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ABSTRACT

Background: Chronic kidney disease (CKD) is a fast-growing cause of morbidity and mortality worldwide. Patients suffering
from CKD almost always develop end-stage renal disease (ESRD) that is often treated with haemodialysis (HD). In this context,
the quality of the nurse-patient relationship (NPR) plays a major role in supporting the quality of life (QoL) of HD patients. This
study examined the relationship between quality of nurse behaviours and attitudes as perceived by HD patients and QoL of these
patients.
Methods: The study used a cross-sectional correlational design. The sample consisted of 140 patients recruited in 10 HD units
in French-speaking Switzerland. The Caring Nurse-Patient Interaction Scale (CNPI-70) was used to assess the NPR, and the
French version of the WHOQOL-Bref was used to evaluate different dimensions of QoL. Random-intercept linear regressions
adjusted for sociodemographic characteristics were used to study the relationship between patient-perceived quality of nurse
caring attitudes and behaviours and patient QoL.
Results: Patients reported a high frequency of caring attitudes and behaviours from their attending nurses, except relative to
the dimension of spirituality. All the dimensions of patient QoL were positively influenced by the caring factor composing the
CNPI-70. In particular, nurse attention to patient dignity when providing support for basic human needs seemed to be a major
factor in patient QoL.
Conclusions: Quality of NPR is essential to improving patient QoL. Interventions need to be developed to support quality of
NPR.
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1. INTRODUCTION
As a result of a long historical process, chronic illnesses be-
came the first cause of death in Western countries.[1, 2] One
of these — chronic kidney disease (CKD) — has been on a
steady rise, notably as a consequence of other chronic dis-
eases, such as diabetes and hypertension. CKD ranked 19th
on the list of causes of the total number of global deaths in
2010 (annual death rate of 16.3 per 100,000) and is consid-
ered a major public health issue.[3] In Switzerland alone, an
estimated 350,000 people live with the condition, and, of
these, 30,000 suffer from a severe form of the disease. More-
over, patients with CKD inevitably develop end-stage renal
disease (ESRD), necessitating renal replacement therapy, the
most common being haemodialysis.[42] As pointed out by
Chantrel, Lassalle, Couchoud, and Frimat,[5] the transition to
ESRD, particularly if it involves haemodialysis (HD), marks
a radical change in the organisation of patient care. Prior to
HD, patient care consists primarily of dietary recommenda-
tions, medical interventions, and periodic monitoring. These
interventions are carried out by an informal team made up of
the patient’s family physician and a nephrologist and leave
ample room for patient autonomy. Once HD is initiated,
however, patient care is managed almost exclusively by a
multidisciplinary team working in the field of nephrology
and implies greater involvement on the part of both the pa-
tient and healthcare professionals.[5, 6] Thus, patients on
HD experience a number of disruptions in their daily life
because they are required to undergo heavy medical treat-
ment that normally entails three weekly sessions of 4 to 6
hours.[7, 8] Moreover, HD patients must continue to follow
a strict diet low in salt, phosphorus, potassium, and fluid[4]

and must adhere to strict medical treatment. In this regard,
some authors[9, 10] have underscored that, on top of having
to bear the presence of severe symptoms,[7, 11] HD patients
suffer from psychological distress for various reasons, includ-
ing the heavy limitations that treatment imposes, changes in
body perception, economic difficulties, and uncertainty about
their future. It has been observed that, because of all these
problems, HD patients present high levels of anxiety and
depression and that this has a heavy impact on their quality
of life (QoL),[12] which is a key indicator of their survival in
the short term.[13]

According to some authors,[14, 15] nurses play a major role in
making patients feel safe, in promoting their psychological
wellbeing, and in helping them cope with their chronic illness.
The ability of nurses to create a high-quality nurse-patient
relationship (NPR), based on active listening and empathy,
is a key factor supporting HD patient QoL. For Bennett,[16]

HD nurses must meet numerous challenges in the course of
their work, such as maintaining a high level of competence
in the technical and relational aspects of care to practise a

holistic, person-centred nursing approach. In this regard,
nurse caring practice, which is expressed through the quality
of the human relationship established between nurse and
cared-for person, quality of nurse presence, and touch, is an
essential ingredient in the development of a person-centred
approach that takes account of the patient’s needs, values,
and expectations.

