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nurseepatient relationship, but nurses often act on instinct or rely on learned knowledge

Perception

and skills. Despite the increased emphasis on virtue ethics and honest disclosure, hope is

Genuineness

offered but nurses are often not honest with themselves or in their response to patients.

Facilitation

This poses a challenge when genuineness is facilitated. In this article, nurses' perceptions
of facilitating genuineness will be discussed.
Method: To assess nurses' genuineness, a quantitative, contextual, deductive and descriptive study was conducted. A purposive sample of nurses was taken from private general
hospitals in Gauteng, South Africa. Nurses' (n ¼ 181) perceptions of facilitating genuineness
in a nurseepatient relationship were self-assessed on a five-point scale in a questionnaire.
Data analysis: Descriptive statistics and non-parametric statistical techniques were used.
Specific hypotheses were tested to identify whether statistically significant differences in
perceptions of facilitating genuineness existed between two or more groups.
Results: When groups were compared, statistically significant differences were identified in
nurses' perceptions of facilitating genuineness with respect to age, years' experience as a
nurse and qualifications. It is recommended that nurses' awareness of genuineness and its
facilitation should involve learning through socialisation and self-awareness.
Copyright © 2015, The Authors. Production and hosting by Elsevier B.V. on behalf of
Johannesburg University. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

1.

Background

The purpose of this article is to highlight the importance of
nurses' awareness of and reflection on genuineness in the
nurseepatient relationship, which was explored in an

overarching research project (Van den Heever, 2012; Van den
Heever, Poggenpoel, & Myburgh, 2013). As a theoretical
framework, Carl Rogers' person-centred concepts of a therapeutic relationship and a systematic approach to the evaluation of interpersonal relationships (Aiken & Aiken, 1973, p.
865; Rogers, 1957, p. 100) were used. Psychological
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interventions tend to take the forms of facilitating, supporting
and nurturing instead of teaching or controlling. During interactions with patients, nurses present themselves as being
able to offer help, but they should also promote genuine interest in and respect for the patient; in other words, show that
they genuinely care.
The reality today is that nurses are not always caring
and genuine with themselves or with their patients in the
nurseepatient relationship (Van den Heever, 2012, p. 67).
Little attention is given to genuineness, and training courses are mainly professionally orientated (Torres-Rivera,
Phan, Maddux, Wilbur, & Arredondo, 2006, p. 2). Knowledge is necessary, but not always sufficient to facilitate
understanding and promote awareness of other people. The
term “nurse” will thus be used inclusively in this paper to
refer to all categories of staff (professional, enrolled,
auxiliary nurses and care workers) who interacted with
patients in private general hospitals at the time of the
research study.
There are various conditions and contexts that can facilitate nurturing. One of the conditions in a hospital is relating to
vulnerable patients. Within the theoretical context of genuine
empathetic understanding and caring, patients' basic psychological needs of relatedness can either be nurtured or
inhibited by what others say or how they respond to each
other.
Nurses are expected to have knowledge and skills, but they
also become aware of feelings and emotions when engaged in
real interactions with patients. In a relationship, nurses
facilitate, integrate and reflect on what patients say; however,
Sidney Jourard in the 1960s and 1970s proclaimed that we
camouflage our true being before others to protect ourselves
against criticism or rejection. Nurses, according to MenziesLyth (1988, p. 90), would then, instead of letting anyone
know how they really feel, use various coping mechanisms or
avoid answering a question to protect and defend themselves
from anxiety or to hide uncertainty (Scanlon, 2006, p. 325).
Uncertainty can thus unfortunately inhibit facilitation and
expression of feelings.
Although it is expected of them, it is not always possible for
health care professionals to have all the answers, and nurses
have often expressed their fear of not knowing what to say
(Reed & Fitzgerald, 2005, p. 215). In most nurses' minds there
seems to be a strong connection between being a good nurse
and doing the “right thing” which supports the recent popularity of virtue ethics (Begley, 2008, p. 337). Rather than
focussing only on the moral actions themselves, virtue ethics
looks to the person's character as the foundation and source of
ethical action (Smith & Godfrey, 2002, p. 301).
Professional, ethical and therapeutic boundaries are often
blurred when nurses have to come physically close enough to
the patient to offer care, but at the same time also have to
maintain emotional distance. Patients and their families often
express hopelessness. Vague and abstract responses from
nurses then may offer some hope when a patient is in despair,
but also hinder self-exploration and a trusting nurseepatient
relationship (Frisch & Frisch, 2011, p. 102; Arnold & Boggs,
2011, p. 19; Gilbert, 2009, p. 45). Over-involvement on the
other hand, with routine and administrative tasks or sarcastic
humour for example, may be used by nurses to either avoid

