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Maximising comfort: how do patients
describe the care that matters? A two-
stage qualitative descriptive study to
develop a quality improvement
framework for comfort-related care in

inpatient settings

Cynthia Wensley © ,' Mari Botti,2 Ann McKillop," Alan F Merry®*

ABSTRACT

Objective To develop a multidimensional framework
representing patients’ perspectives on comfort to guide
practice and quality initiatives aimed at improving patients’
experiences of care.

Design Two-stage qualitative descriptive study design.
Findings from a previously published synthesis of 62
studies (stage 1) informed data collection and analysis of
25 semistructured interviews (stage 2) exploring patients’
perspectives of comfort in an acute care setting.

Setting Cardiac surgical unit in New Zealand.
Participants Culturally diverse patients in hospital
undergoing heart surgery.

Main outcomes A definition of comfort. The Comfort
ALways Matters (CALM) framework describing factors
influencing comfort.

Results Comfort is transient and multidimensional and, as
defined by patients, incorporates more than the absence of
pain. Factors influencing comfort were synthesised into 10
themes within four inter-related layers: patients’ personal
(often private) strategies; the unique role of family; staff
actions and behaviours; and factors within the clinical
environment.

Conclusions These findings provide new insights into
what comfort means to patients, the care required to
promote their comfort and the reasons for which doing

so is important. We have developed a definition of

comfort and the CALM framework, which can be used

by healthcare leaders and clinicians to guide practice

and quality initiatives aimed at maximising comfort and
minimising distress. These findings appear applicable

to a range of inpatient populations. A focus on comfort

by individuals is crucial, but leadership will be essential
for driving the changes needed to reduce unwarranted
variability in care that affects comfort.

INTRODUCTION

Championing patients’ need for comfort was
central to the origins of person-centred care
organisations such as the Picker Institute' and
Planetree.” Within the executive summary of

Strengths and limitations of this study

from an integrative review of 62 studies (14 thei
retical and 48 qualitative) focused the exploration o
patients’ perspectives on comfort in an acute car ”‘

» A comprehensive conceptual framework develope(;

setting.

» The definition of comfort (the state) and descriptio
of influencing factors (processes of care) were de-
veloped using qualitative methods aimed at under-
standing how comfort and comforting is perceived
and experienced by patients.

» The study reported on here is the first that has se
out to explore a cultural dimension of comfort via
purposive sampling of culturally diverse patients.

» Peer debriefing, Maori and Pacific consultation, pro-
longed engagement, negative case analysis and tri-
angulation promote credibility.

» The two-stage approach enabled developmen
(stage 1) and then refinement (stage 2) of theme}
and operational definitions that capture the broa
influences on comfort in one unifying framework
However, identifying context-specific detail is re
quired for application.

the Institute of Medicine’s landmark report
‘To Err is Human’ is stated, ‘it is not accept
able for patients to be harmed by the health
care system that is supposed to offer healing
and comfort’ ? (p. 3). Hippocrates’ quote “To
cure sometimes, to relieve often, to comfort
always’ is familiar to many. More recently, the
2012 National Institute for Health and Care
Excellence Patient Experience Guideline
identified ‘comfort’ as one of seven outcomes
of a good patient experience.! Informed
by the work of Gerteis and colleagues,’
promoting physical comfort became a
core aspect of person-centred care frame-
works.*®7 Comfort is also regarded as holistic
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and multidimensional,** associated with concepts that
are hallmarks of a caring and humane society such as
dignity, empathy, kindness and compassion.'*® This
notion of comfort fits with evidence provided by patients
and family during the Mid-Staffordshire Inquiry'® where
good—and bad—care was described in terms of comfort,
discomfort, comforting or feeling/looking uncomfort-
able. As such, comfort, or lack of it, is a defining aspect
of patients’ experiences and an indication of the overall
quality and safety of care. A service that fails to provide
high-quality care that includes the promotion of comfort,
or recognise avoidable suffering as a source of harm,
means that patients and their family have been let down
by those who are meant to care for them.” '™ Overall,
reducing unwarrantedvariability in care important for
comfort is a crucial aspect of quality person-centred care
in contemporary healthcare settings.

