
NURSE-PATIENT COMMUNICATION
DURING CRITICAL ILLNESS EVENTS.

Item Type text; Dissertation-Reproduction (electronic)

Authors BARTZ, CLAUDIA CAROL.

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:05:44

Link to Item http://hdl.handle.net/10150/183833

http://hdl.handle.net/10150/183833


INFORMATION TO USERS 

This reproduction was made from a copy of a manuscript sent to us for pubUcation 
and microfilming. While the most advanced technology has been used to pho
tograph and reproduce this manuscript. the quality of the reproduction is heavily 
dependent upon the quality of the material submitted. Pages in any manuscript 
may have indistinct print. In all cases the best available copy has been filmed. 

The following explanation of techniques is provided to help clarify notations which 
may appear on this reproduction. 

1. Manuscripts may not always be complete. When it is not possible to obtain 
missing pages. a note appears to indicate this. 

2. When copyrighted materials are removed from the manuscript. a note ap
pears to indicate this. 

3. Oversize materials (maps. drawings, and charts) are photographed by sec
tioning the original, beginning at the upper left hand corner and continu
ing from left to right in equal sections with small overlaps. Each oversize 
page is also filmed as one exposure and is available, for an additional 
charge, as a standard 35mm slide or in black and white paper format. * 

4. Most photographs reproduce acceptably on positive microfilm or micro
fiche but lack clarity on xerographic copies made from the microfilm. For 
an additional charge, all photographs are available in black and white 
stan.dard 35mm slide format. * 

*For more information about black and white slides or enlarged paper reproductions, 
please contact the Dissertations Customer Services Department. 

UM-I Dissertation 
- I nformation Service 

University Microfilms International 
A 8ell & Howell Information Company . 
300 N. Zeeb Road, Ann Arbor, Michigan 48106 

---.----------- ..... - _ ... --'-"--



------------------------------------- ---- ---



8623822 

Bartz, Claudia Carol 

NURSE· PATIENT COMMUNICATION DURING CRITICAL ILLNESS EVENTS 

The University of Arizona 

University 
Microfilms 

International 300N. Zeeb Road, Ann Arbor, MI48106 

Copyright 1986 

by 

Bartz, Claudia Carol 

All Rights Reserved 

PH.D. 1986 





PLEASE NOTE: 

In all cases this material has been filmed in the best possible way from the available copy. 
Problems encountered with this document have been identified here with a check mark~. 

1. Glossy photographs or pages __ 

2. Colored illustrations, paper or print 

3. Photographs with dark background __ 

4. Illustrations are poor copy 

5. Pages with black marks, not original copy 

6. Print shows through as there is t~xt on both sides of page 

7. Indistinct, broken or small print on several pages ./ 

S. Print exceeds margin requirements 

9. Tightly bound copy with print lost in spine 

10. Computer printout pages with indistinct print 

11. Page(s) lacking when material received, and not available from school or 
author. 

12. Page(s) seem to be missing in numbering only as text follows. 

13. Two pages numbered . Text follows. 

14. Curling and wrinkled pages __ 

15. Dissertation contains pages with print at a slant, filmed as received _----=-__ 

16. Other ----------------------------------

University 
Microfilms 

International 





NURSE-PATIENT COMMUNICATION DURING 

CRITICAL ILLNESS EVENTS 

by 

Claudia Carol Bartz 

A Dissertation Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements 
For the Degree of 

DOCTOR OF PHILOSOPHY 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

1 986 

Copyright 1986 Claudia Carol Bartz 



THE UNIVERSITY OF ARIZONA 
GRADUATE COLLEGE 

As members of the Final Examination Committee, we certify that we have read 

the dissertation prepared by ______ C_l_a_u_d_i,_a __ C_a_r_o_l_B_a_r_t_z ____________________ __ 

entitled Nurse-Patient Communication during Critical Illness Events 

and recommend that it be accepted as fulfilling the dissertation requirement 

for the Degree of Doctor of Philosophy 
--------------------------------------------------------

~)nc~J-

u 
Date 

Date 

Final approv'al and acceptance of this dissertation is contingent upon the 
candidate's submission of the final copy of the dissertation to the Graduate 
College. 

I hereby certify that I have read this dissertation prepared under my 
direction and recommend that it be accepted as fulfilling the dissertation 
requirement. 



STATEMENT BY AUTHOR 

This dissertation has been submitted in partial fulfillment of 
requirements for an advanced degree at The University of Arizona and is 
deposited in The University Library to be made available to bor
rowers under rules of the Library. 

Brief quotations from this dissertation are allowable without 
special permission, pl··o\l!u~d that accurate acknowledgment of source 
is made. Requests for permission for extended quotation from or 
reproduction of this manuscript in whole or in part may be granted by 
the copyright holder. 

SIGNED: 



DEDICATION 

I dedicate this work to my mom and dad, Laura and Bill Bartz, 

for their deep and abiding love, and for their faith in me, and to my 

sister, Brenda Bartz, for her intellect, her wit, and her prayers. 

iii 



ACKNOWLEDGMENTS 

I acknowledge all who have supported me during this course of 

doctoral study. In particular, 

I thank Dr. 

encouragement, 

anthropology. 

and 

Margarita Kay for her constant support, 

for her wonderful blending of nursing and 

I thank Dr. Carolyn Murdaugh for being a role model and friend. 

I thank Dr. Beverly McCord for her explanations of the system 

and for her administrative savvy. 

I thank the faculty at The University of Arizona for their 

expertise and challenges. 

I thank the Army Nurse Corps for giving me the time and 

financial support to pursue the Ph.D. degree. 

I thank my family for their love and encouragement. 

And I thank my friends, in Tucson and across the country. 

Their faith in me was an invaluable source of strength throughout this 

experience. 

iv 



TABLE OF CONTENTS 

LIST OF ILLUSTRATIONS 

LIST OF TABLES 

ABSTRACT ... 

CHAPTER 

1 . INTRODUCTION 

Critical Illness Events 
Patients' Views of Nurses during Critical 

Illness Events . . . . . . 
Nurses' Role during Critical Illness Events 

Problem .. , ........ . 
Purpose ........... . 
Significance for Nursing Theory and Practice 
Summary 

2. THEORETICAL STRUCTURE 

Communication Theory 
Characteristics of Communication 
Models of Communication 

Sociolinguistic Theory . . . . . . 
Emergence of Sociolinguistics 
Sociocultural Context 
Language . . . . • 
Para language . . . . . 
Nonverbal Behavior . . 

Communication, Sociolinguistics, and Nursing 
Communication Research in Biomedicine 
Nurse-Patient Communication 

.' 

Page 

xi 

xiii 

xiv 

1 

1 

3 
6 
8 

11 
11 
14 

15 

15 
16 
16 
19 
19 
21 
23 
25 
27 
28 
28 
3~ 

Nurse-Patient Communication Research 32 
Doctor-Patient Communication Research 36 
Critical Illness Event Communication 4~ 
Critical Illness Event Communication Research 42 

Summary 45 

v 



3. METHODOLOGY 

Design . 
Setting 

TABLE OF CONTENTS--Continued 

Sample Criteria 
Human Subjects . 
Data Collection Procedures 

Participant Observation 
Introductory Period 
Learning the System 

Data Collection for Analysis 
Participant Observation 
Naturally Occurring Data 
Naturally Occurring Data: 
Naturally Occurring Data: 
Naturally Occurring Data: 

Patients 
Nurses 
Nurse-Patient 

Interactions . . . 
Interviews . 
Interviews: Patient Interviews 
Interviews: Nurse Interviews 
Transcriptions for Analysis 

Data Analysis Procedures 
Triangulation . . . . 

Participants . . . 
Expression Categories 
Form and Function Categories 

Content Analysis 
Summary ........ . 

4. FINDINGS: SAMPLE. DATA BASE. VERBAL AND NONVERBAL 
EXPRESSION DURING NURSE-PATIENT COMMUNICATION 

Sample. . ............ . 
Data Base . . . . . . . . . . . . . . 
Verbal and Nonverbal Expression during 

Patient Communication . . . . . . 
Nurse-

Use of Language in Nurse-Patient Interaction 
Nurses' Language . . . . .. ... . 
Patients' Longuage . . . .. ... . 

Use of Paralanguage in Nurse-Patient Interaction 
Nurses' Paralanguage ........... . 
Patients' Paralanguage .......... . 

Nonverbal Behavior in Nurse-Patient Interaction 

vi 

Page 

46 

46 
47 
47 
48 
48 
49 

5" 
59 
64 
65 
65 
65 
67 

69 
71 
72 
74 
75 
79 
79 

8" 

8" 
83 
84 
88 

9" 
9" 
92 

95 
97 

1"" 
1 "5 
112 
112 
114 
115 



vii 

TABLE OF CONTENTS--Continued 

Page 

Participants' Views of Verbal and Nonverbal 
Expression during Nurse-Patient Communication 118 

Patients' Views of Verbal and Nonverbal 
Expression: Analysis . . . . . . . . 118 

Patients' Views of Verbal and Nonverbal 
Expression: Generalizing Preoperative 
Preparation Sessions. . . . . . . . . 119 

Patients' Views of Verbal and Nonverbal 
Expression: Summarizing Care Providers' 
Talks . . . . . . . . . . . . . . . . 12~ 

Patients' Views of Verbal and Nonverbal 
Expression: Forgetting Lengthy Nurse 
Contact .............. . 

Patients' Views of Verbal and Nonverbal 
Expression: Breadth of Nurse-Patient 
Communication . . . . . . . . . . . . 

Patients' Views of Verbal and Nonverbal 
Expression: Attitude ....... . 

Patients' Views of Verbal and Nonverbal 
Expression: Distance ...... . 

Nurses' Views of Verbal and Nonverbal 
Expression . . . . . . . . . . . . . 

Nurses' Views of Verbal and Nonverbal 
Expression: Analysis ...... . 

Nurses' Views of Verbal and Nonverbal 
Expression: Nurses' Views on Language 

Nurses' Views of Verbal and Nonverbal 
Expression: Nurses' Views on Paralanguage 

Nurses' Views of Verbal and Nonverbal 
Expression: Nurses' Views on Nonverbal 
Behavior ............. . 

Summary of Verbal and Nonverbal Expression during 
Nurse-Patient Communication 

Summary 

5. FINDINGS: FORM AND FUNCTION OF NURSE-PATIENT 
COMMUNICATION 

12~ 

123 

124 

126 

129 

13~ 

131 

139 

14~ 

143 
145 

146 

Content of Nurse-Patient Interaction 146 
Nurses' Content during Nurse-Patient Interaction 147 
Patients' Content during Nurse-Patient Interaction 152 
Summary of Content Found in Nurse-Patient 

,Interaction ................. , 161 

" 



viii 

TABLE OF CONTENTS--Continued 

Page 

Participants' Views of Content of Nurse-Patient 
Communication . . . . . .'. . . . . . . 162 

Nurses' Views of Content of Nurse-Patient 
Communication 162 

Patients' Views of Content of Nurse-Patient 
Communication .... ....... 166 

Summary . . .. ....... 169 
Process and Product of Nurse-Patient Communication 169 

Patients' Views of Process and Product of Nurse-
Patient Communication 

Patients and Process . 
Patients and Process: Patients' Processes 

Patients' View of Patients and Process: 
Nurses' Processes ........ . 

Products of Nurse-Patient Communication 
Identified by Patients . . . . . . . . 

Nurses' Views of Process and Product of Nurse
Patient Communication 

Nurses and Process 
Nurses and Process: Intuition 
Nurses and Process: Empathy 
Nurses and Process: Feedback 
Nurses and Process: Nurses' Processes 
Nurses and Process: Nurses' View of Patient 

170 
170 
171 

171 

171 

176 
176 
176 
176 
177 
178 

Processes . . . . . . . . . . . . . . . 178 
Products of Nurse-Patient Communication _ 

Identified by Nurses. . . . . . . . . . 182 
Products of Nurse-Patient Communication 

Identified by Nurses: Relief of Anxiety 183 
Products of Nurse-Patient Communication 

Identified by Nurses: Postoperative 
Recollection . . . . . . . . . . . . . . . . . 183 

Products of Nurse-Patient Communication 
Identified by Nurses: Postoperative 
Differences . . . . . . . . . . . . . 185 

Products of Nurse-Patient Communication 
Identified by Nurses: Mutual Benefit 186 

Summary . . . . . . . . . . . . . . . . . . 186 
Sequential Analysis of Nurse-Patient Interaction 187 

Sequential Structure . . 188 
Introduction Segments 189 

General Impressions 189 



TABLE OF CONTENTS--Continued 

Segment Beginnings 
Segment Endings 
Segment Lengths 
Nurses' Directiveness 
Comfort Levels . . . . 
Questioning Behaviors 
Summary of Introduction Segment Analysis 

Closure Segments . . . . 

Summary 

General Impressions 
Beginning Closure 
Nurses' Control 
Nurses' Control: 
Nurses' Control: 
Nurses' Control: 
Nurses' Control: 
Patients' Control 

Questions 
Starting Assessment 
Topic Persistence 
Monitoring Self 

Patients' Control: Narratives 
Patients' Control: Humor 
Final Closure 
Questions 
Review Processes . . . . . 
Summary of Closure Segment Analysis 

6. SUMMARY, CONCLUSIONS, LIMITATIONS, IMPLICATIONS FOR 
NURSING . . . . . . . . . . . ..... 

Summary of Theoretical Structure and Methodology 
Conclusions . . . . 

Language . . . . . . . . . 
Inequality in Language Use . 
Equality during Casual Talk 
Language Adjustment 
Summarization 

Sounding Confident . 
Nonverbal Behavior . 

Conveying Roles 
Content of Nurse-Patient Interaction 

Impact of Nurses' Talk 
TopiCS Forgotten . . . . . . . . 

ix 

Poge 

191/J 
191 
193 
196 
21/J1 
21/J2 
21/J3 
21/J3 
21/J4 
21/J5 
21/J6 
21/J6 
21/J8 
21/J9 
211 
213 
213 
216 
219 
222 
225 
227 
228 

231/J 

231/J 
233 
233 
234 
234 
236 
236 
237 
238 
238 
239 
239 
239 



TABLE OF CONTENTS--Continued 

Participants' Views of Process and Product 
Satisfaction and Summarization 
Process Adjustment . . . . 
Specifying Patients' Needs 
Direction and Deflection 
Giving Conditional Time 

Limitations . . . . . . 
Implications for Nursing . . 

Implications for Nursing Theory 
Implications for Nursing Practice 
Implications for Nurs:l.ng Research 

Chapter Summary 

APPENDIX A: LETTERS OF APPROVAL 

APPENDIX B: DISCLAIMER STATEMENT 

APPENDIX C: DEMOGRAPHIC DATA FORM 

APPENDIX D: NONVERBAL BEHAVIOR RECORDING FORM 

APPENDIX E: INTERVIEW SCHEDULE 

APPENDIX F: TRANSCRIPTION CONVENTIONS 

APPENDIX G: TEACHING CHECKLIST 

LIST OF REFERENCES . . . . . . . 

x 

Page 

241 
241 
242 
243 
245 
246 
248 
251 
252 
255 
259 
262 

263 

265 

266 

268 

27~ 

272 

274 

275 



LIST OF ILLUSTRATIONS 

Figure Page 

1. Nurse-to-Patient Communications Observed during Participant 
Observation in Intensive Care Units . 54 

2. Patient-to-Nurse Communications Observed during Participant 
Observation in Intensive Care Units 55 

3. Reserach Triangle for Nurse-Patient Communication 81 

4. Participant Activities and Forms of Data for Nurse-
Patient Communication . . .. .... 82 

5. Expression Categories for Nurse-Patient Communication 86 

6. Form and Function Categories for Nurse-Patient 
Communication . . . . .. ..... 87 

7. Taxonomy for Biomedical-Technical Language Used by Nurses 
during Nurse-Patient Interaction· . . . . . . . .. 1~1 

8. Taxonomy for Casual Language Used by Nurses during Nurse-
Patient Interaction: Patient-Related Situations . . .. 1~6 

9. Taxonomy for Casual Language Used by Nurses during Nurse-
Patient Interaction: Social Conversation ... , 1~8 

1~. Taxonomy for Biomedical-Technical Language Used by 
Patients during Nurse-Patient Interaction 

11. Taxonomy for Casual Language Used by Patients during 
Nurse-Patient Interaction · 

12. Taxonomy for Nurses' Views of Language during Nurse-
Patient Interaction: Complexity 

13. Taxonomy for Nurses' Views of Language during Nurse-
Patient Interaction: Structure · 

14. Taxonomy for Nurses' Views of Language during Nurse-
Patient Interaction: Boundaries · 

xi 

11 ~ 

111 

132 

135 

136 



xii 

LIST OF ILLUSTRATIONS--Continued 

Figure Page 

15. Taxonomy for Nurses' Views of Language during Nurse-
Potient Interaction: Nurses Talking ...... . 137 

16. Taxonomy for Nurses' Views of Language during Nurse-
Patient Interaction: Nurses Self-Assessment. 138 

17. Taxonomy for Nurses' Views of Nonverbal Behavior during 
Nurse-Patient Interaction . . . . . . . . 141 

18. Taxonomy for Nurse Content Found in Nurse-Patient 
Interaction Transcripts . . . . 148 

19. Taxonomy for Subcategory "nurses" from Content Category 
of Nurses' Content "health care providers" . 153 

2~. Taxonomy for Patient Content Found in Nurse-Patient 
Interaction Transcripts . . . . . . . . 157 

21. Taxonomy for Nurses' View of Content of Nurse-Patient 
Interaction . . . . . . . . 164 

22. Taxonomy for Patients' View of Content of Nurse-Patient 
Interaction . . . . . . . . . . . . . . . . . . . 167 

23. Patients' View of Patients' Communication Processes 172 

24. Patients' View of Nurses' Communication Processes 173 

25. Taxonomy for Patients' View of Nurse-Patient 
Communication Products . . . . . . 175 

26. Taxonomy for Nurses' View of Nurses' Communication 
Processes . . . 179 

27. Taxonomy for Nurses' View of Patients' Communication 
Processes . . . . 181 

28. Taxonomy for Nurses' View of Nurse-Patient Communication 
Product: Relief of Patient Anxiety 184 



LIST OF TABLES 

Table Page 

1. Characteristics of Nurse-Patient Interactions (n = 9) 93 

2. Characteristics of Interviews (n = 14) ..... 94 

3. Chronology of Raw Data Collection by Transcript and Day 
Number. . . .. ........ ..... . 96 

4. Nonverbal Behavior Observations during Nurse-Patient 
Interactions 116 

xiii 



ABSTRACT 

The purpose of this study was to explore and describe 

nurse-patient communication during critical illness 

theoretical structure of the study was drawn from 

events. The 

communication, 

sociolinguistic, and nursing theory. Data were collected in a 374-bed 

private hospital in the Southwest. The sample consisted of six 

registered nurses and nine patients experiencing cardiac surgery. Nine 

observed and audiotaped nurse-patient interactions, and fourteen 

audiotaped participant interviews provided the data base for analysis. 

Content analysis was used to organize the data. Findings were 

presented in terms of language, paralanguage, and nonverbal expression, 

and in terms of content, process, and product of nurse-patient 

communication. Participants used biomedical-technical language and 

casual-everyday language during the interactions. Nurses talked about 

what patients would experience while patients talked about themselves 

as a way of establishing their credibility within the biomedical 

setting. Nurses viewed nurse-patient communication as variable 

depending on the patients' needs and responses. Patients viewed nurse

patient communication as straightforward, not requiring adjustment for 

the needs of the participants. Products of communication for patients 

involved increased knowledge, reassurance, and increased confidence. 

xiv 



xv 

Products of communication for nurses involved relieving the patients' 

anxieties, considering the patients' remembering. and increasing the 

nursing staff's knowledge about the patient while helping the patient 

to know the goals of the nursing staff. The introduction and closure 

segments of the six nurse-patient interactions for preoperative 

preparation of the patient were analyzed. Nurses began the 

introductions by assuming that the patients needed relief from anxiety 

but the patients demonstrated politeness more than anxiety. Nurses 

used strategies of questioning. starting the physical assessment. topiC 

persistence. and self-monitoring to control the closure segments. 

Patients used narratives and humor as control strategies. The study 

findings suggest conceptual areas relevant to nurse-patient 

communication which may ground theoretical model development for nurse-

patient communication. Nurses in clinical settings can compare their 

patient communication experiences with the findings of the study in 

order to increase their understanding of expression. form. and function 

of nurse-patient communication. 



CHAPTER 1 

INTRODUCTION 

The study herein presented concerns nurse-patient communication 

during critical illness events. In this chapter, critical illness 

events will be defined and described. Patients' views of nurses in the 

context of critical illness will be presented as the background for the 

nurse's role in helping patients during critical illness events. The 

problem, purpose, and research questions of the study will be 

presented. The chapter will conclude with the significance of the 

study for nursing theory and practice. 

Critical Illness Events 

This section presents a description of critical illness events, 

patients' views of nurses during critical illness events, and the 

nurse's role during critical illness events. The section is based on a 

fundamental assumption for the study of nurse-patient communication. 

The assumption is, first, that patients have varying degrees of need 

during critical illness events and nurses, by their preparation and 

constant presence, can address the patients' needs. Second, nurse-

patient communication is an essential component of nurses caring for 

patients during critical illness events. 

A person experiencing a critical illness has sustained a 

disease or injury of sufficient magnitude to require intensive medical 

1 
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and nursing care. Critical illness events are the various episodes 

that the patient experiences during critical illness. The critical 

illness arises from the patient's history, symptoms, diagnosis, and 

therapy. The time span of the critical illness is the length of the 

patient's hospitalization plus significant prehospitalization time. 

For example, a person with a myocardial infarction can have significant 

prehospital time during which chest pain requiring medical attention is 

experienced. The severity of the illness varies with the patient's 

response to the symptoms, diagnosis, and therapy. 

Illness is differentiated from disease and injury in the 

conceptualization of critical illness. Illness is a social creation, 

the shaping of disease into behavior and experience (Freidson, 198~; 

Kleinman, 198~). Disease is the abnormality in structure or function 

or both of body organs and systems (Eisenberg, 1977). Injury is 

disease involving trauma. Injury may be anticipated, as with elective 

surgery, or unanticipated as with trauma sustained in a motor vehicle 

accident. 

The person experiencing critical illness events is the focus 

and rather passive recipient of biomedical care. He or she is 

submerged in the technology of the setting and in the routines of the 

care providers. The patient becomes dependent and this forced 

dependency is an important stressor (Griffin, 1982). The appraisal of 

the dependency varies among patients as does the response to the 

dependence. The response to the dependence experienced during critical 
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illness events may be satisfactory or unsatisfactory to the patient 

(Clarke, 1984). 

Personal and interpersonal resources can help the patient 

during critical illness events. Personal resources may include 

previous critical illness events which have been $atisfactorily 

resolved. Life history can also be a personal resource. A strong 

religious faith, for instance, may help a person tolerate dependence 

with illness more successfully than a person without such a faith. The 

person who has experienced dependence in nonhealth-related situations 

may tolerate dependence with illness more successfully than one who has 

always disdained dependence. 

Interpersonal resources may include the family and other 

significant persons in the patient's life. Care providers are another 

interpersonal resource that can help the patient cope with the 

dependence of critical illness event. In this study, heart surgery 

patients comprise the group experiencing critical illness events. The 

care providers of interest in the study are nurses interacting with 

heart surgery patients. 

Patients' Views of Nurses during 
Critical Illness Events 

Patients' views of critical illness events have been presented 

in various ways such as former patients' narratives and researchers' 

questionnaire and/or interview-based reports. This section presents a 

brief discussion of narrative, questionnaire and interview based 

reports about people experiencing heart surgery. The section concludes 
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with a discussion noting that, while the reports yielded different 

kinds of data, the patients' views of nurses \IIlWe similar across the 

reports. 

Narratives and interviews yield different kinds of data from 

the patients themselves. With the narrative format, heart patients 

describe their thoughts and feelings in depth and from the beginning to 

the end of the experience. Each writer relates his own personal ex-

perience at length, emphasizing the memorable episodes of the 

experience. Descriptions of feelings of dependence and the use of 

various coping strategies are woven into the narrative. Such detailed, 

chronologically-ordered descriptions may not occur during interviews of 

heart patients. The interview format, even if open-ended, has less 

spontaneity and mayor may not elicit the subject's true thoughts and 

feelings. 

The first step in understanding how nurses can help patients 

through critical illness events is to explore what patients say about 

nurses in their I"ecollections of the events. Heart disease and surgery 

have been described in narrative form in lay and medical literature 

(Derrick, 1979; Heath, 1982; Lear, 198~). The narratives revealed 

feelings 

patients. 

present, 

of dependence and various coping strategies among the 

Nurses were described as being close, if not actually 

especially during critical episodes of the patients' 

illnesses. The patients described nurses as teachers, comforters, even 

angels of mercy. 
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A study of coronary artery bypass patients, based on 8~~ 

questionnaire responses and 2~~ interviews, presented patients' views 

of factors before, during, and after heart surgery (Hoffman, 1985). 

Twenty-one interviews comprised a written report of the study findings. 

The report aimed to help people who are faced with coronary artery 

bypass surgery. Although not asked directly about nurses, the subjects 

occasionally described nurses' communication skills. One subject, for 

example, said he had had a marvelous nurse who spoke quietly and 

provided reassurance. Another subject said the nurse had explained 

things carefully and that was important. A third subject was 

frustrated with the nurses who were asking him questions while the 

endotracheal tube was keeping him from talking. 

Another- interview-based study of people with heart surgery 

(Bartz, nd) found that patients have little recollection of nurses 

during the intensive care experience of critical illness. Seven 

patients (5 men and 2 women) were interviewed for perceptions of their 

critical illness and intensive care experiences. The interviews were 

open-ended and not specifically focused on nurse-patient interaction. 

The informants' ages ranged from 43 to 75' (X = 61.1) years. Diagnoses 

of the informants' were coronary artery bypass graft surgery (3), 

coronary artery bypass graft surgery plus myocardial infarction (3), 

and mitral valve replacement (1). After content analysis of the seven 

interview transcripts, the three informants who had had bypass grafting 

plus myocardial infarction were interviewed a second time, making a 
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total of 1~ interviews. The reinterviews increased the data base for 

analysis. 

The informants recalled few nurse-patient interactions for 

nursing assessments or interventions during the intensive care 

experience. One subject recalled the nurse ordering a tray in response 

to the patient's expression of hunger. Another instance was calling 

the doctor in response to the patient's complaint of chest pain. 

Nurses were described as good, pleasant, organized, prompt, alert, 

active, and caring. Actions of nurses that were described included: 

check, adjust, look, calm, reassure, coordinate, ease, attend, ask, 

tell, and understand. The nurse qualities and actions described by the 

informants were general and stereotypical (Bartz, nd). 

While the kinds of data about the whole critical illness were 

different, the narratives and interviews yielded similar data for 

patients' views of nurses during critical illness events. Patients' 

recollections of nurses were usually positive and warm. Some patients 

recalled brief interactions with nurses that resulted in comfort or 

reassurance. One patient recalled his negative response to being told 

about all the gory things he would experience in the intensive care 

unit after heart surgery (Heath, 1982). 

Nurses' Role during Critical 
Illness Events 

The nurse is the most constant care provider for a person 

experiencing critical illness events. "Nursing's unique role is to 

care for the person" (Sanford, 1985) whereas other members of the 
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health care team place more emphasis on cure through medical diagnosis 

and treatment. The nurse is expected to be sensitive and alert to the 

patient's needs and cognizant of the patient's uniqueness (Griffin, 

1982; Holloway, 1984). The nurse can plan and provide care for the 

patient holistically, considering the bio-psycho-social-spiritual as-

pects of each patient's being. The nurse is a constant source of 

information for the patient, and an important source of comfort. 

The scope of critical care nursing practice has been defined by 

the American Association of Critical-Care Nurses (Thierer et al., 

1981). The practice is based on professional accountability, 

sufficient knowledge base, consideration of the whole patient within 

his environment, and collaboration among all care providers. 

In summary, patients' experience of critical illness events 

establishes the context for this study. Patients experiencing critical 

illness events require intensive medical and nursing care. Patients 

have described their critical illness events in narrative form and in 

response to questionnaires and interviews. Patients recall nurses' 

presence in generally positive terms but descriptions of nurse-patient 

interactions are brief and tempered by the passage of time. The nurse 

assumes the role of constant care provider for patients experiencing 

critical illness events. One aspect of the constant care, nurse-

patient interaction, is the focus of this study. 
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Problem 

The problem addressed in the study is the insufficient 

research-based understanding of nurse-patient communication during 

critical illness events. Doctor-patient communication has been more 

commonly studied than nurse-patient communication. Several studies of 

nurse-patient communication. in hospital settings have provided a start 

toward understanding nurse-patient communication in the context of 

critical illness (Ashworth, 1984; Daubenmire, Searles, & Ashton, 1978; 

Salyer & Stuart, 1985). Briefly, the studies were of intubated 

patients in intensive care units (Ashworth, 1984; Salyer & Stuart, 

1985) or of surgical patients on a ward and in a recovery room 

(Daubenmire, Searles, & Ashton, 1978). Nurse-patient interactions were 

described as brief and predominantly structured by the nurse. The 

variability of methods and results in these studies decreases the 

generalizability of the findings. The studies will be more completely 

described below in the review of literature. 

Nurses are supposed to communicate effectively with patient3 to 

establish helping relationships based on trust, empathy, and caring 

(Sundeen, Stuart, Rankin, & Cohen, 1985). Yet the interactions by 

which nurses accomplish the helping relationships have not been 

adequately studied. Considering narrative and interview data, patients 

have general and stereotypical recall of their interactions with nurses 

(Bartz, nd; Derrick, 1979; Heath, 1982; Hoffman, 1985; Lear, 198~). 

Previous studies focusing specifically on patients' views of nurse

patient interaction during critical illness events have not been found 
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in the literature. Observation of nurse-patient interaction together 

with elicitation of the partiCipants' views on the interaction can 

generate a systematic data base for the study of nurse-patient 

communication. 

Effective communication with the patient must be the competence 

unique to nurses caring for a patient experiencing critical illness 

event. The nurse has intense contact With the patient and aids the 

patient in coping with the experience through the communicative 

process. The standards for nursing care of patients experiencing a 

critical illness event (Johanson, Dungca, Hoffmeister, & Wells, 1981; 

Thierer et 01., 1981) require attention to nurse-patient communication. 

Application of the standards is enhanced when the nurse uses appro

priate language, that is words and their meanings; paralanguage, that 

is, the sounds around the words; and nonverbal behaviors to achieve 

purposeful content, process, and product of communication. 

Language, paralanguage, and nonverbal behavior are expressive 

components of nurse-patient interaction. The nurse needs to use words 

in interaction with patients that are appropriate to the Situation and 

comprehensible to the patient. In addition to the wordS, the nurse's 

paralanguage, for example, loudness and tempo, and her nonverbal 

behavior can evince calmness, confidence, and genuine concern for the 

patient. 

Content, process, and product are defined in this stUdy as the 

form and function of nurse-patient interaction. The content of the 

communication has been defined for this study as the subjects discussed 
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during the interaction; it might be disease or it might be weather. 

The process of the communication has be~n defined for this study as the 

linguistiC form and function of the interaction; for example, 

explaining about a disease using questioning and answering processes. 

The product of the communication has been defined for this study as the 

outcome of the content and process, for example, information exchange 

or relief of anxiety. 

In summary, the importance of nurse-patient communication 

during nursing care of the patients experiencing critical illness 

events has not been sufficiently reflected in previous research of 

nurse-patient communication. Several studies have provided a -start 

toward the understanding of nurse-patient communication in the context 

of patient care. Observation of nurse-patient interactions with 

elicitation of the patients' views of the interaction has not been 

reported. Only one study in the literature reported including nurses' 

views of the interaction (Ashworth, 1984). Standards of nursing care 

for critically ill patients require effective nurse-patient 

interaction. The understanding of nurse-patient communication warrants 

observation of nurse-patient communication, systematic elicitation of 

the participants' views, and a framework for organization of the-quali

tative data. Concepts basic to the organizing framework are the verbal 

and nonverbal beha~iors and the form and function of communication. 
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Purpose 

The purpose of the study is to explore and describe nurse-

patient communication during critical illness events. 

The research questions addressed in the study are: 

1. What are the characteristics of verbal and nonverbal expression 

in nurse-patient communication during critical illness events? 

2. What are the form and function of nurse-patient communication 

during critical illness events? 

Significance for Nursing 
Theory and Practice 

A patient experiencing critical illness events is in need of 

communication that takes into consideration his or her particular 

illness interpretation, beliefs and values, and conceptual knowledge 

(Helman, 1984). The nurse is concerned with helping the patient 

through the response to disease or injury. The nurse is a constant 

presence, planning and delivering care to the whole person. Holistic 

integration of the patient's biological, psychological, social, and 

spiritual needs can be facilitated when the nurse understands the 

nature of nurse-patient interaction. 

Theoretical efforts in nursing need to focus on how and in what 

ways ordinary actions take on a professional, nursing meaning (Kim, 

1983). Communication is ordinary human action. Nurse-patient 

communication has ordinariness but it can also have extraordinary 

process and product generated from the theory and concepts guiding the 

professional nurse's practice. 
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The study can contribute to nursing theory by exploring nurse-

patient interaction in naturally occurring contexts. Systematic 

organization of nurse-patient communication data can provide the basis 

for generation of concepts and identification of relationships between 

the concepts. The systematic organization works toward the beginnings 

of a conceptual model and theoretical framework for nurse-patient 

communication during critical illness events. Exploring nurse-patient 

communication as a dynamic, multifaceted phenomenon can increase the 

understanding and articulation of nursing theory. 

The study contributes to nurses' awareness and understanding of 

nurse-patient communication in the context of caring for patients 

experiencing critical illness events. This contribution to nursing 

practice is made in several ways as described in the following 

paragraphs. 

First, the study contributes to an understanding of the verbal 

and nonverbal ways by which nurses and patients communicate. 

Categorization and description of language, paralanguage, and nonverbal 

behavior during nurse-patient interactions and from the views of both 

participants organize the findings. For example, language may be 

categorized according to technical/lay or casual/noncasual dichotomies. 

Paralanguage may be categorized by loudness and tempo of talk. One way 

that nonverbal behaviors can be categorized is by the number of times 

the participants touch each other during the interaction. 

Second, the study provides information about the form and 

function of nurse-patient interactions. Content, process, and product 
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of nurse-patient communication are described and categorized. For 

example, the interaction process of "informing" can be categorized from 

the nurse's view, the patient's view, and the observer's view. The 

interaction product of "relief of anxiety" can likewise be categorized. 

Third, the study describes the roles and rules of the 

participants in nurse-patient interaction. For example, nurses' 

communicative roles include initiating and ending interactions and 

monitoring the course of the interaction. Patients' roles include 

receiving nurses' information and establishing credibility for the 

subject matter of the interaction. Examples of nurses' rules are those 

concerning the decision about which patients to talk with and when. 

Examples of patients' rules are showing tolerance and politeness during 

the interactions. Nurses in clinical practice can compare their roles 

and rules with those reported in the study. 

Finally, the findings of the study may enhance the nurse's 

capacity for being a resource for the patient experiencing critical 

illness events. Exploratory research allows for actualization of 

nursing'S ethical commitment to the health care needs of society 

(Munhall, 1982). A nurse who understands the what, how, and why of 

nurse-patient communication can recognize and plan for the patient's 

precise needs. Patients vary in their comprehension of language and 

the use and receptiveness of styles of paralanguage and nonverbal 

behavior. Patients also have a variable repertOire of appropriate 

behaviors for accomplishing the content, process, and product of 

communication. The .PA variability among patients challenges nurses to 
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plan and intervene creatively for the patient's movement toward 

critical illness recovery. 

Summarizing the significance of the study for nursing practice, 

the study contributes to nurses' knowledge base for nurse-patient 

communication. By considering the ways that nurses and patients 

communicate, the form and function of the interaction, and the roles 

and rules involved in the interaction, nurses can compare their 

experiences with the findings of the study. Systematic study and 

explication of nurse-patient communication can help nurses accomplish 

sensitive, holistic patient care. 

Summary 

This chapter has described critical illness event as a context 

for the exploratory study of nurse-patient communication. A 

description of patients' views of nurses during critical illness events 

led to a discussion of the nurse's role during critical illness events. 

The problem, purpose, and research questions of the study were pre-

sented. A discussion of the study's significance for nursing theory 

and practice concluded the chapter. 



CHAPTER 2 

THEORETICAL STRUCTURE 

The theoretical structure for the exploratory study of 

nurse-patient communication during critical illness events incorporates 

communication and sociolinguistic theory. Communication theory 

provides the conceptual basis for the study while sociolinguistic 

theory grounds the empirical inquiry of the study. Two models of 

communication are described to explicate communication theory. Socio-

linguistic theory is addressed, attending to language, poralanguage, 

and nonverbal behavior as each involves content, process, and product 

of communication. The theoretical structure then relates communication 

"and sociolinguistic theory to nursing. Nurse-patient communication is 

conceptualized by care provider-patient communication research, crit

ical illness event communication, and critical illness event communica-

tion research. The theoretical structure provides a conceptual 

orientation for the study. 

Communication Theory 

Communication is both simple and complex. The simplicity of 

communication is that every human being must communicate to survive. 

The complexity of communication is that it is elusive to qualify and 

quantify using present day research paradigms. Interaction, discourse, 

15 



and encounter are concepts used to describe communication. 
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The study 

of communication is based in sociological, anthropological, linguistic, 

and psychological theory (Crick, 1976; Goffman, 1981; Hymes, 1974; 

McQuail, 1984; Spradley, 1979). Communication can be defined as a 

dynamic, multisensory process of sharing information between two or 

more people (Holloway, 1984; Scherer, 198~). 

This section will present first a description of the 

characteristics of communication. Second, two models for communication 

will be described to establish the multidimensionality of the concept. 

