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2 Theme: Epistemology.

Contribution to the discipline:  Mid-range theories target specif-
ic patient problems and enable the identification of nursing inter-
ventions, thus enhance patient care. By identifying the patient’s 
psychosocial problem(s) and selecting from the compendium of 
related concepts, nurses may then select a mid-range theory as a 
therapeutic strategy, thereby systematically changing the patient’s 
course of illness. 
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Abstract

Nursing theory has evolved since the 1960s, from conceptual mod-
els to concept analysis to mid-range theories. Mid-range theories 
are developed primarily for qualitative research, to target patient 
problems, to respond to patient needs, to identify interventions 
and the changing patterns of patient care. These mid-range theo-
ries cluster in various patterns to provide valid, coherent, and sig-
nificant interventions. Examples of programs that have dramatically 
impacted our understanding of nursing and patient care are pre-
sented. Thus, by developing and implementing the findings of mid-
range theories, nursing care matures, and the standards advance.

Keywords (Source: DeCS)
Nursing theories; nursing care; knowledge development; 
research; nursing.



AQ
UI

CH
AN

 | 
IS

SN
 1

65
7-

59
97

 - 
eI

SS
N

 2
02

7-
53

74
 | 

AÑ
O 

21
 - 

VO
L.

 2
1 

N
º 

4 
- C

HÍ
A,

 C
OL

OM
BI

A 
- O

CT
UB

RE
-D

IC
IE

M
BR

E 
20

21
 | 

e2
14

6
4

Resumen

La teoría de enfermería ha venido evolucionando a partir de la déca-
da de 1960, desde los modelos conceptuales, pasando por el análisis 
de conceptos, hasta las teorías de rango medio. Las teorías de ran-
go medio se desarrollan principalmente para realizar investigación 
cualitativa, enfocarse en los problemas del paciente, responder a las 
necesidades del paciente, identificar intervenciones y los patrones 
cambiantes de la atención al paciente. Estas teorías de rango medio 
se agrupan en varios patrones para brindar intervenciones válidas, 
coherentes y significativas. En este artículo, se presentan ejemplos 
de programas que han tenido un gran impacto en nuestra compren-
sión de la enfermería y el cuidado del paciente. Así, al desarrollar e 
implementar los hallazgos de las teorías de rango medio, la atención 
de enfermería madura y los estándares avanzan.

Palabra clave (Fuente: DeCS)
Teoría de enfermería; atención de enfermería; mejora; 
conocimiento; investigación; enfermería.

Desarrollo de las teorías de rango medio para la maduración 
de la atención de enfermería en Colombia
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Resumo

A teoria de enfermagem vem evoluindo desde a década de 1960, 
dos modelos conceituais, passando pela análise de conceitos, até as 
teorias de médio alcance. As teorias de médio alcance são desen-
volvidas principalmente para realizar pesquisa qualitativa, para 
focar nos problemas do paciente, atender às necessidades do pa-
ciente, identificar intervenções e padrões oscilantes da atenção ao 
paciente. Essas teorias são agrupadas em vários parâmetros para 
oferecer intervenções válidas, coerentes e significativas. Neste 
artigo, são apresentados exemplos de programas que vêm tendo 
grande impacto em nossa compreensão da enfermagem e no cuida-
do do paciente. Assim, ao desenvolver e implementar os achados 
das teorias de médio alcance, a atenção de enfermagem progride e 
os parâmetros avançam.

Palavras-Chave (Fonte: Decs)
Teoria de enfermagem; cuidados de enfermagem; 
conhecimento; pesquisa; enfermagem.

Desenvolvimento das teorias de médio 
alcance para o progresso da atenção de 
enfermagem na Colômbia
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6 In 2008, I visited the Universidad Nacional de Colombia, Bogotá, 

and was amazed at the development and utilization of nursing 
theory in patient care. Further, the integration of nursing theory/
frameworks into nursing research in Colombia is clear in Aqui-
chan, where most research articles have used clinically relevant 
nursing frameworks, in particular, those developed by Dorothea 
Orem (1) and Callista Roy (2).

Nursing is entering another transitional wave: that of the devel-
opment and application of mid-range theories. These theories 
differ from the conceptual models, as defined by Fawcett and 
DeSanoto-Madeya (3), which are used for the nursing care orga-
nization at the unit and institutional level and are not necessarily 
under the rubric of a conceptual model. Yet they work in a com-
plementary manner with those conceptual models described 
by (3) to provide nurses with the tools for an individual’s patient 
care, assessment, and interventions, according to the identified 
individual patient’s problem(s), but they are not restricted to the 
narrow definition of nursing concepts.