But what is comfort, and what care matters to patients?
Differing definitions® '* "' ** and perspectives on comfort
depicted in person-centred frameworks®” and concept
anhalyses®'? highlight that this concept is poorly defined
for practice and quality improvement. In particular, the
absence of a framework incorporating all that is rele-
vant from patients’ perspectives®® risks provider-centric
improvement that fails to deliver the care that matters.
The purpose of this research was to develop a multidi-
mensional framework representing patients’ perspectives
on comfort that can be applied in a range of healthcare
settings to guide practice and quality improvement initia-
tives aimed at improving patients’ experiences of care.

METHOD

A two-stage qualitative descriptive study design® was
used to explore patients’ perspectives on comfort and its
mnfluencing factors. This design is known for producing
‘findings closer to the data’® (p. 78) and was consid-
ered appropriate for generating findings that could be
translated into practice. In stage 1, data from 62 studies
exploring the concept of comfort in healthcare settings
were synthesised into a conceptual framework repre-
senting patients’ perspectives on comfort.”* Integrative
review methods facilitated identification of multiple
dimensions of comfort that appeared relevant. This frame-
work informed the study reported here, which explored
the concept of comfort in patients undergoing heart
surgery. Heart surgery can be physically and emotionally
djstressing,” therefore exploring patients’ perspectives
on comfort and comforting care in a cardiac surgical
setting was ideal. In summary, our two-stage approach
enabled development (stage 1) and then refinement
(stage 2) of a framework representing patients’ perspec-
tives on factors influencing comfort.

Patient and public involvement

We used an exploratory method of data collection to
better understand patients’ perspectives and experi-
ences of care. Questions were informed by a conceptual

framework developed from studies also exploring
patients’ perspectives. Patients were not directly involved
in the design of this research. However, cultural advisors
provided advice that facilitated Maori and Pacific recruit-
ment, led to refinements of the interview procedure and
supported accurate representation of Maori and Pacific
worldviews. The acceptability of the interview process and
questions were tested in five pilot interviews involving
patients of Maori, Pacific and New Zealand European
(NZE) ethnicities. As part of the informed consent
process, participating patients were offered the oppor-
tunity to review their interview transcript and feedback
on its accuracy via a prepaid postage return of the hard
copy or follow-up phone call. Presentations of the find-
ings have been made in order for our results to benefit
future patients and to guide research aimed at improving
patient experience.

Site and setting
The study was conducted in a 47-bed cardiac surgical unit
in a publicly funded hospital in Auckland, New Zealand.

Participant selection

Purposive sampling was used to access and invite partici-
pation from culturally diverse patients. Sampling aimed
for one-third each of Maori (the tangata whenua or indig-
enous people of Aotearoa/New Zealand), NZE and Pacific
people (people who migrated from, or who identify with,
the Pacific Islands) to enable exploration of a cultural
dimension of comfort. Inclusion criteria were: postopera-
tive day 4 or 5 after operations classified as coronary artery
bypass graft or valve replacement/repair; age 16 years or
older; English speaking; transferred from the intensive care
unit postoperative day 1; an expectation of discharge at or
before eight postoperative days; sedation score of 0 (awake
and alert) or 1 (mild sedation and easy to rouse); and ability
to provide consent. Participants were identified in consulta-
tion with a senior nurse and then invited to participate by
one researcher (CW) who emphasised her non-employee
status. Informed consent was obtained. One experienced
researcher (CW) conducted all interviews. Data saturation
was sought regarding understanding how perspectives on
comfort differed by ethnicity.

Data collection

Semistructured patient interviews explored: (1) what
comfort meant to patients from which a definition of
comfort was to be developed and (2) factors within the care
setting that influenced comfort, that is, what care mattered
to patients. Questions exploring influencing factors were
informed by the conceptual framework™ (see online
supplementary file 1, patient interview guide). Patients
were not asked directly if the broad influences identified
a priori were important for comfort. Pilot testing indicated
this approach risked bias towards affirmative responses
and less nuanced data. Rather, patients were asked about
aspects of care related to conceptual framework themes,
and responses were probed to determine the influences
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on comfort. Negative case analysis (searching for discon-
firming evidence) was used throughout data collection and
analysis.”’ The final interview question gave participants
the opportunity to describe influences on comfort that may
have been missed. Interview settings were patients’ single
rooms (n=7), a quiet room on the ward (n=13) or patients’
four-bedded room (n=b) the latter being participants’ pref-
erence. Interview durations were between 23 and 66min
(average 43 min) and similar between ethnicities (see online
supplementary file 2, characteristics of patients). Audio-
recorded interviews were transcribed verbatim. Participants
were sent a copy of their interview transcript and given the
opportunity to comment on accuracy and content.