Characteristics of Communication 

Three characteristics of communication are codes, encoded 

messages, and message transmission (McQuail, 1984). Codes are formal 

systems of signs and rules for use which constitute the physical 

structure of messages. Encoded messages are activities, techniques, 

and devices which form sounds and visual representations of images and 

signs. Message transmission occurs when symbolic material is turned 

into forms which can be consulted over time and distributed over 

distance. For example, information can be coded in the shape of a 

story in a particular culture, encoded in printed form, and transmitted 

by a storyreader. 

Models of Communication 

Two process models of communication, one with two dimensions, 

another with three, illustrate conceptual and operational components of 
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communication and guide the study of the relationships between the 

components. A two-dimensional model of communication is influenced by 

the sendor and receiver but the basic process stays constant. A three-

dimensional model integrates communication processes with the 

characteristics of the sender and receiver, synthesizing a 

communication product after the integration has occurred. 

the models includes a component for subject matter. 

Neither of 

The two-dimensional process model (Wright & MacAdam, 1979) 

organizes three events. First, the sender transmits an encoded 

message. Second, the message travels via a c11or'lhel. Third, the 

recipient decodes the message. When a storyteller tells his tole, the 

message travels via his voice, and the recipient hears the voice and 

recognizes the story. Noise is any interference with the transmission, 

channel, or reception of a message. Sender noise might include emotion 

interfering with vocalization, channel noise might be competing music 

in the background, and receiver noise might be preoccupation or 

fatigue. 

The three-dimensional product model (Bales, 1973) relates 

personality, attitudes, and 

The complex 

values to interpersonal style 

model enhances description 

of 

of communication. 

communication. The three dimensions of the model are probably 

universal distinctions (Boles, 1973) . First is the personality 

dimension, labeled dominance-to-submissiveness. A dominant person is 

extroverted, a leader who values material and power. He or she 



communicates directly, and may be unfriendly, even hostile. 
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A 

submissive person is introverted, hoping for acceptance. He or she 

communicates by giving information, talking little, and receiving 

little. 

Second is the attitude dimension, labeled friendliness-to-

unfriendliness. A friendly person is trustful and egalitarian. He or 

she communicates comfortably and asks and receives confidently. The 

unfriendly person is isolated and alienated. He or she communicates 

indecisively and suspiciously. Third is the values dimension, labeled 

work-acceptant-to-work-resistant. The work acceptant person 

communicates authoritatively and is conservative and moralistic. He or 

she may use submissiveness either altruistically or as self-punishment. 

The work-resistant person jokes and uses fantasy to organize. He or 

she communicates to dominate either to gain unconditional acceptance or 

to attain an outlaw status (Sales, 1973). 

The example of the storyteller and recipient used with the two 

dimpnsional model becomes much more complicated when applied to the 

three dimensional model. Each participant has a position on each of 

the three continua resulting in a complex, yet probably more 

realistically drawn, model for interaction. For example, a friendly 

storyteller and unfriendly recipient may not communicate effectively 

due to their divergent interpersonal styles. However, a dominant 

storyteller may have effective communication with a submissive 

recipient. "Patient" and "health care provider" can be substituted for 
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A friendly 

(patient) (health care provider) and unfriendly (health care provider) 

(patient) may not .communicate effectively. However, a dominant 

(patient) (health care provider) may have effective communication with 

a submissive (health care provider) (patient). The scenarios exemplify 

the complex nature of communication in the biomedical context. 

Sociolinguistic Theory 

This section will begin with a description of the emergence of 

sociolinguistics from sociological, anthropological, and linguistic 

traditions. 

presented. 

Second, the concept of sociocultural context will be 

Third, the concepts of language, paralanguage, and 

nonverbal behavior will be defined and described with respect to the 

concepts of content, process, and product of interaction. The six 

concepts are central to this study of nurse-patient communication. 

Emergence of Sociolinguistics 

Sociolinguistics is the study of communication in a 

sociocultural context. The disciplines of sociology, linguistics, and 

anthropology have provided the conceptual base for sociolinguistics. 

concepts from sociology such as status, role, and face-to-face 

interaction have been used to discuss the social organization of 

communication (Goffman, 1967, 1981; Gumperz, 1982). Linguistic 

concepts such as semantics and syntax have been used to discuss the 

interactive strategies of communication (Gumperz, 1982). Anthropology 



has also provided concepts, such as cultural context and cultural 

knowledge, and methods for understanding the sociocultural context of 

communication (Hudson, 198~i Hymes, 1974). 

A qualitative approach to the study of communication has been 

one outcorne of the multidisciplinary development of sociolinguistics. 

The ethnography of communication has been conceptualized as a 

sociolinguistic method in which participants' sociocultural knowledge 

and cultural norms and values shape the speech events (Gumperz, 1982). 

Ethnography of communication is "situated in the flux and pattern of 

communicative events" (Hymes, 1974, p. 5) and requires consideration of 

at least eight elements of communication. The elements are a) 

partiCipants, b) channels, for example, speaking, writing, c) codes, 

for example, linguistic, nonverbal, d) settings, e) forms of messages 

and their genres, for example, sentences, sermons, f) attitudes and 

contents of messages, and g) events, their kinds and characteristics 

(Hymes, 1974). 

An ethnography of communication in a selected setting 1s a 

comprehensive study of the interactive partiCipants in the context of 

the situation. The participants are studied in terms of communicative 

processes, knowledge for the situation, roles, beliefs, and values. 

The sociocultural context is studied as an integral component of the 

partiCipants' communicative processes. The value of ethnography of 

communication for the present study is found in the qualitative 

approach, the appreciation of the multidimensional characteristics of 
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the participants, and the necessity to work toward understanding the 

sociocultural context surrounding and influencing the participants in 

nurse-patient interaction. 

Sociocultural Context 

The sociocultural context is the environment of the social 

interaction. The context involves a setting or situation and 

participants with their accumulated history, knowledge base, and role 

relationships. In a familiar context, for example, when siblings are 

together in a mutually satisfactory setting, participants need little 

effort because they use routinized patterns to communicate. However, 

when participants are in an unfamiliar context, for example, strangers 

in a stressful setting, the work of communication is increased. When 

just one participant is familiar with the context, the second 

participant usually has to work hard to retain any measure of 

competence in the situation. 

Rules provide a network of options determining the meaning 

potential of the situation (Holliday, 1978). For example, during 

nurse-patient interaction, it is the rule to have casual talk between 

nurses and patients about social topics placed before or after, but not 

during, the exchange of biomedical information. The biomedical 

information exchange segment of talk thus emphasizes the caregiver-

patient relationship over the adult-adult relationship of the 

participants. 
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The context has symbols and meanings of content, of 

participation or process, and of relevance or product (Holliday, 1978). 

The symbols and meanings of content, process, and product arising from 

the context of nurse-patient interaction can be seen by comparing the 

medical-surgical ward context with the intensive care unit context. 

For instance, content of nurse-patient interaction regarding visitors 

and visiting may vary between the medical-surgical ward and the 

intensive care unit. 

Process of nurse-patient interaction may vary depending on the 

context. In the intensive care unit, short, repetitive interactions 

may occur whereas on the medical-surgical ward, longer and 

non repetitive interactions may be expected because the patients are 

often more capable of participating in the interaction. Product of 

nurse-patient interaction may also vary in the two contexts. Nurse-

patient interaction immediately postoperatively in the intensive care 

unit may signal to the patient that he has survived, a matter of 

concern to heart surgery patients (Ji11ings, 1978; Quin1ess, 1984). In 

contrast, nurse-patient interaction for admission to the medica1-

surgical ward may signal a worsening state of health to the patient. 

Another contextual variation influencing nurse-patient interaction 

would be demonstrated by the intensive care unit nurse talking with the 

patient in the intensive care unit versus on the medical-surgical ward. 

In the sociocultural context for nurse-patient communication 

during critical illness events, neither participant can entirely 
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control the substance and flow of the transaction (Frankel, 1984). The 

participants' biomedical concerns influence the content and process of 

the interaction. On entering the hospital, the patient brings 

conceptual knowledge that influences nurse-patient interaction. The 

patient's beliefs, values, subjective illness state, and conceptual 

awareness of illness are brought to the context of the interaction. 

The nurse's biomedical commitment distinguishes nurse-patient 

interactions from the patient's social interactions that include the 

topic of illness. Friends may talk casually about health and illness 

during their conversations. But the nurse's biomedical 

responsibilities and priorities may not allow her to talk with the 

patient in a similar, casual way. The nurse may, for example, have 

patients who need more complicated, urgent care than the patient to 

whom she or he is talking. Thus the time allowed for talking may be 

shortened and the talk itself may take on tones of impatience or 

irritation. 

Language 

Sociolinguistics considers language, paralanguage, and 

nonverbal behavior in the study of human interaction. Language is 

intimate with thought; one shapes the other. Language is a social 

institution, part of a total cultural system for the communication of 

ideas, emotions, and desires (Crick, 1976; Sapir, 1970). N0t all 

things of cultural significance will be registered in the words of 

language, however. The significance of a concept in ordinary social 
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life, for example, beauty, may be located in its ambiguity (Crick, 

1976) . 

Words and meaning comprise language (Jakobson, 1972) . 

Compulsory grammatical meaning is supplemented by lexical or inherent 

meaning of all autonomous words. Any verbal sign can be translated 

within the language into one that is more explicit. Content of 

communication, herElin defined as the subject matter of the 

communicative event, depends completely on language. While content is 

the overt subject of the interaction, it mayor may not reflect the 

true meaning of the interaction. 

The process of interaction depends in part on language. The 

process is defined for this study as the linguistic form and function 

of the interaction. Process is what is happening between the 

participants during the interaction. Serious talk requires 

understanding, listening, interpreting, clarifying, acknowledging, and 

responding (Paget, 1983). Process is linear and sequential and it is 

systematic and governed by rules (McQuail, 1984). Each participant has 

a role in the process which can either reflect or parallel the other 

participant's role. Participant reflection may occur in one disclosing 

and the other receiving information about taking medications as 

prescribed. Paralleling may occur when participants mutually discuss 

beliefs about hypertension, for example. 
..... 

The product of interaction also depends in part on the language 

used. The product is defined for this study as what is accomplished 
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between the participants during the interaction. It is the outcome of 

the content and process embodied in the interaction. The product may 

be arbitrary, that is, there may not necessarily be a connection 

between its nature as a thing or idea and the linguistic unit which 

refers to it (McQuail, 1984). 

comfort the patient. 

For example, talking about music may 

The product may be mutual in that the participants agree on the 

goal of interaction and the recognized outcome. Or, there may be 

divergent products of interaction. The divergence may be mutually 

understood and accepted. For example, the nurse may see the patient 

signing the consent for surgery as the most important outcome of an 

interaction while the patient might see having his questions answered 

as the outcome of the interaction. In any case, both participants 

would be satisfied with the outcomes of the interaction. Or, the 

divergence in outcomes may not be recognized by one or both 

participants. For example, the nurse may think she has answered all of 

the patient's questions about an upcoming event while the patient's 

anxiety and confusion have been increased due to the interaction. 

Mutual satisfaction with interactive outcomes would not have been 

achieved in this instance. 

Para language 

Paralanguage contributes to the meaning of spoken interaction. 

Paralanguage is vocal emphasis and intonation shaping and modulating 

the spoken words (Gumperz, 1982; Pietroni, 1976; Tannen, 1984). 
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Characteristics of paralanguage include voice quality and tone, 

loudness, pitch, tempo, and pauses. The participants' paralanguage 

indirectly influences the content of the interaction. For example, the 

nurse may talk in more detail about a procedure if the patient's voice 

tone and pitch imply sincere interest and questions. On the other 

hand, the nurse may shorten the talk about a procedure if the patient's 

voice tone and pitch imply impatience or tiredness. Of course, nurse's 

vocal emphasis and intonation may also influence the patient's 

contribution to the content of the interaction. 

The process of nurse-patient interaction may also be influenced 

by paralanguage. Two instances of disruptive influences are given 

first. Considering pauses, the patient may respond when the nurse 

pauses. The nurse views this as interrupting. The patient views the 
, 
same sequence as simply talking. Considering pace and loudness, the 

nurse may speak fast and loud thus overriding the patient's efforts to 

ask questions or contribute information. Paralanguage may influence 

the process of interaction usefully as well. When the nurse and 

patient talk smoothly with sensitivity to the other's responses, 

creation of a special bond during the interaction makes the content and 

outcome of the interaction secondary to the interactive process. 

The product, or outcome, of an interaction may also be 

influenced by the para language of the participants. Patients may be 

comforted by what is perceived as the nurse's Sincerity, for example, 

as the nurse's tempo and tone demonstrate sincere feelings. Nurses 
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may be made defensive by a patient's seeming anger, for example, when 

the patient's talk is loud and without pause. 

Nonverbal Behavior 

Nonverbal behavior may be encoded, 

consciously or subconsciously (Poyatos, 

transmitted, 

1983). The 

and received 

process of 

nonverbal behavior has three categories, proxemics, kinesics, and touch 

(Pietroni, 1976). Proxemics is the study of space, time, position, and 

artifacts that are part of the interaction. Kinesics is the study of 

facial expression, body posture, and hand gestures. Touch is studied 

for how, when, and why it is employed as part of the communication 

process. 

Nonverbal behavior can also be described in terms of its 

semantic, syntactic, pragmatic, and dialogic functions (Sherer, 198~). 

The semantic, or meaning, function of a patient wringing his hands, for 

example, may support or contradict the verbal interaction. The 

syntactic function organizes nonverbal behavior with verbal behavior. 

A patient talking and wringing hands intermittently can segment the 

speech flow into hierarchical units. The pragmatic function of 

nonverbal behavior is exemplified when a patient wrings hands to 

alleviate nervousness. Finally, the dialogic or relational function of 

nonverbal behavior involves the interaction participants as a system. 

For example, a patient's wringing of hands may elicit comforting 

behaviors from the care provider. 
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In summary, this section has briefly described the emergence of 

sociolinguistics from· the fields of anthropology, sOCiology, and 

linguisticS. The concept of sociocultural context as the environment 

of the social interaction was described in terms of situation, rules, 

and symbols and meanings of content, process, and product of nurse-

patient interaction. The concepts of language, para1anguage, and 

nonverbal behavior were then presented and exemplified in terms of 

content, process, and product of nurse-patient interaction. 

Communication, Sociolinguistics, and Nursing 

This section will present a brief description of the 

multidisciplinary convergence on the stUdy of doctor-patient 

communication, 

biomedicine. 

the 

The 

prototype of face-to-face interaction in 

study of nurse-patient communication using 

sociolinguistic theory and methods that permeate the study of provider-

patient communication in biomedicine will then be discussed. A review 

of care provider-patient research will be used to draw together methods 

and findings useful in the study of nurse-patient communication. The 

scope of nurse-patient communication will then be narrowed to present a 

discussion of nurse-patient communication during critical illness 

events. 

Communication Research in Biomedicine 

The stUdy of discourse in biomedical settings began with 

sociologists' concern for understanding human interaction in a bounded 



29 

setting within a society (Cicourel, 1974; Erickson & Shultz, 1982; 

Goffman, 1961). The conceptualization of face-to-face interaction 

(Goffman, 1961) influenced the methods by which sociologists and 

anthropologists studied communicative participants and processes. 

The sociological, anthropological, and linguistic bases for the 

study of bounded units of interaction can be seen in the following 

definition. The study of face-to-face interaction has been defined as 

"the social organization and cultural patterning of speech and non

verbal action and the processes and inferences and coordination through 

which meaning is assigned and cooperation is maintained in communica

tive action" (Erickson & Shultz, 1982, p. xi). 

The ethnography of communication took on a microethnographic 

scope as interested sociologists, linguists, and anthropologists 

narrowed their study settings to those involving, for example, teacher

student (Erickson & Shultz, 1982) or doctor-patient interactions 

(Freemon, Negrete, Davis, & Korsch, 1971). The biomedical encounter 

had a specified range of relationships and conditions which placed 

restrictions on type, length, and content of speaking opportunities 

(Frankel, 1984). New methods for the study of human interaction, for 

example, interaction data transcription and analysis, came with the 

more narrowly defined study settings. 

Researchers of various disciplines began to study interactions, 

particularly the medical interview in biomedical settings (Cicourel, 

1981; Innui & Carter, 1985; Mishler, 1984), using sociolinguistic 



methods. The medical interview was viewed as meaningful talk, the 

"work that doctor and patient do together as an essential and critical 

component of clinical practice" (Mishler, 1984, p. 8). Audiotapes, 

videotapes, I transcripts, and, sometimes, the participants provided the 

data for analysis. Participants provided data by observing and 

commenting on their own audiotaped or videotaped interaction data. 

Exploratory questions or hypothesis from previous theory or data on 

provider-patient communication guided the data analysis. 

The "provider" in the literature on provider-patient research 

has almost always been the physician. Occasionally medical students' 

interactions with patients or patient surrogates (Fielding & Evered, 

198~) were analyzed. A review by Innui and Carter (1985) reflected the 

extent of physician-patient communication research by listing 35 

reports of studies between 1968 and 1984. The studies used the method 

of interactional analysis to relate clinical communication process just 

to the variables of satisfaction and/or compliance. 

Nurse-Patient Communication 

The thread to be drawn from the various disciplines' studies of 

physician-patient communication is that sociolinguistic methods provide 

a useful approach to the study of nurse-patient communication. 

Sociolinguistics considers the participants in the interaction, the 

context of the interaction, the verbal and nonverbal methods of 

communication, and the str~cture and function of communication. 
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The primary function of nurse-patient communication is to 

enable the patient to adapt to the care environment (Daubenmire, 

Searles, & Ashton, 1978). Nurses can maximize the patient's adaptive 

processes by using communication j.n such processes as instruction, 

regulation, identification, and in contracting relationships (Kasch, 

1984). All nursing texts and courses emphasize communication. Yet 

every nurse can relate anecdotes of problems in patient care hinging on 

ineffective communication. 

The model of Interpersonal Competence has been suggested as an 

explanatory framework linking communication and nursing (Kasch, 1984; 

Kasch & Lisnek, 1984). This framework is grounded in a theory of 

interpersonal interaction, viewing communication as a resource that 

caregivers can use to accomplish the interpersonal and instrumental 

goals of the nursing process. Interpersonal competence requires social 

cr-gnitive competence and strategic message competence (Kasch, 1984). 

Social cognitive competence allows for the integration of the 

participants' context, roles, rules, symbols, and meanings during the 

interaction (Kasch, 1984). Each participant's appreciation and 

understanding of the other's conceptual systems contributes to a 

balanced competence and a mutually satisfying interaction. Strategic 

message competence is a function of the ability to construct verbal 

strategies that consider multiple communicative aims and that are 

adapted to the demands of different persons and situations (Kasch, 

1984). The nurse's skilled use of verbal and nonverbal behaviors to 
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accomplish the desired content, process, and product of the nurse

patient interaction exemplifies strategic message competence. 

Nurse-Patient Communication Research. The research base for 

nurse-patient communication is small. The few studies will now be 

presented and discussed. Tagliacozzo (1965), studying patients' views 

of nurses, asked patients what they ideally expected from a nurse. The 

nurse's personality attributes, such as kindness and cheerfulness, and 

capacity for personalized care were important to 81 percent of the 

patient respondents. The patients viewed their communication with 

nurses as being shaped by patients' reluctance to express desires, 

fears, or criticisms. The reluctance stemmed from patients' emphasis 

on self-control, being cooperative, and being a "good" patient. 

Patients described "good patients" as grateful, confident, trusting, 

cooperative, considerate, and undemanding. The patients also viewed 

their communication as being influenced by their sense of dependence, 

based on the potential for negative sanctions following any deviant 

behavior. Patients indicated that a prompt response to a patient's 

call was one of the most meaningful of the nurse's services, symboliz-

ing the nurse's positive view of the patient. Although this study is 

more than 2~ years old, the patients' definitions and descriptions 

provide important concepts for the present study of nurse-patient 

communication. 

Byrne and Edeani (1984) studied the difference between staff 

perception of patients' knowledge of medical terminology and patients' 
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actual knowledge (n = 125). There was a significant difference between 

staff perception and patients' actual knowledge (t c 17.5; p = .~1). 

Among the patients, there was a significant correlation between actual 

knowledge and age (r = -~.23), education (r = ~.58), and self-perceived 

level of knowledge (r = -~.22). The findings of this study demon-

strated that patient characteristics such as age and education 

contributed to a wide variability of understanding of the vocabulary of 

illness. Patients' understanding of words and their meanings has been 

described as an essential component of effective communication in the 

biomedical setting (Helman, 1984). 

Sociolinguistic research of nurse-patient communication has 

also been minimal. Clark (1981) studied the interactions of surgical 

ward nurses and patients using audiotaped and videotaped observations 

and interviews. The mean length of nurse-patient interaction was 1.43 

minutes and the mean minutes of interaction per two hours were 16.24. 

Fifty percent of all interactions consisted of 1~ turns at talk or 

fewer. In general, the interactions were short, related to tasks, and 

usually technical rather than emotional. There were no relationships 

between the nurse-patient interactions and the patient's age, sex, 

socioeconomic status, diagnosis, or length of hospital stay. 

Conant (1965) studied nurse-patient communication between 

public health nurses and their home care patients. The Bales' 

Interaction Process Analysis instrument was used for data analysis. 

The instrument proved to be unsatisfactory for studying the complexity 
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The 

investigator reported that the instrument's dichotomy of interaction 

into task and socioeconomical areas did not adequately reflect the 

data. The instrument also emphasized process to the exclusion of 

content of interaction. Finally, the instrument did not adequately 

account for the patterns of interaction nor did it provide for 

interactive effects such as type of patient with length of visit with 

pattern of interaction. 

Another study of nurse-patient interaction in the home setting 

(Morgan & Barden, 1985) used Bales' Interaction Process Analysis 

instrument and also questionnaires developed to measure nurses' and 

patients' perceptions of home visits of high-risk perinatal women. The 

interactive behaviors between participants were viewed as predominantly 

neutral (82.4~) with asking for and giving information accounting for 

more than 53 percent of the nurses' interactive behaviors. The large 

neutral component may confirm the inadequacies of the instrument for 

the nurse-patient interaction situation as had been explicated by 

Conant (1965). From the questionnaire data, perceptions of the 

participants were found to vary, for example, nurses were uncertain 

about whether they had asked too many questions or used words patients 

could not understand while patients did not indicate that nurses' 

questioning behaviors were inappropriate. Also, nurses described 

feeling that they were skillful in their nursing procedures while 

patients were uncertain about nurses' skill. 
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These five studies involving nurse-patient interaction 

exemplify methods which have been used to explore and describe nurse

patient communication. Interactants' knowledge (Byrne & Edeani, 1984), 

views (Morgan & Barden, 1985; Tag11acozzo, 1965), and quantitative 

participation (Clark" 1981; Conant, 1965; Morgan & Barden, 1985) were 

described. The study by Conant (1965) raised the issue of using a 

framework for interaction analysis that inadequately accounts for the 

multidimensionality of nurse-patient interaction. 

The five studies are relevant to the present study of nurse

patient communication in several ways. First, the study of patients' 

views of nurses (Tagliacozzo, 1965) described patients' impressions of 

how nurses influenced and responded to patients. The present study 

sought to discover and describe sources of patients' impressions by 

focusing more specifically on the characteristics of nurse-patient 

communication. Second, the reported variability of patients" knowledge 

of the language used in nurse-patient interaction (Byrne & Edeani, 

1984) suggested elicitation of the participants' views on nurse-patient 

communication. In particular, the patients' level of knowledge of 

biomedical language may not be so important as the patients' sense of 

adequacy and satisfaction with nurses' communication. 

Third, a previous study of nurse-patient communication (Clark, 

1981) established a basis for comparison of length and time of turns at 

talk. The inference made for the present study was that longer nurse-

patient interactions needed to be identified for observation and 
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Finally, the mixed results of studying nurse-patient 

interaction using a quantitative social science instrument (Conant, 

1965; Morgan & Barden, 1985) suggested the need for an exploratory 

design for the study of nurse-patient communication, with consideration 

of the participants' conceptual knowledge and within the sociocultural 

context. 

Doctor-Patient Communication Research. Doctor-patient communi

cation studies provide useful gUidance for the exploration of nurse-

patient communication. Several studies have described processes and 

products involved in the exchange of information in biomedical set-

tings. The processes and products may provide a basis for analyzing 

exchange in nurse-patient communication. Since there is a limited 

research base for nurse-patient communication, the actual applicability 

of the concepts to nurse-patient communication remains to be discov

ered. 
Stiles (1978) and Stiles et a1. (1979) described eight 

processes and three products of the biomedical exchange. The processes 

were disclosure, edification, advisement, confirmation, question, ac

knowledgment, interpretation, and reflection. The products were atten-

tiveness, acquiescence, and presumptuousness. Coulthard and Ashby 

(1976) studied 24 doctor-patient interviews which occurred in 

outpatient clinics and surgical wards. Exchange was conceptualized as 

the pivotal point of the interaction rather than as encompassing the 

whole interaction. The processes identified in this study were 
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eliciting, directing, informing, initiating, responding, and following

up. 

Several studies have examined exchanges in doctor-patient 

interaction for the implications of the content and process on the 

exchange. Questioning behaviors, the patients' ~cciDeconomic status, 

and the physician's perceptions of the patients influenced the content 

and process of exchange in the following studies. 

West (1983) studied questions and responses during 21 doctor-

patient interactions in a Family Practice Clinic. West found that 

doctors initiated 9~ percent of the questions during the interaction. 

The findings implied that physicians normatively ask questions and 

patients normatively respond to them. West (1984) reanalyzed the data 

from the 21 doctor-patient interactions, separating the true questions 

from question-like items. Question-like items were request for repair 

of prior utterance, for example, "what?", request for confirmation of 

prior utterance, "yuh know?", and markers of surprise at a prior 

utterance, "really?" The distributiori of true questions was more 

symmetric with doctors having 55 percent and patients 45 percent of the 

questions. The new data suggested that the stereotype of physicians 

asking and patients answering questions could be dispelled. 

In a study evaluating 79 doctor-patient consultations 

(Pendleton & Bochner, 198~), female patients were given more 

information as a result of their asking more questions than male 
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patients. As the patients' socioeconomic status increased, the number 

of explanations given by the doctor increased. 

An analysis of 336 doctor-patient encounters (Waitzkin, 1984) 

found that the patients wanted to be given as much information as 

possible during the interaction but the doctors underrated both the 

desire and the clinical usefulness of giving information. There was no 

difference between poorly educated lower class patients and better 

educated upper class patients in the desire for information. However, 

the doctors misperceived the desire more often for poorly educated or 

lower class patients. Poorly educated or lower class patients asked 

fewer questions; their seeming diffidence caused a structural barrier 

to develop between doctor and patient. 

Nurse-patient communication also involves questioning behaviors 

and nurses' perceptions of patients' status, needs, and desires. The 

findings 

described 

of the three doctor-patient communication studies just 

give emphasis to the importance of considering the 

participants' views and utterances simultaneously in the context of the 

interaction. 

The roles of the participants have been studied in doctor

patient interactions. Power, expectation, and agreement in relation to 

role were described in the following two studies. One study reported a 

powerful role for the physician. Todd (1983) studied doctor-female 

patient negotiations to demonstrate how power is manifest and how the 

expression of power is linked to the scientific medical model. Todd 
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found first, the doctors' reasoning or interpretation was more in 

evidence than that of the patients. Second, doctor's attitudes and 

views were expressed independently of the patients' contributions to 

the interaction. Third, the doctors' social and medical topics 

prevailed while the patients' socially embedded topics were ignored. 

A second study reported the patient's view of the physician as 

one who did not fulfill the expectations of his role. In a case study 

of Newfoundland female patient and her doctor (Davis, 1984), the 

patient assumed it was the doctor's role to find out what was wrong and 

what her symptoms meant. The patient lacked the courage to challenge 

the doctor's diagnosis even though she disagreed entirely with his 

interpretation of her verbalized symptoms. The patient, meanwhile, 

maintained her own self-esteem by faulting the doctor within her 

significant social group. 

In summary, 

research provides a 

both nurse- and doctor-patient 

basis for new studies of 

communication 

nurse-patient 

communication. Nurse-patient communication research has introduced 

issues such as patients' views of the care setting influencing nurse

patient communication, patients' knowledge of medical terminology, 

length and process of nurse-patient communication, and the usefulness 

of quantitative approaches to interaction analysis. Doctor-patient 

communication ~esearch has provided concepts describing processes and 

products of the interactive exchange, information on the implications 

that the content and process of the exchange has for the participants, 



and concepts relating to the roles of the participants in the 

interaction. 

Critical Illness Event Communication. A patient experiencing 

critical illness events has increased sensitivity to interactions with 

care providers because of the serious nature of his or her health 

problem. A poignant illustration of the patient's amplified need 

during such an event was given by a nurse who was therapeutically 

paralyzed in an intensive care setting (Parker et al., 1984). 

Therapeutic paralysis is used with patients in respiratory failure to 

facilitate mechanical ventilation. The nurse reported feeling 

powerless and losing sense of time, independence, and control. She 

experienced hallucinations during the intensive. care experience. Staff 

who worked silently around her piqued her fears and uncertainties about 

procedures and improperly performed techniques. Following recovery, 

the nurse emphasized the importance of talking with patients, 

explaining everything to them, and reassuring them constantly. 

Survivors of sudden cardiac arrest comprise a group whose 

characteristic responses may be generalized to some degree to other 

critically ill patients. The survivors require a) information and 

reassurance, b) quiet, private, unrushed conversation, and c) time for 

discussion (Tuggle, 1982). All of these requirements rest on effective 

nurse-patient communication. 

Patients unable to speak due to endotracheal or tracheostomy 

tubes require measures to facilitate communication (Appel-Hardin, 
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1984). The disease or injury causing intubation usually qualifies 

these patients as ones who are experiencing critical illness events. 

However, because of the usually temporary nature of the disability, 

time and patience necessary for communication with this group may not 

be expended. 

Roberts (198~) has suggested that critically ill patients 

progress through stages of development similar to those theorized by 

Piaget for child development. This Piaget-based approach, coupled with 

the Interpersonal Competence model (Kasch, 1984) discussed in the 

nurse-patient communication section above, provides a model for nurse

patient communication that can be applied to patients experiencing 

critical illness events. The stages of development are a) 

sensorimotor, wherein the person is preverbal with object constancy, b) 

preoperational, wherein the person uses language and symbols as direct 

representations of thought, c) concrete, wherein the person classifies 

objects and uses intellectual representations, and d) formal, wherein 

the person uses abstraction and solves problems with logical sequences. 

Applying the Interpersonal Competence model for nurse-patient 

communication (Kasch, 1984) to Roberts' (198~) stages of development 

for critically ill patients, the relationship between the nurse's 

SOCial cognitive competence and strategic'message competence and the 

patient's stage of development may influence nurse-patient 

communication. A patient just recovering from anesthesia after a 

planned surgery may be toward the sensorimotor end of the continuum of 
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developmental stages while a patient just receiving the results of his 

cardiac catheterization may be at the formal end of the continuum. The 

cognitive competence of the nurse and patient is determined in part by 

the varying sociolinguistic context in the two patient scenerios. The 

nurse is probably more directive in the first instance and more 

interactive in the second. The message competence is determined by the 

language, paralanguage, and nonverbal behavior, and the content, 

process, and product of the nurse-patient interaction in the two 

scenarios. In the first instance, the patient is required to expand 

his communicative ability over time. In the second instance, the 

patient is be expected to respond logically and think abstractly right 

away. 

In summary, nurse-patient communication in the context of 

critical illness events requires sensitivity and concern from nurses. 

Patients vary in their capacity for communication depending on their 

psychophysiologic state. Using nursing theory, nurses may structure 

their communication in response to the patient's state. Sensitive and 

individualized communication brings the art of healing into the highly 

scientific intensive care setting (Obier & Haywood, 1973). 

Critical Illness Event Communication Research. Research in 

nurse-patient communication during critical illness events has used 

various patient populations and methods. One problem with studying 

nurse-patient communication during critical illness events is 'the 

communicative status of the patient. For example, a patient's 
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sedation, analgesia, or impaired neurological state due to disease or 

injury may threaten the reliability and validity of research data. 

Daubenmire, Searles, and Ashton (1978) collected time series 

data with videotape on four patients in the surgical ward and recovery 

room. The patients were taped for 16 hours a day. The investigators 

used synchronology as a method supporting data collection and analysis 

and labeled the segments of communication from the point of 

hospitalization through interface, separation, and termination. The 

characteristics of the synchronology methodology are a) time process, 

b) verbal and nonverbal data, c) qualitative and quantitative data, d) 

interpretive process based on communication flow, and e) grounded 

theory data analysis. The large data base for this study was not used 

to explore the nurse-patient interaction per se. Rather, findings of 

the study were applied to the development of the synchronology method. 

The descriptive data of the following studies provides some 

information on how participants are observed to respond to one another 

during critical illness events. The findings would be strengthened by 

elicitation of the views of the participants in the interaction. 

Ashworth (1984) studied intubated patients in intensive care units in 

Great Britain and interviewed the nurse participants. Nurses' 

communication was positively correlated with the patients' ability to 

communicate and give feedback. Seventy-one percent of communication 

consisted of short-t~rm, task-related information, commands, or short 

questions. The amount and content of nurses' talk usually seemed to be 
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due to the nurses' whim or previous condition rather than the 

characteristics of the individual patient (Ashworth, 1984). 

Salyer and Stuart (1985) observed 2~ intubated patients each 

for a five minute observation period. The investigators developed and 

used the Categories of Nurse Patient Interaction instrument. 

Categories of nurse actions were "social conversation" (positive) and 

"gives commands" (negative). Nurse reactions included "answers 

questions" (positive) and "leaves patient" (negative). Patient actions 

were "initiation of nonverbal communication" (positive) and "expressed 

ang~r" (negative). Patient reactions included "nods head" (positive) 

and "does not follow directions" (negative). Findings were that 

positive nurse actions tended to yield positive patient recGtions and 

positive patient actions tended to elicit positive nurse reactions. 

Also, negative actions tended to yield negative reactions between nurse 

and patient. 

As with nurse-patient communication in general, nurse-patient 

communication during critical illness events has a small research base. 

The present study was based on the assumption that nurses, by their 

preparation and constant presence, can address the needs of patients 

during critical illness events. In part, nurses meet this commitment 

through nurse-patient communication. The study of nurse-patient 

communication based in the sociocultural context and exploring the 

interactions and the participants' conceptual knowledge can add to the 

research base and provide direction toward a theoretical model. The 
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model would synthesize data and contribute to the understanding of 

nurse-patient communication during critical illness events. 

In summary, this section began with a brief description of the 

development of the study of face-to-face interaction in the biomedical 

setting. A description was presented of the application of 

sociolinguistic methods to the study of nurse-patient interaction. 

Then followed a review of care provider-patient research. The section 

concluded with a description and literature review of nurse-patient 

communication during critical illness events. 

Summary 

This chapter has described communication theory, using two 

models of communication for exemplification. Sociolinguistic theory, 

with attention to verbal and nonverbal expression and content, process, 

and product of interaction, was presented. A brief description of the 

development of communication research in biomedicine introduced a 

discussion of the use of sociolinguistic methods in the study of nurse-

patient communication. Nurse-patient communication research was 

presented to demonstrate the present research base for the area of 

study. Doctor-patient communication research methods and findings were 

described to more fully ground the proposed study. Finally, nurse-

patient communication during critical illness events and related 

research were described to complete the theoretical structure for the 

study. 



CHAPTER 3 

METHODOLOGY 

In this chapter, the methodology for the study of nurse-patient 

communication during critical illness events is described, including 

the design, setting, sample criteria, and data collection and analysis 

methods. Methods of data collection were participant observation, 

observation and audiotaping of naturally occurring nurse-patient 

interactions, audiotaping ethnographic interviews of nurses and 

patients, and transcription of the audiotapes of the interactions and 

interviews. The data were analyzed using content analysis. 

Design 

The study used an exploratory design. Logical consistency of 

research requires that theoretical, design, and analysis structures be 

coherent (Hinshaw, 1979). The theoretical structure was conceptually 

oriented in the sociolinguistics of communication between nurses and 

patients during critical illness events. The qualitative nature of the 

exploratory design provided rich and contextualized data that was 

essential in the study of the sparsely explored phenomenon of nurse-

patient communication. The description and explanation of human 

interaction and language is achieved by taking the longest path from 

data to explanatory categories (Coulthard & Ashby, 1979), that is, by 

starting with the concrete and working toward the abstract. 

46 
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Setting 

A 374-bed private hospital in the Southwest was the setting for 

the study. A medical-surgical ward was the primary data 

collection site. Informant interviews were done either on the medical

surgical ward. in the surgical intensive care unit. in the coronary 

care unit. or in the informants' homes. The particular hospital was 

chosen for two reasons. First, the nursing administration was 

extremely supportive of clinical nursing research. This attitude 

permeated all levels of nursing staff. as they demonstrated a genuine 

interest in the purpose and process of the study. Many staff members 

expressed an interest in the study findings in view of their desire to 

improve nurse-patient communication. 

Second. the number of care providers encountered by the patient 

was somewhat smaller in this private institution than would have been 

the case in a university-affiliated medical center. The patient would 

presumably be more willing to participate in clinical nursing research 

given fewer encounters with care providers throughout his or her 

hospitalization. 

Sample Criteria 

The informants were patients and nurses who met the selection 

criteria and agreed to participate in the study. Patient informants 

were a) over 18 years of age. b) English speaking. c) capable of giving 

consent to participate. and d) free of cerebral impairment such as 

cerebrovascular accident or head trauma. The final criterion was that 
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the patient informant would have had an intensive care experience 

during hospitalization for critical illness. Patients having heart 

surgery were identified as the most appropriate patient participants. 

Heart surgery patients were usually on the medical-surgical ward before 

surgery and in the surgical intensive care unit immediately 

postoperatively. 

Nurse informants were a) full'-time registered nurses who 

interacted with the patient-informants, and b) willing to participate 

in the study. The medical-surgical nurses were either Clinical 

Practitioners, if they had the American Nurses' Association Medical-

Surgical Certification, or Staff Nurses. The intensive care nurses 

were Critical Care Registered Nurses if they had the 

Association of Critical-Care Nurses Certification. 