discussing the patient's fears or maintain the nurseepatient
relationship at a superficial level (Van den Heever, 2012, p. 62;
Poggenpoel, 1997, p. 29).
Awareness, reflection and genuineness seem to be interrelated and therefore, being reflective of patients' verbal and
non-verbal messages nurses are also being mindful of their
feelings. Mindfulness is an open and undivided awareness of
current experiences both internally and externally in the here
and now, rather than a cognitive approach to stimuli (Brown &
Ryan, 2003, p. 822). Mindlessness, on the other hand, is when a
person refuses to acknowledge or attend to a thought,
emotion, motive or object of perception (Brown & Ryan, 2003,
p. 823).
At times during the nurseepatient interaction, nurses act
on instinct when they pick up non-verbal cues, as opposed to
acting according to any learned methods. Awareness or
intuition therefore is an application of self-awareness and
human skills by a knowledgeable person who draws on
experience and insight gained from maturity (Begley, 2008, p.
338; Scanlon, 2006, p. 328).
Most health professionals are taught to be polite, kind,
pleasing, socially and professionally appropriate rather than
to be genuine and congruent in their relationships with
themselves and their patients. Facilitating genuineness involves learning through socialisation or experiential learning
(Scanlon, 2006, p. 328) and is founded in the awareness and
perception of each other in an open and trusting relationship
(Bozarth, 2001, p. 1; Rogers, 1957, p. 95).
Honesty is often perceived as truth-telling. Practises
among nurses and doctors have moved to more honest and
truthful disclosure to patients, but truth-telling practises and
preferences are to a certain extent a cultural artefact
(Tuckett, 2004, p. 500). Then there is also the argument for or
against telling the truth, which is mostly grounded in the
ethical principles of the patient's autonomy and prevention
of physical or psychological harm. Truth-telling and genuineness in the nurseepatient relationship is intrinsically
good, and doing “good” is an ethical principle. An integral
part of “doing good” in nursing, is to offer hope, yet the
question still arises whether withholding the truth for the
sake of having hope is detrimental or not to a trusting
relationship.
According to Tuckett (2004), one ought to ask patients and
their families what information they require, and to explore
the cultural nature of the patient and the healthcare setting.
In China, many families object to telling the truth therefore
doctors and nurses seem to follow the wishes of what the
family of their patients want to know (Tse, Chong, & Fok,
2003, p. 339). However, the majority of patients indicate
that they want truthfulness and information about their
illness which will enable them to manage their own uncertainty and allow them to make decisions for themselves
(Epstein & Street, 2007; Tse et al., 2003, p. 339). Genuineness
and truthfulness are virtues and characteristics which have
long been perceived as being real and transparent, while
honesty has been defined as truthfulness, authenticity, morality, integrity and trustworthiness (Begley, 2008, p. 337;
Ashton, Lee, & Son, 2000, p. 360; Rogers, 1957). Genuineness
and honesty are therefore consistent with constructive
relationships.
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Not only is genuineness closely linked to a person's beliefs
about themselves and the world, but also to honest and
congruent responses to others and their moral-ethical
conduct (LaSala, 2009, p. 429; Epstein & Street, 2007, p. 17).
Honesty as a virtue also requires practical skills, theoretical
knowledge and excellence of character (Begley, 2008, p. 336).
Knowledge and skills can be acquired through learning and
teaching, but attitude refers to the perception or opinion one
holds about others and also towards aspects such as life and
death, a mind-set and a tendency to act in a particular way
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due to an individual's culture, experience and temperament
(Pickens, 2005, chap. 3, p. 11).
Because genuineness is a virtue and a characteristic of a
person which is influenced by culture, religion and selfawareness, it is arguably underpinned by key values and beliefs (Johnson, Haigh, & Yates-Bolton, 2007, p. 366). “True”
feelings can therefore only be confirmed in retrospect and
with reflection. When there is a conflict between two people's
beliefs, unrealistic hope may be offered but hope can then be
seen as supportive or disruptive when it is actually false hope