Data analysis
Analysis was sequential. General inductive method®
was used to analyse data contributing to a definition of
comfort. Inductive analysis gave some assurance that
the definition of comfort was data derived and devel-
oped without undue researcher influence.”® * Analysis
involved: close reading of the transcribed text; creation
of specific and then general (higher level) categories
from patients’ description of comfort or derivatives of the
word comfort (comforting, comfortable, uncomfortable
and discomfort); and revision and refinement until four
overall categories capturing the essence of what comfort
feels like to patients were identified. Categories were
summarised into a definition of comfort.

Thematic analysis® and Framework method” were
used to analyse data related to influences on comfort
using both deductive and inductive analysis. Deductive
analysis tested the relevance of the conceptual framework
to patients’ perspectives. Inductive analysis was important
for enabling us to identify any new themes® * within
patient interview data. The steps involved were:

» Familiarisation with the transcribed texts. The defi-
nition of comfort was used to identify and begin
coding patient interview data relevant to influences
on comfort. Familiarisation involved careful consider-
ation of the overall ‘fit’ of that data to the conceptual
framework themes.**

» Constructing an initial thematic framework from the
conceptual framework headings®* building in themes
and subthemes identified within the coded data. Some
codes were derived from theme definitions developed
a priori,”* while other codes were developed induc-
tively from the data.

» Indexing and sorting, in which data were systemati-
cally sorted into the thematic framework.

» Reviewing data extracts, checking for coherence
between codes and refining the thematic framework
accordingly.

» Data summary and display; matrices of distilled coded
text were developed for each subtheme to enable
data to be easily compared between participants and
between ethnic groups.

» Abstraction and interpretation of the data; multiple
and inter-related factors influencing patient comfort

were identified. A careful comparison between stage
1** and stage 2 findings was made to determine trans-
ferability beyond the cardiac surgical setting.Sl
Data were managed using NVivo Version 10 software.
One researcher (CW) coded all data. Coding decisions
were discussed at regularly scheduled meetings (MB, AM,
CW). Peer debriefing”” occurred throughout all stages
of data analysis. Discussion and refinement of themes
and subthemes occurred until consensus was reached.
Consultation with Maori and Pacific healthcare staff
ensured that the recruitment process, interview proce-
dure and data analysis promoted participation of Maori
and Pacific patients and accurate representation of their
worldview. We used the SRQR checklist when writing oyr
report.”

RESULTS

Twenty-five participants were interviewed on either day 4
(72%) or day 5 (28%) after surgery. Eight patients self-
identified as Maori, 7 as Pacific people and 10 as NZE.
Median age was 63 years (range 30-85) and 64% were
men. Fourteen patients underwent coronary artery bypass
graft, 10 underwent valve replacement/repair (n=10)
and 1 patient underwent both (online supplementary
file 2). Fifteen patients declined participation for reasons
outlined in online supplementary file 3.

Comfort: a universal concept

Perspectives on comfort reported by patients in primary
studies®* were similar to those held by patients undergoing
heart surgery. As such, comfort is regarded as having
universal relevance, and the findings presented here
appear applicable to a range of inpatient populations.

Patients’ perspectives on comfort
Patients’ perspectives on comfort are summarised in the
following definition:

Comfort is a transient and dynamic state character-
ised by ease from pain, emotional and physical distress
and an emerging sense of positivity, safety, strength and
acceptance of one’s situation that is underpinned and
sustained by feeling valued, cared for, confident and
accepting treatment by choice. Total comfort is elusive;
rather, patients seek to be as comfortable as they can be
under the circumstances of their healthcare interaction.

Underpinning our definition are the following four
senses of comfort that were identified in the patient inter-
view data:

» ‘Relief (ease) from pain, emotional and physical
distress’.

» ‘Feeling positive, safe and stronger’.

» ‘Feeling confident, in control, accepting treatment
and care by choice’.

» ‘Feeling cared for, valued; connecting positively to
people and place’.
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—» Comfort

accepting treatment by choice.

f
Influences on comfort

| (getting informed, planning, learning to trust).

and understanding.
v' Symptom Management; all symptoms (not just pain).

discomfort, help provided willingly.

strategies tailored to individual need.

participate in, and personalise, care.
v' Competent staff; perceived and actual

and have time for ALL patients’ needs.