The purpose of theories within and for nursing has much been 
discussed in the nursing literature and changed over time. First, 
and most influential, was the rise of nursing theories, primarily 
in the middle of the last Century, when nursing was struggling 
to become a profession in its own right. Nursing theories, largely 
developed in the 1960s and 1970s, were theories of broad scope 
that delineated nursing practice (3). The most frequently cited 
conceptual models of these nursing theories are: Johnson’s Be-
havioral System Model, King’s Conceptual System, Levine’s Con-
servation Model, Neuman’s Systems Model, Orem’s Self-Care 
Framework, Rogers’ Science of Unitary Human Beings, and Roy’s 
Adaptation Model (4). But in our haste to become a profession, 
we forgot that theories are a facilitating tool, and we are “masters” 
controlling such theories intended to facilitate our work. Thus, 
we previously molded our perspective according to the theo-
ry we selected to focus all of our care. It is a concern that some 
nursing schools dictate that, to be considered nursing, research 
must contain a nursing conceptual model (5). This often forced an 
artificial fit, for the selected model may have been too abstract 
for the proposed project1. Further, such an approach restricted 
the nursing perspective of research, the use of such research 
clinically, and ultimately the creativity of nursing research in our 
rapidly changing contexts of care, or was an add-on placed in the 
research to meet the requirement than to facilitate the research. 
Yet Fawcett insists that mid-range theories must be couched 
within conceptual models to be considered nursing research (5).

The second movement (for two decades from the 1990s) was the 
identification of concepts critical for patient care. Concept analy-
sis may use the literature and reflexive qualitative inquiry to ex-

1 “The propositions of a conceptual model are so abstract and general that 
they are not amenable to direct empirical observation or test” (3, p13).
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plore ways the concepts are used and even interview data to verify 
the emerging conceptualizations of these concepts (6). While the 
research is generalizable, the theoretical structure remains basic 
and with the conceptual components and the interaction of these 
components integrated into the theory. Researchers actively incor-
porated concepts from other disciplines and contexts into nursing 
when appropriate, and this research further defined and enriched 
our understanding of nursing and contributed to the development 
of mid-range theories.

The third and present phase in our professional evolution, com-
mencing about the mid-1900s, is the construction and utilization of 
mid-range theories2. These mid-range theories, largely developed 
from or initiated by qualitative inquiry, are at various levels of de-
velopment and scope and directly targeted towards specific patient 
problems and concerns, nursing interventions, and patient care out-
comes. Mid-range theories may address different levels of specifici-
ty, for instance, from the microanalytic descriptions of interactions, 
of emotional responsiveness, touch, facial expressions, and dialogue 
to abstract ideas that jar us out of our routine perspectives. 

In this article, I strongly suggest nursing recognize this shift to the 
pragmatic definitions of mid-range theory and move beyond the 
focus of conceptual models. These qualitatively-derived mid-range 
theories are primarily developed from qualitative research methods 
that directly use interviews and observations of patients, caregiving 
situations from nurses, families, and communities. Such qualitative 
research provides the tools to recognize patterns in patient states, 
needs, and abilities/disabilities. Qualitative research provides de-
scriptions of interventions and modes of interactions that are com-
forting, therapeutic, and may even be harmful. Qualitative research 
findings are pragmatic, recognizable, and readily integrated into 
nursing care. Qualitative research provides us with the tools to eval-
uate patient conditions and even enhance patient access, aand the 
administration of care. Qualitative research may be prescriptive in 
its identification care problems and solutions and is generalizable 
through its links to concepts and theories. Qualitative research is 
solid and complete in itself3.

Nursing research must develop—and implement—these more 
specific, targeted mid-range theories to benefit patient care. Even 
though Fawcett agrees that “all nursing research may be considered 
a middle range theory” (4; see also 3 p17), astonishingly, Fawcett 
states that “shared theories”—mid-range theories using concepts 
developed in other disciplines (such as social support in social psy-
chology)— do not advance our discipline “as much as nurse-specif-
ic theories” (4, p4). To devalue, ignore or exclude theories encom-

2 Merton (25) describes this level of theory a “middle-range” theory, but this 
term has been abbreviated to the less pedantic term, ‘mid-range.’

3 Quantitative verification is unnecessary for strong qualitative inquiry, just as 
it is often unnecessary for qualitative inquiry to supplement quantitative work. 
It may do so with mixed methods design, but it is not necessary.
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8 passing concepts inherent in our humanness is absurd45. It is time to 

move nursing research to its optimal level.

Thus, the question remains, how do we determine the most useful, 
valid, and generalizable research for the clinical area? More impor-
tantly, how do we formally transfer/implement these results clin-
ically and across perceived ability/disability, gender, age, and cul-
tural boundaries in various patient populations? Moreover, who is 
responsible for conducting and implementing this research?