Human Subjects 

American 

Permission to pursue the study was granted by the Human 

Subjects Committee of the College of Nursing at the University of 

Arizona and by the Human Subjects Committee of the institution where 

data collection was to take place. 

contained in Appendix A. 

The letters of approval are 

Data Collection Procedures 

Sources of data for the study were nurses, patients, nurse-

patient interactions, and the study setting itself. The four methods 

of data collection are briefly described here prior to a thorough 
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participant 

observation moved the investigator into the study situation and 

provided focus and clarification for the scope of the study. 

Participant observation prepared the investigator and the relevant 

hospital staff for the processes of obtaining subjects, and of 

observing, audiotaping, and interviewing nurses and patients. 

Second, observation and audiotaping of nurse-patient 

interactions provided naturally occurring speech data of substantial 

length and content. Third, audiotaped interviews of the nurses and 

patients provided the participants' views of nurse-patient 

communication. Finally, the transcripts of the interviews and 

interactions provided the hard copy data for analysis. 

Participant Observation 

In this section, data collected through participant observation 

will be described. The first-person "I" will be used in describing the 

participant observation periods. The person-mediated relationship 

between the observation and knowledge of a situation is here more 

important than the sense of scientific objectivity gained by the use of 

the third-person (Marcus & Cushman, 1982; Tannen, 1984). 

Two periods of participant observation between March and 

August, 1985, provided entry into the hospital system where the study 

would take place, an understanding of how the system functioned, and a 

comfortable relationship between myself and the staffs of the medical

surgical ward and the surgical intensive care unit. An introductory 
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period of participant observation moved me into the system and revealed 

problems requiring attention before the study could proceed. The 

problems involved characteristics of the patients and of nurse-patient 

interactions in the intensive care units. A second period of 

participant observation allowed me to learn about the study setting. 

that is. the medical-surgical ward, where observations and interviews 

of nurses and patients would take place. Every participant observation 

episode was documented with fieldnotes. 

Data collection using participant observation "involves a 

sensitive awareness of the behaviors of the persons being observed. 

similar insight into the investigator's own actions and reactions, a 

careful and complete recording of these events, and retrospective 

evaluation and analysis of the data" (Byerly, 1969, p. 236). Several 

issues need to be considered when a nurse researcher studies nursing 

(Byerly, 1969). First, there must be a balance and awareness of 

objective and subjective impressions, data. and responses. The nurse 

researcher must be constantly aware of her active role throughout the 

research process. Second, the issue of scientific integrity requires 

the nurse researcher to protect the rights of informants and ensure 

confidentiality of individual data. Third. the nurse researcher needs 

to consider when a nursing judgment is required for intervention or 

nonintervention for the informant's health care needs. 

Introductory Period. I met with the Critical Care Coordinator 

and the three Unit Directors in March, 1985, to describe the background 
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of the study and the exploratory nature of the participant observation. 

During March and April, 1985, I spent twenty hours in the three 

intensive care units: surgical (8 beds), medical (12 beds), and 

coronary care (16 beds). The purpose of the study, exploration and 

description of nurse-patient communication during critical illness 

events, had been specified. An important part of accomplishing the 

purpose was obt(lining the views of both participants in the 

communicative event. 

I had to observe and study the context of the study to 

completely specify the methodology. The context involved the roles and 

rules for the participants and the situations in which nurse-patient" 

interactions occurred. I wanted to discover when, how, and why nurses 

interacted with patients in this setting. Questions guiding me were: 

what reasons did the nurses have for interacting with patients? What 

were the nurse-patient interactions about? What approaches did nurses 

use to communicate with patients? What were the nurses' opinions about 

interacting with patients and how did the opinions influence the 

nurses' attitudes and strategies? How did the nurses' interactions 

with patients vary with respect to different patient conditions and 

levels of consciousness? 

Further, I wanted to observe and study when, how, and why 

patients interacted with nurses in this setting. Questions guiding me 

here were: what occasions prompted the patient to initiate 

interactions with nurses? What verbal and nonverbal strategies did the 



52 

patients use? Were some reasons for interaction more important than 

others to the patients? What were the differences among patients in 

the surgical, medical, and coronary intensive care units in terms of 

communicative needs and abilities? 

Finally, I wanted to know what nurse-patient interactions would 

lend themselves to systematic observation and audiotaping. Questions 

here included: what nurses would be willing to participate in the 

study? What patients would be willing and, more importantly, capable, 

of participating in the study, to the extent of recalling their own 

experiences with nurses during their hospitalization? 

I introduced myself or was introduced to the various charge and 

staff nurses when they were on duty. I wore a lab coat with name tag 

that "identified me as a graduate student in nursing. I stood or sat at 

the doorway or inside of the patients' rooms. Each set of four patient 

rooms made a U-shaped pod; the nurses used the space in the center of 

the pod to read, write, talk, telephone, and eat. 

I asked questions and answered any that were put to me. My 

questions were usually patient related or technical, for example, "what 

are this patient's problems?" or "how does this work?" Staff's 

questions to me were about my study or nursing experience, for example 

"what are you studying?" or "have you worked in intensive care?" When 

I said I was studying "communication" several nurses heard 

"education." This prompted more careful description of nurse-patient 

communication to involve all nurse-patient interactions. 
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Nurse-to-patient communications observed during participant 

observation in the intensive care units were frequent 

characteristically short. Categories of communication were 

but 

a) 

commanding, b) preparing, c) informing, d) encouraging, and e) 

questioning. A taxonomy of nurse-to-patient communication is presented 

in Figure 1. These categories are comparable to findings of previous 

studies of nurse-patient communication (Ashworth, 1984; Clark, 1981). 

Verbal patient-to-nurse communication was infrequently observed 

in the intensive care units. On the surgical and medical intensive 

care units, 

ventilated 

patients were commonly intubated and 

thus making verbal patient communication 

mechanically 

impossible. 

Coronary care patients varied in their communication capability 

reflecting the greater mix of patient diagnoses and conditions on this 

unit. Patients with myocardial infarctions, for example, ranged from 

having oxygen by nasal cannula to being intubated and mechanically 

ventilated. Thus, less critically ill myocardial infarction patients 

had a relatively higher frequency of verbal patient-to-nurse 

communication on this unit than did more critically ill patients. 

Patients' nonverbal communications with nurses were categorized 

by a) eye movements, b) head movement, c) facial expression, and d) 

hand-arm movement. The nurses' responses to the nonverbal 

communications ranged from active response to not noticing at all. A 

taxonomy of patient-to-nurse communication is presented in Figure 2. 

These findings are complimented by a previous study of patients' 



1. 

2. 

Commanding 

1 .1 relax 
1.2 lay back 
1.3 cough 
1.4 take three breaths 
1.5 work hard 

Preparing (III'm going to II) 

2.1 clean you up 
2.2 clean that tape stuff off your face 
2.3 change your bed 
2.4 put a blood pressure cuff on your arm 
2.5 suction you 
2.6 put down this NG (nasogastric) tube 
2.7 take that tube (endotracheal) out 

3. Informing 

3.1 today is 
3.2 you had _____ bypasses 
3.3 there is a tube in your throat 
3.4 you have a catheter in for urine 
3.5 your blood gases were good 
3.6 we'll feed you through your veins 

4. Encouraging 

4.1 you're doing real well 
4.2 that's great 

5. Questioning 

5.1 how are you doing 
5.2 are you breathing all right 
5.3 would you like help eating 
5.4 are you still nauseous 
5.5 do you need the bedpan 
5.6 do you need to be suctioned 
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Figure 1. Nurse-to-Patient Communications Observed during Participant 
Observation in Intensive Care Units 



1. Verbalization 

1.1 "something to drink" 
1.2 "nurse" 

2. Eye movement 

3. 

4. 

5. 

2.1 
2.2 
2.3 

Head 

3.1 
3.2 

open eyes when questioned 
open eyes when alarms sound 
look at nurse when she comes to bedside 

movement 

shake head "no" 
nod head "yes" 

Facial expressions 

4.1 lift eyebrows 
4.2 mouth words 

Hand/arm movement 

5.1 raise hand from bed 
5.2 write note 
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Figure 2. Patient-to-Nurse Communications Observed during Participant 
Observation in Intensive Care Units 
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In that 

study, the researchers found positive nurse actions tending to yield 

positive patient reactions and negative nurse actions tending to yield 

negative patient reactions. Considering patient actions, and based on 

a .small number of events, the researchers suggested that positive 

patient actions yielded positive nurse reactions and negative patient 

actions yielded negative nurse reactions. 

Three problems involving nurse-patient interaction were 

identified during the introductory period of participant observation. 

The problems were the brevity of nurse-patient interactions in the 

intensive care units, the relative lack af patient participation, and 

the degree of analgesia/sedation required by the patients early in 

their intensive care experience. The problems had to be addressed 

before the study of nurse-patient communication could proceed since the 

recoLlections and views of the participants were going to be essential 

parts of the study. To overcome the problems, longer, bounded nurse-

patient interactions needed to be identified. Bounded speech events 

are those that have definite start and end points. Also, alert and 

oriented patients would have to be found to participate in the study. 

The extubatian process, which usually occurred on the first 

postoperative day for coronary artery bypass patients, was one such 

bounded, longer nurse-patient interaction. The nurse·was in the room, 

interacting with the patient, and out of the room, organizing the 

events. Nurse activities included for example, auscultating the 
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patient's lungs, helping the patient cough and deep breathe, suctioning 

the patient, calling the respiratory therapy technician, organizing the 

drawing of arterial blood gases, relaying the blood gas result to the 

physician and patient, arranging for extubation and applying oxygen by 

face mask, performing the extubation, charting, and talking with the 

family. 

event. 

The nurse talked to the patient more or less throughout the 

The patient, however, was not able to communicate verbally 

until the endotracheal tube was removed and perhaps not immediately 

afterwards since for some patients the throat was very sore from the 

tube. 

Other bounded, longer nurse-patient interactions occurred 

during mealtimes and during medical procedures such as pulmonary artery 

catheter insertion and bronchoscopy. With meals, the nurse would 

usually prepare the patient and assist as necessary. With diagnostic 

or therapeutic procedures, the nurse would provide explanations and 

comfort measures, for example, holding the patient's hand. 

The problem of minimal patient response, or relative lack of 

patient participation, persisted even with identification of longer 

nurse-patient interactions. Also, the question remained whether, due 

to medication or other factors, the patient would remember the events 

to talk about them later. Another problem involved the certainty of 

the patient's desire to participate in a study while in the intensive 

care unit. The patient, for example, may have given informed consent 
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prior to coronary artery bypass surgery without realizing what the 

intensive care unit experience would involve. 

The four problems (brevity, patient participation, 

recollection, and informed consent) required broadening the scope of 

the study to encompass the patient's recollection of nurse-patient 

communication throughout the hospitalization. Patients having heart 

surgery were identified as most appropriate patient-participants. They 

generally had a predictable course of hospitalization and short stay in 

the surgical intensive care unit. Nurses interacted with heart surgery 

patients to obtain the p~tient's signed consent for surgery. Most 

heart surgery patients received a preoperative preparation visit from 

one of the surgical intensive care nurses. And all of these patients 

were odmitted by a nurse to the medical-surgical ward following their 

intensive care experience. 

The procedure for collection of nurse-patient interaction data 

and participant interview data was now defined. Prior to or after the 

intensive care experience, a nurse-patient interaction would be 

observed and audiotaped to generate a substantive dota set and to 

establish the participants' informant status. The informants would 

then be interviewed about the observed interaction, about other 

relevant nurse-patient interactions, and about nurse-patient communica

tion in a general sense. 

In summary, the purpose of the study was conveyed to the 

intensive care unit nursing staffs during the introductory period of 



participant observation. 

59 

Observation and study of the roles and rules 

of the participants and of the nurse-patient interaction situations 

guided the specification of the study methodology. Nurse-patient 

interactions were characteristically brief. Nurses did most of the 

talking and varied in their response to patient communications. 

Patients listened and responded verbally,. nonverbally, or not at all. 

Based on this period of observation, the scope of the study was 

broadened to include nurse-patient communication throughout the 

hospitalization. 

Learning the System. During June, July, and August, 1985, I 

spent 105 hours of participant observation on the medical-surgical ward 

where heart surgery patients were placed sometimes before and always 

after their intensive care experience. The purpose of this period of 

participant observation was to observe and study the heart surgery 

patients' preoperative and postintensive care environment. I 

considered the physical setting and the staff, patient, and staff

patient events and procedures for their relationship to nurse-patient 

interactions. 

This period of participant observation helped me to understand 

aspects of the medical-surgical ward that were important to the 

methodology of the study. My understanding of the ward allowed me to 

quickly discover the status of all the patients on the ward by 

reviewing key items on their medical charts and nursing care forms. I 

came to understand the care providers and the procedures in a patient's 
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diagnostic work-up for coronary artery disease. I was then able to 

identify potential patient subjects as they became candidates for heart 

surgery. 

The patient's imminent heart surgery meant that he or she would 

fit the key study criterion, that is, following surgery the patient 

would have an intensive care experience. The patient would be asked to 

sign a consent for the surgery. The preoperative preparation talk that 

the patient would receive would probably be the longest interaction the 

patient would have with a nurse for his whole hospitalization. The 

preoperative preparation was also a bounded event, with a definite 

start and finish. 

In addition to learning how to follow the patient census and 

identify potential subjects, I learned about the processes of patients' 

admissions, discharges, and diagnostic test preparations. These events 

were bounded and long enough to consider for audiotaped data collection 

if the patient and nurse met the study criteria. 

During this period of participant observation, I participated 

in some patient care activities and talked with the nurses and 

patients. I attended change of shift reports, helped pass meal trays 

and feed patients, answered call lights, and helped patients in and out 

of bed. I talked with nurses about staffing, education, and social 

subjects, and about patients' medications, treatments, cardiac rhythms, 

and social situations. 

illnesses, and lives. 

I talked with patients about their health, 

I observed patients dying and patients being 
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resuscitated. I attended various administrative, clinical, and 

informal meetings with the Unit Director. 

The medical-surgical ward where data collection took place has 

34 beds, 8 private and 13 semiprivate rooms. There are 12 telemetry 

monitors which can be used for patients in any bed on the ward. The 

ward is one long north-south corridor with the Team Conference Center 

in a large room off the west side of the corridor. The Team Conference 

Center included report and office areas and meal and medication 

preparation areas. The telemetry monitor station was about in the 

middle of the west side of the corridor. At the door to each patient 

room is a desk/cupboard/sink arrangement holding clean stores, 

medications, used linen, and trash. Medical charts and nursing care 

forms are kept at this desk. Each room has a shower, sink, tOilet, 

clean linen storage, and patient closet. Each bed has a bedside stand 

and an overbed table. The ward phones ring only in the Team Conference 

Center and a system of nurse pagers allows quick but quiet 

communication among the nurses throughout the ward. Patient call 

lights incorporate bells which ring intermittently until turned off at 

the patient's bedside. 

The nursing staff is divided into three or four teams for 

patient care on each shift. Each team has a registered nurse and a 

nurse's aide. A nurse for monitoring the telemetry system and a charge 

nurse are also available. On the day shift, usually one nurse is in 

charge and one nurse monitors the telemetry; on the evening and night 
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shift, one nurse may have both responsibilities. A ward clerk answers 

phones, interacts with other hospital departments, and processes some 

of the ward paperwork. 

Usually, phynicians see their patients during the day and are 

available by phone for questions or problems that arise any time during 

the 24 hours. Each patient's doctor is clearly identified on the 

patient chart and on the ward census board. The patients are admitted 

to the ward from physician's offices, the emergency room, other wards, 

intensive care units, and other hospitals. 

more medical problems. 

The patients have one or 

! focused my observations on patients who had or would have an 

intensive care experience. I talked with patients who had been in the 

coronary care unit for myocardial infarction and patients undergoing 

diagnostic work-up for coronary artery disease. I asked these patients 

about nurse-patient interactions during their hospitalization. I asked 

what they remembered, which interactions were important, and how the 

nurses were similar and different in their communication with patients. 

I observed nurses interacting with the preoperative and post-

intensive care patients. Most of the interactions were brief but two 

longer kinds of interactions, admissions and preoperative preparation 

sessions, were especially observed. Patients would be either new 

admissions or readmissions from one of the intensive care units. The 

preoperative talk was given to a patient during the day or evening 

before heart surgery. 
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I observed one preoperative preparation session and one 

admission to the ward as pre-study interactions. I obtained permission 

from the participants as if they were actual study participants. I 

noted the time required from identification of a potential patient 

subject to the end of the interaction: one to three hours. During the 

interactions, I took extensive notes on what was said by each of the 

participants and also what each participant was doing during the 

interaction. I used a preliminary nonverbal behavior observation 

recording sheet during the admission interaction. The length and 

extensive content of the two observations made the requirement for 

audiotaping the interactians absolute. 

I followed the course of the surgical patients, visiting them 

in the surgical intensive care unit until they returned to the ward. I 

was able to become reacquainted with the surgical intensive care unit 

nurses and to remind them that my study was still in progress. I 

brought information about the patients back to the medical-surgical 

ward nurses. My interest in the patients and my credibility as a nurse 

were established with the medical-surgical ward nurses as a result of 

this sharing of information. 

By the end of the second period of participant observation, I 

was comfortable in the system that surrounded the patients. The 

nursing staff basically understood who I was and what the study 

involved. The 

in the study, 

participant observation guided plans for the next step 

data collection for analysis. The most likely kinds of 
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patient and nurse subjects and the most appropriate kinds of nurse

patient interactions to be observed and audiotaped had been identified. 

The information gathered during this period of participant observation 

entered into the actual data analysis only insofar as my talks with 

nurses and patients and my observations of nurse-patient interactions 

influenced my thinking about nurse-patient communication. 

Data Collection for Analysis 

Data collection for analysis provided three views of nurse-

patient communication: the transcript of the interaction ,itself, the 

nurse's view, and the patient's view. The audiotaped, three-way 

perspective of nurse-patient communication was the critically important 

methodological characteristic for this study. Audiotaping the nurse-

patient interactions and the participant interviews provided the data 

base. Fieldnotes would not have provided adequately reliable data. 

Videotaping would have been too intrusive in the study setting. 

The period of data collection for systemat'ic analysis was 

September through November, 1985. The methods of data collection 

during this third phase in the study were participant observation, 

observation and audiotaping of naturally occurring nurse-patient 

interaction, audiotaping interviews of nurses and patients, and 

transcription of the audiotapes of the interactions and interviews. 

These methods will be described in the following sections. 
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Participant observation during data 

collection for systematic analysis consisted of my coming to the 

medical-surgical ward on a regular basis to review the patients' 

medical charts and nursing care forms for potential subjects. I ob-

tained a patient census list from the ward clerk, examined new 

patients' records, and followed up on patients who were undergoing a 

diagnostic work-up for coronary artery· disease. 

I spoke with the ward staff nurses about potential patient 

subjects. Sometimes, the nurses would approach me to discuss a patient 

they thought might be appropriate for the study. The staff was very 

tolerant of my presence and questions. They noted that I was now 

bringing a tape recorder with me each day. Early during this period, I 

spent a day shift on a Saturday on the ward. A patient was supposed to 

be admitted from the surgical intensive care unit to the ward around 1~ 

o'clock but he did not arrive until about 2:3~. My willingness to wait 

for however long it took for the patient to arrive seemed to amaze the 

staff but it confirmed for them the seriousness of the data collection 

process. 

Naturally Occurring Data. Collection of naturally occurring 

data will be described in terms of patient selection, nurse selection, 

and nurse-patient interactions. 

Naturally Occurring Data: Patients. I identified potential 

subjects on the medical-surgical ward or in the surgical intensive care 
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unit. On Sundays, I usually telephoned the medical-surgical ward or 

the surgical intensive care unit to ask the nurse in charge if any 

patients scheduled for surgery on Monday would be receiving the 

preoperative preparation talk. I introduced myself to the patients as 

a doctoral student in the College of Nursing at the University of 

Arizona. The purpose and objectives of the study were described and a 

Disclaimer Statement (Appendix B) was given to the patient. I asked 

the patient for permission to make notes and to audiotape selected 

interactions the patient would have with nurses. I also asked for the 

patient's agreement to be interviewed about nurse-patient communication 

and about the specific interaction that had been observed and recorded. 

The patient was assured that participation in the study was voluntary 

and that withdrawal from the study at any time would pose no threat to 

the care provided throughout the hospitalization. One of the 11 

patients I approached declined to participate. He was to be admitted 

to the medical-surgical ward from the surgical intensive care unit 

following heart surgery. He said he was just too tired. A Demographic 

Data Form (Appendix C) was completed for each patient participant. 

I was careful never to approach a patient about being a subject 

before the physician had said to the patient that surgery and an 

intensive care experience was necessary and/or scheduled. I often 

chatted with the patient subjects before and after their surgery and 

intensive care experience, as I made my visits on the 
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medical-surgical ward. Throughout the study, I answered any questions 

the potients had about the study. 

I asked the patient's physician for concurrence on the 

eligibility of each patient as a potential subject. Of 11 potential 

patient-subjects, only one was not used because of physician 

nonconcurrence. 

Naturally Occurring Data: Nurses. I identified potential 

nurse subjects as they interacted with potential patient subjects. I 

introduced myself, if necessary, as a doctoral student in the College 

of Nursing at the University of Arizona. I explained the purpose and 

objectives of the study and gave the nurse a Disclaimer Statement 

(Appendix B). A Demographic Data Form (Appendix C) was completed for 

each nurse participant. Participation was voluntary with opportunity 

to withdraw from the study at any time. I asked for permission to make 

notes and to audiotape interactions that the nurse had with selected 

patient subjects, and to interview the nurse about the nurse-patient 

interaction that had been observed and about nurse-patient 

communication in a general sense. I answered any questions the nurse 

had throughout the course of the study. 

The nurses were more hesitant than the patients about 

participating in the study. The surgical intensive care unit nurses 

talked over among themselves who had the time and inclination to do the 

preoperative preparation session for the patient anticipating heart 

surgery the next day. When there was a patient scheduled for surgery, 
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I appraached the shift charge nurse to ask which nurse would be 

"preoping the heart." My presence made the nurses aware that if they 

agreed to talk with the patient, then I would ask them to be a 

participant in the study. This awareness seemed to prevent some af the 

nurses from considering the assignment at all. 

Once a nurse agreed to do the preoperative preparation session 

and to be a study participant, between 15 minutes and three hours 

passed before the nurse had time to visit the patient. I never tried 

to hurry the nurse to see the patient. I emphasized the point that I 

wanted the 1nteract10n ta be as normal as possible and I was w1lling to 

accommodate to the nurse's schedule. I avoided hurrying the nurse in 

order to decrease my and the tape recorder's disrupt10n of the 

naturalness of the ensu1ng nurse-pat1ent 1nteract10n. 

The nurses on the medical-surg1cal ward were not so obv10usly 

hesitant about being part1c1pants. However, I found it d1ff1cult to 

identify upcoming nurse-pat1ent interact10ns, obta1n the pat1ent's and 

nurse's perm1ss10n, obtain the patient's doctor's concurrence, and be 

ready to observe and audiotape, all without 1nterfer1ng too much with 

the nurse's routines of pat1ent care. The nurse's responsibility for 

six to eight patients required complex orchestration of admissions, 

d1scharges, procedures, medicat10ns, and 1nterm1ttent problems. Out of 

considerat10n for the busyness of the nurses, I did not ask them to 

delay nurse-patient interactions so that the 1nteractions could become 

part of the study data. 
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After 

the patient and nurse consented to be informants in the study, I 

monitored the selected nurse-patient interactions. Every nurse-patient 

interaction took place in the patient's room on the medical-surgical 

ward. I sat in the patient's room, in view but not in the way of the 

interaction, and made notes about the interaction. I did not enter 

into the interaction except to indicate readiness to start audiotaping 

and to acknowledge the end of the interaction. 

The nurse-patient interactions identified, observed, and 

audiotaped for the study were a) six preoperative preparation sessions, 

b) two admissions to the ward from the surgical intensive care unit, 

and c) one consent signing procedure. 

depended on the type of interaction. 

The length of the interaction 

The preoperative preparation 

sessions were the most predictable nurse-patient interaction and the 

most readily organized. for the study in terms of participants' consent 

and ease of scheduling. The two admissions were collected early in the 

data collection for analysis phase. The unpredictability of admissions 

in terms of timing and nurse's availability seriously detracted from 

their feasibility as samples of nurse-patient interaction. The consent 

signing occurred while I was on the ward and with a nurse who seemed 

most interested in helping me accumulate data. This kind of nurse-

patient interaction was short but with definite boundaries. The 

difficulty with collecting more consent signing events lay in the 

quickness with which they were accomplished by the nurses. 
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A cassette recorder (GE Model #3-5151B) with attached 

microphone (Sony F-25) was used to collect the verbal data of the 

interaction. The tape recorder and microphone were visible but not 

physically intrusive between the nurse and the patient. Before the 

start of the interaction the 6"'-m1nute tape was wound past the clear 

end of the tape and the date of the interaction was recorded to test 

the set-up. After the test, the volume and treble tone of the recorder 

were set to maximum. After the interaction, each consecutively 

numbered tape was labeled with the date, participants' code numbers, 

and speech event. The tape number, tape side, participants, speech 

event, and date for every interaction were listed chronologically as 

part of the f1eldnotes. 

The door to the patient's room was closed for seven of the nine 

interactions. The room lights were left as the patient had had them. 

A chair was placed beside the bed for the nurse to use as desired. The 

television, if on in the room, was turned off after obtaining consent 

from the patient and/or roommate and before the start of the 

interaction. 

While aud1otap1ng the nurse-patient interaction, nonverbal 

behaviors and other notes were written. The behaviors were categorized 

by a) interpersonal distance and position of the person (proxemics), b) 

body posture and eye contact (kinesics), and c) touch (Longabaugh, 

198"': Pietroni, 1976). A Nonverbal Behavior Recording Form was used to 

record the nonverbal data (Appendix D). 
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Interviews. The processes used to plan and carry out the 

interviews will be presented in this section. Ethnographic inquiry 

allows pursuit of promising avenues of cultural knowledge as concepts 

and relationships come from the informants (Evaneshko & Kay, 1982). 

Feelings can be brought forward and stressed in telling an incident to 

another. A fuller account with opinions and judgments that may 

previously have been introspective or not even formulated can be 

brought out (Webb & Stimson, 1976). Characteristics and patterns of 

communication that are important from the patients' and nurses' points 

of view can be identified, described, and analyzed using open-ended 

interviewing techniques. 

The patients and nurses were interviewed after their respective 

interaction audiotapes had been transcribed. The purpose of the 

interviews was to explore the participants' views of nurse-patient 

communication. The interviews were guided but not rigidly structured 

toward eliciting the participants' knowledge, attitudes, and 

experiences concerning nurse-patient communication. My questions and 

requests were designed to have the informants think and talk about 

themselves as participants in nurse-patient interactions. The 

interviews occurred at times convenient to the patient or nurse 

informants. Patient interviews took place in the patient's room, in a 

quiet room on the ward, or in the patient's home. One of the patients 

was in a room in the coronary care unit during his interview. Nurse 
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interviews took place in a quiet place on the ward or surgical 

intensive care unit. 

An Interview Schedule and the transcripts from the interactions 

that had bean observed were used in planning the interviews. My goal 

was to prompt the participant to talk, not to ask every participant the 

same questions. I began each interview by saying that I was interested 

in talking with the participant about nurse-patient communication and 

that I would start with general questions and then move to more 

specific questions about the observed nurse-patient interaction. After 

that beginning, every interview took on its own character, according to 

the participant's style. Simply stated, conversational style is a 

person's way of talking (Tannen, 1984). The participants' style 

varied, for example, in expressiveness, enthusiasm, and tolerance for 

silence. 

Interviews: Patient Interviews. The Interview Schedule for 

patient informants included questions or requests focusing on the 

informant, his or her critical illness events, and nurse-patient 

interactions generally and specifically (Appendix E). Examples of 

questions or requests were: "tell me about the events leading up to 

your hospital admission." "What has happened during your 

hospitalization?" "When was the first time you talked with a nurse?" 

"Let's talk about the time that I was able to observe you and your 

nurse talk about " "What conversation or experience with a nurse 

was most important to you during this hospitalization/during your 
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intensive care experience/during your most memorable day in the 

hospital? Why?" 

Prior to the patient interviews, the nurse-patient interaction 

transcript was studied for language, or kinds of words, and for form 

and function. An outline of questions and requests specific to each 

patient's observed interaction was developed. General and specific 

questions were used to explore the patient's views of the language of 

the interaction. For example, a patient was asked about comfort with 

the language used in the interaction. "Thinking more now about how 

nurses talk with patients would you rather the nurse use real simple 

language with you or use more med1cal terms w1th you? How comfortable 

are you w1th med1cal term1nology?" One pat1ent was told dur1ng h1s 

preoperat1ve preparat10n sess10n about a catheter that he would have 1n 

h1s artery so that he wouldn't have to be stuck for blood. My question 

was "does that make sense to you? 

own words?" 

How would you descr1be that 1n your 

Pat1ents were quer1ed about the subject matter of the1r nurse

pat1ent 1nteract10ns 1n terms of what was most 1mportant and least 

1mportant. The pat1ents were not asked to recall specific content from 

the interaction. Rather, the purpose was to have the patient descr1be 

the content of the nurse-patient 1nteraction as he remembered it. I 

asked, for example, "what do you remember about the nur~es talk1ng with 

you down there in the unit?" And, later in that same interview, "was 
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there anything that you thought was most important in terms of 

preparing you for what would happen afterwards?" 

The patients were encouraged to think and talk about the 

processes, for example, questioning, and products, or outcomes, of the 

interaction. The encouragement was provided through questions about 

the reasons for and results of nurse-patient interaction in general and 

in their situation specifically. For example, "what do you think the 

purpose of her coming up to talk to you was?" Or, "what came of that 

in your opinion? What was the outcome of that whole conversation for 

you?" 

Interviews: Nurse Interviews. The Interview Schedule for 

nurse informants included questions or requests focusing on the 

informant and on nurse-patient interactions generally and specifically 

(Appendix E). The nurse interviews had more structure than the patient 

interviews. A sense of limited time for nurse interviews and my being 

a nurse may have contributed to the difference. My expectations of 

what the nurses would say may have been more preconceived than they had 

been with the patients. Also, the questions on the Interview Schedule 

were more specific for the nurses than they had been for the patients. 

Examples of questions or requests on the nurse Interview Schedule were: 

"When do you talk with patients? "What do you talk about?" "How do 

you plan what you are going to say?" "How do you talk with patients?" 

"What tells you if a conversation has gone well? poorly?" "What were 
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you trying to accomplish?" "What was accomplished?" 

different ways that you approach patients." 

"Describe some 

Prior to the nurse interviews, the respective nurse-patient 

interaction transcripts were studied for the language, form, and 

function of the interaction. As with preparation for patient 

interviews, an outline of questions or requests specific to each 

nurse's observed interaction was developed. 

Considering the language of the nurse-patient interaction, one 

goal was to discover the nurses' views on how language is adjusted for 

different patients. For example, "considering all your patients now 

that you talk to in preop prep sessions or whenever, when do you use 

different levels of language, different levels of terminology and how 

do you know what you can use with which patient?" 

The nurses' views of the content, process, and product of 

nurse-patient interaction were addressed by using the Interview 

Schedule questions. Most of the nurses were asked what would be most 

important and least important to talk about with the patient. This 

two-part qU6stion was used to explore nurses' views of priorities and 

responsibilities in nurse-patient communication. 

Transcriptions for Analysis. The audiotapes provided raw 

information (Erickson & Shultz, 1982) for conversion to transcript 

data. The quality of the raw information on the tape was threatened by 

inadequate volume, especially of the female voice. The most moving 

interaction, wherein the patient and nurse spoke extremely quietly. 
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Interruptions of the 

interaction were a second threat to the quality of the raw data. Room

mates and staff nurses entering and/or leaving the room added noise to 

the tape. The hospital paging system and the ring of the telephone in 

the room also added noise to the tape. 

All tapes were transcribed by the investigator; having been 

present for every interaction was a definite advantage during this 

process. Each minute of audiotape required 1~ to 12 minutes of time 

for transcription. Steps in the process were a) type copy onto 

microcomputer (KAVPRO 2), b) print copy, 3) read printed copy while 

listening to the tape, editing as necessary, and d) photocopy the 

edited copy. 

Appendix F. 

A list of transcription conventions is contained in 

Data were arranged on the transcript using style conventions 

consistent with the word processing software (Perfect Writer 1.2~). A 

double-spaced text with a right margin of 42 characters provided a 3 

and 3/4 inch column of print on the left side of the page. The 

speakers' words were consecutive in the column, with each speaker's 

turn starting a new line and paragraph at the left margin. The 

speakers were identified by a capital letter: nurse was "N," patient 

was "P," other nurses were "ON," wives were "W," and investigator was 

"1." 

Consistency of transcript data was important for neutralizing 

or backgrounding data that were not essential in answering the research 
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questions. Tronscribing conventions listed by West (1983) were used in 

part; other rules evolved as transcription progressed. Decisions for 

data pr~paration were guided by the research questions. For example, 

the interjections "ah" or Huh" were written Huh" since the study was 

not attempting to describe phonetic differences among the participants. 

Pauses, missed words, and overlaps were coded using 

parentheses. Pauses greater than two seconds were placed in the text, 

for example, (3 sec). A watch with a second hand was used for times 

providing a level of accuracy adequate for the research questions of 

the study. Missed words, that is, words that could not be heard and/or 

understood, were placed in parentheses with a question mark and the 

time if relevant, for example, (1 4 words) or (1 in the open) or (1 

words/4 sec). Overlaps were coded with brackets at the beginning ([) 

and end (]) of the overlap. 

Double parentheses were used to add nonverbal information to 

the transcript. Individual, for example, «laughs», «whispers», and 

environmental information, for example, «roommate enters room», were 

coded in this way. 

Grammar, incomplete sentences, and incorrect verb forms were 

not chonged in making the transcripts. Repairs in talk were marked by 

slashes, for example, "I wa/did not." The repairs sometimes overlapped 

with changes of footing, for example, "I wa/they were giving me." A 

slash was used only when part of a word was uttered and followed 

immediately by another part or whole word. 
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Change of footing, that is, change in the speaker's 

conversational attitude or alignment (Goffman, 1981), was coded during 

data analysis if it was necessary for understanding the data. For 

example, a nurse who realizes that the patient she has been talking 

with is also a nurse may change footing by changing the language and 

tone of the talk. 

Modified orthography, in which the lexical items were spelled 

approximately as they were pronounced (Ochs, 1978), was used for 

transcription. For example, "to" and "tan were written as they 

sounded. When the "g" was dropped from a gerund, the word was spelled 

as it was said, for example, "havin." "Something," when said "sumpm," 

was spelled the latter way. "Y'know" was used frequently and was 

spelled as it sounded. Multiple letters, for example, "oooh," were 

used to indicate lengthened sound. This approach to spelling 

maintained the sound of the interaction for the investigator throughout 

the data analysis. 

Punctuation and capitalization primarily followed voice sounds 

rather than grammatical rules. Utterances ending with upward 

intonation were punctuated with question marks. Utterances of more 

than one word ending with nonraised voice pitch plus a definite pause 

in preparation for expression of a new thought were punctuated with 

periods. When this rule was strictly applied, there were few periods 

in the transcripts. The first word of a sentence was sometimes 

difficult to identify, e.g., Hum okay this well this is the. " 
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Capitalization of as few words as possible did not threaten either the 

content or context of the data. 

In summary, the sources of data for th~ study were the setting, 

nurses, patients, and nurse-patient interactions. Participant 

observation was used to learn about the system, focus the study, and 

facilitate data collection for analysis. Nurse-patient interactions 

were observed and audiotaped for naturally occurring speech data. The 

participants were interviewed separately to explore their knowledge, 

attitudes, and experiences regarding nurse-patient interaction. The 

audiotapes from the observations and interviews were transcribed for 

the data base for analysis. 

Data Analysis Procedures 

The data analysis procedures that followed data collection are 

presented in this section. Data analysis had begun with the study of 

nurse-patient interaction transcripts in preparation for participant 

interviews. Transcriptions of interactions and interviews, records of 

nonverbal behaviors, and fie1dnotes provided the data for analysis. 

Triangulation 

Triangulation 

(Ragie1, 1984). 

has two systems in dialogue about the third 
\ 

Triangulation combines "different theoretical 

perspectives, different data sources, different investigators, or 

different methods within a single study" (Mitchell, 1986, p. 19). The 

data for this study were triangulated in that nurses, patients, and the 
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investigator were sources of dota. The methods were triangulated in 

that procedures of data collection involved observations, interviews, 

and transcription. Triangulation has different kinds of measurements 

supporting, or, at least, not contradicting, the findings (Miles & 

Huberman, 1984). The research triangle (Figure 3) for exploration of 

nurse-patient communication during critical illness events was a three

dimensional structure comprised of participants, verbal and nonverbal 

expression categories, and form and function categories. 

Participants. The participants were first, the person 

experiencing critical illness events and, second, the nurse interacting 

with that person. Critical illness events occur with diseases or 

injuries of sufficient magnitude to require intensive medical and 

nursing care. As the third participant, I observed the study setting 

and the nurse-patient interactions, and interviewed the nurses and 

patients. I audiotaped the interviews and interactions, recorded 

nonverbal behaviors during the nurse-patient interactions, and made 

fieldnotes throughout the study. The participant activities and forms 

of data are presented in Figure 4. 

Expression Categories. Components of verbal and nonverbal 

expression were language, paralang~age, and nonverbal behaviors. 

Language reveals belief systems, reveals who we are, and illuminates 

our priorities in society (Munhall, 1982). The revelations are related 

to the goals of effective communication, those being compatible beliefs 



Verbal and 

Expression 

Nurse-Patient 

Communication 

Participants 

Form and 

Function 

Figure 3. Research Triangle for Nurse-Patient Communication 
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Figure 4. 