<
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Figure 1

When is comforting care important?

Patients’ need for comforting care varied between individ-
uals and could occur at any stage of the healthcare inter-
action. Common triggers were: the uncertainty and fear
of treatment and planned procedures; pain, emotional
and physical distress; feeling vulnerable, dependent and
weak from functional loss and the accumulative effect of
multiple symptoms; being in an unfamiliar environment;
and missing home and family.

Eactors influencing patients’ comfort

Factors influencing comfort were complex but under-
pinned by 10 themes, as depicted in the conceptual frame-
work that we had named the Comfort AlLways Matters
(CALM) framework*! (see figure 1). Themes occurred
within four integrated layers: patients’ personal strategies;
the role of family; staff actions and behaviours; and factors
within the clinical environment. The broad themes iden-
tified in stage 1 were consistent with those identified by
patients undergoing heart surgery. Most theme names were
retained. However, patient interview data led to a deeper,
more nuanced understanding of these themes. Accordingly,
the theme definitions presented here have been refined to

Engaged and Committed staff; staff presence, therapeutic comforting

Comfortis a transient and dynamic state characterised by ease from pain, emotional and physical distress and an emerging sense of
positivity, safety, strength and acceptance of one’s situation that is underpinned and sustained by feeling valued, cared for, confident and

Total comfort is elusive; patients seek to be as comfortable as they can be under the circumstances of their healthcare interaction.

v' Self-comforting strategies; positive thinking, seeking (and finding) signs of safety and normality, self-care routines, developing acceptance

v" Culturally connected; finding cultural familiarity, sensing that one’s cultural norms and values are understood and respected.
v' Spiritually connected; sustaining personally significant spiritual or religious practices.
v" Family; family have a unique ability to comfort arising from a shared culture

CLINICAL ENVIRONMENT

STAFF

v Holistic Care and Assistance; non-pharmacological interventions to ease

FAMILY

PATIENT

Self-  culturally ~ Spiritually
comforting connected connected
strategies

v Information and Participation; accurate information that is sensitively
provided so that patients can prepare for what lies ahead. Opportunities to

Unique ability to comfort

Symptem  Holistic Care i
Management and and and

and Actual
c i Par c

v’ Physical Facilities and Ambience; clean, well-equipped and family-friendly.
Patients can control their personal space (lights, noise). Staff project an
ambience of positivity and caring, are seen to be working as a cohesive team

Physical Facilities and Ambience

Comfort ALways Matters (CALM) framework

Figure 1 Patients’ perspectives on comfort and influencing factors; the Comfort ALways Matters (CALM) framework

Patients’ perspectives on comfort and influencing factors; the comfort always matters (CALM) framework.

better reflect: (1) the care that matters to patients, (2) the
integrated nature of that care and (3) aspects of culturally
responsive care that had not been previously identified. The
theme related to family influences was renamed to reflect
important ethnocultural differences in the way family
comfort. The essence of each theme and their unified influ-
ence on patients’ sense of comfort is portrayed in figure 1.
Operational definitions, subthemes and illustrative quotes
for all themes are provided in tables 1-4. Themes within
each layer are now discussed.

Patients’ personal strategies

The first (inner) layer of the CALM framework relates
to patients’ use of personal (often private) strategies to
promote comfort and ease distress (see table 1). Three
themes were identified within this layer, the first describes
patients use of ‘Self-comforting strategies’ during times of
distress and uncertainty. Strategies were categorised under
four subthemes, which were maintaining positivity; looking
for reassuring signs of safety through surveillance of self
and others; easing distress using distraction or self-care
routines; and developing acceptance of one’s situation by,
for example, getting informed, planning and learning to
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When you put your trust in the

.. no doubt, no fear’ (M4).

> (P4).
could he say something (a karakia before surgery) for me. And | was happy. | was happy what he said to me,

.. (NZE2).

.. | can understand people being of faith probably being comforted by the fact that they think someone’s out there looking after them but
’Sustaining spiritually important practices, connecting with God’

.. [A]ll the time | feel pain God helped me...I am very close to God when I’m sick, when I’m okay | run around and do everything | want

and | forgot. | only remember Him when I’'m sick...
conflicted with spiritual beliefs, or if there was no space for sharing prayer (karakia) with family. Family, Kaumatua (Maori elder held in high

esteem) and chaplains helped sustain spiritually important connections.