Table 1 e Scenario: Nurses' perceptions of each response on level of facilitating genuineness in the nurseepatient
relationship.
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(Little & Sayers, 2004, p. 1336). In a nurseepatient relationship,
nurses' perceptions are underpinned by their own culture,
values and beliefs which inevitably play a role in how they
perceive hope or facilitate genuineness.
Thus, there could be differences in people's perceptions of
a genuine response in interpersonal processes. In the nurseepatient relationship, genuine responses can be facilitated on
various levels, for example, verbalisations at a lower level
tend to be false or reassuring in a disruptive way, while on a
higher level, nurses facilitate genuineness by their awareness
of themselves and being sincere and reflective of true feelings.
The following levels describe the underlying perceptions of
how genuineness is facilitated.
Level one (1): On the lowest level of facilitating genuineness, responses are clearly unrelated to what patients are
feeling at the moment; or the only genuine response is
negative and appears to have a detrimental effect upon the
patient. In the nurseepatient relationship, nurses may be
defensive in their interaction and this defensiveness may
be found in the content of their words or their voice quality
(Carkhuff, 1969, p. 319).
Level two (2): On the second lowest level, false reassurance
may be provided rather than expressing what one feels.
Automatic day-to-day responses could have a rehearsed
quality, rather than expressing what a person personally
feels or means. Guilt or self-blame could be implied which
can be seen as superficial and mindless, and do not form a
basis for genuineness or reflective exploration of feelings
(Brown & Ryan, 2003, p. 823).
Level three (3): No positive or negative cues are offered to
indicate genuineness in response to the patient's feelings.
Nurses may appear, for example, to make appropriate responses and to listen but commit nothing of themselves or
do not reflect any real involvement either. When we talk
about not giving up hope, for example, a person may have
various levels of hope about cure, which is commonly
equated with the promise of curative treatments for disease (Beste, 2005, p. 230).
Level four (4): Responses on level four (4) add deeper
meaning to what patients are saying and demonstrate
concern and understanding of the patient's despair. Some
positive cues, although not fully expressed, indicate a
genuine response and consideration for patients and their
family's feelings in a non-destructive manner. Expressions
allow patient autonomy and are congruent with their
feelings, although they may be somewhat hesitant about
expressing them fully (Aiken & Aiken, 1973, p. 865;
Carkhuff, 1969, p. 319).
Level five (5): At this level, responses are spontaneous and
nurses are freely and deeply themselves in a nonexploitative relationship. By listening to their fears and
clarifying what patients are saying, nurses and patients are
open to experiences of all types, both pleasant and hurtful.
In the event of hurtful responses, nurses' comments are
employed constructively to encourage further enquiry and
to reflect on genuine feelings with mindfulness in a trusting relationship (Aiken & Aiken, 1973, p. 865; Carkhuff,
1969, p. 319).

Guided by the theoretical framework of the study, these
levels of facilitation were operationalised in the form of scenarios (Aiken & Aiken, 1973, p. 865; Carkhuff, 1969, p. 319;
Rogers, 1957, p. 100). Scenarios were structured to simulate
familiar interactions between nurses and patients and to
allow facilitation of genuine responses (see Table 1). Scenarios
and simulation are often used for skills training related to
decision-making and communication (Nagle, McHale,
Alexander, & French, 2009, p. 24). The use of scenarios in
this study therefore enabled the researchers to analyse
nurseepatient interactions which resembled real life situations experienced in nursing practice.

2.