The NPR in nursing care has been the topic of much dis-
cussion in the literature.[8, 17–21] In particular, according to
Watson,[20, 21] nursing care is the ability to help people giving
meaning to their existence, suffering, and lack of harmony
through a process called the “transpersonal caring relation-
ship”.[22] In Watson’s theory,[20, 22] the transpersonal caring
relationship allows nurses to achieve a deeper person-to-
person connection in order to promote patients’ wellbeing,
healing, harmony, and empowerment. Nurses are required to
ground their practice in a system of humanistic values that
influence their attitudes and, in turn, guide their behaviours.
According to Cara,[23] these attitudes are expressed through
authentic presence, compassion, active listening, understand-
ing, support, reciprocity, and collaboration, and require a
true commitment on the part of nurses for humanistic nurs-
ing practice. Desmond et al.[24] stressed that the caring
relationship played a central role in how patients viewed
holistic health and Swanson[18, 19] showed in two literary
meta-analyses how a caring relationship is beneficial not
only to nurses and patients (self-esteem, QoL, length of hos-
pital stay) but also to healthcare systems (costs). By contrast,
patients exposed to uncaring attitudes and behaviours feel
humiliated, frightened, helpless, and vulnerable states that
can contribute to lengthening physical healing times.[18, 19]

These results are also supported by Wei, Fazzone, Sitzman,
and Hardin[25] in a recent literature review of intervention
studies based on Watson’s Theory of Human Caring.

Consequently, the link between the patient-perceived quality
of NPR and patient QoL seems crucial. Despite a grow-
ing body of literature in this regard, empirical evidence in
support of this link remains almost non-existent, where the
Swiss context is concerned. Moreover, the psychological
mechanism linking Watson’s approach to incremental im-
provement of patient QoL remains essentially unexplored.
Against this background, we undertook a study to measure
and describe patient perceptions of caring, patient QoL, and
the relationship between the two in the context of HD units
in French-speaking Switzerland.

2. METHODS

2.1 Study design
A cross-sectional correlational design[26] was used to de-
scribe ten dimensions of caring attitudes and behaviours,
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and, successively, to investigate the links between patient
perceptions of caring and patient QoL.

2.2 Participants and setting
A convenience sample of HD patients was recruited in 10
HD centres in the French-speaking part of Switzerland (Delé-
mont, Geneva, Lausanne, Martigny, Monthey, Morges, Pay-
erne, Porrentruy, Sierre, Sion, Yverdon-les-Bains) during a
routine weekday HD session. To participate in the study, pa-
tients were required to meet the following inclusion criteria:
1) age 18 years or older; 2) under active treatment for at least
six months, and 3) able to read and understand French. The
questionnaires took about 30 minutes on average to complete
and were collected at the end of the HD session. Overall, 202
patients met the inclusion criteria and agreed to participate
in the study. Of these, 140 (69.3%) completed the question-
naires. The main causes of withdrawal were a change in
health status (10.4%), death (7.4%), and transplant (4.5%).

2.3 Measures
2.3.1 Sociodemographic data and clinical information
The following sociodemographic data were collected from
patients: age, sex, marriage status, occupational situation,
children, and income. We also collected data on tobacco
and alcohol use, duration of HD, and presence of comor-
bid conditions. Clinical values were collected from hospital
records, including specific biological data and a marker of
HD adequacy (kt/v). This questionnaire was already used in a
previous study on the same population,[7, 8] and no difficulties
where identified.

2.3.2 Caring relationship
The Caring Nurse-Patient Interaction Scale (CNPI-70[27, 28])
was developed to assess nurse caring factors as described by
Watson[21, 22, 29, 30] and to facilitate research on the relation-
ship between caring and patient outcomes. The instrument
comprises ten subscales, one for each caring factor, with a
variable number of items. The items are rated on a five-point
Likert scale ranging from “almost never” (1) to “always” (5),
with higher ratings indicating more positive attitudes and
behaviours in support of caring nurse-patient interactions.
Cronbach’s alphas for the subscales ranged from .73 to .91,
and Pearson’s correlation coefficients between the ten sub-
scales ranged from .53 to .89,[27] suggesting overall good
internal consistency. The scale has been used with differ-
ent populations, notably nurses,[7, 8, 24, 31, 32] patients,[7, 8, 24]

and nursing students.[31, 32] The instrument has shown good
acceptability with HD patients.[7]