During times of uncertainty, some patients gained a sense of comfort (feeling safe, strengthened and at ease) through their trust in God,
‘| asked for a Kaumatua ...

Not being able to sustain important spiritual values and practice could be distressing, for example, if food options or treatment regimens

The operational definition for the theme ‘Spiritually connected’ was generated from data summarised in two subthemes:

’In God’s Hands’
Staying connected to (sometimes re-establishing) one’s faith provided comfort during times of distress.

‘

Lord He will come then, show them the way’ (P1).
or spiritual beliefs. The need for spiritual comfort  To those of no spiritual or religious affiliations, the idea of putting one’s faith in a higher power neither provided nor detracted from their

is dynamic, intensifying during times of distress or comfort.
what he did to me. I’'m happy about it’ (M6).

Subthemes and supporting evidence*t

I’'ve never gone with that.

¢

need for spiritual comfort may be intensely private ‘/ pray for them [staff], when | went in to the operation and the nurses going to take care of me in there. ...

significant spiritual or religious practices. Patients’ believing that ‘God would do the right thing’ (NZE6) and events were ‘part of God’s plan.

Some patients gain a sense of comfort from
sustaining that connection through personally
and not always related to strongly held religious

feeling connected to a higher power and
* Patient interviews were coded by ethnicity and interview order, that is, M1 is the first Maori interview, P1 for the first Pacific interview and NZE1 is the first New Zealand European (NZE) interview.

TExamples are from stage 2 semistructured interviews of patients undergoing heart surgery.
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trust (see table 1, self-comforting strategies). The second
theme was about comfort arising from feeling ‘Culturally
connected’, which related to seeking cultural familiarity,
and feeling that one’s cultural norms and values were
understood and respected by others (see table 1, culturally
connected). The third theme described comfort gained
from feeling ‘Spiritually connected’. For some patients,
connecting to a higher power through personally signif-
icant spiritual or religious practices was comforting (see
table 1, spiritually connected). In all three themes, actions
and behaviour of family, staff,and factors within the clinical
environment moderated the success of these strategies.

Influence of Family

The second layer of the CALM framework related té
the theme ‘Family’s unique ability to comfort’ (see table 2,
family’s unique ability to comfort). Exploring family
comforting in a culturally diverse sample identified that
family’s unique connection with patients was pivotal to their
ability to comfort. Differences in the way families comforted
(whether by shared prayer/karakia, bringing food in and
encouraging trust) and who comforted (immediate or
extended family) were identified between ethnicities. A
shared culture and understanding appeared to underpin
the differences in family-initiated comforting observed.

Overall, family were an important buffer to the unfa-
miliar clinical environment. Additionally, for most
patients, having loved ones near and connecting with
those who know them best and whom they trust promoted
positivity and acceptance of care. Family-initiated
comforting activities also included providing holistic care
and practical support. However, family could also distress.
Patients expressed concern for the safety and well-being
of family members and worried about being a burden.
Conflict between staff and family could undermine
patients’ confidence in treatment decisions. Positive
family—staff relationships and family-friendly facilities aré
the most comforting scenario for patients. These exam-
ples demonstrate the integration between family—staff—=
clinical environment layers that was better understoog
through stage 2 patient enquiry.

Staff Actions and Behaviour

The third layer of the CALM framework relates to
the way staff actions and behaviour influence comfort.
Five distinct but integrated themes were identified
(see table 3). The first staff-related theme was effective
‘Symptom Management’, which was essential for all symp-
toms including but not limited to pain. Distressing symp-
toms varied considerably even in a relatively homogeneous
group of patients; therefore, individualised management
was important (see table 3, symptom management).

The second staff-related theme, ‘Holistic Care and Assis-
tance’ acknowledges the significant physical and emotional
discomfort that can arise from the accumulative effect
of symptoms, treatment side effects, unpleasant proce-
dures and loss of functional ability. Holistic care involving
multiple, non-pharmacological interventions was essential
and complemented pharmacological symptom manage-
ment. Help with personal care and basic tasks was crucial
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.. | identified with

being Maori and him coming to talk to me it’s good, made a big difference

.. [H]e said to me oh you from [place]? | said yeah. And he’s been up there too and that’s where I’'m from. That’s my marae. .

described to one patient how well her new heart valve was working and the kaumatua who had knowledge of tikanga Maori (Maori protocols and
him for being from the same place as he is, somebody from home ...

