations. This was the deductive stage of
theory development: beginning with an abstract, general theo-
retic construction and substructing downward to more specific
levels that included concepts for nursing practice. Each
nursing concept then could be operationalized relative to a
specific research setting.

Murray's intent was to synthesize a grand theory for
psychology from existing lesser psychologic theories of his
ume. His concepts are found in Figure 2, lines 1, 2, and 3.
Because comfort was perceived by patients, it was logically
substructed under Murray’s concept of “perception.”
“Obstructing forces” were substructed for nursing as health
care needs; “facilitating forces” were nursing interventions, and
“interacting forces” were intervening variables (line 4). This
was the first and alcruistic parc of the theory, which scated chac
nurses identified unmet comfort needs of their patients,
designed interventions to address those needs, and sought to
enhance their patients’ comfort, the immediate desired
outcome.

The second and practical part of the theory addressed the
question? “Why comfort?” For nursing, unitary trend was
substructed to health thema, which was further substrucred
HSBs. HSB was Schlotfeldr’s!® concepr and represented the
broad category of subsequent desired ourcomes. She stated
that HSBs could be internal, external, or a peaceful death.
Some examples of HSBs are decreased length of stay, improved
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functional status, better response (or effort) to therapy, faster
healing, or increased patient satisfaction.

PATIENT COMFORT IN OUTCOMES RESEARCH:
THE RETRODUCTIVE STAGE

Retroduction is a form of reasoning that originates ideas. It is
useful for the selection of phenomena that can be developed
turther and tested. This type of reasoning is applied in fields in
which there are few available theories.” Such is the case with
outcomes research thar, to date, is centered on collecting large
darabases for selected outcomes and relating those outcomes to
types of nursing, medical, or institutional protocols. Adding a
nursing theoretic framework to outcomes research would
enhance this area of nursing investigation because theory-based
practice enables nurses to design interventions that are
congruent with desired outcomes, thus increasing the likeli-
hood of finding significant resules. Significant results on desired
outcomes would provide darta to respective institutions about
nursing’s “productivity” and the importance of nursing in the
present competitive marker.

Murray’s!3 20th century framework could not account for 21st
century emphasis on institutional outcomes. However, with the use
of retroduction, the concepr of institutional integrity was added to
the MR theory of comfort (Figure 3). Institutional integrity is
conceprualized as the quality or state of health care corporations
being complete, whole, sound, upright, honest, and sincere. The
term has normative and descriptive components. Adding the term
to the theory of comfort extends the theory to a consideration of the
relationships between HSBs and institutional integrity.
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Figure 3. Comfort theorv adapred for outcomes research.

Box 1. Propositions in theory of comfort

5. When patients engage in health-seeking behaviams as a resuli of being s

satisfied with their health care.

normative and descriptive compenent.

1. Nurses identify patients’ comfore needs thar have not been mert by extsting support systems.
2. Nurses design interventions to address those needs.
3. Intervening variables are taken into account ia designing interventions
comfort: and/or u*usequcrr {HSBs) outcomes.
4. If enhanced comforr is achieved. panients are strengthened to engage in health-seeking behaviors.

6. When parients are satisfied with their heaith care in a specific isurunon,

and murually agreeing on reasonabic immediate tenhanced

[""ﬂ"[nt,nﬂu b\ C()I"MOHL g acuons.

nurses and patients are more

inSTTLLON Tetains s integrity: nsurunional integrity has a

Box 2. Assumptions underpinning the theory of comfort

Human beings have holistic responses 1o complex stimuli.

Human beings strive tc meer. or 1o have

P by e

Institunonal integrity has a normauve and descriptive component thar

Comfort is a desirable holistic outcome that 1s germane 1o the discipline of nursing.
met. thelr basic comfort needs: it is an acrive endeavor,

: . .
s« based on a patient-oriented value svstem.

The theory now predicts that when patients engage fully in
HSBs. such as their rehabilitadon program or medical
regimen, o is enshanced also. Institutional

integrity can be operaconalized as patient satisfaction.

insttutional integn

successtul discharges, cost-benefit ratios. or other outcomes
that are essential to institutional integrity. All of these conceprs
are indicators of the integricy of the institution. The defini-
tions of underlined conceprs tFigure 2) will be given
tions that link the concepts are in Box 1. and assumptions thar
underpin this theory are in Box 2.

This theorv
humanistic, needs-relared. and holistic. Further. it relates prac-

; Proposi-

describes traditional nursing practice as

tice to institurional ocutcomes that make those nursing acrions

that promote soundness of bealth care instirunons visible and
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essential ‘comfort care). The concepts are (1) health care needs
that include physical. psychospiritual. social, and environ-
mental needs thar arise for patients in stressful health care situ-
ations' 2 (2) nursing inrerventions. an umbrella term for
commitment by nurses and institunions to promote comfort
care {intentional care by nurses directed ro meeting comfort

needs of patientst: (3) intervening variables that will affect

outcumes {for example. institutions that are commitred to

achieving improved outcomes through comfort care must
provide adequate staffing of registered nurses to meet comfort
needs associated with existing patient acuity on any given unit);
(4) natient comfort. defined as the imm wediate stare of being

P
strengthened by havin needs mer i 4 contexes of human

vehospirual, social, and environ-

-5 e’\

:.\pcrirl {phvsical,
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Box 3. Evaluation of the theory of comfort ' ‘

1. ( oncepts are SPCUHL for nur \n"ﬂ'

(]

Concepts and propositions ar : u[‘,u:‘.timmilzci %

tonafized easily using the tis e m srucrure of
The theory can be applicd i o O, T“;
the theorv o mxuo level situaccas.