2.3.3 Quality of life
QoL was assessed with the French version of the WHOQOL-
BREF,[33] an abridged version of the 100-item World Health

Organization Quality of Life instrument. The short version
comprises 26 items, two of which serve to explore overall
patient QoL and general health. The other 24 items fall under
four domains: physical health (seven items), psychological
state (six items), social relationships (three items), and en-
vironmental conditions (eight items). All of these items are
rated on a five-point scale ranging from 1 to 5, with higher
ratings indicating better QoL. Then, the raw ratings were
normalized on the 0–100 scale. The WHOQOL-BREF ques-
tionnaire has been shown to possess good discriminant and
content validity, as well as good test-retest reliability and
high internal consistency.[34] The French translation was
validated[33] on French-speaking patients with neuromuscu-
lar disorders and has been proven to possess satisfactory
psychometric properties (Cronbach’s α above .65 for each
dimension and good acceptability by the population with less
than 5% of non-responses). Moreover, this instrument was al-
ready successfully used in studies involving HD patients.[7, 8]

2.4 Data analysis
First, numeric variables were described using means, stan-
dard deviations, medians, and interquartile ranges (IQR),
while categorical variables were described using frequency
tables and percentages. Second, random intercept linear re-
gression models were used to examine the link between the
ten dimensions of the CNPI-70 and patient QoL. The use of
a random intercept regression model was necessary because,
as participants were nested in HD units, measures referring
to patients from the same HD unit could not be considered
fully independent observations. The inclusion of control
variables was determined empirically. Random intercept lin-
ear regression models and Kendall’s correlation coefficients
were used to determine whether any sociodemographic or
health characteristic was related to patient QoL and patient,
caring perceptions.
Given that these analyses were ancillary to our primary goal
and merely explorative of possible relationships within our
sample, a Bonferroni correction for multiple comparisons
was applied to p-values to avoid type I errors. In all the anal-
yses, we applied a frequentist approach, and p-value equal to
or less than .05 was used as a threshold to evaluate the sig-
nificance level of every result. All of the statistical analyses
were run on the R Studio (version 1.2.5042) application.[35]

2.5 Missing data
For both the ten dimensions of the CNPI-70 and the four
included in the WHOQOL-BREF, participants needed to
answer at least 80% of the items relating to a dimension to
obtain a valid rating for that dimension. Otherwise, the rating
was considered missing and excluded from the analyses. Be-
cause of the scantiness of the literature regarding the factors
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that influence the perception of caring as measured with the
CNPI-70, no data imputation was considered safe.

2.6 Ethical consideration
HD patients received a document explaining the purpose of
the study and the procedures used to ensure anonymity. To
this end, participants would be assigned a code. Patients had

the right to withdraw from the research without consequence
for their treatment Patient were afforded plenty of time to
carefully consider their decision. Those who agreed to take
part in the study were asked to sign a consent form that
was then forwarded to the researchers. This study obtained
an ethics certificate by the Human Research Ethics Review
Board of the Canton of Vaud (CER-VD no2017-00946).

Table 1. Patients’ characteristics of study patients
 

 

Sociodemographic, clinical and biological characteristics 
Study group (N = 140) 

Median (IQR) n % 

Age (years) 72 (17)   

Sex 
  

 

 • Female  57 40.7 

 • Male  83 59.3 

Marital status  
 

 

 • Single  19 13.6 

 • Married  74 52.9 

 • Separated  26 18.6 

 • Widowed  21 15.0 

With an occupation   21 15.0 

With children  100 71.4 

Months on haemodialysis 38.5 (49.2)   

Tobacco use  
 

 

 • Smoker  20 14.3 

 • Non-smoker  120 85.7 

On transplant waiting list (4 missing values) 56 40.0 

Heart failure  34 24.3 

Hypertension  67 47.9 

Cardiac arrhythmia  34 24.3 

Diabetes   38 27.1 

Peripheral vascular disease  16 11.4 

Chronic respiratory insufficiency  14 10.0 

Tumour  20 14.3 

Hepatitis  2 1.4 

Amputation  18 12.9 

Hemiplegia  3 2.1 

Albumin (g/dL, min-max: 3.5–5.0)*  3.9 (0.4)   

Haemoglobin (g/dL, min-max: 12–16)*  11.1 (1.4)   

Phosphate (mg/dL, min-max: 3.5–5.5)*     5.2 (1.9)   