Nurse-Patient 

Conrnunication 

--ACTIVITIES 

Patient 

Interact Interact 
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interactions 

Data: Demographic Data 
Field Notes 

fieldnotes 
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Interview 

Audiatape 
interactions and 
interviews 

Records af Nonverbal Behavior 
Transcripts of Interactians and Interviews 

Participant Activities and Forms of Data for 
Nurse-Patient Communication 
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and values surrounding illness, congruent interpretation of illness, 

and similar conceptualizations of the vocabulary of illness. 

Para language provides vocal effect around language and between language 

and nonverbal behavior (crystal, 1976). Pauses, pitch, loudness, pace, 

and tone are characteristics of para language that can be used to 

analyze communication. Nonverbal behavior accompanies all interaction 

and involves static and dynamic cues. Static cues are inherent in the 

situation, for example, the person on the bed is the patient while the 

person standing at the bedside is the care provider. Dynamic cues are 

behavioral and transactional strategies adopted to achieve desired 

outcomes of the interaction (Wright & MacAdam, 1979). 

Form and Function Categories. Components of form and function 

were content, process, and product of nurse-patient interaction. 

Content was defined for the study as the subject matter of the 

interaction which mayor may not be overtly related to process and 

product. Understanding the process and product of the interaction 

started with identifying the content of the interaction. Process was 

defined for this study as the linguistic form and function of the 

interaction. The form includes words and utterance structure. The 

function includes utterance type such as declarative or interrogative 

and utterance intent such as exchanging information and controlling the 

interaction. The product was defined as the outcome of the interaction 

for each participant: the nurse, patient, and nurse-patient observer. 
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The product was the synthesis of participant data, sociolinguistic 

context, and the accomplished interaction. 

Content Analysis 

The method of content analysis is briefly described in this 

section. Guided by the research questions, a discussion of the 

application of the method to the study data then follows. 

Content analysis was used to make sense of the data from 

sociolinguistic and nursing perspectives. Qualitative, ethnographic 

research aims to describe the situation of study as it is. The 

situation is bounded by the investigator but not changed otherwise. 

Prior to the study, concepts may be broadly recognized but full 

definition and description await analysis of the data. Content 

analysis generates taxonomies through the systematic organization of 

data. The work of taxonomy, or hierarchical classification, is a 

necessary part of progress toward models of sociolinguistic description 

(Hymes, 1974). 

The research questions guided the content analysis. Research 

question one was: what are the characteristics of verbal and nonverbal 

expression in nurse-patient communication during critical illness 

events? 

The nurses' and patients' verbal and nonverbal expression and 

their views on verbal and nonverbal expression in nurse-patient 

communication were explored in response to this question. Language, 

paralanguage, and nonverbal behavior were used to organize the analysis 
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(Figure 5). The transcripts, fieldnotes, and records of nonverbal 

behavior were studied using content analysis. 

The language of the data was studied for effective levels of 

use such as technical and lay language, and casual and noncasual 

language. The para language of the nurse-patient interaction was 

studied for characteristics including pacing and tone of speech. 

Nonverbal behaviors including interpersonal distance, eye contact, and 

touch were described. 

The language, paralanguage, and nonverbal behavior categories 

generated from the data were then organized and described to contribute 

to an understanding of the participants' roles in the situation. For 

example, the patients used casual language sprinkled with technical 

terms, rarely demonstrated anxiety through their tone of voice, and 

never initiated touching behaviors. 

Research question two was: what are the form and function of 

nurse-patient communication during critical illness events? 

The form and function of the nurse-patient interaction and the 

participants' views of the form and function of nurse-patient 

communication were explored in response to this question. The content, 

processes, and products of nurse-patient communication were used to 

organize the analysis (Figure 6). The transcripts, fieldnotes, and 

records of nonverbal behavior were studied using content analysis. The 

content, or subject matter, of the data was categorized by speaker and 

topic. Categories included health history, medical equipment, 
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words and their 

Nonverbal behavior: 
arrangement of interpersonal 

space, touch, and eye contact 

Communication 

Figure 5. Expression Categories for Nurse-Patient Communication 
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Figure 6. Form and Function Categories for Nurse-Patient Communication 
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procedures, and treatments, family, and sports. The process, or 

linguistic form and function, generated categories including replying, 

questioning, and controlling. The product, or outcome, data generated 

categories including reassurance and relief of anxiety. 

Content analysis provided for the organization of data within 

each transcript and across all transcripts. Characteristics of nurse-

patient communication reflected the meaning of the data and provided 

elements for a theoretical model of nurse-patient communication. The 

findings of the present study were compared with relevant literature. 

Previous studies influenced the outcome of the work by substantiating 

some findings and by confirming the uniqueness of other findings 

(Stern, 198~). 

The results of data analysis were drawn together into a 

conceptual whole by using a three-dimensional research triangle. 

Exploration and description of nurse-patient communication during 

critical illness events used participant data by expression categories 

by form and function categories to work toward a theoretical model of 

nurse-patient communication. 

Summary 

The methodology for this exploratory study used qualitative 

approaches for data collection and analysis. The study setting was a 

374-bed hospital in the Southwest. 

primarily on a medical-surgical ward. 

Data collection took place 

The somple was made up of 
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patients who had an intensive care unit experience during their 

hospitalization and nurses caring for those patients. 

Data for analysis were collected from nurses, patients, and 

nurse-patient interactions. Participant observation was used to focus 

the study, understand the system, and facilitate data collection. 

Nurse-patient interactions and participant interviews generated 

transcripts for data analysis. A research triangle was used to 

organize the data for study. Participants, expression categories, and 

form and function categories were the three components of the triangle 

for the study of nurse-patient communication. 

Data were subjected to content and comparative analysis. The 

characteristics of verbal and nonverbal expression in nurse-patient 

communication were studied using the interactions and the participants' 

views of language, paralanguage, and nonverbal behavior. The form and 

function of nurse-patient communication were studied using the 

interactions and the participants' views of content, processes, and 

products of communication. Relevant literature was used to ground the 

conceptualizations and relationships generated through the analysis. 



CHAPTER 4 

FINDINGS: SAMPLE, DATA BASE, VERBAL AND NONVERBAL 
EXPRESSION DURING NURSE-PATIENT COMMUNICATION 

The findings of the study are presented in this and the 

following chapter. This chapter will begin with a description of the 

sample and data base. The findings related to verbal and nonverbal 

expression during nurse-patient communication will then be presented. 

Chapter 5 will present the findings related to the form and function of 

nurse-patient communication. Verbal and nonverbal expression were 

explored in terms of the language, paralanguage, and nonverbal 

behaviors of nurse-patient communication. The form and function were 

explored in terms of content, process, and product of nurse-patient 

communication. Data from nurse-patient interactions and participant 

interviews were subjected to content analysis for organization of the 

findings. 

Sample 

The study sample contained six nurses and nine patients. The 

nurses, five women and one man, ranged in age from 26 to 44 years 

(X = 33.8 ± 5.79). Four were surgical intensive care unit nurses and 

two were from the medical-surgical ward. Five of the nurses had an 

Associate Degree in Nursing and the sixth nurse had a Registered Nurse 

9~ 
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Diploma. Four nurses had professional certification, two from the 

American Nurses' Association and two from the American Association of 

Critical-Care Nurses. The six nurses' mean number of years in nursing 

was 8.~ and in present job was 5.75. 

The patients, eight men and one woman, ranged in age from 43 to 

84 eX 66.2 ± 12. ~3 ) . Eight of the nine patients were married and 

seven of the nine were retired. Seven patients had coronary artery 

disease, with six requiring coronary artery bypass graft surgery and 

one requiring coronary angioplasty. The admitting diagnosis for two of 

the seven had been myocardial infarction. One patient had aortic valve 

and coronary artery disease requiring both valve replacement and 

coronary artery bypass graft surgery. Finally, one patient had aortic 

and mitral valve disease requiring surgery for valve replacement. 

Seven of the patients had the same cardiologist and six of the patients 

had the same team of surgeons. 

All of the nurse informants were initially hesitant at the idea 

of being audiotap~d during their interactions with patients. A 

thorough explanation of the importance of substantive, taped data 

rather than impressionistic data and fieldnotes, and emphatic 

investigator patience, helped the nurses overcome their uncertainty 

over being participants in the study. None of the patients hesitated 

at the idea of being audiotaped, observed, or interviewed. 
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Data Base 

Twenty-three transcripts were generated during data collection. 

Nine nurse-patient interactions and fourteen interviews were audiotaped 

and transcribed. Each nurse-patient interaction occurred in the 

patient's room on the medical-surgical ward. Characteristics of the 

interactions are presented in Table 1. Length of interaction ranged 

from 7 to 28 minutes (X = 19.9). Most patients were in a one day 

preoperative status. All were alert and oriented to person, place, and 

time. Six interactions were preoperative" preparation talks, two were 

admission to the medical-surgical ward from SICU, and one was signing 

consent for coronary angioplasty. 

three interactions (#1, 6, and 8). 

Family members were present for 

Six nurses and eight patients were interviewed. 

Characteristics of the interviews are presented in Table 2. The 

interviews, lasting 18 to 55 (X = 33.6) minutes, took place zero to 22 

days (X = 11.0) after the observation of the nurse-patient interaction. 

Most of the nurse interviews were in the SICU and most of the patient 

interviews were on the medical-surgical ward. The wives of P02 and P~3 

were present during those interviews. One patient, P~5, expired 

postoperatively and thus was not interviewed. Another patient, P~9, a 

hospital administrator with a nursing degree, volunteered for the study 

as he observed the data collection process on the medical-surgical 

ward. He had not been observed in a nurse-patient interaction but met 

the study criteria for patient selection. 



Table 1. Characteristics af Nurse-Patient Interactions (n 9) 

Interaction Length* 
Number Participants (minutes) Patient Status Purpose 

"1 N01 & P01 23 1 day preop preop preparation 

"2 N02 & P01 1" 2 days postop admission to ward 

"3 N02 & P02 27 S days po stop admission to ward 

"4 N03 & P03 2S 1 day preop preop preparation 

"5 N04 & P04 7 1 day pre- signing consent 
angioplasty angioplasty 

"S N03 & P05 27 1 day preop preop preparation 

"7 N05 & POS 19 1 day preop preop preparation 

"S NOS & P07 15 1 day preop preop preparation 

"9 NOS & POS 23 1 day preop preop preparation 

*x 19.9 

Family Present 

wife & son 

daughter 

wife & son 

(0 
(II 
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Table 2. Characteristics of Interviews (n = 14) 

Number of Days 
Interview Length* after Observed Others 
Number Informant (Minutes) Interaction** Location Present 

"'1 N01 19 15 SICU 

"'2 N02 18 4 & 
'" 

m-s ward 

"'3 N03 55 12 & 9 SICU 

"'4 N04 28 1'" m-s ward 

"'5 N05 3S 8 SICU 

"'S NOS 31 17 SICU 

"'7 P01 23 8 m-s ward 

"'8 P02 44 14 infor- wife 
mont's home 

"'9 P03 3'" 22 m-s ward wife 

HI' P04 19 13 infor-
mant's home 

*** 

11 POS 43 7 m-s ward 

12 P07 54 12 m-s ward 

13 P08 35 14 CCU 

14 P09 35 nla m-s ward 

*~ 33.S 
**x = 11 . '" 

***P05 expired postoperatively 
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The chronology of interaction and interview data collection is 

illustrated in Table 3. The concurrent nature of interaction and 

interview data collection is demonstrated in the table with the 

consecutive numbering of transcripts across the collection occasions. 

The time spread of the data collection period is demonstrated in the 

table by labeling the data collection occasions from day one to day 67. 

Interactions were observed and audiotaped as patients fit the study 

criteria and as permission of the potential subjects was obtained. The 

participants were interviewed at a time convenient to them after the 

transcript of their interaction had been completed. 

The six preoperative preparation session transcripts were the 

core data for this analysis. The three remaining nurse-patient 

interaction transcripts were analyzed for their contributions to the 

findings. Finally, the patient and nurse interview transcripts were 

analyzed for the participants' views of their interactions and nurse-

patient communication in a general sense. 

Verbal and Nonverbal Expression during 
Nurse-Patient Communication 

The first research question for this study was: what are the 

characteristics of verbal and nonverbal expression in nurse-patient 

communication during critical illness events? In response to this 

question, the language, paralanguage, and nonverbal behaviors used 

during nurse-patient interaction will be described. Then, the 

patients' and nurses' views of verbal and nonverbal expression during 



Table 3. Chronology of Raw Data Collection by Transcript and Day 
Number 

Preoperative 
Preparation 
Sessions 

T1/Day 1 

T7/Day 18 

T1~/Day 21 

T15/Day 49 

T17/Day 53 
T18/Day 53 

SUBTOTALS: 6 

TOTAL 

Data Collection Occasions 

Signing 
Admissions Consent 
from SICU Forms 

T2/Day 3 
T3/Day 7 

2 

T8/Day 2~ 

1 

Nurse 
Interview 

T4/Day 7 

T6/Day 15 

T11/Day 3~ 
T12/Day 3~ 

T2~/Day 57 

T22/Day 66 

6 

Patient 
Interview 

T5/Day 8 

T9/Day 21 

T13/Day 33 
T14/Day 4~ 

T16/Day 49 

T19/Day 56 

T21/Day 65 

T23/Day 67 

8 

23 
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nurse-patient interaction will be presented. Taxonomies are used to 

organize the data. Characteristics of communication are developed from 

the organized data in order to move toward theory development. 

Exploration and description of the language, paralanguage, and 

nonverbal behavior of nurse-patient interaction provides the beginnings 

of a framework for the understanding of nurse-patient communication. 

Language, defined in a narrow sense for this study, comprises the words 

and their meanings used by nurses and patients during interactions. 

The words of the interactions are categorized and labeled in order to 

address data comparability and generalizability. 

Description of the para language of nurse-patient interaction 

provides insight into the dynamics of nurse-patient interaction. Each 

participant's tone, loudness, pitch, tempo, and use of pauses shape the 

interaction. Description of the nonverbal behavior of nurse-patient 

interaction contributes to the knowledge about nurses and patients' use 

of interpersonal space, eye contact, and touch during interaction. 

Use of Language in Nurse-Patient 
Interaction 

The biomedical context of the interaction and the knowledge the 

participants brought to the interac~ion shaped the language on the 

audiotapes and transcripts. While the nurse did most of the talking 

and the patients did most of the listening, each participated actively 

in the situation through language use. 
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In every interaction, the nurse had a specific purpose for 

talking with the patient and a specific set of facts to give or obtain 

or both from the patient. The nurse arrived and left at the start and 

finish of the interaction whereas the patient stayed stationary. A 

sense of time urgency was a factor for the nurse before, and sometimes 

during, the interaction. The nurse had numerous concurrent 

responsibilities while the patients had plenty of time ~o talk. 

The patients varied in their biomedical experience and level of 

knowledge brought to the situation. At a minimum, all of the patients 

had had a diagnostic work-up for coronary artery and/or cardiac valve 

disease including a coronary angiogram. The patients had also received 

preoperative counseling from the cardiologist, surgeon, and 

anesthesiologist. The counseling had occurred on the same day as the 

observed nurse-patient interaction for the six preoperative patient 

subjects. The patients were familiar with words not ordinarily found 

in the lay person's vocabulary. Words like coronary, myocardial, 

monitor, IV (intravenous catheter), and EKG (electrocardiogram) were 

becoming meaningful to them. 

Items were analyzed apart from the content and process of 

interaction. To illustrate, the word "monitor" was considered for its 

place on the casual-everyday to technical continuum rather than as the 

subject (content) or function (process) of the interaction. For 

example, casual use of "monitor" might have occurred in the context of 

talking about generally monitoring .the patient's visitors while 
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technical use of the word might have occurred in the context of EKG 

monitor or pulmonary artery pressure monitor. Both "monitoring 

visitors" and "monitoring pulmonary artery pressure" would be 

considered later in the analysis as content items. Monitoring would 

occur as process when, for example, the nurse would monitor her talk by 

saying "let me see if I've covered everything." 

The participants' language reflected their status as adults in 

a social situation requiring interaction and their status as either 

cardiac surgery patients or nurses caring for cardiac surgery patients. 

Two broad categories of language emerged. One category was language 

used for social dialogue within a biomedical context. This category 

was labeled casual-everyday language. A second category was language 

used for dialogue concerning biomedical topics themselves. 

category was labeled biomedical-technical. 

The second 

Both participants used biomedical-technical and casual-everyday 

language during the interaction. Biomedical-technical language was 

defined as words that describe or explain concepts within the 

biomedical context. For example, arteries and bypasses have different 

technical meanings for heart surgeons and for city planners. The words 

are the same but the category of technical meaning is different. The 

prefix "bio" is used in "biomedical" to emphasize the application of 

the term across all health care providers and Situations found in 

Western medicine. Casual-everyday language was defined as words that 

would be appropriate and understandable to middle class Americans, 



whether or not they had had contact with the health care system for 

critical illness events. 

Nurses' Language. Biomedical-technical language used by the 

nurses was organized in four categories. The categories represented 

ways that nurses talked about their biomedical concerns with patients. 

The categories were labeled a) aeration, b) fluids and Circulation, c) 

nutrition and elimination, and d) sensorium. The FANCAS system for 

organization of nursing care (Holloway, 1984) suggested the category 

headIngs for nurses' biomedical-technical language. The acronym FANCAS 

represents fluids, aeratIon, nutrition, communication, activity, and 

stimulation. 

The taxonomy for nurses' biomedical-technical language is 

presented in Figure 7. The taxonomy is representative of the data set, 

that is, while the categories encompass the data set, the items in the 

categories explicate, rather than exhaust, the categories. The frame 

or view by which the items were selected was focused in two ways. 

First, phrases were included that could have stimulated any number of 

mental pictures for the patients, for example, "so the blood doesn't 

sit there and pool," or "junk in your lungs." Second, everyday words 

that took on a biomedical-technical meaning were included. For 

example, understanding the common words "breathing" and "machine" does 

not necessarily ensure understanding the phrase "breathing machine." 

AeratIon was a large category for nurses' bIomedical-technical 

language. The nurses' descriptIons of the pulmonary system and 



1. aeration 

1.1 pulmonary concerns 
1.11 anatomy and physiology 

1.111 cough reflex 
1.112 air sacks in your lungs 

1.12 patholophysiology 
1.121 excess mucus that collects 
1.122 junk in your lungs 

1.13 nursing interventions 
1.131 suction down that tube 
1.132 suck out secretions 
1.133 monitor oxygen level 

1.14 nursing therapies 
1.141 expand your lungs 
1.142 condensed moisturized air 
1.143 incentive spirometer 
1.144 aerosol treatment 

1.2 mechanical concerns 
1.21 endotracheal tube location 

1.211 tube leans up against the vocal cords 
1.212 tube is laying in your tracheal cavity 

1.22 mechanical ventilator concerns 
1.221 labels 

1.2211 ventilator 
1.2213 breathing machine 

1.222 processes 
1.2221 ventilated 

1~1 

1.2222 synchronized so it senses when you take a 
breath 

1.2223 
1.2224 

machine does less and you do more 
hook you up to the breathing machine 

1.223 withdrawal 
1.2231 take you off the breathing machine 
1.2232 wean you slow 
1.2233 wean you off the breathing machine 

2. fluids and circulation 

2.1 postoperative chest drainage concerns 
2.11 chest tube system 

2.111 underwater seal suction 
2.112 portovac suction container 

Figure 7. Taxonomy for Biomedical-Technical Language Used by 
Nurses during Nurse-Patient Interaction 



2.12 purpose of system 
2.121 for drainage 
2.122 for little bleeders that don't seal off 
2.123 so the blood doesn't sit there and pool 

2.13 location of system 
2.131 mediastinal cavity 
2.132 tubes left in the sack 

2.14 maintenance of system 
2.141 keep the tube patent 
2.142 milk the chest tubes 

2.2 circulatory system access 
2.21 equipment 

2.211 catheter 
2.212 line 
2.213 transducer 

2.22 location 
2.221 wrist 
2.222 radial artery 
2.223 big artery 

2.3 external access to heart 
2.31 patches on 
2.32 EKG monitor 
2.33 tele pack 

2.4 nursing interventions 
2.41 monitoring heart 

2.411 watching your heart 
2.412 keep an eye on your heart beat 

2.42 monitoring pressure 
2.421 blood 
2.422 heart 
2.423 pulmonary artery 
2.424 watching your blood pressure 

2.43 monitoring fluid volume 
2.44 monitoring temperature 

2.441 rectal probe 
2.45 monitoring electrolytes 

3. nutrition and elimination 

3.1 diet 
3.11 
3.12 

clear liquids 
soft diet 

Figure 7. -- Continued 
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3.2 elimination 
3.21 mechanical concerns 

3.211 tube in your nose 
3.212 nasogastric tube 
3.213 catheter 
3.214 foley 
3.215 bladder 
3.216 bedside commode 

3.22 functional concerns 

4. sensorium 

3.221 connected to suction 
3.222 drain your urine 
3.223 urine output 

4.1 postoperative sensorium 
4.11 sedated 
4.12 anesthetic on board 
4.13 pretty drugged 

4.2 nursing interventions 
4.21 medicate you 
4.22 medicines down through that tube 
4.23 PO pain medicine 
4.24 decreasing medications 

4.241 cut back morphine 
4.242 get off IV morphine 

Figure 7. Continued 

H'l3 
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related, potentially bothersome equipment reflects concern that the 

patient understand the importance of supportive therapies and potential 

complications involving this system. Nurses' pulmonary concerns were 

grouped by anatomy and physiology, pathophysiology, nursing 

interventionG, and nursing therapies. Nurses' concerns related to 

equipment involved the endotracheal tube location and the mechanical 

ventilator as the patient would experience it. 

The fluids and circulation category was also large in that the 

nurses spent time talking with every preoperative patient about chest 

tubes and monitoring systems. The .items concerning chest tubes 

demonstrate nurses' biomedical-technical language especially well, for 

example, "underwater seal suction," and "mediastinal cavity." Nurses 

described chest tubes in terms of purpose, location, and maintenance. 

Nurses described monitoring systems to patients within the categories 

of access, equipment, and nursing intervention. 

The nutrition and elimination category represented functional 

information that the nurses provided to the patients. Items for the 

category were almost always found after the aeration and fluids 

categories' items during nurse-patient interaction. The sensorium 

category was labeled to encompass the nurses' descriptions of what the 

patients' postoperative sensorium would be as well as how sensorium 

would be influenced with medication. The nurses' talk about 

medications varied during the interactions. Some nurses introduced the 
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topic while others discussed it in response to patient comments or 

questions. 

Nurses used casual language for patient-related situations in 

the intensive care unit and for social conversation. The taxonomy for 

casual language in patient related situations represents the data set. 

The taxonomy is presented in Figure 8. The categories were a) 

activity, b) comfort, and c) room environment. The activity category 

organized activities expected of the patient, related to patient 

communication strategies, limitations, and nursing interventions 

related to activity. The comfort category encompassed degrees of 

comfort, comfort goals, and nursing interventions for comfort. Items 

for room environment, such as heat lamp, calendar, and alarms, were 

examples of the things nurses told patients to expect to see in the 

SICU. 

The categories for nurses' use of casual language for social 

conversation were a) patient's family, b) patient's occupation, and c) 

sports and leisure. The social topics usually occurred during the 

closure segment of the interactions. The taxonomy for nurses' social 

language, representative of the data set, is presented in Figure 9. 

Patients' Language. Patients used both biomedical-technical 

and casual-everyday language in their interactions with nurses. Given 

these patients' biome9ical experiences, their use of biomedical-

technical language is not a surprise. The taxonomy for patients' 

biomedical-technical language, representing the data set, is presented 



1. activity 

1.1 expected of patient 
1.11 deep breathe 
1.12 cough 
1.13 get up 
1.14 move around 
1.15 walk around 
1.16 able to drink and eat on Friday 
1.17 leaving us in 3 or 4 days 
1.18 upstairs pretty soon couple 3 days 

1.2 related to patient communication strategies 
1.21 nonverbal 

1.211 nod your head 
1.212 use sign language 
1.213 raise your arm 
1.214 tap the bedside 

1.22 written 
1.221 write us notes 

1.3 limitations 
1.31 can't have the use of this hand 
1.32 more sore on the second day than first 
1.33 may come out Wednesday 
1.34 will be in all Thursday night 

1.4 nursing interventions 
1.41 get you up in a chair 
1.42 breathe on this every two hours 

2. comfort 

2.1 degrees of comfort 
2.11 a little uncomfortable 
2.12 they burn a little bit 

2.2 goals 
2.21 keep comfortable 
2.22 keep rested 

2.3 nursing interventions 
2.31 relieve discomfort 
2.32 take the edge off the pain 
2.33 ice to keep your mouth moist 

Figure 8. Taxonomy for Casual Language Used by Nurses during 
Nurse-Patient Interaction: Patient-Related Situations 
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3. room environment 

3.1 sunlamp 
3.2 heat lamp 
3.3 glass windows 
3.4 orientation tools 

3.41 clock 
3.42 calendar 

3.5 alarms and noises 
3.51 auditory 

3.511 different sounds 
3.512 ding ding ding 
3.513 beep beep beep 
3.514 beeping beeps 
3.515 buzzing 

3.52 visual 
3.521 red light 

Figure 8. -- Continued 
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1. patient's family 

1.1 nursing interventions 
1.11 we'll take care of her (wife) 
1.12 they'll explain everything to her (wife) 

1.2 ICU rules 
1.21 limit visiting to immediate family 
1.22 they can call any time 

1.3 nursing recognition 
1.31 your (wife's) (husband's) name is 
1.32 I'm sure your wife is upset and nervous 

2. patient's occupation 

2.1 gathering information 
2.11 what kind of occupation 
2.12 what type of work 

2.2 nursing recognition 
2.21 you're a teacher 
2.22 you're a geologist 

3. sports and leisure 

3.1 gathering information 
3.11 you do some square dancing 
3.12 are you a football fan 

3.2 showing interest 
3.21 we can have it (football game) on for you 

Figure 9. Taxonomy for Casual Language Used by Nurses during 
Nurse-Patient Interaction: Social Conversation 
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in Figure 1~. Categories for patient biomedical-technical language all 

reflected the patients' familiarity with various aspects of the 

biomedical setting. 

the discussion of 

patient interaction 

biomedical settings. 

The concept of familiarity is expanded below in 

patients' efforts to control segments of nurse

by relating their previous experiences in 

Categories for patients' biomedical-technical 

language were a) familiarity with procedures, and b) familiarity with 

illness. 

Patients used casual-everyday language in sequences that were 

often humorous and during social conversation. Categories for 

patients' use of casual language were a) using humor, b) involving 

family, and c) work and leisure. The taxonomy for patients' casual 

longuage, representing the data set, is presented in Figure 11. 

Patients used humor about their illness, about themselves, and about 

nurses. 

In summary, the nurses and patients used language characterized 

as biomedical-technical and casual-everyday language to communicate 

with each other during critical illness events. Not surprisingly, the 

nurses used more biomedical-technical language than the patients. 

Nurses emphasized concerns related to the psychophysiological function 

of the patient. 

function, was 

interaction. 

The third element of holistic patient care, social 

attended to less extensively and later in 

Patients used biomedical-technical language 

the 

to 

demonstrate their degree of familiarity with the biomedical context. 



1. familiarity with procedures 

1 .1 kinds of procedures 
1 .11 x-rays 
1.12 stress test 
1.13 treadmill 
1.14 angiogram 

1.2 processes 
1.21 from the artery to the aorta 
1.22 take the veins and arteries out 
1.23 put in up here with a balloon on it 
1.24 be fed intravenously 

1.3 purpose 
1.31 get rid of these blockages 

2. familiarity with illness 

2.1 kinds of illness 
2.11 chest pain 
2.12 this valve problem in the heart 
2.13 heart attack 
2.14 prostate operation 
2.15 appendix out 
2.16 broken leg 
2.17 hemorrhoidectomy 

2.2 therapies 
2.21 in intensive care 
2.22 had them on me in intensive care 
2.23 medication for blood pressure 
2.24 pacemaker last year 

Figure 1~. Taxonomy for Biomedical-Technical Language Used by 
Patients during Nurse-Patient Interaction 
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1. using humor 

1.1 showing view on illness 
1.11 probably could go home day after tomorrow (surgery) 
1.12 I'm just sick I'm not dead 

1.2 being a patient in intensive care 
1.21 wouldn't want you to drain it (blood) all out 
1.22 look like a man from mars 

1.3 about self 
1.31 didn't have too many toys when I was a child 

1.4 about nurse 
1.41 guess she's going to be here for awhile 

2. involving family 

3. 

2.1 family presence 
2.11 son flew in last night 
2.12 my wife and my daughter will be here 
2.13 my daughter and brothers 

2.2 concern for family 

work 

3.1 

3.2 

3.3 

3.4 

2.21 my wife's going to be the biggest problem 
2.22 concerned about my wife's reaction 
2.23 you will talk to my wife 

and leisure 

before retirement 
3.11 was a geologist 
3.12 had a woodshop 
3.13 small drug chain 
3.14 auto parts store 
related to hospitalization 
3.21 worked up to the last day I came here 
active leisure 
3.31 getting considerable exercise 
3.32 working around the yard 
3.33 fishing in Montana 
passive leisure 
3.41 watching football 

Figure 11. Taxonomy for Casual Language Used by Patients 
during Nurse-Patient Interaction 
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Patients used casual language in talk concerning their families, their 

work and leisure, and in humorous segments. 

Use of Para language in Nurse-Patient 
Interaction 

The participants' paralanguage shaped and modulated the 

language used during nurse-patient interaction. The audiotapes and 

transcripts of the six preoperative preparation sessions were assessed 

for characteristics of paralanguage. This data set represented four 

nurses and six patients in comparable situations. Characteristics 

assessed were voice tone, loudness, pitch (intonation), tempo (pace), 

and pauses. The analysis was exploratory, not aiming for linguistic 

quantification of the data. 

Nurses' Paralanguage. The nurses' para language conveyed 

confidence in the purpose and content of the interaction. Their voice 

tone was conversational, being neither harsh nor flat. Occasionally, a 

nurse's voice would sound forced during the introductory segment of the 

talk. The nurses' loudness varied from whispered to moderately loud, 

punctuated with a few episodes of loud laughter. The quietest 

interaction had both the nurse and the patient speaking at barely 

audible levels. The nurses often spoke more softly when commenting 

about themselves or when responding with interjections such as Huh huh" 

or "right." 

The nurses' voice pitch varied for several kinds of utterances. 

Certain technical words, for example, "painful" or "catheter," were 
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emphasized with marked high pitch on the first syllable. Interjections 

such as "oh" or "okay" were lengthened and given a rising-falling pitch 

contour. The interjection "okay" was often given a rising intonation 

at the end, seeming to imply "are you with me?" even though the patient 

rarely was given time to respond. 

The nurses' tempo was quite variable. Some nurses spoke slowly 

during the introduction and closure of the interaction and more rapidly 

during the middle, technical segment. Some spoke faster during the 

introduction and more slowly as the interaction progressed. One nurse 

spoke more rapidly just after two interruptions during the middle, 

technical segment of the interaction. A nurse-generated, broken, jerky 

pace occurred several times. During one introduction segment, the 

nurse hesitantly moved through turns at talk until establishing the 

reason for the interaction. And during the middle segment of another 

interaction, the nurse seemed to use a broken tempo to emphasize 

specific pOints for the patient. 

Pauses were rare during the interactions except during the 

brief physical assessment near the end of the interaction. The nurses 

paused occasionally to review their list of topics to be covered or to 

wait for patient questions. Often the nurse would fill a potential 

pause with interjections as "uh huh" or "yea." 

In general, the nurses used a conversational tone of voice of 

moderate loudness. Emphasis, attention, and concern that the patient 

be listening were shown with marked changes of voice pitch. The nurses 
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used variable tempo or pace of talk, perhaps related to their degree of 

comfort in the situation or to their desire to emphasize a pOint. 

Pauses rarely occurred during the interactions, perhaps reflecting the 

fairly structured biomedical context of the interaction. 

Patients' Paralanguage. The patients' para language implied 

varying degrees of self-confidence and interest in the interaction. 

Patients' vOice tone ranged from firm and precise to heSitant and 

rather flat. The patients spoke with moderate loudness except for the 

one barely audible patient mentioned above in the discussion of nurses' 

loudness. The patients' confidence and loudness often increased when 

they had control, however briefly, of the topic of the inte~ction. 

The patients did not vary the pitch of their voices as much as 

the nurses did. Patients' words took on more animation or emphasis as 

they talked about their own illness or SOCial experiences, or as they 

made jokes. The patients seemed attentive to the tempo of the 

interaction set by the nurses. Occasionally, patients' questions would 

break the nurses' pace, causing the nurse to hesitate or speak more 

slowly while changing the content of that segment. The content would 

be changed to provide an answer for the patient's question before 

getting back to the nurse-directed topiC. One patient's frequent 

comments throughout the interaction seemed to increase the tempo of the 

interaction as the nurse responded to the comments and continued with 

content that she sought to provide to the patient. 

pauses were rare during the interactions. 

As noted above, 



115 

In summary, the tentative findings in this study regarding 

para language suggest characteristics of paralanguage that can influence 

nurse-patient communication. For example, a nurse speaking in a con-

versational tone of voice but loudly and with a fast tempo may 

influence the patient's interest and understanding differently than 

would a soft-spoken nurse using a moderate pace during an interaction. 

Similarly, a patient speaking with a conversational tone but quietly 

and with flat pitch conveys a different impression to the nurse than 

would a patient speaking loudly, rapidly, and with marked and unusual 

word intonation. Previous studies exploring and describing nurses' and 

patients' paralanguage have not been found in the literature. 

Nonverbal Behavior in Nurse-Patient 
Interaction 

Nonverbal behavior was recorded during each nurse-patient 

interaction. The nurse usually sat at the bedside and the patient 

usually reclined on the bed with the head of the bed elevated to a 

comfortable angle. Nurses stood or sat on the edge of the bed during 

physical assessment of the patient. A summary of nonverbal 

observations made during the nurse-patient interactions is presented in 

Table 4. 

Interpersonal distance was coded as greater than arm's length 

apart, less than arm's length apart, and less than hand's width apart. 

The investigator estimated the space from her observation position, 

usually at the foot of the bed. The estimate was preferable to 



Table 4. Nonverbal Behavior Observations during Nurse-Patient 
Interactions 

Interpersonal 
# Nurse Moves Patient Moves Distance- (Umin) 

sat at bedside sot on bed edge 3(2") 1(3) 
except during except during 
assessment assessment 

2 stood, sat, reclined in bed 1( 1") 
knelt on, except during 
leaned on assessment 
bedside 

3 stood, sat an reclined in bed 3(1") 2(3) 1(14) 
bedside except during 

assessment 

4 sat at bedside reclined in bed 2(26) 1(2) 
except during except during 
assessment assessment 

5 sat on bed sat on bed edge 1(7) 
edge 

6 sat at bedside sat at bed edge 2(24) 1(3) 
except during except during 
assessment assessment 

7 sat at bedside reclined in bed 3( 14) 1(5) 

B stood at reclined in bed 3(12) 1(3) 
bedside except during 

assessment 

9 sat at bedside reclined in bed 3(17) 1(6) 
except during except during 
assessment assessment 

-IPD: 1. hand's width or less; 2 • less than arm's length; 
3 • greater than arm's length. 

--Eye contact: rare, occasional, frequent, constant. 

Eye 
Touch Contact 

hand shake at frequent 
start; during 
assessment 

during rare 
assessment 

hand shake at occasional 
start; during 
assessment 

during frequent to 
assessment constant 

N arm to P occasional 
arm; N hand 
ta P hand 

N hand to P frequent to 
arm; during 
assessment 

N hand to P frequent to 
chest X2; constant 
wrist X2; 
hand X1 

during frequent 
assessment 

during frequent 
assessment 
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interfering in the interaction to obtain precise measurements. The 

total length of the nine interactions was 179 minutes. Nurses were 

greater than arm's length from the patients for 73 minutes, less than 

arm's length for 53 minutes, and less than hand's width for 53 minutes. 

Touch occurred infrequently during the interactions. The nurse 

shook the patient's hand at the start of two interactions. One nurse 

touched the patient as several of the pieces of postoperative equipment 

were described, for example, chest tubes and radial artery line. 

Nurses touched the patients during the physical assessment, of course. 

No patient initiated physical contact with a nurse during the 

interactions. 

Eye contact was coded as rare, occasional, frequent, or 

continuous. The eye contact between nurses and patients was frequent 

during all of the preoperative preparation interactions. 

was nearly constant during three of these interactions. 

Eye contact 

Eye contact 

during the admissions and consent signing interaction was occasional to 

rare. 

In summary, nurses usually sat at the bedside while the patient 

reclined on the bed. Interpersonal distance was estimated at greater 

than arm's length 4~.1 percent of the time. spontaneous nurse to 

patient touch occurred rarely and patients never initiated touch with 

the nurse. Eye contact was frequent during the preoperative 

preparation interactions. 



Participants' Views of Verbal and 
Nonverbal Expression during 

.Nurse-Patient Communication 
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This section presents first the patients' views, and second, 

the nurses' views on the expressive components of nurse-patient 

interaction. The expressive components were comprised of the language, 

paralanguage, and nonverbal behavior in nurse-patient interaction. 

Participant data were drawn from the six nurse interviews and eight 

patient interviews. Data analysis is described in each subsection in 

order to ground the organization of the findings. 

Patients' Views of Verbal and Nonverbal Expression: Analysis. 

Eight patient interview transcripts were explored for the patients' 

views of the characteristics of nurse-patient interactions. Patients 

viewed interactions with nurses as a natural part of their hospital 

experience, requiring no special strategies. That is, in forming 

statements, questions, and responses, the patients did not consider the 

individual nurse's needs or reactions during the interaction. The 

patient's recollections and impressions were coded in the transcripts. 