Problem statement

Despite their training as well as an abundance of theoretical
literature on ethics and the nurseepatient relationship,
nurses are often described as being not “genuine” or insensitive in relation to patients' true feelings (Begley, 2008, p. 360;
Moyle, 2003, p. 103; Van den Heever et al., 2013, p. 6; Van Zyl,
2010, p. 94; Vythilingum, 2009, p. 450). Very little research has
been done to quantify and describe nurses' awareness of
genuineness. The authors of this study wanted to explore how
psychological processes of reflection and genuineness are
perceived by nurses. Because genuineness is a virtue and
underpinned by values, the question was asked what the influence of age, qualifications or years' experience would be on
how nurses perceive the facilitation of genuine responses.

3.

Research aim and objectives

For the purposes of this article, nurses' perceptions of facilitating genuineness on five levels are discussed.

4.

The research objectives

To explore and describe nurses' perceptions of facilitating
genuineness in a nurseepatient relationship.
To examine differences in nurses' perceptions of facilitating genuineness with respect to age, years' experience and
qualifications.
To recommend facilitation and further research into
genuineness in a nurseepatient relationship.

5.

Research method

A quantitative, contextual, deductive and descriptive design
was used.

6.

Population and sample

Nurses from all categories working in three private general
hospitals in Gauteng, South Africa, were considered for the
research study (Van den Heever, 2012). Nurses were
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purposively selected from all the shifts. Due to patients being
sedated and time constraints, nurses working in operation
theatres and intensive care units were excluded from participation. All categories (professional, enrolled, auxiliary nurses
and care workers) were included in the sample because of
their nurturing role in a nurseepatient relationship, and with
the objective of assessing their perceptions with regard to
differences in age, qualifications and experience.

7.

Data collection and instrument

The data collection process was conducted at the three private
hospitals. Patient care was a priority and had to be considered
when nurses were called to participate in the research.
Self-report data was collected by means of a questionnaire.
The questionnaire consisted of biographical data and conceptual content, based on five concepts of the therapeutic
relationship, namely empathetic understanding, positive regard, genuineness, concreteness and self-exploration (see
Table 1 for the format of the questioning).
Genuineness as one of the concepts of a therapeutic relationship (Rogers, 1957, p. 100) was operationalised in the
questionnaire in the form of a scenario (see Table 1). Participants were invited to rate how they perceived each of the five
nurse-facilitated responses to the patient in the scenario on a
scale ranging from “not at all” to “to a large extent”.
Responding “to a large extent” (5) on the higher levels
(three, four and five) as seen in the scenario means that the
participants perceived the responses which facilitate genuineness in the nurseepatient relationship to a large extent.
The reverse is true for the lower levels; when the negative
responses on the lower levels (one and two), as described in
the scenario, were “to a large extent” (5) the participants
perceived facilitation of insincere and destructive responses
to a large extent.
The questionnaire took 20e30 min to complete, and participants were asked to place the completed questionnaires in
a sealed box to be collected after 2 h by the researcher. No
personal identification was required; questionnaires were
coded for statistical purposes.

8.

Ethical considerations

Once ethical approval and permission from the university and
the private hospital authorities were obtained (AEC24/012011), the procedure was explained and the participants were
given the opportunity to read the covering letter and agree to
voluntary participation. In accordance with ethical measures
(Dhai & McQuoid-Mason, 2011, p. 14) participants were
assured of anonymity, confidentiality, beneficence and nonmaleficence.

9.

Validity and reliability

Content validity was based on the extent to which the questions in the questionnaire and the scores obtained from the
participants were representative of the possible questions
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that a researcher could ask about the content or concepts
being measured (Creswell, 2008, p. 172). The questions were
based on theory and formulated in the light of existing literature. A pilot study was conducted among nurses working in
another hospital of the same private healthcare group to test
the practicability of the research instrument. Content validity
was further enhanced by experienced specialists in the fields
of nursing and educational research who examined the
questionnaire (Botes, 2005, p. 191).
Internal consistency was assessed with Chronbach's alpha
coefficient (Polit & Beck, 2012, p. 731). Reliability was reasoned
to be acceptable, considering that each one of the scenarios
explored a different concept of the therapeutic relationship.

10.