Calcium (mg/dL, min-max: 8.4–9.5)* 9.2 (0.8)   

Parathyroid hormone (pg/mL, min-max: 150–300)* (1 missing value) 166 (216.9)   

kt/v (min-max: 0.94–2.29)* (1 missing value) 1.72 (0.3)   

Note. *According to KDIGO [36] 
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3. RESULTS

3.1 Sample characteristics
From January to May 2018, 140 HD patients completed
the questionnaire. The sociodemographic characteristics of
these patients are shown in Table 1. Most participants were
male (59.3%). The mean age was 69.0 years (SD = 12.7).
Almost three quarters had children (71.4%), and just over
half were married (52.9%). Only a small minority had a
professional activity (15%), and the vast majority were non-
smokers (85.7%). On average, they had been receiving HD
for 62.5 months (SD = 78.3), and 40% were on the transplant
waiting list. As for medical history, 47.9% of the patients
suffered from hypertension, almost 27.1% from diabetes,
24.3% from heart arrhythmia, and 24.3% from heart failure.
A minority of patients were amputated (12.9%) or suffered
from hemiplegia (2.1%). Mean clinical values all fell within
non-problematic bounds.

3.2 Patient perceptions of caring
Table 2 presents the patient mean ratings of all 140 par-
ticipants for the ten dimensions of the NPR measured by
the CNPI-70. Patients rated all dimensions above 3, ex-
cept Spirituality. Most dimensions were even rated above 4,
notably F1-Humanism, F2-Hope, F4-Helping Relationship,
F5-Expression of Emotions, F7-Teaching, F8-Environment,
and F9-Needs. These findings suggested that HD patients
perceived a high frequency of caring attitudes and behaviours
from their attending nurses, similar to what was observed
by Delmas et al.[8] in a similar population of HD patients
in French-speaking Switzerland. No sociodemographic or

health factor appeared to be related to patient QoL, except
patient sex: Men rated F9-Needs significantly lower than
women did (β = -.25; Bonferroni p = .024).

3.3 Patient QoL
As shown in Table 3, the HD patients in our sample perceived
a moderate to good QoL with mean ratings ranging from 3.35
(General health situation) to 4.50 (Environmental QoL) on
a scale of 1 to 5. These results are similar to or higher than
those reported by Delmas et al. in a comparable population
of Swiss HD patients. No sociodemographic or health factor
appeared related to patient QoL, except for phosphate level,
which was negatively correlated with the social relationships
dimension (β = -.02; Bonferroni p = .026).

Table 2. Patient perceptions of caring as assessed with the
Caring Nurse-Patient Interaction Scale (CNPI-70)

 

 

Dimensions  
Study group (N = 140) 

Mean (SD) 

F1-Humanism 4.49 0.55 

F2-Hope 4.19 1.15 

F3-Sensitivity 3.75 1.20 

F4-Helping Relationship 4.42 0.74 

F5-Expression of Emotions 4.07 1.10 

F6-Problem Solving 3.42 1.35 

F7-Teaching 4.31 0.92 

F8-Environment 4.64 0.52 

F9-Needs 4.68 0.44 

F10-Spirituality 2.48 1.55 

 

Table 3. Patient quality of life as assessed with the WHOQOL-BREF
 

 

 
Mean SD Mean (on a scale of 0-100) SD (on a scale of 0-100) 

Physical health 3.49 0.85 62.37 21.15 

Psychological health 4.13 0.57 78.24 14.34 

Social relationships 4.33 0.79 83.26 19.82 

Environmental QoL 4.50 0.51 87.49 12.87 

General health situation 3.35 1.08 58.75 27.00 

General QoL 3.65 0.95 66.25 23.75 

 

3.4 Relationship between patient perceptions of caring
and patient QoL

Kendall’s correlation coefficients were calculated in a pre-
liminary analysis to explore the association between each
caring factor and each QoL dimension. Generally speaking,
caring factors were moderately correlated with one another,
as expected from a theoretical point of view. In addition,
F1-Humanism and F4-Helping Relationship were correlated
with two QoL dimensions: Social Relationships (respec-
tively, τ = .24, Bonferroni p = .001 and τ = .26, Bonferroni
p = .004) and Environmental QoL (respectively, τ = .26,