The coded items were listed by transcript number and page under the 

developing categories. Selected items were then rewritten in full for 

co~parison within the categories. Examples in the text below were 

chosen for their representativeness of each category. 

Four patients were interviewed who had been observed during a 

preoperative preparation session, one during admission to the ward from 

SICU, and one during both the preoperative preparation session and 
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admission from SICU. One interview was of the patient observed for 

consent signing. The eighth patient interview was with the hospital 

administrator-nurse who had not been observed in a nurse-patient 

interaction. 

The transcripts were coded for items relating to the patients' 

view of the language, paralanguage, and nonverbal behavior of nurse-

patient interactions. The items were often vague or diffuse. Patients 

did not indicate a particular awareness of kinds of words used, ways of 

modifying conversational flow, or use of interpersonal distance, eye 

contact, and touch to effect communication. More commonly, patients 

gave generalized characterizations of nurses as good or as doing what 

they were supposed to be doing. 

Patients' Views ~f Verbal and Nonverbal Expression: Generaliz-

in9 Preoperative Preparation Sessions. The patients' recall of the 

preoperative preparation interaction (n = 6), ranging from vague to not 

at all, exemplifies patients' recall of nurse-patient interactions 

overall. The patients who answered questions about the preoperative 

preparation interaction used general, safe responses as demonstrated in 

the following example. 

examples. 

P. well yea I I 
be repeating 
1n ta what we 
could Just say 
I th1nk the 
w/between the 

"PH is patient and "I" is investigator in the 

remember now I Just remember how much wo/I'd 
if I if I bring a bring the whole thing back 
talked about but but that was an example 1f I 
it this way th/that's an example of the fine 
fine coordination that they have between 
nurses and patients nand uh and the doctors 



uh she was one a those probly five people or six people 
[that I 

I. okay] 

P. included in that group 

12~ 

Patients' Views of Verbal and Nonverbal Expression: Summarizing 

Care Providers' Talks. Together with the vagueness of recall, the 

patients tended to summarize all of their preoperative counseling into 

one continuous event. The patients did not appreciably differentiate 

between what nurses, surgeons, and anesthesiologists had said. The 

summarizing is demonstrated in the following example. Words with 

question marks in parentheses indicate sounds that could not be 

transcribed with certainty. 

P. more than one the nurse and several others came in and told 
me what to expect and uh again its its I guess the human 
mind discards a lot a that kind a stuff quickly because you 
don't its not pleasant but oh they told me that it would be 
uh pr/y'know what time it was scheduled for and that I 
would that when I came back in the intensive care (?of 
course) that I would be hooked up to a lot a machinery 
tubes n one thing and another and not to be concerned 
because that was uh part a the deal and uh and as long as I 
knew that I I I didn/didn't y'know I'd never had it and uh 
had never had tubes like that in me so and uh I'd been 
wired up for EKGs and things like that but not uh not so 
many many tubes uh and the warning not warning ~ut the uh 
telling me about it ahead a time uh helped me ta get my 
right frame a mind ta when I came to I tho/instead a saying 
oh my God what's all this all about y'know. no I think 
they did a good job like that 

Patients' Views of Verbal and Nonverbal Expression: Forgetting 

Lengthy Nurse Contact. The preoperative preparation interaction was 

probably the longest sustained interaction any of the patients had with 
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nurses during their hospitalization. During one interview. the patient 

answered questions about his preoperative interaction. But when asked 

later in the interview about a most memorable contact with a nurse. he 

did not specify this or any other interaction. Relevant parts of the 

transcript from this patient are presented below. Pauses are indicated 

with number of seconds in 'parentheses. 

Transcript pages 6-9: 

I. okay now regarding the interaction that I observed and as I 
said this was a long time ago so I'll try and refresh your 
memory a little bit. it was a Slthe Sunday evening before 
you were scheduled for heart surgery the next day 

P. yes 

I. and the nurse from the surgical intensive care unit came to 
talk with you [about 

P. uh huh] 

I. what to expect tubes and procedures and so forth. what 
what urn came of that in your opinion what was the outcome 
of that whole conversation for you (3 sec) 

P. really III guess course I had done some reading previous to 
that. and had a general idea of what was I going up 

I. uh huh (12 sec) 

P. I guess uh nothing more than just a preparation for what 
was coming 

I. okay how did you feel after the talk was over (3 sec) 

P. I hal had no feelings one way or the other wIlt. in fact 
y'see I had resigned myself to what it was going to be and 
uh that was so 



Transcript page 25: 

I. considering the whole time you were in the hospital what 
was it about two weeks? 

P. about two weeks 

I. two and a half? 

P. two and [a half 

Wife. came in] on the third and went out the 16th 

I. about two weeks then. what what was the most important 
conversation you had with a nurse (5 sec) 

P. I don't know of any that (3 sec) 

I. or any kind of interaction I guess. even just seeing [them 
or hearing them 

P. they they I don't] remember uh of having any real lengthy 
conversations with any of the nurses. they were so busy 
and I wasn't ailing. I didn't need a nurse so 1 I just 
didn't (4 sec) 
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The patients' vagueness in their recollections of the rather 

lengthy contact with a nurse may have been due to preoperative anxiety. 

However. during the interview the patients did not describe feelings of 

anxiety the night before surgery. Similarly. a study that considered 

concerns of patients undergoing coronary artery bypass grafting (King, 

1985) found 76~ of preoperative subjects moderately concerned about 

future plans (X = 2.9 + 1.53. ~-4 scale) and 46~ somewhat concerned 

about their life (X = 1.34 + 1.22. ~-4 scale). Concerns about the leU 

immediately postoperatively and about postoperative pain were very low 

among the sample in King's study. 
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The patients' generalizing of preoperative preparation 

sessions, summarizing providers' talks, and forgetting the lengthy 

nurse contact suggests the lack of impact that specific interactions 

have for patients. Of course, the retrospective nature of the 

patients' views of the critical illness events and specific nurse-

patient interaction may have influenced the findings toward 

generalization, summarization, and forgetting. 

Patients' Views of Verbal and Nonverbal Expression: Breadth of 

Nurse-Patient Communication. Three characteristics, breadth, attitude, 

and distance, were drawn from the coded data to organize and describe 

the patients' views of nurse-patient inter~ction. The breadth of the 

nurse-patient interactions, as demonstrated by the patient data, 

encompassed casual or social to biomedical contexts. Breadth was 

defined as the casual to biomedical range of language used according to 

the patients. The patients did not recall specific kinds of language 

used during their interactions with nurses. A sense of the 

appropriateness of the language used was a more common patient 

response. Kinds of language use were demonstrated in patient 

discussions of topics such as equipment, routines, medications, and 

comfort. 

One example of breadth of communication as perceived by the 

patient involved a discussion of pulmonary routines. 

I. now that second group of things tubes and treatments 
medicines and coughing and deep breathing wh/what is 
most important for a person like yourself to know 

and 
the 



P. well (6 sec) well I think the I think the intensity of of 
of of each step i/i/iS is is a very important thing uh now I 
I'm trying to do my best level best to keep up with 
requirements of breathing into this machine that they gave 
me here and and uh maybe I I'm I think I'm think right now 
I'm according ta couple the nurses here they kid me so much 
that I'm a little behind schedule on that as far as getting 
the volume up here the way they'd like to have it 
course uh their their whole to m/their whole ritual or their 
whole procedure is y'know is the way I look at it is is is 
made uh for the for a/as to as a as a patient gets better 
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Another example of the breadth of language use as described by 

a patient concerned comfort measures. 

I. did what do you remember about the nurses talking with you 
down there in the unit. what or the nurses dealing with 
you at all what are your recollections 

P. oh they always came in and asked how things were and if 
there's anything you needed half the time you'd forget what 
you needed anyway but they'd ask what you needed n if you 
were comfortable n want the bed ~ ~ down or let them know 
just push the bell n they'd be right there. and they were 
they were real real good very o/very obliging. 

Patients' Views of Verbal and Nonverbal Expression: Attitude. 

The attitude of nurse-patient communication ranged from coolness to 

genuine warmth for the patients. Attitude was defined as the patient's 

interpretation of· the nurses' demeanor and tone. Early in the 

analysis, attitude was postulated to range from indifferent to 

intrusive. However, patients' rare criticisms of nurses were gentle 

and hedged or softened. Attitude corresponded with the paralanguage of 

the interaction. One patient recalled a nurse's abrupt attitude. 

Another patient recalled feeling ambivalent about the nurse's attitude. 
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An example of coolness of tone follows. The patient was not 

critical, merely stating what his experience had been. 

P. really I had very little (2 sec) other than uh (2 sec) 
they'd come in n see if I needed or wanted anything that's 
about all. 

An abrupt attitude is exemplified in the following comment. 

P. other people y'know they they tell you things nits 
kind of abrupt and cut off and you're still not sure 
they told you 

maY,be 
what 

Expression of neutral to ambivalent feelings about nurses' 

attitude is given in the following longer example. 

I. what did the nurses do while you were in the unit (7 sec) 

P. hustled and bustled I I that's about all I remember uh and 
there was some reassurance sla lot of reassurance saying I 
was doing fine I remember that and that felt good and I 
thland thought you're just being a good nurse and telling 
me that y'know I could be dying and and uh I know better 
y'know what you're doing is is just part of your job 
telling me I'm doing fine I may not be y'know and uh but 
then I uh began to rally and began to feel better and said 
well maybe I am doing okay y'know so 

Another example of a patient's impression of the attitude 

during interaction shows an appreciation of how the nurses demonstrated 

genuine warmth and sympathy. 

P. there's all gradations of it the nurses around here for example 
have all been very good but some of em are better than others 
from the standpoint of communicating with uh the making the 
patient m~king the patient feel good really 

I. now what makes them good 

P. I guess it must be innate sympathy 



I. but how do you respond what makes you think oh this one I 
like talking to better than another one 

P. well ones that uh seem to be most sympathetic to my 
problems 

I. so they listen to you perhaps? 

P. yyyea uh and also maybe the ones that uh appr~ciate my 
corny jokes 
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A patient's gentle criticism of the nurses' attitude while 

being asked questions is seen in the next example. 

P. there's lot a times that they would come and start 
something y'know and they're so busy too that they just 
don't tell y/they can't tell everybody everything and and 
uh maybe y'maybe you had to ask a second time well what is 
this for y'know maybe they didn't hear you too well the 
first time but I found out they just tell you just about 
anything th/you wanted to know here I I really did I truly 
felt that way 

Patients' Views of Verbal and Nonverbal Expression: Distance. 

The patients suggested distance as ranging from closeness to aloofness 

during nurse-patient interaction. Distance was defined as the 

patient's sense of the nurse's closeness during interactions. Distance 

encompassed nonverbal phenomena in the patient's experience. Patients 

recalled episodes of nurses' closeness and touch especially during the 

intensive care period. Patients told of past experiences to indicate 

real aloofness, implying that nurses were much more approachable today. 

A short example of a patient's sense of nurse aloofness 

follows. 



I. d'you joke with the nurses? 

P. a little bit not too much because I don't I don't know em 
too well. there's always a different nurse every night. 
you don't get to know em too well 
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Closeness of nurses and patients on the medical-surgical ward 

is demonstrated in the following example. The last statement reflects 

a view of the nurses' attitudes as well. 

P. like I asked one of em uh yo/you're telling me that a 
crossing my legs and and stretching is out a the just what 
do you mean by that. and she sat down in the chair and she 
slouched way down and she put her hands behind her head 
folded up like this she said none of this none of this and 
she went right through the whole she didn't just tell me 
she demonstrated and she was a character. they were all so 
nice 

The patients were aware of the nurses' constant presence in the 

intensive care unit. These data are supported by a previous study of 

open heart surgery patients' perceptions of care (Jarvis, 197~) in 

which the most frequently used phrase to describe the care was "nurses 

were there every time you needed one." 

In the following example, the patient recalls the nurses being 

there to handle the alarms. 

P. they (alarms) didn't bother me only if I heard an alarm on 
my own machine nurse was there right away so all th/none a 
the alarms bothered me 

Another patient described the nurse's presence in the intensive 

care unit as follows. 

P. uh although I can't recall every y'know calling a nurse but 
it seemed like that if I wanted one there was always she 



wly'know one looking in to see if I needed or wanted 
anything 
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An overall impression of closeness is given in the following 

example. 

P. well I don't think they could do it much better n what they 
did it for me n I think they did a wonderful job but 
they're (6 sec) boy they certainly gosh I don't know how to 
answer that one because they certainly did everything 
everything for me that I felt like n uh there were there 
the uh they were there to answer your question and uh uh 
they were there to to take care of it after it did happen 
and uh they're still here for anything you want to know and 
uh can help you 

Two examples of patients' recollections of how nurses used to 

be more distant than they are now are presented. 

First, 

P. but they never came in never I wouldn't say never they 
seldom came in the to and when y'know they I'd even measure 
and make a not a the of any like when I'd use the urlthe 
urinal and do it myself for em to help em out and uh it was 
a little different experience 

And second, 

P. maybe I'm getting too for off but y'see back in '64 I was 
isolated in a room and uh they were RNs they had they 
wIthey all wore caps then at that time y'know and uh but 
you'd ask me a question they wouldn't even ummh ummh you'll 
have to see the doctor. just a grunt 

To summarize, patients' views of verbal and nonverbal 

expression during nurse-patient interaction were vague and 

impressionistic. The patients indicated they received and responded to 

communication more often than they initiated communication. Some 
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combination of minimal importance given to nurse-patient interaction, 

anxiety related to hospitalization. and diminished recollection over 

time is suggested by the generalizing. summarizing. and forgetting of 

nurse-patient communication exemplified during the patient interviews. 

The characteristic of breadth of nurse-patient interaction 

served to organize the biomedical-technical to casual-everyday kinds of 

words that patients used in describing their interactions with nurses. 

Characterizing attitude and distance from the patient data provides 

direction toward understanding what is important to patients during 

their interactions with nurses. That is. the nurse's attitude during 

nurse-patient communication involved the nurse's coolness to warmth. 

abruptness. reassurance. niceness. and sympathy. Further. the nurse's 

distance during nurse-patient communication involved closeness to 

aloofness, awareness of nurse's constant presence. and awareness of 

nurses rotating patient assignments. 

Nurses' Views of Verbal and Nonverbal Expression. Unlike the 

patients. nurses expressed an awareness of continually monitoring their 

communications with patients. That is. the nurses considered the 

patient's verbal and nonverbal behaviors and attempted to weave the 

interaction for the patient's benefit. The patients viewed 

interactions as a natural part of their hospitalization. blending 

together as the whole critical illness event occurred. The nurses. on 

the other hand, viewed interactions as serious events that reflected 

their nursing capabilities regarding communication. The nurses 
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expressed confidence about talking with patients. This confidence was 

based on their accumulated knowledge and experience. 

Nurses' Views of Verbal and Nonverbal Expression: Analysis. 

Six transcripts of nurse interviews were explored for the nurses' views 

of the characteristics of nurse-patient communication. Four nurses 

interviewed were from the SICUi they remembered the observed 

interactions quite well. Two had been observed in two interactions 

each. The remaining two nurses interviewed were from the medical-

surgical ward. They were less sure of the interaction in question. 

The interactions involving the medical-surgical ward nurses, two 

admissions and one consent signing, were common, everyday occurrences 

for the two nurses, therefore the observed and audiotaped interactions 

were not particularly memorable. 

The basic question of the data was: what do nurses say about 

language, paralanguage, and nonverbal behavior using nurse-patient 

interactions? Nurses talked about communication in general, about 

talking with patients, and about the specific nurse-patient 

interaction(s) in which they had been observed. Each transcript was 

first coded for every item that related to the characteristics of 

nurse-patient interactions. The items were then coded for their fit 

with language, paralanguage, or nonverbal behavior. The next step was 

to code for whether the item involved the patient or not, for example, 

language used with the patient versus how the nurse decides on language 

use in general. However, the division based on patient involvement did 
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Nurses stated that they always had 

potients in mind when giving their views on nurse-patient interaction. 

The data were finally organized into three major categories and eleven 

subcategories. Data items were listed first by category (language, 

paralanguage, nonverbal behavior) and then relisted by subcategory. 

Nurses' Views of Verbal and Nonverbal Expression: Nurses' Views 

on Language. The nurses' talk about language during nurse-patient 

interaction suggested the characteristics of complexity, structure, and 

boundaries. The nurses further addressed language use by describing 

ways they talked to patients and ways of assessing their own flow of 

talk. 

Complexity involved the ways that nurses handled the patients' 

variable capacity for participation and understanding during nurse

patient communication. The taxonomy supporting the characteristic of 

complexity is presented in Figure 12. The patients' education and 

language familiarity guided the nurses in talking with patients. The 

nurses also considered patients' levels of comprehension and 

understanding. The nurses varied the depth of their explanations 

depending on their views of what the patients needed. Finally, the 

complexity of nurses' talk was influenced by their empathetic feelings 

for the patients. 

Structure of language was defined as the objective and 

subjective means by which nurses organized their interactions with 

patients. The taxonomy supporting the characteristic of structure of 



1. complexity related to patient's education 

1.1 see how well-educated they are 
1.2 somebody who is well-educated would know more 
1.3 education difference 

2. complexity guided by patient's language familiarity 

2.1 terminology is appropriate 
2.2 by the way they talk 
2.3 if they have a medical background 
2.4 big language differences 
2.5 language barrier 

3. complexity related to patient's comprehension and understanding 

3.1 comprehension 
3.11 whatever they comprehend 
3.12 listen and figure out what they comprehend 
3.13 get a sense of their intelligence their ability to 

understand their comprehension 
3.14 if they don't utter anything they don't know what's 

going on 
3.2 understanding 

3.21 patient understanding being helped 
3.211 use less words 
3.212 keep it simple 
3.213 make it simple as possible 
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3.214 use pretty simple or so they understand language 
3.215 try to explain so that everybody can understand 

it 
3.22 patient understanding being explored 

3.221 see what they understand 
3.222 how well patient understood English 
3.223 tell by sitting and talking with them 
3.224 patients are going to talk nonsense if they have 

nothing else to offer 

Figure 12. Taxonomy for Nurses' Views of Language during 
Nurse-Patient Interaction: Complexity 



4. considering depth 

4.1 less depth 

4.2 

4.11 pretty basic 
4.12 be real basic 
4.13 
4.14 
4.15 
4.16 
4.17 
4.18 
more 
4.21 
4.22 
4.23 
4.24 
4.25 
4.26 
4.27 

won't go as deep 
try not to go too indepth 
didn't go as indepth as I would do sometimes 
wasn't going to go into that 
he didn't need to know that 
don't go into that 

depth 
go into more detail 
go through a lot of it again 
prepare the patient for the worst 
go into that 
you can overload patients 
into that detail 
was pretty explicit 

5. empathy with patients 

5.1 not to frighten 
5.11 didn't want to scare her 
5.12 didn't like to scare them 
5.13 just the word scares them 
5.14 what would scare me 
5.15 so they're not freaked out 
5.16 how I would want someone to explain it to me 

5.2 individualize for patients 
5.21 everybody's an individual 
5.22 see what the patient handles 
5.23 depends on the patient 

Figure 12. -- Continued 
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language is presented in Figure 13. Objective means included a printed 

list of topiCS to be covered during a preoperative preparation session 

as well as a biologic "head to toe" format. Subjective means of 

structuring language were the nurses' priorities for topics and the 

nurses' own processes for organization talk. 

The nurses' consideration of other care providers together with 

their own role and rapport with the patient generated the 

characteristic of boundaries to their talk. The taxonomy supporting 

the characteristic of boundaries on language is presented in Figure 14. 

The nurses expected physicians and anesthesiologists to talk with the 

preoperative patients about specific topics related to the surgical and 

postoperative period. One nurse, for example, said during the 

interview that explanations to the patient about equipment j,n the 

postoperative period could be shortened on the basis of knowing who the 

patient's anesthesiologist was and what he reliably told his patients. 

Nurses described basic ways of talking to patients using words 

such as saying, asking, telling, and talking. The taxonomy for nurses' 

views of themselves talking to patients is presented in Figure 15. In 

giving examples of how they actually talked to patients, nurses used 

mostly casual-everyday language. 

Nurses used various processes for assessing their talk during 

their interactions with patients. The taxonomy for the nurses' 

processes of self-assessment is presented in Figure 16. The processes 



1. objective means for structure 

1.1 printed list 
1.11 go by list 
1.12 look on list 
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1.13 list helps me make sure I get all the things that 
somebody has deemed important 

1.2 biologic format 
1.21 start from head to toe 
1.22 start at the head and work down 

2. subjective means for structure 

2.1 priorities 
2.11 try to cover everything 
2.12 things we do most 
2.13 things that hurt most 
2.14 things that make the patient feel uptight 

2.2 process 
2.21 don't plan anything 
2.22 not that set in the way I talk to patients 
2.23 like if I'm laying in the bed 

Figure 13. Taxonomy for Nurses' Views of Langauge during Nurse-Patient 
Interaction: Structure 



1. considering other care providers 

1.1 explanation they've had from the physicians 
1.2 know anesthesiologist has already talked about that 
1.3 he'd already talked to the anesthesiologist 
1.4 that's what the anesthesiologist is supposed to do 

2. considering nurse's role 

2.1 not there to give them an anatomy and physiology course 

3. considering nurse-patient rapport 

3.1 didn't know him well enough to say something like that 
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Figure 14. Taxonomy for Nurses' Views of Language during Nurse-Patient 
Interaction: Boundaries 



1. saying 

1.1 said boy you did so well 
1.2 say well do you remember 
1.3 start saying about PO medicines 

2. asking 

2.1 asking them if they're having pain 
2.2 asked if he remembered 
2.3 asked to make sure 
2.4 ask them is it really important 

3. telling 

3.1 tell them where they're at 
3.2 tell them about uncomfortableness 
3.3 tell them what we're doing 
3.4 gave information 
3.5 let them know why 
3.6 introduce myself 

4. talking 

4.1 we talked about social 
4.2 talked about the football game 
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Figure 15. Taxonomy for Nurses' Views of Language during Nurse-Patient 
Interaction: Nurses Talking 



1. thinking 

1.1 think about what I've said to people 
1.2 think about what I say 

2. processing 

2.1 pick up things as I go along 
2.2 try to smooth things out 
2.3 shooting the breeze 

3. comparing 

3.1 what I say differs from what others say 

4. evaluating comfort 

4.1 talk pretty easy with people 
4.2 I've been around (the machinery) 

5. evaluating enjoyment 

5.1 I like to joke 
5.2 little joking 
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Figure 16. Taxonomy for Nurses' Views of Language during Nurse-Patient 
Interaction: Nurses Self-Assessment 
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nurses described were a) thinking. b) processing. c) comparing. d) 

evaluating comfort. and e) evaluating enjoyment. 

Nurses' Views of Verbal and Nonverbal Expression: Nurses' Views 

on Paralanguage. Nurses rarely commented either on their own or the 

patients' characteristics of paralanguage during nurse-patient 

interaction. The nurses made a few descriptions of patients' 

paralanguage as an assessment parameter, for example, "you can tell by 

their tone of vOice," or "by their manner of speech," or "how he's 

saying things." Nurses seemed to suggest that their tone of voice 

conveyed feelings in the following examples. 

or, 

or, 

N. I think I cared and I hope that came across to her and I 
was concerned and I hope that came across to her 

N. concerned that I would pass these emotions on to the 
patient 

N. I tried to make it sound like it was perfectly within 
y'know perfectly normal thing to do 

Nurses also described the tempo or pace of their talk as in the 

following examples. 

N. I talk fast 

or, 

N. I hurried 

or, 

N. I pretty much Just kind of flow out spontaneously. 
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Thus, patients' paralanguage provided some feedback to the 

nurses. Nurses' comments on their own paralanguage were limited to the 

characteristics of tone and tempo. 

Nurses' Views of Verbal and Nonverbal Expression: Nurses' Views 

on Nonverbal Behavior. Nurses described nonverbal behavior during 

nurse-patient interaction in terms of a) patients' behavior, b) nurses' 

behavior, and c) interactive behavior. The taxonomy for nurses' views 

of nonverbal behavior is presented in Figure 17. Patients used their 

heads and faces to indicate understanding or lack of understanding. 

Patients used various body language to communicate nonverbally. 

Nurses' nonverbal behavior involved thinking, relaxing, and focusing. 

Interactive nonverbal behavior between nurses and patients involved eye 

contact and mutual actions such as shaking hands or using sign 

language. 

To summarize, nurses' views of verbal and nonverbal expression 

during nurse-patient interaction revealed concerns with the complexity, 

structure, and boundaries of language used during nurse-patient 

interactions. Nurses described their talking to patients with casual-

everyday language. Nurses also described some processes for self-

assessment of their talk with patients. Nurses rarely referred to 

characteristics of paralanguage during nurse-patient interaction. 

Nonverbal behaviors were demonstrated individually and mutually by the 

participants in nurse-patient interaction. Nurses considered and 



1. patients' behavior 

1.1 using head and face 
1.11 indicating understanding 

1.111 nodding like he understood 
1.112 nod to say I understand 

1.12 indicating lack of understanding 
1.121 brow furred 
1.122 eyebrows knitted together 
1.123 eyes squeezed together 

1.2 involving body language 
1.21 using mannerisms 
1.22 being restless 
1.23 fidgeting 
1.24 trying to be at ease 
1.25 jerking a little when he shook my hand 
1.26 watching television 

2. nurses' behavior 

2.1 thinking 
2.11 quickly trying to make an assessment 
2.12 planning as I approach the patient 

2.2 relaxing 
2.21 trying to relax 
2.22 take a deep breath and relax 
2.23 sit down 
2.24 sit on the bed 
2.25 feeling comfortable 

2.3 focusing 
2.31 focusing on patient 
2.32 don't look at paper 
2.33 look at the patient 
2.34 look at his coloring 
2.35 look in the patient's eyes 

Figure 17. Taxonomy for Nurses' Views of Nonverbal Behavior during 
Nurse-Patient Interaction 
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3. patients and nurses 

3.1 using eye contact 
3.11 looking off past your eyes 
3.12 they aren't looking at you 
3.13 whether he's looking at me or out the window 

3.2 using mutual actions 
3.21 shaking their hand 
3.22 lip reading 
3.23 using sign language 
3.24 giving them a piece of paper and a pencil 

Figure 17. -- Continued 

'---------------~ 
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responded to the patients throughout their interactions, modifying the 

characteristics of their communication for the benefit of the patient. 

Summary of Verbal and Nonverbal 
Expression during Nurse-Patient 
Communication 

Nurses' verbal expression during the nurse-patient interactions 

of this study ranged from biomedical-technical concerns to casual 

conversation. Nurses talked more, and about more topics, than did the 

patients. Nurses used biomedical-technical language to talk with the 

patient about aeration, fluids and circulation, nutrition and 

elimination, and sensorium. Nurses used casual language to talk with 

the patient about the postoperative experience in terms of activity, 

comfort, and room environment. Nurses also used casual language in 

talking with the patient about his family, occupation, and sports and 

leisure interests. 

The patients used biomedical-technical language to express 

their familiarity with the biomedical context. Patients used casual 

language to talk about their families, work and leisure, and to make 

humorous comments. While the nurses' time at talk was predominantly 

biomedical-technically focused, the patients' time at talk was more 

evenly balanced between the two kinds of language. Given that six of 

the nurse-patient interactions were for the preoperative preparation of 

heart surgery patients, the nurses' bias may be understood. 

The nurses' views on use of language were characterized as 

involving complexity, structure, and boundaries. Nurses expressed 
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awareness of their responsibilities and capabilities for interacting 

with patients. On the other hand, patients' memory of interactions 

with nurses was generalized, punctuated occasionally with specific 

recollections. Patients did not reveal using any specific responses or 

strategies during their interactions with nurses. 

The characteristics of paralanguage during nurse-patient 

interaction were described. Nurses may have demonstrated more 

variation than the patients within the characteristics of tone, 

loudness, pitch, tempo, and use of pauses. However, the exploratory 

analysis provided only suggestive data supporting this greater 

variation. Considering the participants' views, the patients recalled 

general impressions of the nurses' demeanor and tone that were 

conveyed, at least in part, through paralanguage. The nurses said 

little about paralanguage other than commenting occasionally about 

tempo and tone. 

Observation of nonverbal behavior during the nurse-patient 

interactions found that nurses rarely touched patients, except during 

physical assessment. Patients never initiated touch with nurses. Eye 

contact was frequent to almost constant during the preoperative 

preparation sessions. Patients recalled nurses as more close than 

aloof. Nurses recalled their own and the patients' nonverbal behaviors 

as well cs interactive nurse-patient nonverbal behaviors. 
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Summary 

This chapter has described the study sample, the study data 

base, and the findings related to the first research question of the 

study. Verbal and nonverbal expression during nurse-patient 

interaction was described on the basis of interaction and interview 

data. Both nurses and patients used biomedical-technical and casual-

everyday language during the interactions. Para language and nonverbal 

behaviors of the interactions were presented. The patients' and 

nurses' views of language, paralanguage, and nonverbal behavior were 

described. Patients generalized, summarized, and forgot nurse-patient 

interactions. Patient data characteristics of breadth, attitude, and 

distance were used to organize patients' views of the language, 

paralanguage, and nonverbal behavior during nurse-patient interaction. 

Nurse data characteristics of complexity, structure, boundaries, 

talking to patients, and self-assessment were used to organize nurses' 

views of language during nurse-patient interaction. Nurses' views on 

paralanguage and nonverbal behavior were then described. 

There are marked differences between nurses' and patients' talk 

and between nurses' and patients' views of talk during nurse-patient 

interaction. The relationship of the differences to the outcomes of 

interaction for each of the participants awaits further study. 



CHAPTER 5 

FINDINGS: FORM AND FUNCTION OF 

NURSE-PATIENT COMMUNICATION 

This chapter presents the findings of the study related to the 

second research question: what are the form and function of nurse-

patient communication during critical illness events? The content, or 

subject matter, of the nurse-patient interactions will be described on 

the basis of the nurse-patient interaction and participant interview 

data. The participants' views of the processes and products of nurse-

patient communication will then be presented. Finally, findings from 

sequential analysis of th~ nurse-patient interaction data will further 

explicate processe~ and products of nurse-patient communication. 

Content of Nurse-Patient Interaction 

The subject matter of the nurse-patient interactions was 

labeled content. Whereas the concept of language was used to explore 

the interaction words and their levels of meaning, content was used to 

explore groups of words held together by an idea. Nurse content will 

be presented first, followed by patient content. The six nurse-patient 

interaction transcripts from preoperative preparation sessions were the 

core data for this analysis. The two interaction transcripts of 

admission of the patient to the medical-su~gf~al ward from the SICU and 
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the one transcript of the patient's consent signing procedure 

supplemented the core data-generated categories. 

Nurses' Content during Nurse-Patient 
Interaction 

Nurses talked about many topics during the interactions. 

Preliminary categories were named after reading the transcripts through 

several times. Substantive items were then taken from the transcript 

and listed by category. The transcript number and page were listed 

with every item to facilitate checking back for context and accuracy if 

necessary. 

The categories that organized the nurses' content are presented 

in Figure 18. The major categories were a) equipment, b) procedures, 

c) medications. d) pain and comfort, e) family. visiting. and social 

topics, f) health care providers. g) communication strategies for 

patients in intensive care, and h) intensive care environment. The 

categories were ordered by number of items. that is. (a) had the most 

and (h) had the fewest number of items. The categories encompass the 

data. Items listed in the categories are representative of the data 

set. / 

The "equipment" and "procedures" categories were the largest of 

the nurse content categories. This size was not surprising given the 

purpose of the core data interactions. preoperative preparation of the 

patient for the intensive care experience following heart surgery. In 

support of the size of the technical categories of content. an early 



1. equipment 

1.1 endotracheal tube, breathing tube, ET tube 
1.2 ventilator, mechanical ventilator, breathing machine 
1.3 chest tube 
1.4 lines, arterial lines, IVs, intraaortic balloon 
1.5 stomach tube, nasogastric tube, NG tube 
1.6 rectal tube 
1.7 foley catheter, urine catheter 
1.8 incentive spirometer 
1.9 pacing wires, pacemaker 

2. procedures 

2.1 monitor heart, pressures, drainage, fluids, temperature 
2.2 coughing and deep breathing 
2.3 suction 
2.4 check oxygen level, assess lungs 
2.5 get out of bed, up in choir 
2.6 milk, strip, pull chest tubes 
2.7 give blood 
2.8 remove tubes and lines 

3. medications 

3.1 purpose 

3.2 

3.11 toke edge off pain 
3.12 for rest 
3.13 help you sleep 
types 
3.21 
3.22 
3.23 

pain medicine 
morphine 
Tylenol number three 

3.3 routes 
3.31 IV 
3.32 through ng tube 
3.33 by mouth, PO 

Figure 18. Taxonomy for Nurse Content Found in Nurse-Patient 
Interaction Transcripts 
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4. pain and comfort 

4.1 help you to be comfortable 
4.2 breathing tube is uncomfortable 
4.3 little bit uncomfortable (chest tubes) 
4.4 little bit painful (leg incision) 
4.5 let us know that you're hurting 
4.6 we need you to sleep and rest 
4.7 keep you warm 

5. family, visiting, and social topics 

5.1 family 
5.11 family in waiting room, in SICU 
5.12 who will be here, who will call 

5.2 visiting 
5.21 timing 
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5.211 visit half an hour after (patient) returns from 
surgery 

5.212 can spend the evening, stay all night 
5.22 rules 

5.221 we restrict visiting quite a bit 
5.222 you decide who's going to come in first 
5.223 limit to immediate family 
5.224 on even half hours for fifteen minutes 
5.225 call anytime 
5.226 card that explains visiting hours 

5.3 social topics 
5.31 occupation 
5.32 leisure interests 

6. health care providers 

6.1 nurses 
6.2 physicians 
6.3 other care providers 

Figure 18. -- Continued 



7. communication strategies for patients in intensive care 

7.1 sign language 
7.2 nod head 
7.3 raise arm, hand 
7.4 pad, tap side of bed 
7.5 write 

7.51 print largely 
7.52 keep it short, even one word 
7.53 game type thing 

8. environment 

8.1 sunlamp 
8.2 heat lamp 
8.3 alarms and nOises 
8.4 glass walls 
8.5 as much privacy as possible 

Figure 18. -- Continued 
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nursing study compared a) explicit, b) general, and c) no, explanations 

for procedures (Meyers, 1964). The researcher found that explicit 

technical explanations of what patients will experience decreased 

patient tension and increased patient comfort (Meyers, 1964). Another 

study comparing methods of preoperative preparation reported that 

patients receiving extensive discussions of equipment and procedures 

had decreased levels of anxiety when compared with patients receiving 

"routine" or "therapeutic communication" kinds of preoperative 

preparation (Felton, Huss, Payne, & Srsic, 1976). 

The nurses' discussion of medications emphasized the help that 

medications would provide to patients ,. for example, "to relax you." 

Nurses tended to soften talk of pain, for example, chest tubes "burn a 

little bit" and leg incisions will be "a little bit painful." The 

nurses emphasized the goal of comfort and rest as in "help you to be 

comfortable," and "keep people comfortable as long as we can." Nurses 

provided rules and promised support for the patient's family as they 

would call or visit postoperatively. Social topics were a minor part 

of nurses' content. The nurses mentioned themselves, physicians, and 

respiratory therapists to the patients as the health care providers 

with whom the patient would or should be familiar. Nurses' description 

of characteristics of the environment varied but it was not an 

extensive topic during any of the interactions. 

While most of the nurses' content was biomedical in nature, one 

category and one subcategory were directly related to nurse-patient 
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communication. The category, "communication strategies for patients in 

intensive care," was small (1~ nurse turns at talk) and not evenly 

distributed. That is, the nurses said little or nothing about 

communication strategies with patients. Vet, all of the nurses 

emphasized to the patients that the endotracheal tube would prevent 

them from talking while it was in place for mechanical ventilation. 

The subcategory related to nurse-patient communication was 

"nurses" from the "health care providers" category. The four parts of 

the subcategory were a) nurses' ability to communicate, b) nurses' 

constant presence, c) nurses providing care, and d) nurses' 

expectations of patients regarding nurses' communication. The complete 

taxonomy for the subcategory is presented in Figure 19. As they talked 

with patients, nurses commented on their ability to communicate, their 

constant presence, and their commitment to the care of patients. 

However, the nurses stated they didn't expect the patients to remember 

much of what had been said during the interaction. The disparity 

between nurses' self-described characteristics and nurses' expectations 

that patients would not remember suggests that nurses do not expect 

patients to recognize the extent of the nurse's role in communicating 

with patients experiencing critical illness events. 

Patients' Content during Nurse-Patient 
Interaction 

The substantive patient-talking items were taken from the 

nurse-patient interaction transcripts and listed separately. The 



1. nurses' ability to communicate 

1.1 can hear you 
1.2 are adept at understanding 
1.3 have developed our sign languages pretty well 
1.4 see if there's something you're trying to tell 
1.5 are good at guessing 
1.6 ask a lot of questions 
1.7 are good at answering questions 

2. nurses' constant presence 

2.1 with you from the minute you get back 
2.2 you're not alone 
2.3 nurses there at all times, all night long 

us 

2.4 sitting at the foot of the bed, right outside the door 
2.5 if you need anything they'll be there 

3. nurses providing care 

3.1 four or five nurses get everything settled 
3.2 keep a tab on those (chest tubes) 
3.3 keep on top of things 
3.4 we can take care (of patient) 
3.5 we all take care of open hearts 

4. nurses' expectations of patients regarding nurses' communication 

4.1 you might remember things you might not 
4.2 won't remember too much 
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4.3 maybe you'll remember some of the things I've spoken to you 
about 

Figure 19. Taxonomy for Subcategory "nurses" from Content 
Category of Nurses' Content "health care 
providers" 
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transcript number and page were listed with every item to facilitate 

checking back for context and accuracy as necessary. The list of 

patient data items was then categorized by topic. 

In a little more than half of the patients' substantive turns 

at talk, the patient continued with a topic that was being talked about 

by the nurse. The following interaction segment provides an example of 

the nurse and patient talking about aspects of breathing. Brackets 

([]) indicate speaker overlap in the interaction. 