Data analysis

In the original study, a total of 240 questionnaires were
distributed and 184 were returned and used for analysis. Data
was analysed using statistical software SPSS-18. A variety of
statistical analyses were applied to the data, including KolmogoroveSmirnov, Student t-test, ManneWhitney U and
Kruskall-Wallis non-parametric tests. Characteristics of
nurses and groups of nurses were described while inferential
statistics were utilised to test hypotheses on comparing groups
and make deductions from the data (Polit & Beck, 2012, p. 408).
A general hypothesis was tested, based on the expectation
that variables of age, experience or qualifications might play a
role in their perception of facilitating genuineness. The specific
hypotheses that were tested precede each table (Tables 3e5). In
the case of the Student's t-test, one-sided testing was done.
The reason for this is that research and experience support the
creation of such expectations where statistical values of interest are thought to occur in a single tail of the curve (Burns,
Grove, & Gray, 2013, p. 545). The null hypothesis (Ho) was
rejected on the 5% level of significance (p-value was less than
0.05) or on the 1% level of significance (p-value less than 0.01).

11.

Research findings

The information from 184 questionnaires was used for
descriptive analysis and to describe the following biographical
data of the total sample in the original study: 33.7% (n ¼ 62)
were registered nurses (RN) and 10.9% (n ¼ 20) were registered
nurses with a psychiatric qualification. Other categories consisted of 21.7% (n ¼ 40) enrolled nurses (EN), 17.4% (n ¼ 32)
enrolled auxiliary nurses (ENA), and 16.3% (n ¼ 30) care
workers (CW).
For statistical purposes groups were allocated according to
the descriptive analysis of the biographical data obtained:
56.3% were younger than 40 years of age (n ¼ 101) and 43.7%
were older than 40 years (n ¼ 79); mean age was 38.58 years;
52.7% had less than 10 years' experience (n ¼ 96), and 47.3%
had more than 10 years' experience (n ¼ 87), thus there was a
mean of 9 years' experience. Nursing qualifications were
further collapsed into two groups: a) professional group registered nurses with or without psychiatric qualifications
(44.4%, n ¼ 82); and b) sub-professional group (55.6%, n ¼ 102)
consisting of enrolled and auxiliary nurses and care workers.

114

h e a l t h s a g e s o n d h e i d 2 0 ( 2 0 1 5 ) 1 0 9 e1 1 7

Table 2 e Participants' perceptions of responses: facilitating genuineness (n ¼ 181).
Level

Not at all 1

2

3

4

Level
Level
Level
Level
Level

33.7%
20.9%
14.4%
48.1%
26.0%

15.5%
12.1%
7.7%
14.9%
13.8%

16.0%
18.1%
17.7%
16.0%
22.7%

16.6%
19.8%
21.0%
14.4%
14.9%

one: Negative and destructive responses
two: Rehearsed responses and false reassurance
three: Hope is verbalised but does not reflect genuine involvement
four: Non-destructive genuineness is indicated
five: Responses are constructively employed and reflect genuineness

To a large extenta
5
18.2%
29.1%
39.2%
6.6%
22.7%

47.3%
39.2%
29.3%

n ¼ number of participants who assessed the scenario.
Level ¼ level on which genuineness is facilitated.
a
Percentage of participants who marked the response “to a large extent”.

Table 3 e Perceptions of facilitating genuineness in terms
of age.
Level

Age in years

n

M

SD

1

Less than 40

101

2.84

1.55

2

40 and older
Less than 40

79
102

2.54
3.35

1.48
1.47

3

40 and older
Less than 40

79
101

3.11
3.56

1.55
1.47

4

40 and older
Less than 40

79
101

3.71
1.87

1.39
1.18

5

40 and older
Less than 40

79
101

2.56
2.60

1.44
1.44

40 and older

79

3.38

1.48

One-sided p-value
0.097

0.146

Of the 184 in the sample, only 181 participants marked the
responses of the particular scenario which assessed perceptions of facilitating genuineness. Data presented in this article
applies to the 181 participants (see Tables 1e5).
In terms of the total responses (Table 2) on the higher levels
(four and five), only 29.3% of all participants perceived facilitating of genuine responses “to a large extent”. The reverse is
true for the lower levels; the total negative or destructive responses on the lower levels (one and two), were marked to “a
large extent” by 47.3% of the participants, while hope on level
three, was advocated by 39.2% of all participants (Table 2).