The Scope of Mid-Range Theories

Mid-range theories explore nursing and the context from the most 
descriptive level to the most abstract, using a myriad of sources of 
data and a host of qualitative (and some quantitative) methods. The 
methodological goal is to develop a theory applicable to patient 
care that provides in-depth insight into patient problems, nursing 
interventions, and outcomes. A valuable way to categorize these 
“types” of mid-range theories follows. 

Level 1, As descriptive: The most descriptive level of mid-range the-
ories is studies of microanalytic processes that provide insight into 
what is actually occurring. These are studies of observable interac-
tions, of emotional responsiveness, of touch, facial expressions, and 
of dialogue. They are basic studies that may include interview and 
observational data and even video recordings. Examples are the 
use and meaning of touch in patients with cancer (7) and comforting 
strategies during nasogastric tube insertions (8). 

Level 2, AS exploration of concepts: The next level of abstraction 
is studies targeted toward the role, function, and even the utiliza-
tion of concepts commonly occurring in the patients’ experiences 
of illness and treatments. These analyses may use the literature and 
reflexive inquiry exploring ways the concepts are used and even in-
terview data to verify the emerging conceptualizations of these con-
cepts. While the research is generalizable, the theoretical structure 
remains basic and focused on the conceptual components. Such re-
search may be an examination of hope to determine the structure 
of hope in various contexts (9) or the use of a frame or scaffold that 
data fills inductively (see, for instance, the use of resilience (10)).

4 It is not clear why Fawcett (4) targeted several of these concepts. Her own 
criteria is that concepts must be derived from nursing, yet most of the theories 
in this list include concepts that are not derived from nursing, including some 
critical to nursing, such as empathy, chronic sorrow, and even comfort.

5 Consider the origin of conceptual models: Fawcett and DeSanoto-Madeya 
write “They evolve(d) from empirical observations and intuitive insights of 
scholars or from deductions that creatively combine ideas from several fields 
of inquiry” (3 p13). Of greater concern, they continue “A conceptual model is 
inductively developed when generalizations about specific observations are 
formulated in specific situations are seen as examples of other more general 
events” (3 p13]. Yet Fawcett and DeSanoto-Madeya propose that “shared 
theories do not advance our discipline.”
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Level 3, As the identification of trajectories: The third level is the 
identification of trajectories explicating patient experiences over 
time (11). Methods, such as grounded theory, enable the identifica-
tion of stages and phases of responses and the changing dynamic 
and interactions of relevant concepts as the patients move through 
the illness. These trajectories at this level of development, are usual-
ly particular to one patient group, explicating the course of recovery 
or decline, patients with particular needs or problems; others may 
identify the course of the recovery. Some of these mid-range theo-
ries are general and may be used to conceptualize and organize mi-
nor concepts within their frame; many will identify nursing therapies 
that mitigate patient problems or facilitate, ease, and relieve discom-
fort. Qualitative documentation of any interventions may be used 
for the development and evaluation of these mid-range theories.

Level 4: Increasing scope: The fourth level consists of studies of 
broader scope that may be linked, or a comparative analysis of 
studies that explore the same experiences or concepts in different 
participant groups, in different situations; research that is seeking 
similar (or disparate) patterns, comparing patient responses, the 
occurrences of similar concepts in different contexts, or variations/
similarities of patient groups. This research is still at the develop-
mental/exploratory stage, but the increasing evidence obtained 
from separate studies builds credence, validity, and certainty into 
the research program. Increasing emphasis is placed on the identi-
fication and efficacy of interventions. Emerging concepts are linked 
with the literature; the research is increasingly developed as con-
ceptual and abstract, and mid-range theories, from the linking of 
concepts, are developed from the linking of concepts. An example 
is the development of the Praxis Theory of Comfort and Comforting 
from the synthesis of Level 1 descriptive studies of touch, presence, 
and interaction such as talking through (12).

Level 5, Multiple overlapping projects: Finally, Level 5 is solid in-
dividual qualitative studies, conducted as individual projects using 
different methods but within a cohesive topic. These projects are 
linked by the same general topic conducted in various stages of the 
disease process, in different patient age groups, in different illness 
experiences, developing and increasing our understanding of the 
concepts and confirming the theory. These projects may have been 
developed over time by a single investigator or team and consist of 
multiple qualitative studies conceptually linked to increasing un-
derstanding of the depth and scope of the topic. These qualitative 
research programs are powerful, pragmatic, significant, and gener-
alizable. The findings are valid, rigorous, impactful, and, important-
ly, do not require quantitative validation, but quantitative methods 
may be used, for instance, to develop measure instruments. It is this 
research that now provides therapeutic strategies, is implemented 
as standard practice, directs our profession, and provides the tools 
that will make nursing, nursing6. Examples of this last phase are re-

6 However, note that the ‘meta-methods’ (such as meta-synthesis and meta-
analysis) do not qualify in this category, as they are primarily methods of 



AQ
UI

CH
AN

 | 
IS

SN
 1

65
7-

59
97

 - 
eI

SS
N

 2
02

7-
53

74
 | 

AÑ
O 

21
 - 

VO
L.