N. do you have any respiratory problems at all right now? 

P. no I they're givin me a pill for a kinda open up my lungs a 
little bit but uh 

N. uh huh? 

P. I don't have any breathing problems 

N. yea 

P. breathing problems that I know of 

N. yea 

P. except when I since I've had this valve problem [in the 

N. uh huh?] 

P. heart I've been short a breath 

N. you get short a breath real easy 

P. yea 

When patients changed the topic, they often demonstrated their 

knowledge to the nurse. In the following example, the nurse is 

describing the chest tubes and the patient introduces the topic of a 
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groin catheterization, that is, insertion of an intraaortic balloon 

catheter. 

N. but those (chest) tubes'll probly be coming out Saturday or 
Sunday, okay? and um 

P. he said I'll have a something coming from the groin too. I 
don't know what. a catheterization just [in case I need 

N. catheterization?] 

P. something 

N. oh a catheter. okay what they're talking I 
they're talkin about now. um sometimes um after 
surgery people need um the assistance of what 
intraaortic balloon 

see what 
open heart 
they call 

Patients also changed topics to clarify a point or ask a 

question. In the following example, the nurse finishes with the topic 

of arterial line and moves on to intravenous lines. The patient 

returns to the topic of the anesthesiologist placing the arterial line. 

N. okay. well when they take you down to a room where they 
call it the preop before the operation room um that's where 
he'll be putting that line in. you tell him (which arm you 
prefer) okay? 

P. okay 

N. and um you'll have a l/couple a other IVs regular in the 
vein IVs 

P. now 

N. and 

P. just a minute. he will he will ask before so I don't 
forget about which which side he [wants 

N. yea] he should. 
chart for him 

I'll leave a note on the front of the 
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P. okay 

N. okay? that you prefer it (arterial line) in the left. and 
you'll have an IV in your neck 

The patient content of nurse-patient interactions was, for the 

most part, about the patients themselves. Additionally, the patients 

talked about family in terms of who would be visiting and how the 

patient's surgery was affecting the family. Five of the six 

preoperative patients mentioned their doctors and two of the six 

patients commented on nurses. The taxonomy for patient content is 

presented in Figure 2~. The categories for patient content were a) 

related to self, b) family, and c) care providers. 

The category "related to self" encompassed a) knowledge, b) 

biomedical experiences, and c) affective expressions. The subcategory 

"knowledge" was divided into a) sources of knowledge, b) knowledge of 

equipment and procedures related to surgery and the postoperative 

period, and c) knowledge of diagnostics and pathophysiology related to 

surgery. The patients' biomedical experiences were heart-related or 

nonheart-related. While these subcategories included a wide number of 

topics, the patients' turns at talk for the topics were usually brief. 

Considering the category "affective expression," the patients 

revealed various levels of concern, hope, impatience, and anxiety 

during the nurse-patient interactions. Two patients mentioned the 

possibility of getting acquired immune deficiency syndrome (AIDS) from 



1. related to self 

1.1 knowledge 
1.11 source of knowledge 

1.111 being in intensive care 
1.112 visited friends in intensive care 
1.113 doctor 
1.114 anesthesiologist 
1.115 reading 
1.116 heart diagram 
1.117 they mentioned (nasogastric tube) 
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1.12 knowledge of equipment and procedures related to surgery 
and postoperative period 
1.121 equipment 

1.122 

1.1211 generalized 
1.12111 alarms 
1.12112 lot of tubes 

1.1212 aeration 
1.12121 incentive spirometer 

1.1213 fluids and circulation 
1.12131 fluids 

1.121311 IVs 
1.121312 spigots out of (chest) 

1.12132 circulation 
1.121321 EKG buttons, location 
1.121322 arterial line 
1.121323 something with balloon 

on it 
1.121324 pulmonary artery line 
1.121325 catheterization from 

groin 
1.121326 electrical wires 
1.121327 tele pack 

1.1214 nutrition and elimination 
1.12141 
1.12142 
1.12143 

procedures 
1.1221 surgical 

1.12211 
1.12212 
1.12213 

tube in stomach 
catheter for urine 
urinal 

period procedures 
when endotracheal tube po Iced 
where endotracheal tube placed 
taping lines down 

Figure 2~. Taxonomy for Patient Content Found in Nurse-Patient 
Interaction Transcripts 
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1.12214 thr~e bypasses 
1.12215 veins and arteries out of legs 
1.12216 something out of legs 

1.1222 time frames 
1.12221 time of surgery 
1.12222 length of surgery 
1.12223 sleep tomorrow (day of surgery) 
1.12224 returning to room (on ward) 
1.12225 going home 

1.1223 participative procedures 
1.12231 coughing 
1.12232 using incentive spirometer 
1.12233 drinking water 
1.12234 out of bed 
1.12235 up in chair 
1.12236 walking 

1.1224 nonparticipative procedures 
1.12241 fed intravenously 
1.12242 rectal temperature 
1.12243 chest tube drainings 
1.12244 taking (endotracheal) tube out 
1.12245 pulling (intraaortic) tube out 
1.12246 pulling chest tubes 
1.12247 pain medications 

1.13 knowledge of diagnostics and pathophysiology related to 
surgery 
1.131 diagnostics 

1.1311 whatever they ran up the aorta 
1.1312 watching (my) angiogram 
1.1313 medications with angiogram 
1.1314 stress test 

1.132 pathophysiology 
1.1321 blockages 
1.1322 arteries blocked 
1.1323 shows (artery) 9~~ blocked 

1.2 biomedical experiences 
1.21 heart related 

1.211 events with this admission 
1.2111 shoveling gravel (before admission) 
1.2112 trouble on Sunday (before admission) 
1.2113 short of breath due to valve problem 
1.2114 chest pain 

Figure 2~. -- Continued 



1.2115 lost 45 pounds 
1.212 intervention prior to present admission 

1.2121 blood pressure medicine 
1.2122 pacemaker 
1.2123 angiogram 

1.213 diagnoses in the past 
1.2131 heart attack in '64 
1.2132 heart attack in 1961 

1.22 nonheart related 
1.221 neck and head angiogram 
1.222 hernia 
1.223 prostate operation 
1.224 hemorrhoidectomy 
1.225 appendectomy 
1.226 broken leg 

1.3 affective expressions 
1.31 degree of concern 

1.311 looking at what's coming 
1.312 look like a man from mars 
1.313 AIDS from blood transfusions 
1.314 discomfort from endotracheal tube 
1.315 keep from getting pneumonia 

1.32 hope 
1.321 with God's grace 
1.322 discouraged 

1.33 impatience 
1.331 do it (surgery) right now 
1.332 its the waiting 

1.34 anxiety 
1.341 sounds kind of gory 
1.342 very nervous 
1.343 (SICU) won't bother me 
1.344 won't be anxious 
1.345 forgetting what's been said 
1.346 watching own surgery 

1.4 social topics 
1.41 occupation 
1.42 home town 
1.43 current events 
1.44 leisure interests and activities 
1.45 personal preferences 

Figure 20. -- Continued 
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1.5 health topiCS 
1.51 vision 
1.52 allergies 
1.53 eating habits 
1.54 dental bridge 

2. family 

2.1 spouse 
2.2 children 
2.3 relatives 
2.4 visiting 

3. care providers 

3.1 doctors 
3.2 nurses 
3.3 anesthesiologist 
3.4 respiratory therapist 
3.5 generalized 

3.51 thorough explanations 
3.52 wonderful hospital 
3.53 all these poople coming in 

Figure 20. -- Continued 
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transfused blood. Otherwise, the patients' expressions of feelings 

about the surgery and postoperative period were quite varied. 

Summary of Content Found in 
Nurse-Patient Interaction 

During the nurse-patient interactions, nurses talked primarily 

about what the patient would experience while the patients talked 

primarily about themselves in terms of knowledge, experience, and 

psychological state. In all of the interactions, nurses' turns at talk 

were generally longer than the patients' turns. 

The nurses' content was organized into eight categories. The 

category "communication strategies for patients in intensive care" and 

the subcategory "nurses" were the most specifically relevant topics to 

the study of nurse-patient communication. Nurses may influence the 

patients' degree of communication in the intensive care unit as well as 

the patients' recognition of the nurse as the most constantly pre~ent 

care provider during critical illness events. The influence may be 

exerted either by the nurse not discussing communication strategies 

with the patient or by the nurse suggesting to the patient that he 

won't remember too much of what the nurse has said. 

Patient content was organized into three categories, with 

content "related to self" being the largest category. Patients 

continued with nurse-initiated topics a little more than half of the 

time. Patients initiated topics to reveal knowledge or request 

clarification of topics from which the nurse had already moved away. 



Participants' Views of Content of 
Nurse-Patient Communication 
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The six nurse interview transcripts and the nine patient 

interview-transcripts were coded for items related to content of nurse-

patient interaction. General statements, for example, "nurses told me 

anything I wanted to know" or "(nurses) tell patients what they're up 

against," were not coded as content items. Statements of plural 

attribution with uncertain referents, for example, "they told me what 

to expect," were not coded as content items since the comments did not 

necessarily refer to nurse-patient interaction. 

Nurses' Views of Content of Nurse-Patient Communication. During 

the interviews, nurses were asked why they talked with patients, how 

they planned and modified the interaction, and what were most and least 

important topics to talk about with patients. The interviews were not 

intended to quiz the nurses on the content of their interactions with 

patients. The nurses talked about the interactions that had been 

observed and about nurse-patient communication in general. For 

example, the nurse might say about the observed interaction "I told him 

about coughing and deep breathing," and about communication in general 

"it is important to tell the patient about coughing and deep 

breathing." 

The category labels used for content of nurse-patient 

interaction as viewed by nurses were the same as the labels used for 

content of nurse-patient interaction drawn from the interaction 



transcript data. 
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The parallel labels fit the data and thus were used 

so that the data from the interactions could be compared with the data 

from the nurse interviews. 

The categories, listed in order by decreasing number of 

different items, were a) procedures, b) equipment, c) pain, d) family, 

visiting, and social topics, e) medications, f) health care providers, 

g) environment, and h) patient communication strategies. The taxonomy 

for nurses' view of content of nurse-patient interaction is presented 

in Figure 21. The total number of items expressed by the nurses was 

about one-fourth the number of items drawn from the nurse-patient 

interactlon transcripts for nurse content. The equipment and 

procedures categories were the largest of the eight nurses' categories. 

The remaining six categories had between two and six items per 

category. 

During the interviews, nurses rarely commented about discussing 

with patients their ability or need to communicate with nurses or any 

other health care providers! This was in fact supported by the data 

described above, that nurses' discussions with patients about patient 

communication strategies in intensive care were brief to nonexistent. 

Considering the "family, visiting, and social topics" category, 

the nurses did not include family or visiting in relating what topics 

they talked about with patients. However, the data show that during 

all of the preoperative preparation nurse-patient interactions, the 

nurses presented the rules for visiting hours and'asked patients for 



1. procedures 

1.1 tests 
1 .11 
1.12 

diagnostic 
lab 

1.2 monitoring 
1.21 blood pressure 
1.22 urine 
1.23 bowel movements 
1.24 timing of events 

1.3 treatments 
1.31 patient passive 

1.311 blood hanging 
1.312 fluids 

1.32 patient active 
1.321 coughing and deep breathing 
1.322 getting up in chair 

1.4 interventions 
1.41 suctioning 
1.42 stripping, draining, pulling chest tubes 
1.43 catheter readings 
1.44 giving instructions 

2. equipment 

2.1 ET tube, breathing tube 
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2.2 IVs in neck, catheter in heart, arterial line, intraaortic 
balloon 

2.3 chest tubes 
2.4 urine catheter, foley 
2.5 pacemaker 
2.6 incentive spirometer 

3. pain 

3.1 kinds of pain 
3.11 chest pain like MI pain 
3.12 uncomfortableness 
3.13 burning sensation 

3.2 sources of pain 
3.21 feel chest tubes pulled out 
3.22 sternum will be split 
3.23 pain with cough or getting out of bed 

F1gu.re 21. Taxonomy for Nurses I View of Content of Nurse-Patient 
Interaction 



4. family, visiting, social topics 

4.1 occupation 
4.2 square dancing 
4.3 walking, activity 
4.4 where lives 
4.5 football 

5. medications 

5.1 give morphine 
5.2 about PO meds 
5.3 get Tylenol number three 
5.4 pain medicine 
5.5 drugs 

6. health care providers 

6.1 patient is not alone 
6.2 about intensive care staff 
6.3 physicians are good 
6.4 introduce self 

7. environment 

7.1 orient to room 
7.2 noisy, noises 
7.3 light on ceiling 
7.4 rack around bed 

8. communication status and strategies 

8.1 won't be able to talk 
8.2 how to communicate 

Figure 21. -- Continued 
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information about their families. These rules and information segments 

often took up a substantial number of turns at talk for each of the 

participants during nurse-patient interactions. 

Patients' Views of Content of Nurse-Patient Communication. 

During the interviews, patients were asked specifically for their 

recollections of talking with nurses. Whereas the nurses' content and 

nurses' views of content had been comparable in terms of major 

categories, patients' views of content did not parallel patients' 

content as drawn from the nurse-patient interactions. During the 

nurse-patient interactions, the patients revealed themselves in terms 

of knowledge, experience, and feelings. During the patient interviews, 

however, the patients reflected the context of their present biomedical 

experience. That is, patients' recollections of talking with nurses 

were mostly in terms of the patients' experiences following heart 

surgery. 

The categories for patients' view of content, presented in 

Figure 22, include all of the items recalled by patients concerning 

talking with nurses. The categories were a) patient situation, b) 

patient needs, c) medications, d) activities, and e) casual 

conversation. In terms of situation, patients recalled talking with 

nurses about general, physiologic, and equipment situations. The 

patients recalled talk concerning needs in general and in comfort-

related terms. 

pain per se. 

The patients didn't mention talking with nurses about 

Patients recalled activities during the post-intensive 



1. patient situation 

1.1 general 
1.11 I was doing fine, looking good 
1.12 my charts were looking (good) 
1.13 I was coming along better than average 
1.14 what time my surgery was scheduled 
1.15 what was going to happen the next day 
1.16 my surgery was over 

1.2 physiologiC 
1.21 my normal functions maybe not qUite natural 
1.22 my appetite, my lack of appetite 
1.23 my ~itting, crossing legs 
1.24 my temperature, problem with my temperature 
1.25 my trying to breathe 

1.3 equipment 
1.31 I would be hooked up to a lot of machinery 
1.32 we can't take (endotracheal tube) out yet 
1.33 my chest tubes, taking them out 

2. patient needs 

2.1 general 
2.11 anything I needed 
2.12 wanting a piece of kleenex 
2.13 wanting a cup for dentures 

2.2 comfort 
2.21 being comfortable 
2.22 mouth being dry 
2.23 dressing that was binding 

3. medications 

3.1 time to take a pill 
3.2 medications before meals making patient sleepy 
3.3 what IV was for 
3.4 what is that liquid (IV) hanging there for 
3.5 antibiotics 
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3.6 allergic reaction to medication, telling doctor about allergic 
reaction 

Figure 22. Taxonomy for Patients' View of Content of Nurse-Patient 
Interaction 



4. activities 

4.1 walking, exercise 
4.2 blowing into incentive spirometer 
4.3 behind schedule an incentive spirometer 
4.4 havi~g to cough and blow on incentive spirometer 
4.5 coughing 
4.6 suctioning 
4.7 having aerasol treatment 

5. casual conversation 

5.1 time of day 
5.2 how things were 
5.3 the nurse herself and her name 
5.4 which nurse would be the patient's nurse 
5.5 other things than ailment 
5.6 substituting heart pillow for real heart 
5.7 not being in condition to watch football game 
5.8 patient's care 

Figure 22. -- Continued 

168 



169 

care period with more certainty than those of the intensive care 

period. The patients did not recoIl talking about their sources of 

knowledge, diagnostic procedures, or previous biomedical experiences 

with the nurses. Additionally, the patients did not recall talking 

with the nurses about preoperative concerns and anxieties or families. 

Summary. Summarizing the participants' views of nurse-patient 

interaction, nurses' recollections reflected the interaction data while 

patient recollections reflected their changed situation in the 

biomedical context. Neither nurses nor patients recalled talking about 

the patients' families, preoperative concerns and anxieties, or 

biomedical knowledge and experiences. 

Process and Product of Nurse-Patient Communication 

This section presents a discussion of the participants' views 

of the processes and products of nurse-patient interaction. The 

patients' views of their own and nurses' communication processes and 

the patients' views of nurse-patient communication products will be 

described. Then, the nurses' views of their own and patients' 

communication processes and the nurses' views of communication outcomes 

will be described. 

Process was defined for this study as the linguistic form and 

function of nurse-patient communication. 

for example, are communication processes. 

outcome of the nurse-patient interaction. 

Questioning and answering, 

Product was defined as the 

Reassurance and relief of 
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anxiety are examples of communication products. The processes 

occurring throughout the interaction, together with the content of the 

interaction, produced the products of the interaction. 

Fourteen interview transcripts, six from nurse interviews and 

eight from patient interviews, were the data set for this section of 

the study. Items were coded in the data for process and product. The 

process and product items were selected only if there was a definite 

nurse-patient context. For example, if, during the interview, the 

patient used "they" to mean care providers in general, the item was not 

coded. Or, if the informant talked about doctors' communication with 

patients, the item was not coded. O~ patient, for example, talked 

about his doctor's communication regarding the coronary angiogram and 

decision for surgery and then went on to say 

P. but uh the whole experience was a lot I'd say a lot more 
human than I had uh I haven't had much experience with 
hospitals but I've heard a lot and uh I think that it was a 
lot more personal. they fel/they made you feel like you 
were somebody and that you're not just another y'know uh 
animal off the street that they were gonna do what they 
y'know 

This segment was not coded for nurse-patient communication. 

Patients' Views of Process and Product 
of Nurse-Patient Communication 

Patients and Process. The patients described their and the 

nurses' communication processes matter-of-factly. They expressed no 
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concern for adjusting their communication in response to the nurses' 

verbal and nonverbal behavior. 

Patients and Process: Patients' Processes. The patients 

described a number of different communication processes that they used 

with nurses. The processes "saying" and "asking" were mentioned most 

often but other processes included "telling," "calling," and 

"complaining." Figure 23 presents a list of the patient-generated 

processes together with patient data to provide context for each 

process. 

Patients and Process: Patients' View of Nurses' Processes. The 

patients most commonly saw the nurses "telling" during nurse-patient 

communication. Figure 24 presents a list of nurse communication 

processes identified by the patients. Patient data are given with each 

listed item to provide context for the processes identified. "Telling" 

and "saying" were the processes most frequently identified by the 

patients. 

Products of Nurse-Patient Communication Identified by Patients. 

The patients were well-satisfied with the products or outcomes of their 

communications with nurses. 

answers to some questions. 

One patient had to wait a short while for 

Another patient was frustrated over the 

nurse's handling of his report of a reaction to a certain medication. 

But in general, the patients received the nurses' communications 



Process 

saying 

asking 

talking 

telling 

commenting 

calling 

signing 

mentioning 

joking 

nit picking 

hollering 

complaining 
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Context Data 

"I said" "I think all too often maybe the patient 
doesn't say enough" 

"asking a few questions" "asked a lot of questions" 

"I talked" "we talked" 

"the nurse first I told her" 

"that's the comment that I made" 

"I called the nurse" 

"I gave her some kind of a sign" 

"I mentioned it to the nurse" 

~yea I could joke on it" 

"probly I was kind a nit picky" «laughing» 

"I can holler out then to the nurse" 

"all I remember was complaining like the devil about 
that damn tube" 

"I let her have it when she came back in the room" 

Figure 23. Patients' View of Patients' Communication Processes 



Process 

telling 

saying 

asking 

talking 

reading 
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Context Data 

"tell you" "tell me" "told me" 

"they could only uh the/they could only tell me what 
they were allowed to tell me" 

"saying that was normal so I didn't have to uh uh be 
concerned about it" 

"ask how things were and if there's anything you needed" 

"when (nurse) talked about it I was quite happy" 

"the nurse was just goin through a formality of of 
readin me the the the sheet what that I signed" 

explaining "she explained what it was" 

demonstrating "she didn't just tell me she demonstrated" 

speaking "some a the nurses do not speak coherent English" 

kidding "couple the nurses here they kid me so much" 

prepping "they was preppin me for that" 

coming in "nurses come in, pass the time a day" 

Figure 24. Patients' View of Nurses' Communication Processes 
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gratefully and gracefully, and expressed little concern for remembering 

the details of the interactions. For example, one patient said, 

P. I was well-satisfied with the way they told me 

Another patient said, 

P. nurses couldn't have done any better than they did 

The products of communication from the patients' view are 

presented in Figure 25. The three categories of products were a) 

patients' knowledge was increased, b) patients were reassured, and c) 

patients' confidence was increased. Considering the category of 

"patients' knowledge was increased" the patients identified having 

questions answered as an important outcome of their talks with nurses. 

Vet when queried about what their questions had been, patients recalled 

few examples of what they had talked about with nurses. 

The finding of patient satisfaction with communication is 

supported by a previous study of post-coronary care patients' 

subjective responses to their care (Geertson, Ford, & Castle, 1976). 

Considering responsiveness of communication, only six percent of the 

participants in that study said that the communication during the 

intensive care experience had been nonresponsive. Similarly, only 16 

percent of the participants replied that the communication had been 

disruptive for them. 



1. patients' knowledge was increased 

2. 

3. 

1.1 through receiving 
1.11 information 
1.12 answers 
1.13 explanations 
1.14 preparation 
1.15 education 

1.2 through learning about 
1.21 expectations 
1.22 obligations 

patients were reassured 

2.1 through being 
2.11 helped 
2.12 comforted 
2.13 supported 
2.14 prepared 
2.15 taken care of 

2.2 through having 
2.21 apprehension dispelled 
2.22 anxiety relieved 
2.23 no surprises 

2.3 through feeling 
2.31 good 
2.32 comfortable 
2.33 relieved 
2.34 relaxed 
2.35 happy 
2.36 at ease 
2.37 well-satisfied 

patients' confidence was increased 

3.1 through understanding 
3.2 through nurses' bedside manner 
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Figure 25. Taxonomy for Patients' View of Nurse-Patient Communication 
Products 



Nurses' Views of Process and Product 
of Nurse-Patient Communication 
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Nurses and Process. The nurses were sensitive to their own and 

the patients' words and responses during nurse-patient interactions. 

The nurses used intu~tion. empathy. and patient feedback to guide their 

process strategies. 

Nurses and Process: Intuition. Nurses described what might be 

labeled as intuition about how to proceed with patients in comments 

such as "my gut feeling" and "you can just tell." Nurse's intuition is 

demonstrated in the following example. 

N. yea I think that he maybe he was tryin to appear m/more 
calm than than he was or but he y'know was receptive to 
everything I was sayin and he was real y'know wanted to 
know I got the feeling that he knew a lot before 

Nurses and Process: Empathy. The nurses showed empathy by 

putting themselves or their family members in the patient's place. For 

example, 

N. I wouldn't want somebody in my family coerced into signing 
something or having a procedure done and and I wouldn't do 
it to someone else 

Another example of empathy shown by the nurse was 

N. I put myself in their position and maybe I do it a little 
too much but um I would like to know and feel secure and 
comfortable knowing that this person cares for me 

Empathy has been defined in nursing research as a process where 

one understands the feelings and experiences of another and 
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successfully commuoicates the understanding to the other (Stetler, 

1977) . The need to be empathetic permeates the nursing culture. Vet, 

previous studies of nurse empathy during nurse-patient interaction have 

not provided substantial support for the nurse demonstration and/or the 

patient perception of empathy (Forsyth, 1979; LaMonica & Karshmer, 

1978) . 

Nurses and Process: Feedback. Whereas the patient viewed the 

nurse as using straightforward processes of communication, for example, 

"telling," "saying," and "asking," the nurses saw themselves 

interpreting the patient's verbal and nonverbal feedback to guide the 

interaction. Examples of this kind of interpretation would be "he's 

paying attention," or "he seemed pretty receptive." If the patient was 

paying attention or being receptive, the nurse was encouraged to 

continue the interaction. One nurse expressed the interactive nature 

of communication with a patient by saying 

N. it was like going deeper down into her to pull her back out 
so she could listen 

In the following example, a nurse described the patient as 

moving from "just as soon not talk" to "opening up" to "pretty 

receptive." 

N. um initially I got the impression that he would just as 
soon not talk to me because he was tired he'd a lot a 
people had been talking to him but after I started talkin 
to him I think he opened up was y'know was fine but 
initially he just wanted to be left alone to go to sleep 
but urn I thought he was y'know receptive after I st/after I 



got to talkin to him n stuff but initially he really didn't 
want me being t.here but he he did fine eh heh 
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Nurses and Process: Nurses' Processes. The nurses' views of 

their own communication processes, presented in Figure 26, were more 

varied than the patients' recollections of the nurses' processes. 

Categories for nurses' communication processes were a) informing, b) 

replying, c) controlling, d) questioning, and e) collaborating. The 

words- "telling," "saying," "asking," and "talking" were commonly used. 

Nurses suggested their control of the communication with "introducing" 

and "initiating." Nurses' awareness of their collaborative role with 

other care providers was suggested with "reinforcing," "reminding," and 

"repeating." "Shooting the breeze" and "laughing at myself" revealed 

metacommunicative strategies, that is, the nurse talked about the 

process of talking with the patient. The use of "yelling" was in the 

context of what the patient would need in the intensive care unit: 

N. I see what the patient's like y'know see what they handle 
sometimes I tend to be a little joking and maybe I 
shouldn't be as much as I am sometimes but some patients 
y'know some patients I really have to keep yellin at em 
like «laughs» y'know I think about what I say I think 
quite a bit 

Nurses and Process: Nurses' View of Patient Processes. The 

nurses described patients' processes of communication more thoroughly 

than the patients had described themselves. The nurses' views of 

patients' ways of talking, presented in Figure 27, ranged form 

"saying," "asking," and "talking" to "interrupting" and "moaning." 



1 . informing 

1 .1 telling 
1.2 saying 
1.3 talking 
1.4 speaking" 

2. replying 

2.1 verbally 
2.11 responding 
2.12 answering 
2.13 explaining 
2.14 joking 
2.15 stressing 
2.16 relating 
2.17 suggesting 
2.18 re-explaining 

2.2 nonverbally 
2.21 lip reading 
2.22 signing 
2.23 listening 
2.24 looking 

3. controlling 

3.1 introducing 
3.2 initiating 
3.3 bringing that up 
3.4 letting (patients) know 
3.5 yelling 

4. questioning 

4.1 asking 
4.2 questioning 

Figure 26. Taxonomy for Nurses' View of Nurses' Communication 
Processes 
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5. collaborating 

5.1 reinforcing 
5.2 reminding 
5.3 repeating 

6. metacommunication 

6.1 shooting the breeze 
6.2 laughing at myself 

Figure 26. -- Continued 
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1. informing 

1.1 saying 
1.2 talking 
1.3 telling 
1.4 verbalizing 
1.5 moaning 

2. replying 

2.1 verbally 
2.11 joking 
2.12 expressing 
2.13 participating. talking back 
2.14 discussing 
2.15 relating 
2. 16 agreeing 

2.2 nonverbally 
2.21 paying attention 
2.22 listening 
2.23 writing 
2.24 signing 
2.25 opening up 

3. controlling 

3.1 calling (nurse) in 
3.2 complaining 
3.3 letting nurse know 
3.4 interrupting 

4. questioning 

4.1 asking 

Figure 27. Taxonomy for Nurses' View of Patients' Communication 
Processes 
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Nurses' words such as "participating" and "discussing" revealed 

sensitivity to the patient as the participant rather than merely the 

recipient of the nurses' communication. Categories for patients' 

communication processes as seen by nurses were a) informing, b) 

replying, c) controlling, and d) questioning. "Replying" was divided 

into verbal and nonverbal subcategories. 

Products of Nurse-Patient Communication Identified by Nurses. 

During the interviews, the nurses were asked about the reasons for 

nurse-patient communication and about the results of nurse-patient 

communication. The four communication outcomes most commonly mentioned 

by the nurses will be listed here and described more fully in the 

following paragraphs. The nurses usually identified relief of the 

patient's anxiety first as an outcome of nurse-patient communication. 

Also, the intensive care nurses expected the patients to remember what 

they'd been told in a general way, at least. However much the patients 

remembered, the SICU nurses described patients who were "preoped," that 

is, recipients of the preoperative preparation talk, as more relaxed 

than patients who did not receive the nurse's preoperative preparation 

talk. Finally, the nurses indicated that preparation of patients for 

their intensive care experience benefited not only the patients but 

also the intenSive care nursing staff in that the staff could be 

prepared for the needs and idiosyncracies of individual patients. 
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Products of Nurse-Patient Communication Identified by Nurses: 

Relief of Anxiety. The outcome, relief of patient anxiety, would be 

influenced, for example, by the patient being informed and having 

tension relieved. A taxonomy, presented in Figure 28, organizes the 

nurses' views on cognitive and affective outcomes contributing to the 

relief of patient anxiety. The nurses' view that they were able to 

relieve patients' anxiety suggests concurrence with the patients' view 

that they received reassurance through nurse-patient interaction. 

However, Mullen (1978) commented that reassurance was not always 

sufficient to decrease anxiety in a sample of 1~~ post-myocardial 

infarction patients. 

Products of Nurse-Patient Communication Identified by Nurses: 

Postoperative Recollection. The nurses were hopeful that another 

product of nurse-patient communication would be the patients 

remembering something of their preoperative preparation. For example, 

N. I know I overload them but I think that maybe out of all 
those things that I've said they'll remember something to 
help them throughout the next day 

One nurse correlated the relief of anxiety with the patient is 

remembering. 

N. but that when they wake up its like oh yea that's right he 
told me about this not that they remember all that either 
for a couple days but oh he told me about this and uh and 
then that even though he might still be painful and his 
tube is really buggin him and he'll say oh I remember he 
said y'know so when he sees the things 



1. cognitive outcomes contributing to relief of patient anxiety 

1.1 having information 
1.2 having knowledge 
1.3 having preparation 
1.4 having understanding 

2. affective outcomes contributing to relief of patient anxiety 

2.1 being reassured 
2.2 being relaxed 
2.3 having tension relieved 
2.4 having apprehension decreased 
2.5 having rapport 

Figure 28. Taxonomy for Nurses' View of Nurse-Patient Communication 
Product: Relief of Patient Anxiety 
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The nurses' designation of recollection as a product of nurse-

patient communication is contradicted to some extent by the nurses' 

content subcategory, described in a previous section, "nurses." This 

small subcategory included nurses relating low expectations for 

patients remembering the things that nurses had said during nurse-

patient interaction. 

Products of Nurse-Patient Communication Identified by Nurses: 

Postoperative Differences. Nurses emphasized the postoperative 

difference between patients who had or had not been visited 

preoperatively by a nurse. Heart surgery patients were always visited 

preoperatively by the cardiologist, surgeon, and anesthesiologist, but 

the patients were not always recipients of the nurse's preoperative 

preparation talk. The nurses indicated that patients who received 

preoperative preparation by a nurse regained consciousness in the 

intensive care unit more calmly than patients who did not receive the 

preparation. That is, the nurses' talk was the one that made the 

difference. One nurse stated 

N. and it helps I think keeps them orientated because there's 
a big difference between someone who's been preoped and 
someone who hasn't been preoped 

Another example of comparison was 

N. we've seen the preoped patients are much more relaxed than 
the ones who wake up and just start thrashin and donno 
y'know what the heck's goin on 
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I. uh huh 

N. and have no control y'know we do see a difference 

Products of Nurse-Patient Communication Identified by Nurses: 

Mutual Benefit. An outcome of nurse-patient communication that would 

mutually benefit patients and nurses was identified by the nurses. If 

the nurses were prepared for individual characteristics of patients and 

if the patients were prepared for a team effort from the care 

providers, the patient could have a more satisfactory postoperative 

experience. One nurse said 

N. and the goal would be find out like t'pass on t'whoever had 
him the next day y'know what he's like y'know and ma/and 
maybe managin him saying well y'know he's really in he's 
looks like he's gonna really cooperate he looks like he's 
gonna do what we ask him n y'know he's this and I would 
pass that on to my coworkers 

Regarding the mutual benefit of the patient being prepared for 

the nurses, another nurse said 

N. that we're a a group a people that work together so that 
they will get better. that they're not alone in that 
situation that there are other people with them that will 
help them through the situation. and that they have to 
work to get better. they have to participate to get 
better. it's not something that you just sit back and let 
everybody do to you you have to work with everybody else 
like they're working with you 

Summary 

To summarize the participants' views of the processes and 

products of nurse-patient communication, thp patients saw the 

interaction as rather straightforward and satisfactory. The patients 
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received whatever the nurses gave them with little concern for 

adjusting the interactians to handle either their own or the nurses' 

needs or responses. Products of communication for patients involved 

increased knowledge, reassurance, and increased confidence. The nurses 

were more involved in the interactions, seeing both themselves and the 

patients using many process strategies. The products of the 

interactions were more complicated for nurses. Products involved 

relieving the patients' anxieties, considering the patients' 

remembering, and increasing the nursing staff's knowledge about the 

patient while helping the patient to know the goals of the nursing 

staff. 

Sequential Analysis of Nurse-Patient Interaction 

This section presents a discussion of the processes and 

products of nurse-patient communication based on sequential analysis of 

the introduction and closure segments of the nurse-patient 

interactions. The six transcripts of preoperative preparation session 

interactions were used for the analysis to maximize the comparability 

of the data set. 

A brief description of the structure of the interactions will 

be presented. Then the introduction segments of the nurse-patient 

interactions will be described in terms of general impressions, 

beginnings and endings, length, nurses' directiveness, participants' 

comfort levels, and participants' questioning behaviors. Finally the 

closure segments of the nurse-patient interactions will be described in 
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terms of general impressions, beginning closure, nurses' control, 

patients' control, final closure, questions, and review processes. 

Introduction and closure segments were chosen for analysis 

because they were more spontaneous and naturally developing parts of 

the interactions than were the middle, technical segments of the 

preoperative preparation interactions. Specifically, an understanding 

of how participants organized and controlled spontaneous segments of 

the interactions was considered to be more useful for answering the 

research questions of this study than a comparison of how n~rses tell 

patients about endotracheal tubes, mechanical ventilators, and similar 

technical subjects. 

Sequential Structure 

The nurses began each nurse-patient interaction by entering the 

patient's room and greeting the patient. The introduction segment 

encompassed the greeting and preliminary talk between the participants. 

Preliminary talk was mostly nonbiomedical-technical in nature. 

The middle, technical segment followed the introduction. The 

technical segment took from 29~ to 65~ (X = 52.~~) of the interaction 

time. The nurses' topics in this segment, based on a teaching 

checklist (Appendix G), were repetitive across the six interactions. 

All of the nurses described the endotracheal tube and mechanical 

ventilator, various vascular lines, chest tubes, nasogastric tubes, 

interventions to prevent pulmonary complications, pain medications, and 

alarms that the patient would experience in the intensive care unit. 
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The structured nature of the technical segments suggests quantitative 

study of communication effectiveness rather than qualitative 

exploration of nurse-patient communication. 

The third and final part of the interaction was the closure 

segment. During this segment, the patients participated more equally 

in terms of time spent talking. The findings of closure segment 

analysis enhance the generalizability of this study because of the more 

spontaneous 

segment. 

nature of the nurse-patient interaction during this 

Introduction Segments 

This section will present a discussion of the introduction 

segments of the nurse-patient interactions in terms of the general 

impressions, the beginnings and endings, the length, the nurses' 

directiveness, the participants' comfort levels, and the participants' 

questioning behaviors. During the introduction, nurses informed the 

patients, collected information, established the reason for the 

interaction and worked toward the technical segment of the interaction. 

Patients informed nurses and relayed their degree of interest in the 

interaction. 

General Impressions. Nurses' and patients' words during the 

introduction segments were predominantly casual. A few medical-

technical terms were used by the participants. Patients used "coronary 

care," "hemorrhoidectomy," "prostate operation:" nurses used "surgical 
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intensive care," "incentive (inspirometer)," and "respiratory therapy." 

The nurses did most of the talking, a fact which supported the 

impression that nurses were in control of the introduction segment. 

Pauses, coded if two seconds or longer, occurred rarely in the 

six introduction segments. Five introduction segments were in a 

conversational tone, loud enough to be heard comfortably in a small 

room. One introduction segment was so soft as to be practically 

inaudible outside of a 5 to 6 foot radius; the nurse matched the 

qUietness of this patient throughout the interaction. The nurse sat at 

the bedside during five of six introduction segments. One nurse stood 

for the introduction segment. The nurse and patient shook hands at the 

start of two introduction segments, otherwise there was no nurse-

patient touch. Eye contact ranged from frequent to almost constant 

during the introduction segments. 

Segment Beginnings. The introduction segment of the nurse-

patient interaction began when the nurse entered the patient's room on 

the medical-surgical ward. The investigator had prepared the patient 

for the nurse by describing this stUdy of nurse-patient communication 

and asking each patient for permission to observe and record the 

patient. in interaction with the nurse coming to do the preoperative 

preparation session. The patient had observed the tape recorder being 

set up and chairs being arranged for the nurse and investigator. None 

of the patients and nurses had met prior to the nurse entering the room 
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to begin the preoperative preparation session. The tape recorder was 

started as the nurse entered the room. 

The nurse started the introduction segment by saying "hi (or 

hello) I'm " in five of the six interactions. The sixth 

interaction began with the nurse asking the patient his name 

preference. Brackets ([]) indicate speaker overlap. Numbers in 

parentheses indicate pauses, for example, (3 sec). 

N. do you like do you go by Bill or William 

P. Bill 

N. Bill (5 sec) okay? 

The nurse did not introduce herself during this interaction. 

Segment Endings. The end of the introduction segment was 

defined for this study by two criteria. First, the nurse would start 

talking specifically about what to expect tomorrow after surgery. 