0.252

0.001a

0.001a
*

5%; M ¼ mean; n ¼ total; SD ¼ standard deviation.
1% statistically significant differences between nurse groups in
bold.
a

12.
Differences in perceptions of facilitating
genuineness between nurse groups
Perceptions of various categories of nurses were compared
and specific hypotheses were tested with non-parametric
statistical techniques (Tables 3e5).

Table 5 e Perceptions of facilitating genuineness with
respect to qualifications.
Table 4 e Perceptions of facilitating genuineness in terms
of years' experience.
Level Years' experience n
Less than 10

M

SD One-sided p-value
0.000b

10 and more
Less than 10

86 2.29 1.38
95 3.47 1.41

10 and more
Less than 10

86 3.00 1.09
94 3.54 1.52

10 and more
Less than 10

86 3.72 1.34
94 1.97 1.31

10 and more
Less than 10

86 2.40 1.35
94 2.62 1.46

0.024a

2

3

0.203

0.016a

4

n

SD

M

Rank

100

1.56

2.91

97.74

Professional
Sub-professional

81
101

1.44
1.45

2.44
3.47

82.69
99.03

86 3.30 1.47

M ¼ mean; SD ¼ standard deviation.
a
5%statistically significant differences between nurse groups in
bold.
b
1%statistically significant differences between nurse groups in
bold.

p-value
.048b

.027b

2
Professional
Sub-professional

81
100

1.54
1.55

2.96
3.36

82.10
82.87

Professional
Sub-professional

81
100

1.19
1.37

3.96
2.06

101.04
86.20

Professional
Sub-professional

81
100

1.3
1.47

2.30
2.66

96.93
81.28

81

1.46

3.30

103.00

.016b

3

4

0.144

.005a

5
Professional

0.001b

5

Qualification
Sub-professional

1

94 3.10 1.55

1

10 and more

Level

n ¼ total; M ¼ mean; SD ¼ Standard deviation;
Professional ¼ Registered nurses with or without psychiatric
training; non-professional ¼ enrolled, auxiliary nurses and care
workers.
a
5%statistically significant differences between nurse groups in
bold.
b
1%statistically significant differences between nurse groups in
bold.
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General null hypothesis (H0): There is no statistically significant difference between specific groups: age groups (Table
3), years of experience (Table 4), and professional status (Table
5) of nurses' perceptions of facilitating genuineness in a
nurseepatient relationship.
Each of the alternative hypotheses stated with Table 3
(Ha1), 4 (Ha2) and 5 (Ha3) will now be discussed in the
following section.
Ha1: The mean of the one group of nurses' (younger) perceptions of facilitating genuineness is statistically significantly lower than the second group of nurses (older) when
tested with the Student's t-test (see Table 3).
From Table 3 it is clear that H01 is rejected in favour of Ha1
on the 1% level of significance for levels four (4) and five (5).
This supports the expectation that nurses 40 years and older,
when compared to nurses younger than 40 years, are more
aware of genuine responses according to their perceptions.
Ha2: The mean of the one group of nurses' perception of
facilitating genuineness is statistically significantly lower
than the mean of the second group of nurses when tested with
the Student's t-test (see Table 4).
From Table 4 it is clear that by applying the post hoc onesided Student's t-test, an interesting finding is observed. In
the case of levels 1 and 2, the group of nurses with less than 10
years' experience as a nurse had significantly higher means
than the group with more experience (level 1: 3.10 versus 2.29
on the 1%-level; level 2: 3.47 versus 3.00 on the 5%-level). In the
case of levels 4 and 5 the means of the group of nurses with
less than 10 years' experience were statistically significantly
lower when compared to the group of nurses with 10 years or
more experience (level 4: 1.97 versus 2.40 on the 5%-level; level
5: 2.62 versus 3.30 on the 1%-level). In the case of level 3, there
is no statistically significant difference and H0 is not rejected.
This observation indicates that on levels 1 and 2, nurses
with less than 10 years' experience perceive genuineness to be
either negative and destructive or as false reassurance. This is
in contrast to the finding that on levels 4 and 5, nurses with
more experience perceive the responses to be non-destructive
and more reflective of genuineness when compared with
those with less experience as a nurse. This finding is, however, in accordance with the expectations that on higher
levels of reflections the senior (older) and more experienced
group of nurses are more thoughtful and most probably more
genuine towards their response to patients. On the lower
levels the junior (younger) group of nurses might be more
task-orientated and less reflective. However, literature
with regard to nurses' genuineness is scarce and further
research as to the real reason for this finding needs to be
conducted.
Specific alternative hypothesis (Ha3): There is a statistically
significant difference between specific groups of nurses' rank
orders of how facilitating genuineness in a nurseepatient
relationship is perceived with respect to qualifications, tested
with the ManneWhitney U test: rank order (see Table 5).
A post-hoc inspection of the rank order analysis indicates
that there is a statistically significant difference in rank orders
on levels 1, 2, 3 and 5. From Table 5 it is clear that H03 is
rejected in favour of Ha3 on the 5% level of significance for
levels one (1), two (2) and three (3), and on the 1% level of
significance for level five (5). It could be reasoned that nurses'