The operational definition for the theme ‘Perceived and Actual Competence’ summarises the findings from two underlying subthemes:

‘... [T]he doctors and the nurses they’re very confident in how they attend you.(How does that make you feel?) Relaxed. And in good care’ (M7).
that seemed to blend competence and commitment with comforting qualities. In some cases, care was not protocol driven; indeed, some staff
had deviated from protocols to make a difference, such as ancillary staff enabling family to visit outside of visiting times, or a nurse letting a
sleep-deprived patient sleep in a spare room. Other examples were the surgeon who expertly managed a patients’ pain, the sonographer who
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comforting by being competent in their role  Staff competence related to each influence is essential. Staff whom patients particularly remembered for their comforting qualities were those

The perception of clinical competency
promotes a sense of comfort (safety and
care provided. However, all staff—clinical
and ancillary—have the potential to be
while mindful of patients’ comfort needs.

Operational definition
competence ease) because patients feel confident in the  Perceiving that staff were competent was comforting in the sense that patients felt at ease and confident in the care provided.

* Patient interviews were coded by ethnicity and interview order, that is, M1 is the first Maori interview, P1 for the first Pacific interview and NZE1 is the first New Zealand European (NZE) interview.

TExamples are from Stage 2 two semi-structured interviews of patients undergoing heart surgery.

Table 3 Continued
NZE, New Zealand European.

Influence
Perceived
and actual

for a sense of comfort related to feeling cared for and safe
(see table 3, holistic care and assistance).

Comfort from holistic care and assistance was enhanced
when delivered by staff with qualities described in the third
theme, ‘Engagement and Commitment’. This theme relates
to a sense of comfort arising from patients’ perceptions that
staff were engaged in, and committed to, their welfare. Staff
presence was important, which encompassed: the percep-
tion of 24 hours nursing presence; contact with doctors via
ward rounds; and knowing that staff were available should
they be needed. Comforting staff qualities included making
an effort to connect, providing reassurance, encourages
ment and responding to patients’ discomfort or distress
using therapeutic strategies tailored to individual need (seé
table 3, engagement and commitment).

The fourth theme related to staff influence was ‘Infor-
mation and Participation’, which influenced comfort in
complex ways. When delivered well, information inflg-
enced comfort by enabling patients to feel prepared,
reassured or, at least, accept the need for treatment and
care. In addition, information and participation oppor:
tunities moderated patients’ ability to personalise many
aspects of care important for their comfort. For exampley
patients were more likely to seek help, disclose concerns
or report symptoms when clearly informed about when,
why and how to do so. Personalising care in this way also
seemed more likely when patients felt comfortable with
staff (refer to ‘Engagement and Commitment’). Prefer-
ences for participation varied but feeling overlooked, of
unable to participate in care decisions could distress (see
table 3, information and participation).

The fifth staff-related theme was ‘Perceived and
Actual Competence’. Perception of staff competence
was comforting in the sense that patients felt at ease and,
confident in the care provided. Actual competence in all
influences was crucial. Interview data indicated that all
staff can influence comfort by being competent in their
role while mindful that patients’ need for comfort is indi=
vidual and may occur at any stage of their healthcare expe-
rience (see table 3, perceived and actual competence).

Factors within the clinical environment

The outer layer of the CALM framework relates to
the theme ‘Physical Facilities and Ambience’, which
summarises factors within the clinical environment that
influence comfort (see table 4, physical facilities and
ambience). Among the factors important here were an
ambience of caring and positivity, observing that staff had
time for all patients’ needs, having control over one’s
personal space (lights and noise) and facilities that were
clean, well-equipped and family-friendly.