Second, the patient's next turn would be either a reply directly 

appropriate to the nurse's utterance or a response indicating attention 

without presenting meaningful content. The end of an introduction 

segment is given in the following example. 

N. um «coughs» I'm not really good when I'm being taped so 
I'm gonna try ta be relaxed as I possibly can. okay? 

P. «laughs» 

N. but anyway um when you come ta us it'll probably be about 
maybe 11:3~ 12 o'clock. okay? and uh lesee you're to 



follow the angioplasty tomorrow there's somebody who's 
gonna have [angioplasty 

P. right] 
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The patient's "right" indicated attention without presenting 

meaningful content. In the following example, the nurse was ready to 

start talking specifically about what the patient could expect. 

However, the patient's reply delayed the nurse until she could get the 

floor back from the patient. 

N. yea um okay what I'm gonna do is just go over like all the 
tubes n stuff you're gonna have all kinds of tubes n stuff 
when you wake up 

P. (?w' now) Dr 
was here 

N. uh huh? 

was in and was in and Dr 

P. when my wife and daughter were here [and they had 

N. oh good] 

P. a long conversation with him n [I think 

N. uh huh?] 

P. he he enumerated very tube wire and so [forth 

N. oh] he did. [so 

P. yes] 

Dr 

N. you know you're gonna have tha.t tube in you won't be able 
to talk 

P. that's right 
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The patient's "that's right" was the response that marked the 

end of the introduction segment. The nurse could now proceed with the 

description of the postoperative period. 

Segment Lengths. The length of the introduction segment 

varied, taking from one to four minutes or 4~ to 13~ (X = 8.7i) of the 

interaction time. The shortest segment had three turns at talk for the 

nurse and two turns for the patient. This interaction was the only one 

of the six in which the nurse had talked with other nursing staff and 

the patient·s surgeon about the patient prior to coming to see the 

patient. The nurse was aware of the high risk involved with this 

patient's surgery. The nurse said during her interview 

N. and I had no plans the only thing I had after reading her 
history was (2 sec) trying to relax I think so that because 
coming from a bright little y'know a lightly a light what 
am I saying 

I. brightly lit 

N. right thank you hallway into a very dark room that itself 
really prepared me my feelings inside. I try not to let it 
affect my mind. I just let it affect my heart and that way 
I think I can relate to people more through that because 
theY're in the situation where their mind is overloaded and 
their poor l/poor heart and soul are aching especially in 
her situation. I mean if we're directly talking about her. 
and the hopelessness is what made me feel so (3 sec) sad. 
[1 think 

1. and that was] mainly from your looking at her eyes [you've 
mentioned that a few times before 

N. uh huh her whole being] her whole aura was that way 
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The longest introduction segment had 15 turns for the nurse and 

15 for the patient. The patient, an 84 year old, had said to me that 

he was tired before the interaction began. However, he did not 

hesitate to talk with the nurse. The nurse asked for some information 

from the patient and provided information about visiting. For example, 

N. yea um have you been in the hospital before I mean had 
surgeries or anything? 

P. yes 

N. before? 

P. uh I had a (4 sec) a a hemorrhoidectomy [years 

N. oh] 

P. ago and a prostate operation 

N. s'its been a while though huh? 

P. yea its a good good while you 

N. uh huh? who's gonna is there gonna be some family with you 
tomorrow when you? 

P. yes 

N. who 

P. my uh wife n my daughter 

N. wife and your daughter. okay? (2 sec) 

P. there's more of the family here but they're not gonna be 
[up here 

N. yea] yea 

P. they'll be up here but they're not gonna be down 

N. yea n be there that day. [yea right 

P. and yea] 



N. yea um usually um in leU you'll have immediate family only. 
y'know [you won't 

P. that's right] 

N. have all the cousins n friends n stuff comin in which you 
prob1y really don't wanna see em anyway. rum 

P. that's right] 

N. yea [yea 

P. I] love to see friends but I I'm getting where I [get 

N. after] you're feeling better you'll you'll really like to 
see me. that's when you when you wanna see em 

P. that's right 

N. right. yea um and the visiting hours down there are a 
little bit limited more [limited 

P. uh huh] 

N. than they are up [here 

P. here] 

N. it'll be like ev/um on the even half hours. 
at [8:3~ 1~ 

P. yes we] dr/we 

it'll be like 
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The patient revealed previous familiarity with intensive care 

units as the talk continued. 

N. uh huh? 

P. recently we've been up here visiting friends that were n so 
we're familiar 

N. uh huh 

P. pr/[pretty we 

N. were they] in intensive care? 



P. yes 

N. intensive care? 

P. yes 

N. oooh yea um [well 

P. I guess] it was intensive care the one that was in there 
last didn't make it so it must a been. eh heh 

N. oooh downstairs? it was down on the [first 

P. yes] 

N. floor though? [yea 

P. yea] 

N. yea um okay 
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The patient's responses also demonstrated his awareness of some 

of the content the nurse planned to provide. 

P. he he (doctor) enumerated every tube wire and so [forth 

N. oh] he did. [so 

P. yes] 

N. you know you're gonna have that tube in you won't be able 
to talk 

P. that's right 

Nurses' Directiveness. The nurses gave various reasons to the 

patients for coming to talk with them. The nurses said they had come 

to tell patients about what to expect and what they would see and hear 

tomorrow after surgery. For example, 



N. what I'm going to do is come up and tell you a little bit 
about what to expect so that you'll have time to think 
about it and ask questions if you want to 
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One nurse told the patient that the purpose of the talk was to 

relieve anxiety. 

N. but y'know upon tellin someone and people havin some 
knowledge of what's going on [afterwards 

P. yea] 

N. that helps them not get so anxious 

All of the nurses had indicated during their interviews that 

relief of anxiety was an important reason for talking with patients. 

The patients appeared interested in listening to what the 

nurses had to say. The interest may have been politeness rather than 

due to a need to relieve anxiety, however. In one introduction 

segment, the nurse began with introductions and proceeded toward the 

information about the postoperative period. The patient, who was soft-

spoken and attentive throughout the interaction, did not seem anxious 

or desirous of information. Four of this patient's statements, 

underlined in the example below, demonstrated a low level of concern 

for the postoperative experience. The statements, though acknowledged 

by the nurse, did not change the nurse's view of what the patient 

needed. That is, the patient's politeness was accepted but it did not 

influence the nurse's talk. 

N. that's where you'll go after your surgery tomorrow 

P. yea [I 



N. that's] where 

P. I've been in the other intensive ~ in ~ in ~ heart 
section 

N. the coronary 

P. yea [coronary 

N. where] they monitor you. [uh huh 

P. yea] 

N. so what we like to do. we like to come up and talk with 
the patient [and 

P. uh huh?] 

N. let him know what to expect afterwards 

P. yea? 

N. and I th/and we feel that's urn that y'know that could help 
when you see the different things all around you when you 
do wake up 

P. ! don't ~ that'll bother me 

N. yeaaa 

P. I'm not worried ~ bit 

N. right well that's good. y'know that's [that's 

P. yea] 

N. good. but y'know upon tellin someone and people havin some 
knowledge of what's going on [afterwards 

P. yea] 

N. that helps them not get so anxious that 

P. sure] 

N. y'know and so 
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P. I ~ think I'll ~ anxious when ! ~ ~! know I'm 
stUl ~ 

N. uh huh? 

P. eh heh 

N. well do you h/lets see. 
particular? 

P. not [really 

N. about anything?] [yea 

P. no] not really 

is there any questions you had in 

N. have you ever had any operations before? 

P. oh many many years ago I had my appendix out 

N. uh huh? anything since then? [any 

P. nuh] oh had a broken leg 

N. uh huh? 

P. was really broken 

N. okay? well? I'll go about tellin you then what what to 
expect y'know [after your 

P. uh huh] 

N. surgery. you're goin in 7:3~ in the morning 
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The patient did not see the nurse as insensitive. He said 

during the interview 

P. he was he was giving me some information about the surgery 
what was what was coming up and he was he was very obliging 
very nice chap 



The nurse was convinced that the patient's comments did not 

truly reflect his level of anxiety. The nurse said during the 

interview 

I. as you you got some information from his chart n then you 
walked into the room as you walked into the room and took 
him in 

N. yea 

I. what things went through your mind in terms of okay this is 
how I'm going to approach 

N. uh huh well «Sighs» (3 sec) y'know just the check out his 
uh I guess one thing I noticed about him was it seemed like 
he o/I mean kind a short a I don't know its kind of I think 
he was more nervous than he was I mean he was seemed like 
already well-prepared in a lot a things he y'know cause 
when I said things he seemed to right away know things um 
«clears throat» n he wanted to be real prepared and it 
seems like he had a he know that bein prepared that would 
be better and he he was tryin to be real at ease and I 
thin/but underneath I could feel that he was pretty pretty 
sc/uh scared and uptight I think. just maybe y'know maybe 
a little I don't know how he jerked a little bit or like 
when he reached up to shake my hand I mean it wasn't like a 
really a relaxed course I would not be relaxed the day 
before that um but «claars throat» I think he did how'd I 
feel about him as I approached him? 

1. uh huh 

N. um hnn I guess I was I was just tryin to gather y'know 
where his level of anxiety was and uh lets see hmmmm 

1. you sensed that he was anxious [to a 

N. yea] 

1. certain extent [even 

N. yea] 

1. though he was trying to appear calm? 



N. yea I think that he maybe he was tryin to appear m/more 
calm than he was or but he y'know was receptive to 
everything I was sayin and he was real y'know wanted to 
know I got the feeling that he knew a lot before like he. 
maybe either by searchin it out or by other people (? word) 
y'know just tellin him a lot 
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Comfort Levels. The patients were generally more relaxed than 

the nurses during the introduction segments. Several nurses commented 

about the tape recorder. For example, 

N. I was gonna come and talk to you a little bit about your 
surgery tomorrow okay? and uh she's taping us already huh? 
she is ooh I'm not really good at being taped 

N. 

Another example was, 

okay well what I/I'm going to do is go over like (4 
I'm not ,used to being tape recorded eh heh anyway um 
go over y'know what you're you can expect 

sec) 
I'll 

During another interaction, the nurse referred to the tape 

recorder as of possible benefit to the patient. 

P. you know a course that all you people that talk to me I'm 
gonna forget about half of it «laughs» 

N. well she's taping this so I mean if you want a copy of it 
I'm sure she'd be more willing ta let you have one [here 

The sense of the patients being relaxed comes from observation 

of their nonverbal behavior and their response to the nurses' 

questions. The patients reclined on or sat on the edge of their beds, 

usually with arms and legs uncrossed and in a relaxed position. The 

patients never stated or implied nonverbally that the tape recorder or 

the investigator in the room were making them uncomfortable or nervous. 
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Questioning Behaviors. The nurses asked questions about the 

patient, his familiarity with hospitals, previous hospitalizations and 

surgeries, the patient's family, and preparation by other ~are 

providers. The patients responded smoothly about themselves and their 

families. The nurses also asked the patients whether they had any 

questions. For example, 

N. okay?] alright? 
started? 

do you have any questions before I get 

P. no. no I I figure you're the pros 

N. I'm the pro huh? 

P. «laughs» 

Another example of the nurse asking for questions was, 

N. okay? do you have any questions before I get started? 
that you'd like to ask me? 

P. no I may think a some 

N. you may have sumpm by the time I get through [huh? 

P. yea] that's right 

There was only one patient question during all of the 

introduction segments and that was said in a joking manner as follows. 

P. if I make 
spirometer) 
go home? 

4~~~ (cubic centimeters on the incentive 
the first day (after surgery) will you let me 

N. they'll be impressed 

P. «laughs» 

N. I don't eh heh [I don't 



P. you don't] 

N. think 

P. you don't think they will 

N. no 

P. alright 

Summary of Introduction Segment' Analysis. Analysis of the 

introduction segments of six preoperative preparation sessions found 

the nurse directing the introduction toward the end so that the middle, 

technical segment could begin. The segments ended when the nurse began 

talking about the patient's postoperative intensive care experience and 

when the patient's reply allowed the nurse to continue the topic. 

Introduction segments were short. While each of the participants gave 

information to the other, the patients were generally tolerant of the 

nurses' structuring the introduction. Two patients who did talk more 

than the others delayed but did not prevent the nurse from completing 

the introduction and going ahead with the interaction. The nurses 

assumed the patients needed relief from anxiety but the patients 

demonstrated politeness more than anxiety. The patients appeared more 

relaxed than the nurses did. While the nurses asked questions of the 

patients. the patients had no substantive questions of the nurses. 

Closure Segments 

This section will present a discussion of the closure segments 

of the six preoperative preparation interactions. The subsections of 
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the discussion will be general impressions, beginning closure, nurses' 

control, patients' control, final closure, questions, and review 

processes. Control of the interaction does not denote severity or 

rigidity. Rather, control is analyzed from the perspective of how the 

talk is ~rganized by one or the other of the participants. Review 

processes were interaction sequences in which the nurse informed or 

elaborated using biomedical-technical language. 

General Impressions. The closure segments were a considerable 

part of the nurse-patient interactions, taking from 5 to 14 minutes or 

25i to 58i (X = 39.3i) of the interaction time. The nurses did less 

talking than during the introduction and middle segments. Several 

patients had turns of substantial length during the closure segments. 

The nurses may have been more relaxed than they were during the 

introduction segments. The patients continued their relaxed demeanors 

except for the one high risk patient. This latter patient's 

interaction with the nurse became even quieter as the session moved 

toward final closure. Five of the six patients were physically 

assessed during the closure segment resulting in more movement and 

touching between the participants. The sixth patient assessment took 

place after the interaction had ended. That is, the nurse left the 

room, reviewed the chart, and returned to the room later to do the 

assessment. 

Words used during the closure segments were mostly casual. 

Participants talked about family and leisure activities. 
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Biomedical-technical terms used by the patients were "angiogram," 

"(arteries) clogging up," "blood flowing," "EKG," "incisions," "stress 

test," and "treadmill." These were familiar words for the patients, 

given their status as patients with heart disease anticipating surgery 

the next day. Nurses used biomedical-technical language as well, 

usually repeating what they had described during the middle, technical 

part of the interaction. Nurses used words such as "monitors," "IVs," 

"incentive spirometry," and "medical, surgical, and coronary ICUs." 

Beginning Closure. The closure segment of the nurse-patient 

interactions began when the nurse provided a neutral opening to the 

patient following the description of what the patient would experience 

in the surgical intensive care unit. The nurses began the closure 

segment by asking for questions in five of the six interactions. The 

nurse's utterance provided a neutral opening to the patient, that is, 

the patient's choice of reply was not limited in any way. For example, 

N. and also sometimes they may give you medicine down that 
tube also. once your stomach starts working n stuff. 
(start closure:) um do you have any other questions? (2 
sec) 

P. well I can't think of any. if I can remember half of what 
they told me I I I d/I wo/[wouldn't have any questions 

In the next example, the nurse asked for questions and both and 

wife and husband replied. 

N. yea okay um are there any questions that you have anything? 
any of anybody? 

Wife. oh I think [you've been so thorough I 
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N. eh heh 

P. what i/what is what is] what is the length a time on this 

N. on the surgery? 

P. yea 

One nurse gave encouragement to the patient as a way to start 

the closing segment. 

N. just to 
still. 
awhile. 

keep him (patient) comfortable and rested and 
that's the word I was looking for just still for 
but um I think you'll do fine your record [looks 

like your history isn't 

P. that's what the doctor told me] 

N. isn't terrible (start closure:) looks real good 

P. but we're just trying to get rid of this these blockages 

N. right 

The nurses seemed to relax in a subtle way at the beginning of 

closure. They had told the patients about the postoperative period and 

now were prepared to share the talk time with patients more evenly. 

Nurses' Control. The nurses did not relinquish control of the 

interaction entirely. Nurses maintained control by asking questions, 

starting the physical assessment, persisting in the topic, and verbally 

monitoring themselves. 

Nurses' Control: Questions. The nurses were in control when 

asking patients questions about their families and which family members 

would be in the waiting room the next day. Family members' names were 
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kept with the patient's records in SICU to help the staff communicate 

.with the families as they visited or telephoned the unit. In the 

following example, the nurse's questions have been underlined. 

P. uh her son came out from Michigan he flew in yes/today er 
last so she's 

P. she's] got someone ta 

N. okay is that is that your only child that's here is your 
son? 

P. yes he came out just just for this 

P. James 

N. James (3 sec) is that the only child you have? [is James? 

P. no I] ha/well now I said our son [because 

N. uh huh] 

P. its really her son 

N. from g previous [marriage? 

P. previous marriage [but his 

N. okay] 

P. father was died when he was a baby [see? 

N. uh huh] 

P. but I have two boys from a previous marriage [also 

N. uh huh and] they may be calling also? 

P. oh they'll no doubt I don't know wheth/they' 11 call the 
hospital they'll be calling (? words) 

N. well if they do 



P. se he was able at any time he can get up n go leave y'know 
h/he's not 

N. one of your sons 

P. yes James the one that come out here [(1 2 words) 

N. oh the one that's out] here. that's her son. ~ what ~ 
your two ~ ~ that may be calling 

P. Dan 

N. Dan 

P. and Jim «laughs» 

N. an/another Jim 

P. another Jim 

N. okay this is Jim and the other is James. okay and 
two are the sons that may be calling see this way if 
call we know who they are [and we can tell them y'know 
you're doing 

P. oh oh I se/I understand] right 

N. and how she's doing. and your wife's first ~ is1 

P. Margaret 

N. Margaret okay 

these 
they 

how 
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Nurses' Control: Starting Assessment. The nurses announced 

the start of a physical assessment to the patient near the end of five 

of the six interactions. For example, 

N. what I'm] going to do is listen to your lungs 
heart n make sh/see how your pulse n stuff are. 

P. alright] 

and your 
[so that 

N. when you come back tomorrow n you can't find sumpm if it 
wasn't there before we won't worry about it 



P. alright? 

N. um think I've covered everything. alright. I'm just gonna 
take a listen and then I'll let ya eat too 

2~9 

For the nurses, the activity involved with assessment seemed to 

provide a bridge between sitting beside the patient's bed and moving 

out of the room. During an interview, one nurse gave an empathetic 

reason for doing the assessment toward the end of the interaction. 

N. I don't like to do that (assessment) first off because 
that's the first thing the doctor comes in hi he takes 
their clothes off listens ta I mean y'know. I don't like 
t/and I wouldn't want that to be done to me. I would 
rather have somebody sit down and get to know somebody and 
feel comfortable with them 

Nurses' Control: Topic Persistence. A third way of the nurse 

retaining control is exemplified in the following interaction sequence. 

The patient was talking about a man coming from the laboratory to do a 

test. The nurse wanted information about the patient's allergies and 

persisted with the topic. 

P. and he was] he wants to cut he want make little incisions 
to see how long I bleed 

N. bleed 

P. that's what he wants to do. [he's been here three times 

N. you're allergic to aspirin] 

P. three times he's been here and somebody's eh heh been in 
here. he hasn't got to [that yet 

• 
N. oh] you're allergic to aspirin correct? 
P. aspirin yes 
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N. okay no other drugs [no foods? 

P. not that I] know of. not that I know of 

N. no allergies to foods? 

P. I'm a good eater too 

N. yes me too eh heh 

P. eh heh 

The interaction continues with the nurse trying to start the 

physical assessment. The patient delays the nurse's move. 

N. but okay I just wanna listen to your lungs [and I want to 

P. oh] that's what that's the only thing that I have is that I 
have a cold 

N. okay 

P. is getting better by maybe by tonight it'll be gone 

N. okay 

P. but this thing «motions behind him to the cooler in window 
sill» doesn't help me any [ (? word) 

N. no it doesn't] okay 

P. because I feel that I get [clogged up in a 

N. you could have her] turn the thermostat down 

P. he (roommate) complains about the heat alot though 

N. then you could switch beds 

P. that's what he he mentioned yesterday. at night I don't 
feel anything. I don't fe61 anything coming through but 
he's burning there 

N. I don't see where that would be a problem for them to 
literally switch [beds 



P. switch] the beds. cause I doll feel comfortable here even 
though there's nothing coming through here. I [don't feel 

N. yea] 

P. it. but now right now I [do feel it 

N. yea. I feel it] right here too 

P. and maybe he'll feel comfortable 

N. yea 

P. here and I can get comfortable [over there 

N. I would] suggest that to the nurses. I'm just gonna listen 
to your lungs oh you can sit up that's fine. I wanna 
listen to you back [here 

P. yes] okay I was just gonna turn around 
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Nurses' Control: Monitoring Self. Nurses monitored themselves 

as a way of maintaining control of the interactions. One nurse 

commented about the tape recorder influencing her talk. The patient 

empathized with her feelings. 

N. I'm not used to being taped the first one I did I was a 
little nervous and I 

P. yea 

N. had trouble gettin going there I'm not used to being on 
stage 

P. well when the first uh time I ever y'know on one a those 
things I uh was havin a conference with some a the 
employees and I didn't know that there was a tape recorder 
going there and 

N. uh huh? 

P. and we uh used quite a bit a oilfield language y'know and I 
think they could beep that out because every once in a 
while when I replayed it I I'd hear a beep [there 



N. beep] «laughs» 

P. or a gap 

N. uh huh? yup well I try to be careful. I'd do better if I 
didn't know it was there. 
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Nurses occasionally took a moment to themselves to review how 

they were doing during the interaction. For example, 

or, 

or, 

or, 

or, 

N. let's see here. see what else 

N. well golly lemme just look over my list here of things to 
help remind us what to tell you (7 sec) and uh y'know 

N. um think I've covered everything 

N. we'll take care of her (wife) um lemme see. so you know 

N. but lemme see I don't wanna miss anything here for you 

One nurse commented on responsibilities for other patients 

several times during interactions. The comments helped the nurse to 

get to the end of the interactions by using reasons that the patient 

could understand. 

N. well I have another little patient downstairs I have ta 
attend to 

and at another pOint, 
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N. go downstairs n check on the patient I have down there 

and again, 

N. I've got so many things on my mind from downstairs 

Patients' Control. Patients relqted illness experiences to the 

nurse, possibly to establish credibility or competence in their role as 

preoperative heart patients. As discussed above in the sections on 

patient language and content during nurse-patient interaction, patients' 

demonstration of familiarity and knowledge in the biomedical context 

were important themes in the study findings. Patients used narratives 

and humor to exert a degree of control. 

Patients' Control: Narratives. In the first example below, 

the patient describes his experiences with the diagnostic tests for 

coronary artery disease. He uses the nurse's humorous comment to start 

his own story. 

N. I'm on the ball today 

P. eh heh 

N. I had breakfast eh heh 

P. which I didn't have Monday I didn't have lunch I didn't 
have (1 words) 

N. you didn't 

P. I went for a stress test uh Dr at 

N. uh 

P. and uh over there they had a little bit of a EKG 

N. uh huh 



P. and uh when the doctor came in and saw that he says right 
away he says uh I don't think I'm gonna put h/put him not 
even put him on the on the on the 

Son. treadmill 

P. treadmill 

N. oh 

P. and uh right away y'know I knew something was wrong. but 
it didn't scare me 

N. uh huh 

P. but uh then he asked the other doctor who was taking care 
of another patient on another treadmill he says will you 
take a look at this and see what you he says but don't say 
anything eh heh right there he confirmed what I thought eh 
heh 

N. eh heh really 

P. so it still didn't scare me 

N. uh huh 

P. but then he had some had me wait there because he wanted to 
get in touch with Dr and 

N. uh huh 

P. and tell him what he had seen already that he wasn't gonna 
give a stress test and then he gave me I guess it was I 
don't know what it was but he gave me some papers to bring 
the (doctor) and then (doctor) sent me right across here to 
the hospital to give me in the [inje 

N. cine] 

P. the cine/[angiogram 

N. angiogram 

P. and then the other doctors came in and told me that I'm 
gonna stay here. I thought I was gonna go at least shave 
and get a haircut eh heh 

214 



215 

N. eh heh 

P. but I can't so I'll stay 

In a second example of a patient taking control of the 

interaction, the patient tells about his heart attack experience 21 

years ago. The patient uses the nurse's comment about nurses being 

available for questions to launch his story. 

N. cause] if you think of anything the [nurses 

P. I] 

N. here are pretty good at answering questions [and 

P. oh] they're wonderful 

N. [I know they are 

P. they'll tell me] anything they know y'know as far as it uh 
that's one thing I I even in (town) so much difference. 
you can't imagine what it was like in 1964 in 
hospital. I had the heart attack 

N. uh huh 

P. they brought me in and they didn't know if I'd make it ta 
the hospital. they put me in a double room like this. 
walked out and left me. the next morning they wheeled me 
into the deep freeze and left me in a wheelchair and about 
2~ minutes later a gentleman says well c'mon over here and 
it was a good 3~ or 5~ feet to get up on the table to take 
xrays. see at that time they laid ya flat 

N. uh huh 

P. and uh tha/and that's the way they did it then and then 
they put brought me back and I was flat on in the bed for 
1~ days. 1~ days they wouldn't let me outta the bed I 
couldn't even sit up. the doctor come in and he just 
bawled me out because I had got a hold of a phone and was 
calling the office tell/y'know i I run an auto parts store 
and I was tellin em what to do y'know and oh he just so 
upset over that «laughs» and and not when I was up in 



(town) the next morning although the nurse stayed like 
where she's (investigator) sitting I d/I wake up doze 
y'know n wake up all night long once the pain left me uh 
y'know and I I'd wake up n she was sitting there y'know all 
night. it seemed like. but anyway. but the next morning 
she let me sit on the side the bed and uh that same day I 
was uh y'know get up and walk around the bed like that 

N. well they do I know its [j 

P. its] just 

N. with time they learn more n more about 

P. oh I couldn't even [stand up 

N. the body] 

P. when they finally let me out of bed 

The nurse takes the floor back now. 

N. see now before a 1~ years ago with open hearts you never. 
got em up in a chair until a couple two or three days later 
n you never let me walk around until like maybe five or six 
days [later 

P. yea] sure 

N. and see now we're up ta y'know gettin up in a chair the 
next day and walking around' the day after that 

P. well I I'm not much y'know but I do know you lose strength 
layin on your back 

N. get weak 

P. see you get weak just lying there so 
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Patients' Control: Humor. Patients used humor to establish 

some control for themselves during the interaction. The first example 

shows the patient asking about watching the football game and 

describing the sequence as "just joking." 



P. while I'm out while I'm while I'm getting back i/bout 7 
o'clock tomorrow night (day of surgery) do I get a button 
or a switch or 

N. [yea 

P. for] the television so I can watch the football game? 
«laughs» 

N. oh that's right Denver 

P. that's right 

N. are you a Denver fan? 

P. well no I just I'm just a good Monday night football fan 
see? 

N. well I'll write [a little note 

P. I gotta know] I gotta know all this y'know 

N. well they can give you a-button for a TV [tho I 

P. hmmm] 

N. doubt whether you'll even be aware that there's [even 

P. well then] [then 

N. a TV] 

P. then well if I can't push a button you get a 
th/that can shove «laughing» the button. 
that? 

nurse there 
will you [do 

N. well we] can have it turned on [if (? 4 words) 

P. somebody that] likes a football game yea alright 

N. I was trying to think [who if there's 

P. no I was just] 

N. any of the men working down there [they'll be watching it 
«laughing» 

P. I'm just] «laughing» 
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N. they'll keep you updated anyway 

P. I'm just joking 

N. but yea we do have TVs in the room so you will be able to 
use it «laughing» 

P. ({laughing» I'm just just just joking 
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Another patient sprinkled humorous comments throughout the 

closure segment as a means of control. Two sequences are given as 

examples. First, 

N. you've been talked to and talked to huh 

P. yea and Dr is our family [doctor 

N. uh huh?] 

P. he's real good n 

N. uh huh? 

P. and uh oh-they're all good. 
stand this uh the surgeon 

N. __ ? 

P. 

N. Dr yea 

P. only thing wrong with him is 
(first name) __ (last name) 

____ is a good doctor and 

is not his sister 

N. oooh yea [she's not his sister huh? 

P. you know this] beautiful gal that you see on television 

N. yea on television yea «laughs» yup well I'm [gonna 

P. he sell he seems like a awful nice [fellow he's 

N. yea oh yea] 
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P. calm and collected never acts like he's 

N. yea 

P. shook up about anything 

A second example of this patient's use of humor was as follows. 

This patient was 84 years old. 

P. and I had a book here on the Civil War that I was readin 
and it was quite interesting and [well illustrated 

N. uh huh] 

P. n she (another nurse) saw it n «coughs» was looking at in 
n I was standin there talkin to her about it and my wife 
and a friend came fr/in from ____ and this friend said well 
I expected to see you in bed and here you are standin up 
talkin to a pretty girl. and I said well I'm just sick I'm 
not dead 

N. «laughs» yup alright well you take care 

Considering nurses' and patients' control strategies during 

parts of the closure segment of the interaction, there was never a 

sense of either disinterest or impatience between the participants. 

The nurses seemed interested in the patients' biomedical experiences 

and humorous anecdotes. The patients continued their relaxed demeanor 

throughout the nurses' questions, assessments, topic persistence, and 

self-monitoring. Only one patient seemed anxious but in a reticent, 

non disruptive way. 

Final Closure. Analysis of the final closure segment of the 

nurse-patient interaction showed how nurses end the interaction prior to 

their leaving the patient's room. The nurse controls this last 
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subsegment, regardless of how much time at talle had been shared during 

the whole closure segment. Final closure began with the nurse's last 

summary statement. Following the summary statement, turns at talk 

ranged from two to seven for the nurse and from one to seven for the 

patient. Examples of nurse summary statements were 

or, 

or, 

N. yea (4 sec) okay well that's all and 

N. yea so okay well we'll see you down there then 

N. okay? okay well it was nice meeting you and talking to you 
and and we'll see you tomorrow 

One interaction was interrupted just at the end. The 

participants' attention turned to another nurse and final closure was a 

nonverbal effect of circumstances rather than a verbal process. The 

nurse had just finished the phy~ical assessment and commented about the 

patient's heart 

N. its in there 

P. eh heh [still there 

N. we'll have] to check tomorrow make [sure that they left it 
1n 

P. that they] that they left it in there. yes [do that 

N. okay] 

P. for me will you? eh heh 

N. okay eh heh promise first [thing 

P. okay] 
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N. okay 

P. there's some more (people coming into room) , 

Another Nurse: you guys busy? 

N. I'm done I'm just finished 

P. now there're more people comin in 

AN. yea but you know two two two at a time guys 

P. eh heh 

N. well we're preopping dear 

An interrupted final closure raises the question of whether the 

participants had finished their interaction. During the interviews, 

neither of the participants recalled being interrupted. Perhaps both 

viewed it as a normal event in the patient's day prior to surgery. 

During the longest final closure segment, the nurse reviewed 

the relationship between the patient's surgery time and another 

patient's angioplasty. The nurse had commented on this relationship at 

the beginning of the middle, t~chnical segment of the interaction. The 

nurse tied the beginning and end of the interaction together and 

emphasized the course of events the patient would experience before 

surgery and the intensive care experience. 

N. okay well 

P. well [thank you 

N. it was nice] meeting you and I work tomorrow so I will 
probably see you tomorrow [okay? 

P. alright] 



N. and if you're awake enough I'll pop by and say hi. 
not have you as a patient because I come in at well I 
a meeting tomorrow but I don't come in and work til 
o'clock [and so 

P. okay] 

I may 
have 

N. if y'know the angioplasty is successful then you'll be 
admitted in the later part of the morning. but if the 
angioplasty is not successful then I'll see you and probly 
will admit you 

P. right 

N. in the afternoon 

P. okay I understand that that he has the they have the one 
b/y'know 

N. yea so you might have to wait a little bit longer [it its 
not successful] 

P. depends I guess] yea 

N. but if it is you'll be done first thing 

P. (? alright) [okay 

N. okay?] good luck to you 

P. okay 

N. and we'll see you tomorrow okay? 

P. alright 
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Questions. During the closure segments of the nurse-patient 

interactions, the nurses asked the patients about four times as many 

questions as the patients asked the nurses. The nurses asked patients 

about their state of health in terms of diet, smoking, exercise, and 

allergies. Nurses asked for information about patients' families and 
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social matters. Social topfcs included leisure pursuits, previous 

occupations, and home town. 

In five of the six interactions, nurses asked patients if they 

had any questions. The patients never did right then. For example, 

N. urn do you have any questions at this point [that I 

P. nnnot] really. [no? 

N. yea] 

P. they'll all come on as eh heh [as it 

N. yea] 

P. progresses. no I just 

N. uh huh 

P. don't think so 

Another example spanned ten turns at talk for each participant. 

N. yea right it (storage area for bags of IV solution) is like 
a bank except you don't have ta sign anything out when you 
take a take a bag there. well? I can't think of anything 
else unless you really have any questions ta ask me 

P. no [I uh 

N. cause] if you think of anything ... 

The interaction continues with eight patient turns and eight 

nurse turns. Then the patient says, 

P. see you get weak just lying there. 
of anything 

so. 
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At another point in this same interaction, the patient answered 

"no" to the nurse's query but got around to his question rather 

quickly. 

N. e/are there any questions that you really feel you wanna 
ask me 

P. really no I c/I've read this y'know and I've talked to em n 
I guess 

N. a lotta people 

P. my questions'll probly come all at once 
«laughs» 

afterwards 

N. well that's okay I'm downstairs till ____ o'clock [tonight 

P. but uh] will you be in the room during the operation? 

N. okay during the operation? 

P. yes 

N. no [not during 

P. not not during] 

N. the operation 

P. just after 

N. right 

Other patient questions were for specific information such as 

the surgery's effect on clogged arteries, the surgical intensive care 

unit phone number, watching the football game (jokingly), and going 

home (jokingly). The patients asked about time of going to the 

operating room and length of time in the operating room. They also 
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asked about length of time in the surgical intensiv'e care unit and how 

this time would be spent. For example, 

P. spend] about four full days down there huh? 

or, 

P. so I'll] sleep most of the day tomorrow? 

Considering the participants' questions of each other, the 

nurses did not explore the patients' thoughts and feelings about their 

illness and surgery. The patients did not ask any questions of the 

nurse that concerned the nurse's specific role during the postoperative 

period. 

Review Processes. The nurses would occasionally review or 

elaborate on equipment or procedures involved with the surgical 

intensive care unit experience. This process of going back to 

biomedical-technical information seemed to keep the nurses' role as 

biomedical expert visible and intact. The review or elaboration 

provided a way for the nurse to take the floor back, or add new 

information, or emphasize the technical complexity of the intensive 

care unit. 

In the following example, the nurse takes the floor back but 

only briefly. 

P. I can shave today they give me time because there've been 
so many people [comin in 

N. yea] 

P. for this and that. that that [fellow that's coming 
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N. that's a good] idea if you do because 

P. yes 

N. in order to hold that breathing tube in there's tape 

P. oh y",s 

N. across. okay [you'll 

P. yea] um this fellow's comin in (to the room) 

The nurses added apparently missed information in the following 

examples. 

N. uh huh? well golly lemme just look over my list here of 
things to help remind us what to tell you (7 sec) and uh 
y'know through this line that you'll have here 

P. uh huh? 

N. we can draw blood out a that line [so also 

P. oh yes 

N. you won't y'know you'll see us draw out a [that 

P. hmmm] 

N. frequently. 
during that 

Similarly. 

N. uh huh? 
legs 

P. okay? 

uh that won't be we won't be stickin you 

(3 sec) they'll also put some TED hose on your 

N. like little support hose for awhile 

P. yea 

N. so that keep the circulation n stuff good 
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The nurses emphasized the technical nature of the patient's 

intensive care experience in the following examples. 

P. that's good okay so I guess that's ita that's all I have. 
you (reference unsure; either nurse or wife) got anything 
else 

N. you'll be in the intensive care unit probably three to four 
days then come right back up to this floor 

P. uh huh 

N. um we monitor your heart. you'll have patches on so we can 
monitor your heart. we monitor your blood pressure. we 
monitor your urine output. we monitor everything 

P. everything] well that's good 

N. 

Another example was as follows. 

(about nurses being available for the patient 
communicate with) I wouldn't raise your hand real 
because there's a lot if IV tubing [a lot of tubes 

to 
high 

P. oh sure] 

N. around so we don't want you to knock anything loose 

A third example of the nurse going back to medical-technical 

language was as follows. 

N. its very important for you to rest n sleep its 
tubes come out that you have ta start working. 
meaning getting up in a chair when its time n 
incentive spirometry n coughing 

when all the 
and working 

n using your 

Summary of Closure Segment Analysis. Closure segments began 

about one-half to three-fourths of the way through the nurse-patient 

interactions. Nurses began closure by providing a neutral opening to 

the patient after a description of what the patient would experience in 
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the intensive care unit. Nurses used strategies of questioning. 

starting the physical assessment, topic persistence, and self-monitoring 

to control the closure segments. Patients used narratives and humor as 

control strategies. Final closure was also begun by the nurses. 

Nurses asked more questions than patients although all participonts' 

questions sought basic information and did not probe the 

responsibilities, thoughts, or feelings of the other. The participants 

were tolerant of each other. The congenial tone of the closure 

segments, was never disrupted with expressions of disinterest or 

impatience. 

Summary 

This chapter has presented findings of the analysis of the form 

and function of nurse-patient interaction. Content of nurse-patient 

interaction was described. Exploration of nurses' and patients' 

content during nurse-patient interaction found that nurses emphasized 

equipment and procedures. Patients' content was mainly se1f-

descriptive concerning knowledge and biomedical experiences. The 

participants' 

recollections 

views of content were then 

reflected the interaction 

described. Nurses' 

data while patients' 

recollections demonstrated their changed situation in the biomedical 

context. 

Participants' views of processes and products were described. 

The nurses saw the processes and products as complex and dependent on 

participant responses whereas the patients saw the processes and 
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products as straight-forward, not requiring any particular interactive 

strategies. 

Finally, the findings of sequential analysis of nurse-patient 

interaction were presented. The characteristics of the introduction 

and closure segments were described. Nurses directed the sequences of 

the interactions, for the most part. During closure, the patients 

participated more actively, sharing information about themselves and 

their families. 