115

perceptions of facilitating genuineness have been affected by
training and development.
In summary, when groups were compared, the alternative
hypotheses were supported on various levels of facilitation
(Tables 3e5). Ha1 indicates that the first group of nurses’ perceptions (younger than 40 years) show statistically significantly less facilitation of genuineness in a nurseepatient
relationship when compared to the second group (40 years and
older). Ha2 indicates that the group of nurses with 10 years and
more experience as a nurse perceive genuineness to be
reflective and non-destructive. Ha3 indicates that there is a
difference in rank order between the professional groups when
compared to the sub-professional group tested with the ManneWhitney U test.
Finally, mean scores observed in Tables 3 and 4 reflect an
average of 3 on most levels of facilitating genuineness; the
lowest is 1.87 and the highest is 3.72. Although significant,
most of the differences observed are small, but nevertheless
important for nursing practice.

13.

Discussion of the results

While genuineness and honesty is closely linked, it can be
deduced that the responses on the lower levels reflect that
nurses seem to avoid telling the truth, rather than to allow
genuineness within a caring and trusting relationship. In the
case of valuing honesty, it is recommended that truth telling
should depend on what the patient wants to or is prepared to
know; at the very least, nurses should not impose their own
preferences on the patient (Tse et al., 2003, p. 2).
Asking patients what they or their family think is not only
mindful of patients’ autonomy in decision making, but also
reflects an openness and genuineness about not knowing
everything. According to Tuckett (2004, p. 500), one ought to
ask patients and their families what information they require,
and to explore the cultural nature of the patient. In a
two decade replication study done by Johnson et al. (2007,
p. 373), it was found that in comparison with earlier studies,
nurses were less inclined to lie to patients in 2005. Being
truthful is ethical, and honest disclosure of medical information gives patients a sense of control and actually increases
their hopefulness (Beste, 2005, p. 230).
Hope on the other hand, implies a degree of uncertainty
(Little & Sayers, 2004, p. 1335), and how hope is conceptualised
determines whether it is perceived as false hope (Miller, 2007,
p. 18). A large percentage (39%) of all the participants perceived
facilitation of hopefulness as a genuine response. Although
genuineness seems to be related to hope which is verbalised on
level 3 of the scenario (Tables 1 and 2), the response may seem
vague and neither insincere nor facilitative of genuineness. It
is reasonable to say then, that most nurses' perceptions of hope
are to a greater extent supported by virtue terms (Begley, 2008,
p. 341). Nurses’ roles are mainly seen as helping people to get
better, and therefore, in some circumstances withholding the
truth to protect hope can be considered a morally acceptable
option and a construct central to nursing (Miller, 2007, p. 12;
Begley & Blackwood, 2000, p. 30).
The older, more experienced and professional nurses’
perceptions could therefore be motivated by compassion,
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grounded in their professional judgement and guided by
practical and theoretical wisdom gained from experience and
from reflection of being truly “genuine” towards patients and
their families. Of importance is that these groups of nurses
also seem to have gained from the process of developing skills
and attitudes through socialisation and experiential learning
(Scanlon, 2006, p. 328). This may indicate that experience
plays a role in the development of greater genuineness.
Nurses continuously need to reflect and draw insight gained
from experience (Begley, 2008, p. 338; Scanlon, 2006, p. 328),
while current experiences in the here and now should be used
to enhance mindfulness (Brown & Ryan, 2003, p. 823). Without
mindfulness, reflection and self-awareness nurses could get
muddled with thinking and their own feelings, and miss out
on an important part of genuineness in the therapeutic relationship (Wells, 2000, p. 75).
It could be deduced that knowledge and skills play a vital
role in facilitating genuineness in a nurseepatient relationship
and can be acquired through learning and teaching (Pickens,
2005, chap. 3, p. 11), hence the difference in perceptions of
professional and sub-professional nurses. Within the framework of traditional or bio-medical views, nurses are able to use
acquired knowledge in patient-care, but often fail to
acknowledge the patients’ explanations with regard to their
mental health problems or experiences (Walsh, Stevenson,
Cutcliffe, & Sinck, 2008, p. 251). Understanding and managing
patients who are vulnerable or anxious demands a higher level
of resilience and expertise (Hanrahan & Aiken, 2008, p. 5).
Studies have found that higher education mitigates poor patient outcomes among vulnerable patients (Kutney-Lee &
Aiken, 2008, p. 1) who are also more sensitive to a trusting
relationship. The authors of this article agree with TorresRivera et al. (2006, pp. 2e5) that the focus of most training
courses seems to remain professionally orientated, with little
attention given to personal relationships, self-reflection and
internal states of self-awareness which are the cornerstones of
genuineness in a nurseepatient relationship.
Carl Rogers (1957) theorised that by being genuine and
deeply involved, a person is not “acting” and can draw on
experiences and awareness to facilitate a relationship. In
agreement with Poggenpoel (1997, p. 29), the findings of this
study show that as a result of the nurses' perceptions of their
own genuineness most of them still tend to reassure, moralise
or give advice from within their own frame of reference. In a
nurseepatient relationship, each person's perception of the
other is important. However, what nurses perceive is their
own reality and not necessarily the truth. To avoid uncertainty, nurses may hide their ignorance, or rather be influenced by their own values or a prescribed role of what is
perceived in a certain situation.