DISCUSSION

Through a two-stage process commencing with an inte-
grative review involving 62 studies** followed by semistruc-
tured patient interviews, we have: (1) defined patients’
perspectives on comfort and (2) developed a multidimen-
sional framework representing patients’ perspectives on

Wensley C, et al. BMJ Open 2020;0:033336. doi:10.1136/bmjopen-2019-033336
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Influences on Comfort

(Antecedents)

+Comfort-related care as
described in the CALM
framework

*Uncertainty, fear of
treatment and procedures;
pain, emotional and physical
distress; feeling vulnerable,
dependent and weak from

Comfort

(Attributes)

*Relief (ease) from pain,
emotional and physical
distress

*Feeling positive, safe and
stronger

*Feeling confident, in control,
accepting treatment and

Outcomes of Comfort
(Consequences)

+Positive patient experience

*Theoretically: Positive
patient-staff relationships; a
willingness to disclose
concerns, to seek help and
to participate in care and
treatment, rather than
disengage or withdraw; a

Open access

functional loss and the
accumulative effect of
symptoms; being in an
unfamiliar environment;
missing home and family

sense of goodwill towards
staff and service; improved
- health outcomes, safety

care by choice
Feeling cared for, valued;

Figure 2

important comfortrelated care. Operational definitions
for each theme reflect the essence of care that matters to
patients and the integrated nature of this care.

Our definition of comfort broadly aligns with
others® ' ' in the sense that comfort is defined as a
dynamic and multidimensional state. Similarly, nurse
thof:orists,8 33-57 multiple qualitative studies®* and concept
analyses9 101223 3840 have consistently described the
holistic dimensions of comfort and the art of comforting
that we believe are captured in our findings. However,
the CALM framework differs from most comfort frame-
works/ models®! *7* in that patients’ perspectives of all
influencing factors are captured in one unifying frame-
work. Differentiating the definition of comfort (the state)
from the process of comforting (influencing factors)
meant that findings are presented as a more ‘tangible
product’ considered essential for implementing qualita-
tive findings into practice49 (p. 765). Operational defi-
nitions are generated from rich, in-depth data using
methods explicitly exploring patients’ perspectives. We
suggest these definitions provide a clearer direction for
practice and quality improvement than other published
frameworks.?! 174850

Implications for practice and quality improvement

Improving patients’ experiences of care is core to health-
care quality. Patient experience is defined as ‘the sum of
all interactions, shaped by an organization’s culture, that
influence patient perceptions across the continuum of
care” (p. 10). Improving patient experience, therefore,
requires an understanding of what matters to patients
during their interactions with healthcare staff. Work

in this area has resulted in a range of frameworks and

Influences, attributes and outcomes of comfort. CALM, Comfort ALways Matters.

PROOF

guiding principles.6 %2 %% Comfortrelated care incorpo-
rates many factors considered important for patient expe-
rience’® including compassionate care™ *°
most simply described as ‘the recognition of and respon
to the distress and suffering of others™™® (p. 310).

One could assume that initiatives aimed at improving
patient experience will also improve comfort. Howeve
all patients interviewed had experienced distressi
events even though patient experience indicators at th
research site suggested a high-level of person-centre
care. Similarly, examples of missed nursing care describe
in the literature (also known as errors of omission or ca
rationing)19 225760 relate to care patients described as
important for comfort, such as position changes, patient
surveillance, comforting/talking with patients, pai
management, patient teaching and feeling prepared f
discharge. These similarities highlight the inextricab
link between care promoting comfort and that inherent
in high-quality, safe care.

However, improvement targeting causes of missed
nursing care is not the only consideration when aiming
to maximise patients’ comfort. First, important care is n
specific to the actions of any discipline or indeed clinical
staff. Second, staff (any role) may not be able to provide the
care they wish to provide because of factors beyond their
control (eg, lack of equipment, unsupportive ward culture
and absence of evidence-based symptom protocols). There-
fore, the breadth and depth of all that matters indicate that
maximising patients’ comfort requires an informed and
systematic approach aimed at supporting staff to provide
the person-centred care they most likely wish to provide.
We therefore ask that healthcare leaders consider how the

; compassion

OR
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CALM framework may be used to drive a culture of care that
maximises patient comfort, beginning with the message that
comfortrelated care is essential work'* **! encompassing a
caring, compassionate response to human distress”™° for
which healthcare leaders have accountability to promote,
monitor and address omissions.

Three principles underpin application of the CALM
framework. The first is appreciating the contextspecific
nature of comfort, meaning that the detail of care under-
lying each of the broad influences may differ by condition,
ethnicity and age. For example, effective symptom manage-
ment is crucial for comfort, but distressing symptoms may
fluctuate by type and stage of a condition. Similarly, family
mfluenced the comfort of patients of all ethnicities but how
patients define family and comforting activities differs by
ethnicity, age and stage of condition.”’ The second is that
individualised care underpins all operational definitions.
Efforts to reduce unwarranted variability through stan-
dardised care must not be at the expense of the intuitive
art of comforting. The third is that all staff can comfort (or
distress). Therefore, consider actions of clinical and ancil-
lary staff when applying the framework. Operational defi-
nitions can be used to guide conversations with patients,
family and staff about their perception of important care
for each influence, with identified gaps providing a basis for
improvement work.