Bonferroni p = .001 and τ = .18, Bonferroni p = .035), F7-
Teaching was correlated with General health situation (τ =
.21, Bonferroni p = .028), and F9-Needs with General QoL
(τ = .21, Bonferroni p = .026). Given these results, some
caring factors were entered as control variables in the ran-
dom intercept regression models, as described in Table 4.
In contrast, no sociodemographic or health variables were
associated with either patient perceptions of caring or QoL.
Consequently, none of these variables were entered into the
models as control variables.
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Table 4. Relationship between patient perception of caring and quality of life
 

 

  General QoL General health Physical QoL Psychological QoL Social relationships Environmental QoL 

F1-Humanism .187 .139 .193 .021 .239 .246* 

Intercept 2.827 2.732 2.629 4.029 2.700 2.801 

Controls none none none none Factor F4 Factor F4 

N (individuals) 137 137 135 133 111 134 

Random intercept variance .213 .082 .007 .003 .132 .002 

N (groups) 11 11 11 11 11 11 

F2-Hope -.056 .109 .083 .039 .140* .094* 

Intercept 1.514 2.459 3.136 3.965 3.749 4.107 

Controls Factor F9 Factor F7 none none none none 

N (individuals) 123 112 127 126 107 127 

Random intercept variance .225 .007 .005 .003 .119 .003 

N (groups) 11 11 11 11 11 11 

F3-Sensitivity .013 .201* .070 .066 .129* .056 

Intercept 1.929 2.658 3.272 3.897 3.942 4.336 

Controls Factor F9 Factor F7 none none none none 

N (individuals) 109 100 111 110 91 112 

Random intercept variance .220 .008 .005 .003 .005 .005 

N (groups) 11 11 11 11 11 11 

F4-Helping Relationship .064 .108 .203* .008 .126 .135* 

Intercept 3.378 2.870 2.593 4.083 2.700 2.801 

Controls none none none none Factor F1 Factor F1 

N (individuals) 135 135 133 131 111 134 

Random intercept variance .242 .136 .008 .003 .132 .002 

N (groups) 11 11 11 11 11 11 

F5-Expression of Emotions -.130 .014 .089 .055 .076 .057 

Intercept 2.181 2.544 3.045 3.828 3.976 4.252 

Controls Factor F7 Factor F9 none none none none 

N (individuals) 103 93 106 104 92 107 

Random intercept variance .217 .009 .006 .004 .151 .004 

N (groups) 11 11 11 11 11 11 

F6-Problem Solving -.049 .139 .067 .120* .064 .047 

Intercept 1.593 2.553 3.253 3.703 4.151 4.357 

Controls Factor F7 Factor F9 none none none none 

N (individuals) 111 100 112 112 93 113 

Random intercept variance .252 .006 .006 .004 .181 .003 

N (groups) 11 11 11 11 11 11 

F7-Teaching .027 .133 .035 .116 .011 .088 

Intercept 1.746 2.826 3.341 3.614 4.274 4.121 

Controls Factor F7 none none none none none 

N (individuals) 112 115 113 111 96 113 

Random intercept variance .147 .008 .021 .003 .170 .003 

N (groups) 11 11 11 11 11 11 

F8-Environment   .150 .489 .183 .167 .165 .257* 

Intercept 1.739 1.380 2.642 3.389 3.609 3.324 

Controls Factor F7 Factor F9 none none none none 

N (individuals) 120 108 121 119 101 122 

Random intercept variance .223 .006 .005 .004 .169 .002 

N (groups) 11 11 11 11 11 11 

F9-Needs  .395
*
 .330 .283 .265* .340* .316* 

Intercept 1.837 1.509 2.187 2.885 2.790 3.028 

Controls none Factor F9 none none none none 

N (individuals) 130 112 128 127 106 129 

Random intercept variance .213 .007 .005 .003 .167 .002 

N (groups) 11 11 11 11 11 11 

F10-Spirituality .020 -.001 -.030 .047 .058 .002 

Intercept 3.700 3.409 3.625 4.161 4.184 4.552 

Controls none none none none none none 

N (individuals) 86 86 85 85 67 85 

Random intercept variance .283 .010 .008 .003 .154 .003 

N (groups) 11 11 11 11 11 11 

Note. *p < .05 
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The relationships between caring factors and patient QoL
were modelled using random-intercept logistic regression
(see Table 4). The results of these analyses showed a posi-
tive relationship between certain caring factors and patient
QoL. General QoL appeared to be influenced by F9-Needs
(β = .395, p = .026), and General health situation by F3-
Sensitivity (β = .201, p = .032). Where Physical health is
concerned, a significant positive relationship emerged only
with F4-Helping Relationship (β = .203, p = .043), while