[

4. DPropositions range fron: -
5. ~\55umpuom tit the theors

iors. {nstitutional (ntegriev
6. The theory is relevant for pac

aa users of

|

G
I

nurses o assist them In meerting their comtors needs.
8. The theorv entails a nursing-sensiuve ourcome. A
rrom nurses and give them credit when comfort is delivered,
trom thewr nurses. This theory explicates how and why =0 Jdo 50

mrrore has been called the essence of nursing. ™
.L‘l: lv.. K

! 1 oy . .
Ay Deelt fested [ many seungs. - )h( outcete of Jomiiolt is upera-

ITIPOrTAnt theoretlc HRk fo oulcomes ?,:c‘lhh
rhe theory, Nursine stedents fearn thys :hcorj'
The theory is oriented 10 an ourcome that is imporrant o parients. :

fro: 4_*‘ mh'\c“& actions of purses, pitients receive what thev need and wanc

hd rescarchiers e working win tee aurhor €0 adape

Cnead, thctr

b Ve ;
resed adicanes ar palien s Wit and o

D

been o attend o pattens somtort. Y Patents expect this

mental)? that can be operationalized by the general comfore
questionnaire!; (3) HSBs, defined as patient actons of which
they may or may not be aware and which may or mayv not be
observed thar are predicrors or indicators of improved health!®
(categorized as internal [eg, healing, immune tunction]. as
external [eg
peaceful death, HSBs are more accurate indicator of nurse
productivity than the number of paciencs cared for: and (6}

, functional status, perception of health, or as a

institutional integrity (previously defined).
The definition of comfort has grown from its early detini-

tion? to one that incorporates the Strengthening component of

comfort, the immediate desired outcome ot nursing care.” It is
this strengthening component that facilitates patienss’ in-
creased engagement in HSBs, the subsequent outcome. These

subsequent HSBs, as indicators of nurse productivicy. ars of

great interest to health care administrators because thev facili-
tate decreased lengths of stav. successtul discharges, and
improved public relations when patiencs and families are
happy with their health care. The 3 parts of che theory can be
tested separately. or all conceprs can be tested in one studw
Pach analysis can indicate which variables have direcs or indi-
rect influences on desired outcomes. Now. by linking HSBs o
insttutional integrity in an explicit wav, vutcomes research is
theoretically based in nursing.

CRITERIA FOR ADEQUACY OF MR THEORIES

The expanded theory of comtort meets the tollowing criteria for
MR theory: (1) its concepts and propositions are specific o
nursing, (2) ic is readily operationalized, {3 it can be applied
manyv situations, (4) propositions can range from causal o associa-
tive, depending on their application, and (5} assumpdons fit the
theory. These are characteristics of good MR theory as described bv
Whall.! Nolan and Grant!” suggested 2 other criteria it a theorv is
to be applied in practice: (6) it should be relevant for potential users
of the theorv (ie, nurses) and (7) it should be oriented to outcomes
that are important for patients, not merely describe whart nurses do.
[n addition, (8) this theorv describes nursing-sensitive phenomena
that are readily associated with the deliberate actions of nurses, and
their productivity, and are theoretically related o enhanced insu-
tutional integritv. An evaluation of how the theory of comfort
meets those criteria is presented in Box 3
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UTILIZATION OF THE MR THEORY OF COMFORT

Accessibility of the theory on the World Wide Web has led to
many applications of the theory of comfore.'3 Currencly,
comforr studies are being conducted with many different
populations, all using the MR level to generate pracrice-level
comfore theories for specific sttuations. These situations
include, among others, midwifery, postpartum care, a burn
unit, nursing hemes, medical-surgical units, angiography,
hospice. perioperative care, ambulatory surgery, osteoarthritis,
and parish nursing. In its simplicity, the theorv of comtorr has
tound popularizv. [t is hoped that the theory also will generate
ourcomes research that Is strengthened by being rooted in a
testable nursing theory.

SUMMARY

The construction
of different methads tor theory development applied during
different stages of the process of t-L‘eory development. In
uctive explication of the

of Kolcaba’s theorv of comtort was the resulc

review, those methods were (1)
components of a specific practice. -13,‘1 concept analysis and
operationalization of components that were vet undetined, (3)
deduction from a more general organizing theory with reloca-
tion of the main concepts, and i4) recroduction to bring ro the
model a concept for outcomes research. Because ot the congru-
ence of this theory with evidence-based practice. it is an
example of a new orientation for theories, from an emphasis
on what nurses do to an emphasis on outcomes tn large pattent

populations.

Nursing theory, explicit in nursing
practice and research, must be
congruent and relevant for proac-
tive evidence production and
collecrion.

[t is expected that nurse researchers will continue formu-
lating or refining grand theories and 4€velopmv new MR
theories. At least some of the classic theories will be revised,
modified, and qualified. This building and adapting of theo-
ries ac both levels will drive new science. As nursing science
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accumulates knowledge at the levels of observation and
evidence, global thinking may give way art times to MR theory,
which is grounded in observable concepts. Efforts such as
these are particularly important throughour this current evolu-
tion in health care. Nursing theory, explicit in nursing practice
and research, must be congruent and relevant for proactive
evidence production and collection. At some future time,
nurse theorists can harvest the fruits of MR theories, such as
the theory of comfort, and return to grand theorizing from a
newly conceived and informed point of view. &
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