 2
1 

N
º 

4 
- C

HÍ
A,

 C
OL

OM
BI

A 
- O

CT
UB

RE
-D

IC
IE

M
BR

E 
20

21
 | 

e2
14

6
10 search programs conducted using multiple methods. The first is a 

multiple method research program developed by Canadians Judith 
Wuest, Marilyn Ford-Gilboe, Colleen Varcoe, and their colleagues. 
Using a program of multiple methods, they have developed a mid-
range theory as a basis for instrument and/ in which they used or 
intervention development and testing: 

Study 1: Wuest et al. developed a grounded theory of health promo-
tion in the process of leaving an abusive partner (13,14).

Study 2: A four-year longitudinal quantitative study to capture the 
trajectory of women’s health after leaving (15,16).

Study 3: Used strategies of theoretical sampling and constant com-
parison of quantitative findings to further develop the grounded 
theory, to develop the Intervention for Health Enhancement after 
Leaving (iHEAL) (17,18). 

Study 4: Feasibility studies of the iHEAL (19).

Study 5: In process. Researchers are presently conducting a ran-
domized control trial testing the intervention in three Canadian 
provinces (20). 

Downloading all these studies and following the researcher’s devel-
opment of the project is an excellent way to appreciate the increas-
ing abstraction and significance of a research program.

A second approach is to develop a cluster of qualitative studies to 
determine the scope of a phenomenon. Once completed, they are 
placed horizontally, linked by common concepts (rather like a puz-
zle). This method, theoretical cohesion, has been used by Beck to 
explore traumatic childbirth (21) and by Morse to explore the con-
cept of enduring (22). In this way, you are developing Theoretical 
Coalescence model (21,22), from what Dickoff and James (23) de-
scribed as a “theory of theories.”

Developing these Methods for the 
Colombian Nursing Context

How can these midrange theories be evaluated and used or mod-
ified, or redeveloped for the cultural context in Colombian or oth-
er South American countries? How can these results be clinically 
transferred to different patient populations? Are these mid-range 
theories specific, transferrable, or must we develop our own?

The first task of conducting solid single studies is already attained 
and are published in Aquichan and internationally. As noted above, 
these Level 1 descriptive studies may not be ready for implemen-

label smoothing to develop a published model, and as such, they are not as 
powerful and do not expand the concept. 
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tation as a mid-range theory, as the content may be too specific. 
Nevertheless, they sensitize our clinical observation, which may 
provide an important foundation for identifying and analyzing more 
complex phenomena and further research. Further, as you obtain 
results, researchers must carefully compare their results to the oth-
er studies on the same topic conducted elsewhere. Ask: Are the re-
sult the same? Similar or different? Why? Are these procedural or 
structural differences in the provision of care? Or cultural differenc-
es? Differences within this institution, or more generally in Colom-
bia? Even asking such questions may trigger the next project or give 
you confidence in your practice.

Nevertheless, all studies must be conducted with caution and care. 
Avoid studies with inadequate data (too small a sample or limita-
tions in recruiting) or that have not been developed theoretically7. If 
your study “holds up,” is consistent with the external study, and has 
developed an intervention, then apply the findings, and if appropri-
ate, conduct an evaluation study. Furthermore, if you find similari-
ties or differences, compare these in your published research.

The Last Word

This plea for the maturation of research, the utilization of qualitative 
inquiry, and the development of mid-range theory directly applica-
ble to your clinical practice. From the above, we can see that quali-
tative inquiry is much more than a study of “the patient experience” 
(24); it provides a means for documenting the minute actions within 
the nurse-patient interaction; to identify the subjective, responsive 
components of care. It provides us with the means to “read” non-ver-
bal patient behavior; to evaluate the efficacy of our interventions. 
It enables us to develop theories that recognize and predict patient 
behaviors, meet patient needs, and provide interventions. It is an 
essential and vital part of the development of nursing, one that sys-
tematically may change the patient’s course of illness. As our knowl-
edge base for nursing is continually evolving, the responsibility for 
developing safe and effective care is in your hands. 

Conflicts of interest: The author declares no interest conflict.

7 Perhaps the research has not used a method, has restricted their study 
to the use of a strategy (such as thematic analysis), and not developed the 
themes. Even the labels of each theme may only be a phrase taken from a 
quotation. This research in incomplete, not conceptually or theoretically 
developed, not replicable, and not implementable.
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