Psychological health appeared to be influenced by both F6-
Problem Solving (β = .120, p = .003) and F9-Needs (β =
.265, p = .020). Similarly, F2-Hope, F3-Sensitivity, and
F9-Needs had a positive influence on Social relationships
(respectively, β = .140, p = .037; β = .129, p = .029; and β =
.340, p = .043). Finally, the Environmental QoL appeared to
be the most affected by variations in caring levels associated
with F1-Humanism (β = .246, p = .004), F2-Hope (β = .094,
p = .018), F4-Helping Relationship (β = .135, p < .001),
F8-Environment (β = .257, p = .003), and F9-Needs (β =
.316, p = .003).

4. DISCUSSION
NPR can be considered a bridge between the patient and
the healthcare system, which is why humanistic attitudes
and behaviours are key to delivering optimal care.[37] Re-
search has shown that the NPR has a profound impact on
patient satisfaction, especially in HD settings, where treat-
ment involves prolonged (about four hours per session) and
repeated (three times a week) interaction between patients
and nurses.[8, 16, 38–41] Our data have shown that, overall, pa-
tients perceived medium to high levels of caring, with seven
out of ten dimensions rated three or higher on a scale of 1 to
5. These ratings are in line with previous observations in sim-
ilar contexts.[8, 41] According to Watson,[20, 21] the ten caring
factors describe an NPR where nurses can show compassion,
respect, kindness, and impartiality, regardless of the patient’s
culture, beliefs, or orientations. Consequently, the higher
the rating, the more patients perceive that nurses see them
as people and not merely carriers of disease, support their
efforts, adopt a teaching style focused on problem-solving,
and are respectful of their intimacy and needs. Moreover,
and most importantly, nurses can instil and support patients’
hope in their future and the development of their global
health condition.

The only exception in this pattern was F10-Spirituality, which
received only moderate ratings. This factor reflects patient
perceptions of nurses’ ability to support their spiritual life
and their existential quest. Understanding why nurses appear
less effective in this task, relative to others, needs further
investigation. Nevertheless, an analysis of the context may

afford important clues. Both Watson’s theory of caring[20, 21]

and Cosette’s EIIP-70 instrument[27, 28] were originally de-
veloped in a North American context where spirituality is
lived differently from how it is in Switzerland. In recent
decades, Western public debate has shifted towards identity
politics,[42] where people’s beliefs and group membership
play a central role. While religion is a main axis of division
in the North American debate, it remains marginal in Switzer-
land and is limited essentially to the conflict between con-
servative parties and Islam.[43] Religion, and non-traditional
spirituality, to an even greater extent, remain largely a private
matter in Switzerland. Swiss nurses and patients may be
culturally uncomfortable discussing such topics explicitly
and may adopt different strategies to deal with the spirituality
dimension. Consequently, Swiss patients may not be inclined
to address the subject with nurses and may not even need
professional support in this regard.

Regarding patient QoL, a complex pattern emerged.
Analysing patient QoL dimension by dimension, we ob-
served that physical health pulled down what would oth-
erwise be high patient assessments. Both general health situ-
ation and physical health were given only moderate ratings,
about 60% of the maximum, whereas the other dimensions
were given very high ratings closer to and even in excess of
80% of the maximum. The fact that patient assessments of
their general QoL were much closer to their ratings for the
physical health dimension than for any other suggests that
physical health is the driving force behind HD patient QoL.
Congruent with what we know of HD patients, their chronic
health condition and the severe restrictions imposed by the
HD treatment may push these patients to focus, sometimes
excessively, on their physical health at the expense of all
other aspects of their life.