Transferability

Triggers for the need for comforting care identfed in
stage 2 were consistent with those identified in other
inpatient settings.”* > Similarly, the definition of comfort
and the CALM framework appear applicable to a range
of inpatient populations. Transferability is suggested on
the basis that patients of different clinical conditions, age,
ethnicity and from a range of inpatient settings within 15
countries®® held similar perspectives on the meaning of
comfort and the care that influenced it.

Strengths and limitations

Al comprehensive conceptual framework® focused the
exploration of patients’ perspectives in a clinical setting.
Definitions are data derived and represent patients’ perspec-
tives. Our method enabled categorisation of concept char-
acteristics in a way that promotes translation into practice;
upwards of 60 attributes of comfort and comforting have
been previously identified."’ This is the first study that has
set out to explore a cultural dimension of comfort. Find-
ings collectively represent perspectives held by Maori,
Pacific and NZE participants, suggesting that the CALM
framework encompasses culturally responsive care. Impor-
tantly, within the CALM framework, the patient determines
the extent to which culturally safe care is being provided
through their sense of feeling ‘Culturally connected’, thatis,
they and their family feel welcome; actions and behaviours
of others indicate understanding and respect for one’s
cultural norms and values. This emphasis is consistent with
the notion of unsafe cultural practice as ‘any action which

diminishes, demeans or disempowers the cultural identity
and well being of an individual’.”*

Recruitment stopped when we reached an under-
standing of how perspectives on comfort broadly differ by
ethnicity. However, more can be learnt of the underlying
detail for each influencing factor, such as preferences for
comforting staff behaviour, attitudes to pain management
or body modesty. In accordance with Morse’s view,” data
saturation on all possible context-specific or individual
details was not our intent. Peer debriefing by experi-
enced qualitative researchers throughout all stages of
the analysis, Maori and Pacific consultation, prolonged
engagement (1082min of interview), negative case anal-
ysis and triangulation methods” promote credibility of
the findings. Triangulation—using multiple data sources
to produce understanding—was used in both stages of
this research. Stage 1 compared findings generated from
theoretical and qualitative research (methods triangula-
tion) and involving people from a range of healthcare
settings, ages and ethnicities spanning decades of health-
care (triangulation of sources).?” Further triangulation
occurred in stage 2 when patient interview data were
contrasted with findings from the integrative review
and included studies.”” Concept clarification was sought
during all interviews.?” However, a limitation is that partic-
ipants were not asked to comment on the findings.

Implications for research
Replication of this research may lead to further refinements
of operational definitions, evaluate claims of transfer-
ability and build an evidence base of contextspecific care.
Exploring staff perspectives on comfort and determinants
of comfortrelated care in healthcare settings will inform
implementation strategies. Research is also required to
identify how the art of comforting can be taught and
modelled in clinical practice and educational curricula.
The influence of comfort on patients’ outcomes may go
beyond patients’ experiences of care (see figure 2). Our
interview data indicate that a sense of comfort during
one’s healthcare interaction is associated with posi-
tive patient-staff relationships, a willingness to disclose
concerns, to seek help and to participate in care and
treatment, rather than disengage or withdraw. Other
qualitative studies exploring comfort have proposed
similar outcomes.?* ®* An informed, systematic approach
to maximising patients’ comfort may, therefore, improve
not only patients’ experiences but also population health,
particularly in vulnerable sections of the population.
These potential benefits warrant further evaluation. Clin-
ically relevant metrics for quantifying comfort and moni-
toring important aspects of care are also needed.

CONGCLUSION

This research provides new insights into what comfort
means to patients, the care required to promote their
comfort and the reasons for which doing so is important.
We have developed a definition of comfort and the CALM
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framework, which can be used by healthcare leaders and
clinicians to guide practice and quality initiatives aimed at
maximising comfort and minimising distress in a range of
inpatient populations. A focus on comfort by individuals
is crucial, but leadership will be essential for driving the
changes needed to reduce unwarranted variability in care
that affects comfort.
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