14.

Challenges of the research

As seen in the literature, culture and beliefs play an important role in a person's attitude and how perceptions are
formed. The influence of culture on facilitation of genuineness was not explored in this study despite the ethnic diversity of staff and patients in private general hospitals in
Gauteng. Nurses from only three private general hospitals

participated in the research, and the results can thus not be
generalised to other private and provincial hospitals. Care
workers have limited clinical nursing functions, but are
employed by private hospitals to work alongside nurses in
close relationship with patients, hence their inclusion in the
sub-professional group.

15.

Recommendations

The statistically significant differences, however small, between the nurse groups are of value for training and practice:
Older, professional and experienced nurses are more
reflective and mindful with regard to the facilitation of
genuine responses and their skills should be applied to
mentor younger, inexperienced and less qualified nurses.
Employers should be aware that younger, inexperienced
and unqualified nurses are at risk of insensitive and inappropriate facilitation of nurseepatient relationships, which
could affect patient outcomes and quality of care.
There is a need for reflective mindfulness interventions to
provide nurses with insight into their own vulnerabilities,
values and expectations of genuineness. Because of the
higher-level skills related to communication and decision
making, private general hospitals should incorporate
scenario-based, experiential training and simulation into
their training courses.
Realistic scenarios could provide meaningful learning opportunities for both new and experienced nurses to apply
theoretical knowledge and to experience respect and values,
and to also have fun in a controlled environment without risk
to the patient (Nagle et al. 2009, p. 23).
In the light of the cultural diversity of patients and nursing
staff in South Africa and also worldwide, further research into
the cultural effects on the facilitation of genuineness is
suggested.

16.

Conclusion

The findings highlight the importance of genuineness as a
core component of the nurseepatient relationship. Although
the professional, older and experienced group of nurses' views
are encouraging, everything possible should be done to promote nurses’ understanding of genuineness, virtue ethics,
and mindfulness. Hope is central to life and specifically when
dealing with illness, but what is worrying is that nurses are
not always aware of the extent to which their responses could
be experienced as helpful, hopeful, false or superficial and
mindless.
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