Consequently, an NPR centred on humanistic values may
be beneficial to help patients reframe their perspectives and
focus on the positive elements of their life. Our findings
support this theoretical framework as they evidence an over-
all positive relationship between patient perception of nurse
caring attitudes and patient QoL. Patient assessments of the
physical dimension of their QoL improve in the presence of a
trusting-helping relationship (F4) between nurse and patient.
HD nurses are the main actors in HD treatment and play a key
role in advising HD patients on the daily management of their
health condition. Establishing a relationship based on mutual
trust and help promotes patient adherence to treatment and
diet,[44] which in turn contributes to improving their physical
condition. As for patient perceptions of psychological QoL,
a problem-solving approach (F6) to nursing and assistance
with basic human needs (F9) appear to be the most relevant
factors. Given the constraints of their condition, HD patients
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may be subject to high levels of psychological distress.[45]

If nurses can effectively solve patients’ problems and assist
them in maintaining their dignity while receiving assistance
with their basic human needs, part of this psychological dis-
tress may be relieved, and their QoL may improve as a result.
The social dimension of QoL was positively affected by F2
and F3 when these were rated high. These two factors coher-
ently describe the basic principles of the NPR according to
the caring theory, that is, authentic presence and sensitivity to
self and others. The social dimension was also influenced by
F9, the factor regarding assistance with basic human needs.
This result underscores even more markedly how this factor
is critical to the NPR in the context of HD treatment and how
it promotes patient QoL over time. Finally, environmental
QoL was positively affected by five caring factors: F1, F2,
F4, F8, and F9. This shows that how people assess their
environment is determined not only by the objective condi-
tions of the structures and spaces that they live in but also
by their subjective perception of these structures and spaces.
This perception seems to be influenced by the presence or ab-
sence of a caring environment characterised by the presence
of humanistic values (F1), authentic (F2) and trustful (F4)
relationships, and the creation of spaces that foster mutual
support (F8) and respect the person’s dignity even when they
require assistance with the most basic human needs (F9).
Finally, where the two general indicators are concerned, the
patients’ self-assessment of their general health situation was
positively impacted by the cultivation of sensitivity to self
and others (F3), which is conducive to the development of
an entirely different view of one’s condition.

In contrast, the patients’ perception of their general QoL was
positively influenced by assistance with basic human needs
(F9). This finding reinforces the above-discussed results that
evidence a close relationship between patient perception of
physical condition and their general QoL. Because of their
condition, the physical dimension plays a key role in the
QoL of HD patients and seeing how, as mentioned above,
assistance with basic human needs is the main factor support-
ing their perception of their health condition, this factor also
plays an important role in their perception of their general
QoL.

Limitations
Our study presents a number of limitations. First, our anal-
yses were based on a convenience sample that was not rep-
resentative of the entire population of Swiss HD patients.
Therefore, the results of this study cannot be generalized.

Second, our cross-sectional design provided a description
at a given point in time only. Repeated measures would
afford a more detailed representation of the relationships
between the variables considered. Third, we used a non-
specific instrument to measure patient QoL. The use of two
instruments, one specific and one not, as recommended by
Danquah. Meininger, Zimmerman, Bergstrom, and Dia-
mond,[46] would have provided a more detailed picture of
this element. Fourth, the EIIP-70[28] has been used in the
past primarily to examine nurse perceptions of caring. Our
use of it to examine patient perceptions of caring severely
limits our ability to compare our results with those of other
studies or to generalize them.

5. CONCLUSIONS
Our study shows a clear connection between the quality of
NPR and patient QoL in the context of HD. Moreover, our re-
sults support the idea that an NPR based on Watson’s theory
of human caring[20, 21] has a beneficial effect on patient QoL.
This is in line with previous research (see Cossette et al.,[28]

for a review) and provides further empirical evidence in sup-
port of Watson’s model. More specifically, we observed that
all the dimensions of patient QoL, including environmental
QoL, are affected by the quality of NPR. In particular, re-
spect for individual dignity when assistance with the most
basic human needs is required (F9) appears crucial to HD
patient QoL. HD patients spend a large part of their week
in the common area of the HD unit, where privacy can be
hard to come by. Unsurprisingly, then, HD patients consider
respect for their dignity as a key determinant of their QoL.

These findings speak to the need for continuing professional
development activities to support nurses’ efforts to develop
and maintain a humanistic approach to caring. As HD re-
quires nurses to have a mastery of extremely technical skills,
they run the risk of focusing their attention on these and
of neglecting the person attached to the machine. A purely
technical approach is tempting as it does not require nurses
to become personally engaged. It is easier to manage a ma-
chine than a relationship. However, in the long run, such
an approach leads to a dehumanizing practice, a trend that
is being observed more and more frequently in this era of
evolving healthcare systems.[47] In this context, supporting
humanistic relationships will be one of the main challenges
of the nursing profession in the immediate future.
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