CHAPTER 6 

SUMMARY, CONCLUSIONS, LIMITATIONS, 
IMPLICATIONS FOR NURSING 

This chapter will present a summary of the thearetical 

structure and methodology of this study of nurse-patient communication 

during critical illness events. The conclusions and limitations of the 

study will be discussed. The implications of the study for nursing 

theory, practice, and research will conclude the chapter. 

Summary of Theoretical Structure and Methodology 

The purpose of this study was to explore and describe nurse-

patient communication during critical illness events. The fundamental 

assumption for the study was, first, that patients have varying degrees 

of need during critical illness events and nurses, by their preparation 

and constant presence, can address the patients' needs. Second, nurse-

patient communication is an essential component of nurses caring for 

patients during critical illness events. A person experiencing 

critical illness events has sustained a disease or injury of sufficient 

magnitude to require intensive medical and nursing care. The problem 

addressed in the study was the insufficient research base for the 

understanding of nurse-patient communication. 

23~ 
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The research questions for the study were: 

1. What are the characteristics of verbal and nonverbal expression 

in nurse-patient communication during critical illness events? 

2. What are the form and function of nurse-patient communication 

during critical illness events? 

The theoretical structure for the study incorporated 

communication, sociolinguistic, and nursing theory. Two models of 

communication were presented. Sociolinguistic theory was discussed, 

with attention to verbal and nonverbal expression, and content, 

process, and product of interaction. A brief description of the 

development of communication research in biomedicine introduced a 

discussion of the use of sociolinguistic methods in the study of nurse-

patient communication. SociolinguistiC methods involve the context of 

the situation for communication as well as the participants, verbal and 

nonverbal methods of communication, and structure and function of 

communication. 

Nurse-patient communication research was presented to 

demonstrate the present research base for the area of study. Doctor-

patient communication research methods and findings were described to 

more fully ground the proposed study. Finally, nurse-patient 

communication during critical illness events and related research were 

described to complete the theoretical structure for the study. 

The methodology for the study used an exploratory, qualitative 

design. The study setting was a 374-bed private hospital in the 
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Southwest with a medical-surgical ward being the primary data 

collection site. Permission to pursue the study was granted by the 

College of Nursing at the University of Arizona and by the institution 

where the study took place. 

Sources of data were patients, nurses, and nurse-patient 

interactions. Patient subjects were a) over 18 years of age, b) 

English speaking, and c) free of cerebr91 impairment. There were nine 

patient subjects, seven with coronary artery disease, one with coronary 

artery disease and aortic valve disease, and one with mitral and aortic 

valve disease. Nurse subjects were full-time, registered nurses who 

interacted with the patient subjects. There were six nurse subjects, 

four from the surgical intensive care unit and two from the medical

surgical ward. 

Methods of data collection were participant observation, 

observation and audiotaping of nurse-patient interactions, audiotaped, 

open-ended interviews of nurses and patients, and transcription of the 

interviews and interactions. Participant observation focused and 

clarified the study methodology and enhanced the mutual familiarity and 

comfort between the investigator and the nursing staff. 

Nine nurse-patient interactions were observed and audiotaped. 

The six nurse-patient interactions for preoperative preparation of the 

heart surgery patients provided the core data for analysis of nurse-

patient interactions. Fourteen interviews were done, six with nurses 

and eight with patients. The 23 audiotapes were transcribed by the 
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The data were subjected to content analysis for 

taxonomic organization. 

A research triangle comprised, of participants, expression 

categories, and form and function categories illustrated the 

methodological organization of the study. Expression categories were 

language, paralanguage, and nonverbal behavior. Form and function 

categories were content, 

communication. 

process, and product of nurse-patient 

In summary, this exploratory study sought to contribute to a 

research-based understanding of the phenomenon of nurse-patient 

communication during critical illness events. Patients experiencing 

critical illness events and nurses caring for those patients generated 

the data base through participating in nurse-patient interactions and 

open-ended interviews. Verbal and nonverbal expression and form and 

function of nurse-patient communication were organized and described. 

Conclusions 

The findings of the study were presented according to the 

research questions. Verbal and nonverbal expression during nurse-

patient communication were considered first. 

Language 

Nurses' language during the nurse-patient interactions ranged 

from biomedical-technical concerns to casual conversation. The 

structured preoperative preparation sessions with a printed list of 
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biomedical topicS to be covered by the nurses no doubt increased the 

amount of biomedical-technical language over casual language. The 

patients used biomedical-technical language to express their 

familiarity with the biomedical setting. Nurses talked more, and about 

more topics, than did patients. Nurses used casual language to talk 

about patient-related and social topics. Patients used casual language 

to talk about family, work and leisure, and in humorous segments of 

talk. 

Inequality in Language Use. The preponderance of nurses' 

biomedical-technical language demonstrated their familiarity and 

comfort with this vocabulary. While the patients used the words they 

knew from their biomedical experiences, they could not come near 

equalling the nurses in amount of variety of biomedical-technical 

expression. The imbalance between nurses' and patients' biomedical-

technical language raises the issue of whether the patients desired 

and/or thought that they needed all of the information provided by the 

nurses. The patients did not recall much of what the nurses had said 

but they did not indicate that the nurses' talk had been unnecessary or 

incomprehensible either. 

Equality during Casual Talk. The use of casual language 

brought the nurses and patients to a more neutral ground for 

participation and mutual understanding. The nurses used casual 

language when they inquired about the patients' families and social 
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Then the patients participated more actively in the 

interaction by taking longer turns at talk and by introducing more 

topics spontaneously. The segments of casual talk were designed by the 

nurses to allow them the opportunity to know the patients better so 

that the patients' postoperative behaviors would be more 

understandable. For example, patients' talk about the amount of 

support their wives provided prepared nurses for the wives' roles in 

supporting their husbands postoperatively. Nurses shared a limited 

amount of social information about themselves during exchanges that 

used casual language. Nurses' hesitance for self-disclosure may have 

allowed them to retain their role as provider and controller of care in 

the biomedical context. 

The nurses used casual language to continue their preparation 

of patients for the postoperative sequence. Topics such as activity, 

cqmfort, and environment were described without using biomedical terms 

or jargon. The patients probably understood this information since 

ordinary words were used. However, some of them had not been exposed 

to an IeU and thus may not have been able to actually visualize 

themselves in the postoperative environment receiving comfort measures 

and nurse-directed interventions. Perhaps hearing the information 

without fully comprehending it fit patients' needs in that they were 

simply concerned about "waking up" rather than for the biomedical 

environment in which they would be placed. 
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Language Adjustment. Nurses reflected concern for how they 

used language with patients. When interviewed about the taped 

interaction, nurses talked about their adjustment of the complexity of 

language, their objoctive and subjective means for structuring 

language, and their self- or other-imposed boundaries for language. 

Thoy described ways they talked with patients and ways they assessed 

themselves concerning their language use. The degree of thought 

demonstrated by the nurses' talk about language suggested that 

effective communication with patients was an important goal for nurses. 

The nurses believed that they adjusted their language both in response 

to the patient characteristics and in concert with circumstances in the 

biomedical context. Nurses considered patient characteristics such as 

behaviors that they interpreted indicated attentive nonverbal 

listening. The circumstances in the biomedical context that nurses 

considered included, for example, a patient's recent experience with 

coronary angiogram or the coronary care unit. 

Summarization. Patients' recollections of interactions with 

nurses were generalized and summarized with interactions with a variety 

of care providers, punctuated occasionally with recollection of 

specific nurse-related events. The patients' descriptions of the 

verbal and nonverbal expression during nurse-patient interaction were 

organized by the characteristics of the kinds of words used, and 

distance and attitude demonstrated by the nurse. The breadth of 

language or kinds of words used was rather narrow, supporting the 
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inference that patients don't recall much of the biomedical-technical 

language used by nurses. Patients recalled the physical distance 

between themselves and nurses during interactions as close, especially 

during their intensive care experience. 

attitudes as more warm than aloof. 

They described nurses' 

Patients' descriptions were based on retrospective glimpses of 

nurses rather than detailed recall of nurse-patient interactions. 

Patients' positive evaluations of nurses in spite of few specific 

recollections suggested continued appreciation for the nurses' goodness 

and presence. Patients may not have remembered specific interactions 

with nurses for several reasons. The number of people that patients 

come in contact with during hospitalizations may preclude remembering 

all but the most outstanding events. The patients may be anxious about 

surgery or other problems, family concerns, for example, and thus may 

generalize or forget interactions with nurses. Finally, the patients 

may not view interactions with nurses as very important, either for 

their content or outcome. 

Sounding Confident 

Concerning paralanguage, nurses demonstrated more variation 

than the patients within the characteristics of tone, loudness, pitch, 

tem~o, and use of pauses. The paralanguage findings are tentative and 

require more substantiation before meaning can be drawn and 

conceptualized with confidence. Given the biomedicnl context, the 

nurses' confidence in the situations was probably ureater than the 
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patients' confidence. Thus the nurses would use the characteristics of 

para language to make their turns during the interaction more dynamic 

while the patient would be reticent to vary his paralanguage. 

Nonverbal Behavior 

Conveying Roles. Observation of nonverbal behavior during 

nurse-patient interactions showed that nurses rarely touched patients, 

except during physical assessment. Patients never initiated touch with 

nurses. During the preoperative preparation sessions, nurses took on a 

teacher role that may have discouraged them from touching the patient. 

Also, the static nonverbal cue of one person on the bed and the second 

person sitting or standing at the bedside established right away who 

was the primary sender and who was the primary receiver of 

communication in this biomedical context. 

Touch, which can convey a comforting presence, perhaps would 

have been a redundant message from the nurse to an alert and oriented 

patient in the preoperative situation. Similarly, patients in physical 

control of their needs and responses may have felt no need to instigate 

touch with ~urses. Except for the handshakes at the beginning of two 

interactions, the nurse to patient touch that did occur was 

illustrative, as in "your chest tubes will be there" or task-related, 

as in the physical assessment. 
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Content of Nurse-Patient Interaction 

The second research question for the study asked what were the 

form and function of nurse-patient communication during critical 

illness events. Both the content and the participants' views of 

content suggested that nurses talked about similar topics across the 

interactions while patients struggled ta make themselves known as 

individuals. While the nurses' use of a teaching checklist ensured 

that all topics were covered during the preoperative preparation 

sessions, the understanding and self-perceived needs of an individual 

patient may not have been assessed and responded to in a way that was 

memorable for the patient. 

Impact of Nurses' Talk. During their interviews, which took 

place after surgery and an intensive care experience, patients recalled 

having had short exchanges with nurses ~ostly about casual topics such 

as their status, "how they were doing," or their activities. Patients 

remembered little about substantive talks with nurses that may have 

occurred either before or after their surgeries. The dissonance 

between what the partiCipants talked about during the nurse-patient 

interaction and what the patients recalled suggests the content of 

nurses' communication compared to that of other care providers had 

little impact on the patients. 

Topics Forgotten. Neither nurses nor patients recalled talking 

about the patients' families, preoperative concerns and anxieties, or 
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biomedical knowledge and experiences. One reason that patients may 

have forgotten talking about these topics was their presumably 

stressful hospitalization and their recovering state at the time of the 

interviews. During the interactions, all of the nurses talked with the 

patients about their families. The nurses may have omitted mention of 

the topic of families during their interviews because of the assumption 

that nurses always consider families of critically ill patients. Also, 

the content concerning families was generally about matters of routine, 

such as visitors and visiting hours. 

The patients usually expressed preoperative concerns and 

anxieties subtly, if at all. Patients said, for example, "I'm not 

worried," or "I just wish they could do it (surgery) right now." They 

may not have thought of themselves as anxious and thus did not recall 

needing to talk obout anxieties. The nurses seemed to hear the 

comments without reflecting with the patients on the subtle meanings 

that the comments held. The nurses may have heard without reflecting 

and encouraging the patient to elaborate so that the interaction could 

continue in an orderly manner. 

The patients may not have recalled talking preoperatively about 

their biomedical knowledge and experience because of the little effect 

those topics had had during the nurse-patient interaction. Also, once 

the patient had surgery, he had a new focal point around which to place 

his biomedical knowledge and experiences. His credibility as an 
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experienced cardiac surgery patient was established as long as he 

maintained contact with this group of care providers. 

Nurses' lack of recall of the topic of patients' biomedical 

knowledge and experience may have been due to the topic's being patient 

generated and unrelated to the purpose of the nurse-patient 

interaction. Another reason may have been that, while there were 

numerous patient turns at talk on this topic, the turns were usually 

very short. As noted above, the nurses did not always respond to the 

patients' verbalizations and their underlying meanings during the 

interactions. 

Participants' Views of Process and Product 

Analysis of the participants' views of the processes and 

products of nurse-patient communication showed that the patients saw 

the interaction as rather straightforward and satisfactory. The 

patients received whatever the nurses gave them with little concern for 

adjusting the interactions to handle either their own or the nurses' 

needs or responses. According to their statements, products of 

communication for patients involved increased knowledge, reassurance, 

and increased confidence. 

Satisfaction and Summarization. The processes and products of 

communication for patients were closely tied to their impressions of 

language and content of nurse-patient communication. Patients talked 

less than nurses. Nurses responded perfunctorily to what the patients 
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did say, especially about themselves, so the patients' comments changed 

the flow but not the direction of the interactions. Tagliacozzo's 

(1965) characterization of "good" patients may apply here. That is, 

the patients in the present study may have described communication with 

nurses as satisfactory and requiring little adjustment because they 

either did not need or did not want anything more. Perhaps patients 

said their knowledge and confidence were increased and that they were 

reassured by the nurses as much because of their successful 

hospitalization and surgical experience as because of their 

interactions with nurses. The findings of patients generalizing, 

summarizing, and forgetting nurse-patient interaction coupled with 

their being satisfied and helped by nurse-patient interaction is a 

paradox that this study does not explain. 

Process Adjustment. The nurses were more involved in the 

interactions, seeing both themselves and the patients using process 

strategies such as informing, replying, controlling, questioning, and 

collaborating. Nurses are taught that communication with patients is 

essential to nursing practice. The ease with which nurses talked 

during open-ended interviews about their communication with patients 

demonstrated thoughtful self-perception concerning the phenomena of 

nurse-patient communication. The thoughtfulness was exemplified in the 

nurses' descriptions implying the use of intuition, empathy, and 

feedback to gUide the process of communication. The patients said that 

some nurses were "better" at talking or "more sympathetic" to them, 
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suggesting that specific nurses' intuition and empathy were also sensed 

by the patients. 

Specifying Patients' Needs. The products of the interactions 

were more complicated for nurses than for patients. Products involved 

relieving the patients' anxieties, considering the patients' 

remembering what nurses had told them and recovering more calmly 

postoperatively, and increasing the nursing staff's knowledge about the 

patient while helping the patient to know the goals of the nursing 

staff. 

In general, preoperative patients experience some degree of 

anxiety and nurses assume they can help relieve that anxiety by 

preparing the patient for the events of the postoperative period. The 

nurses in this study were confident that their preoperative preparation 

talk helped the patients to recover more calmly postoperatively. 

According to the nurses, patients not receiving the nurses' 

preoperative preparation would awaken and thrash around, pull at 

various pieces of equipment, and generally be more restless. The 

patients' recollection of awakening from anesthesia was hazy at best. 

None of them recalled being agitated or apprehensive and most were 

vaguely aware of the nurse's constant presence. The relationship 

between nurses and talking with patients preoperatively and patients' 

recovery from anesthesia may be useful in a future study of 

communicative effectiveness. That is, objective measurement of 

patients' recovery could be correlated with a group of patients 
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receiving and a group of patients not receiving nurses' preoperative 

preparation. 

The nurses were probably more consistent among themselves in 

describing products of communication than in any other topic. They 

expressed concern that patients know the events to come postoperatively 

and that nurses know about the characteristics of the patients who were 

having surgery. These find~ngs present another paradox. Nurses' 

language and content during nurse-patient interaction was structured 

from the nurses' perspective of what the patients needed to know. The 

patients' contributions may have changed the flow of the interaction 

but they did not change the direction of the interaction. Thus nurses 

directed the interactions but they viewed interaction outcomes as 

primarily directed toward benefiting the patient, intended to help the 

patient through his critical illness experience. 

Analysis of the introduction and closure segments of the nurse

patient interactions completed the consideration of the form and 

function of nurse-patient communication. These segments were selected 

for analysis because they were more spontaneous and naturally 

developing parts of the interactions than were the middle, technical 

segments. The core data for analysis consisted of six preoperative 

preparation interactions. The middle, technical segments of these 

interactions were based on a printed list of topics to cover and so 

were more structured and predictable than were the introduction and 

closure segments. 
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Direction ond Deflection. Analysis of the introduction 

segments of the six interactions found the nurse directing the 

introduction toward the end so that the middle, technical segment could 

begin. The segments ended when the nurse began talking about the 

PQtient's postoperative intensive care experience and when the 

patient's reply allowed the nurse to continue the topic. Introduction 

segments were short. While each of the participants gave information 

to the other, the patients were generally tolerant of the nurses 

structuring the introduction. The nurses began the introductions by 

assuming that the patients needed relief from anxiety but the patients 

demonstrated politeness more than anxiety. 

Nurses came to the interactions prepared to talk about what the 

patient would experience postoperatively. The nurses were often 

constrained by time and other clinical responsibilities. The segments 

were short when the patient did not deflect the nurse from moving 

directly to the middle, technical segment. When a patient's comments 

prolonged the introduction segment, the nurse kept working toward the 

end of the introduction, perhaps because of her role as provider of a 

particular set of information in the situation. In concert with the 

nurse, the patient's role as recipient of information allowed, perhaps 

required, him to tolerate the nurse's ultimate control over the 

direction of the introduction segment. 

The comparison of introduction segments across nurse-patient 

interactions demonstrated how nurses started talking with patients and 
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Given the similarity of the 

situations (SICU nurse, preoperative patient, patient's room on the 

medical-surgical ward), the differences in introduction segments seem 

mainly patient-related. Again, the findings emphasize the importance 

of assessing what patients understand, need, and want so that nurse

patient communication is truly helpful and meaningful to the patient. 

Giving Conditional Time. Closure segments began about one-half 

to three-fourths of the way through the nurse-patient interactions. 

Nurses began closure by providing a neutral opening to the patient 

after a description of what the patient would experience in the 

intensive care unit. The participants were tolerant of each other. 

The congenial tone of the closure segments was never disrupted with 

expressions of disinterest or impatience. The tolerance and congenial 

tone may have been due to the perceived roles of the participants. 

Also, the patients had been talked to numerous times that day by 

various care providers connected with their surgery and the nurses' 

talk may have been tolerated as just one more part of the whole day's 

events. 

The length of the closure segments demonstrated the nurses' 

concern for the patients in that the patients were afforded an 

opportunity to talk. The nurses' concern suggested a caring attitude 

that may be a unique characteristic of nursing in that it is devoid of 

curative biomedical goals. Nurses used strategies of questioning, 

starting the physical assessment, topic persistence, and self-
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monitoring to control the closure segments. Final closure was also 

begun the nurses. Patients used narrative and humor as control 

strateg~es. Nurses' continued direction of the interactions was 

consistent with their role as teacher and biomedical expert in the 

interaction situation. Patients may have used narratives and humor as 

outlets for their preoperative anxieties. 

Nurses need to understand when and why they use control 

strategies in communication with patients. The dissonance between 

nurses' content, processes, and outcomes of communication and patients' 

recollections of communication with nurses may be due, in part, to the 

nurses' control strategies. If, for example, the patient does not 

perceive a response to his demonstration of biomedical knowledge, he 

may not care to absorb the information that the nurse is offering. 

Nurses must also recognize when and why patients use control 

strategies. The patients may be more comforted and reassured by having 

an attentive listener for his narratives or humorous segments than by 

the nurses' teaching or other verbal communication. 

Nurses asked more questions than patients although all 

participants' questions sought basic information such as past medical 

experiences and names of family members. The questions did not probe 

the responsibilities, thoughts, or feelings of the other. Perhaps the 

interactions were not long enough or between familiar enough 

participants to get at these more personal issues. The nurses had 

identified patients' knowledge of nurses' goals and nurses' knowledge 
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of patients' characteristics as desired outcomes of communication. A 

greater depth of rapport between nurses and patients, exemplified in 

kinds of questions asked, might have strengthened the mutual benefit 

outcome sought by nurses. 

In 

communication 

paradoxical. 

summary, the findings of the study suggested that 

between nurses and patients was dissonant and 

Patients may not have wanted or needed to know what the 

nurses had to say. Nurses provided a great deal of information to the 

patients. Nurses communicated with patients by altering their flow of 

talk in response to patients' individual characteristics and 

communicative deflections. Vet patients recalled few specific nurse-

patient interactions and generalized most of the contacts with nurses 

into a satisfactory whole. Nurses need to consider their communicative 

aims and strategies as they are talking with patients. Patients may 

benefit more from talking about themselves with the nurse than from the 

nurse providing the patient with information considered important from 

the biomedical perspective. 

Limitations 

Two pOints concerning the scope of the study are made here. 

The study did not address effectiveness of communication. The limited 

research base for nurse-patient communication suggested an exploratory 

design for this study so that the dynamics of the phenomenon as they 

occurred in a natural setting could be looked at without requiring the 

assessment of effectiveness of communication. Before effectiveness of 



249 

communication can be measured, more information is needed about how 

nurses and patients talk with each other as well as what they expect 

and indicate that they receive through nurse-patient communication. 

The views of the patients are especially important since patients are 

the primary recipients of communication in a biomedical context. 

Patients' views may change nursing assumptions about the 

characteristics of effective communication. Patient satisfaction, for 

example, may not be related to the patient's understanding of the 

content of nurse communication. 

Second, the study did not use observations of nurse-patient 

communication in intensive care units as part of the data base for 

analysis. Critical illness events were carefully defined for this 

study as those episodes that the patient experiences during critical 

illness. The methodology was designed to include patients whose 

capacity for remembering and talking about nurse-patient interaction 

was not threatened by medication or equipment common to intensive care 

patients. Thus, nurse-patient communication during critical illness 

events encompassed the patient's whole critical illness experience from 

onset of symptoms through hospital discharge. 

Limitations to this study of nurse-patient communication lie in 

the threats to reliability inherent in exploratory research. The 

threats involve repeatability of data collection, consistency of data 

generation, and repeatability of data analysis. The repeatability of 

data collection was influenced by a) the convenience sample of nurses 
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and patients acquired in ane private hospital, and b) the variable time 

between observation of interactions and participant interviews. 

The convenience sample provided one report of findings 

concerning nurse-patient communicati~n. Other kinds of leU patients, 

for example, patients having abdominal surgery or myocardial 

infarction, or other kinds of nurses, for example, baccalaureate

prepared nurses, or other kinds of interactions, for example, discharge 

or rehabilitation teaching, might have provided different kinds of 

data. The language and content components, in particular, might have 

changed. 

If the time between interaction and interview had been reduced, 

perhaps the patients would have remembered more about their 

interactions with nurses. However, the patient subjects interviewed 

within a week were not notably different in their recollections from 

those interviewed further out from the interaction. The problem of 

immediate postoperative memory loss with heart surgery patients may 

have amplified the patients' forgetting nurse-patient interactions. 

The consistency of data generation was influenced by a) the 

collection of naturally occurring nurse-patient interaction speech 

data, that is, without investigator intervention concerning timing or 

participants, b) the reactivity of the subjects to the data collection 

process, and c) the open-ended nature of the interviews. The 

methodological specification for exploration of naturally occurring 

nurse-patient communication required as little interference in the data 
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collection situation as possible. Nurses and patients were asked to 

participate as the opportunity arose. Thus data generation was not 

predictable for timing or subject identification. 

Participant observation of the investigator in the interaction 

diminished subject reactivity to some extent, particularly with the 

nurses. Throughout the study, the nurses were more hesitant to 

participate than the patients. Given an exploratory study design, 

open-ended interviews were necessary to allow participants to put as 

much of themselves and their ideas as possible into the discussion of 

nurse-patient communication. 

The repeatability of data analysis was threatened by 

investigator serving as the instrument of analysis, and 

conceptual orientation (Hinshaw, 1979) of the study wherein 

a) the 

b) the 

concepts 

and relationships were not specified as parts of a model of nurse-

patient communication. Tannen (1984) addressed the concern for solo 

qualitative data analysis by suggesting that a) the interpretation of 

data should be considered "one" and not "the one" interpretation, and, 

b) that internal and external support of the findings and an "aha" 

response of comprehension from the reader would substantiate the 

findings. 

Implications for Nursing 

The implications of the study findings for nursing will be 

presented in terms of theory, practice, and recommendations for nursing 

research. 
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Implications for Nursing Theory 

Theory development requires concept analysis, construction of 

theoretical relationships, testing of theoretical relationships, and 

practical validation of the theory (Chinn & Jacobs, 1983). The present 

study used exploratory methods to identify and describe aspects of 

nurse-patient communication. The aspects addressed were levels of 

language, kinds of content, communication processes, and communication 

products of nurse-patient communication. Nurses and patients used 

biomedical-technical and casual-everyday language. Patients' views of 

verbal and nonverbal expression in nurse-patient communication were 

characterized as breadth, attitude, and distance. Nurses' views of 

language during nurse-patient interaction involved the characteristics 

of complexity, structure, and boundaries. 

The study findings provide a basis from which the study of 

nurse-patient communication can proceed. The study methodology aimed 

to gather naturally occurring communication data and views of 

communicative participants so that a basic understanding of what goes 

on during nurse-patient communication could be established. The data 

were organized into taxonomies as the first step toward the 

conceptualization of a model of nurse-patient communication. The 

taxonomic data may also provide source material for the development of 

quantitative measurement instruments for the study of nurse-patient 

communication. 
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Nurses talked about technical-procedural, and psychosocial 

content categories that focused on the patient's presumed needs. 

Patients talked about content categories focused on themselves, that 

is, on their knowledge, experience, and affective states. While 

nurses' recollections of content were similar to the content observed 

during interaction, patients' recollections were dissimilar to the 

content observed during the interaction. Patients viewed content in 

terms of their biomedical situation, their general and comfort needs, 

and activities. 

Patients 

straightforward, 

viewed 

not 

their 

requiring 

communication processes as 

adjustment for nurse-patient 

interaction. Nurses viewed their and the patients' communication 

processes as involving informing, replying verbally and nonverbally, 

controlling, and questioning. Nurses also saw themselves collaborating 

with other care providers through their communication with patients. 

Patients described the products of nurse-patient communication 

in terms of increased knowledge, reassurance, and increased confidence. 

Nurses viewed products of nurse-patient communication as relief of the 

patient's anxiety, improvement of the postoperative situation, and 

mutual benefit for the nurses and patients. Additionally, in terms of 

process and product, nurses' communication data demonstrated 

directiveness, control, and review. Patient's communication data 

demonstrated control strategies of narrative and humor. 
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through 

research and consequent theory development is important for several 

reasons. First, nurses have an opportunity to be the key care provider 

in the critically ill patient's view, given the nurses' constant 

presence and accumulated experience. Nurses' communication with 

patients can determine whether patients perceive the nurse as an 

essential part of their care during illness. If nurses are seen as 

less than essential, nursing may need to either change its approaches 

to patients or relinquish its claim on meeting the care needs of 

patients. 

Second, nurse-patient communication is a phenomenon that 

concerns only nurses and patients. Nurses have assumed the 

responsibility for the quality and effectiveness of their communication 

with patients. Thus nurse researchers have the responsibility for 

developing a model that guides the understanding, application, and 

evaluation of nurse-patient communication. 

Third, understanding nurse-patient communication may catalyze 

useful changes in nursing education and clinical practice. Patients' 

perceptions of effective communication need to be considered in tandem 

with nurses' perceptions of effective communication. Nurses' 

communication with patients must fit with what patients want and need. 

The timing of nurse-patient communication and the essential content are 

variables that must be considered in terms of the patients' 

perspective. For example, if preoperative preparation of the patient 
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calms the patient during recovery from anesthesia, then what was said 

or done by the nurse that nurtured the patient's calm recovery needs to 

be studied. Or, if patients express anxiety subtly or not at all, then 

the nurse's assessment and response to the patient can be guided by a 

research-based model for nurse-patient communication. 

In summary, this study contributed to theory development for 

the phenomenon of nurse-patient communication by exploring naturally 

occurring nurse-patient interactions. The taxonomic organization of 

data provided a very basic grounding for continued work toward 

conceptualization and theoretical model development. The nurse's 

unique role of caring for the patient can be substantiated by 

understanding the dynamic phenomenon of nurse-patient communication. 

Implications for Nursing Practice 

The findings of this study contribute to nursing practice in 

several ways. First, the verbal and nonverbal ways by which nurses and 

patients communicate and think they communicate were drawn from the 

interaction transcript data and from the nurses' and patients' views. 

Nurses can compare the study findings with their own context of 

practice. The nurses' use of biomedical-technical language was not 

recalled to any great extent by the patients. Perhaps nurses can 

change the focus of communication with patients from what seems 

important to the care providers to what the patients want and/or think 

that they need. Changing the kind of language used would require 

nurses to assess the patients' knowledge before starting to talk and 
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perhaps changing it 

Nurses may be helped to understand why their communication 

varies in achieving its intended results by recognizing the difference 

between nurse-patient interaction data and the patients' views of the 

interactions. For example, patients who generalize nurse-patient 

interactions and summarize the information they have received from a 

variety of care providers may not remember specific instructions or 

medication teaching from the nurse. 

While the nurses described the intensive care surroundings in 

detail to the patients, the patients recalled few of the descriptions 

and little of their intensive care experiences. Perhaps the 

interaction time would be more profitably spent talking about patient-

initiated topiCS. 

the participants. 

The language used would be more congruent between 

It may be that patients find getting to know the 

nurse through casual conversation just as comforting as receiving 

biomedical information. 

Second, the organized data set for content, processes, and 

products of nurse-patient communication demonstrated what nurses and 

patients talk about, what they think they talk about, and their views 

on how and why they talk. The patients' views provide an especially 

rich data set for nurses to consider when planning and carrying out 

communication with patients. Whereas nurses talked during nurse-

patient interactions about what the patients would experience, patients 
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Patients worked at establishing their 

credibility as knowledgeable participants in the biomedical context. 

By focusing on the patients' self-descriptions, nurses can encourage 

patients to use their knowledge and experiences to help them through 

t~e hospitalization. Patients may benefit more from describing their 

perceptions of the upcoming experience to the nurse than from hearing 

the description from the nurse. If the patients' descriptions need 

correction or supplementation, the nurses could provide that throughout 

the interaction. 

Third, the roles and rules of the participants in nurse-patient 

interaction were implied throughout the presentation of findings. 

Roles and rules are exemplified in the analysis of introduction and 

closure segments. The nurse directs the interaction due to her role as 

expert in the biomedical context. The patient tolerates the 

interaction with politeness due to his role as recipient of care in the 

biomedical context. Again, nurses can use the organized data set to 

compare with their own practice. 

The patients did not expect a lot from the nurses in terms of 

communication. Nurses can nurture these low expectations by 

communicating with patients perfunctorily and primarily when tasks need 

to be accomplished. Or, nurses can work toward raising the patients' 

expectations by focusing communication on what the patient wants to 

talk about so that he does find the interactions useful and, 

consequently, ' .... orth recollection. For example, if the nurse says 
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"how're you dOing" as she brings the patient medication, the patient 

probably won't remember the interaction. On the other hand, if the 

nurse takes a moment to ask the patient to describe the medications 

being received, the patient may recall that interaction as useful and, 

perhaps, important. 

8y examining the findings concerning the introduction and 

closure segments of the interactions, nurses can gain an increased 

awareness of their efforts to direct, control, start, or finish an 

interaction. For example, as the nurse moves through the introduction 

segment of an interaction, she may notice that the patient delays the 

process by talking more and bringing up a variety of topics. The nurse 

needs first to recognize that the patient is not yet ready to listen 

and, second, to assess the reasons for the patient's apparent lack of 

readiness. He may be anxious or he may be establishing credibility for 

the situation. In any case, the nurse should not ignore the patient's 

conversational style during the introduction segment. Nurses' 

awareness of communication dynamics can change interactions so that 

they are finely tuned to meet the needs of the patients. 

Nurses should beware of extending time to patients, 

particularly during closure segments, while simultaneously using 

control strategies to get to the end of the interaction. If nurses 

have time constraints and other pressing responsibilities, perhaps 

nurses and patients should contract for time during an interaction so 
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that both participants understand what the interaction will basically 

cover and when the interaction should end. 

Finally, as nurses increase their awareness and understanding 

of nurse-patient communication, they can improve their capacity for 

being the constant presence and the biomedical resource for patients 

experiencing critical illness events. Nurses who recognize the 

variability between communication as it occurs and as it is perceived 

by each of the participants can be more cognizant of the precise, 

individualized care required for every patient. One goal of the 

individualized care needs to be the patients' recognition that nurses 

are communicating with them about topics that will be important to them 

throughout and following their hospitalization. Nurses who consider 

verbal and nonverbal expression and form and function characteristics 

of communication have a substantive basis for accomplishing appropriate 

and effective nurse-patient communication. 

In summary, this study has described basic characteristics of 

nurse-patient communication that can help nurses to understand their 

communication with patients, whether the communication is successful or 

unsuccessful in the nurses' view. Nurses need to consider having the 

patient do more of the talking and directing of 

interactions. 

Implications for Nursing Research 

nurse-patient 

More qualitative research of nurse-patient communication in the 

context of critical illness events is required to specify concepts and 
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relationships for a theoretical model of nurse-patient communication. 

When a substantial, qualitative data base has provided a tentative 

theoretical model, the use of quantitative research approaches could 

further specify and test the model. Appropriate measurement 

instruments for the operational variables would need to be developed on 

the basis of both exploratory data and previous research findings. The 

nurse-patient communication model could then be subjected to 

theoretical model testing using predictive modeling strategies. 

Recommendations for research directly proceeding from the present study 

are presented in the following paragraphs. 

The study needs to be continued to increase the data base and 

more completely specify the findings. The methodology combining 

participant observation with data collection proved very appropriate. 

The investigator's familiarity in the setting facilitated the data 

collection process. Continued use of preoperative preparation nurse-

patient interactions would add to the consistency of the data base. 

The methodology of the study needs to be changed so that data 

collection is carried on concurrently with data analysis. Constant 

comparative analysis of the data for generation of grounded theory 

(Glaser & Strauss, 1967) would then be appropriate. Sampling and 

interviewing could be more focused as the goal of theoretical 

saturation (Glaser & Strauss, 1967) of emerging concepts and 

relationships would guide the research process. 
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Nurse-patient communication during critical illness events may 

be studied with videotaping rather than audiotaping nurse-patient 

interactions. Videotaping would enhance the study of nonverbal 

behaviors. The study of paralanguage might also be strengthened by 

having the video as well as the audio views on interaction. 

Videotaping provides huge amounts of data and would require more time 

for transcription, coding, and interpretotion than even audiotaping 

requires. The danger of videotaping is the intrusiveness, given the 

methodological aim of collecting naturally occurring speech data. The 

nurses in the present study were hesitant at being audiotaped and 

several commented that they would not have participated if videotaping 

had been part of the dota collection process. 

The study of nurse-patient communication during critical 

illness events needs to include participants seeing and/or hearing and 

commenting on their observed interactions (Erickson & Shultz, 1982) for 

part of the participants' view data. The participants can provide 

their reasons for their verbal and nonverbal behavior and their 

thoughts and responses to the other's turns at talk. This method could 

provide a 

communication 

bridge between exploratory study of 

and descriptive study of effective 

nurse-patient 

nurse-patient 

communication since outcomes of communication could be elicited from 

the participants as they reviewed and talked about their interaction 

experiences. 
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Chapter Summary 

This chapter has presented a summary of the theoretical 

structure and methodology for the study of nurse-patient communication 

during critical illness events. The conclusions of the study were 

discussed in conjunction with the findings of data analysis. The 

limitations of the study were discussed. Implications of the study for 

nursing theory, practice, and research concluded the chapter. 
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DISCLAIMER STATEMENT 

Nurse-Patient Communication during 
Critical Illness Events 

(Disclaimer Statement) 

You are being asked ~o voluntarily participate in a study of 
nurse-patient communication. The objectives of the study are to 
observe, record and analyze interactions betwee~ nurses and patients. 
During observation of nurse-patient interactions, notes will be made by 
the investigator and, with your permission, audiotaping will be done. 
The investigator will ask to interview you with regard to the nurse
patient interactions that have been observed. 

Participation in this study poses no known risks to you. You are 
free to withdraw from the study at any time without affecting the care 
or treatment provided to you during your hospitalization. You may ask 
questions at any point and these will be answered promptly. You will 
be assigned a number and your name will be kept completely 
confidential. This study will not benefit you directly; however, in 
the future it may help nurses and patients experiencing critical 
illness events to communicate more effectively. 
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ID Number 

Age 

Sex 
(1 = male; 2 

Subject type 
(1 = patient; 2 

Education level 

APPENDIX C 

DEMOGRAPHIC DATA FORM 

Nurse-Patient Communication during 
Critical Illness Events 

Demographic Data Form 

Date ________________________ __ 

female) 

significant other; 3 nurse) 

(PhD = 1; Masters = 2: Bachelors = 3; RN Diploma = 4; 
Associate Degree = 5; Technical Degree = 6; Other = 7) 

Work type 
(professional = 1; technical = 2; skilled = 3; unskilled 4; 
homemaker = 5; retired = 6; other = 7) 

Marital status 
(married = 1; unmarried 2) 

Children 
(yes at home 

Living status 

1; yes not at home 2; no = 3) 

(with adult = 1; with children = 2; with adult + children 3; 
alone = 4; in nursing home = 5; other = 6) 

Date of admission 
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Reason for admission 

Date of surgery 

Hearing 
(normal = 1; " assisted = 2) 

Vision 
(normal = 1; assisted = 2) 

Significant other--relationship to patient 
(spouse = 1; child = 2; parent = 3; sibling = 4; other 5) 

Significant other--time with patient per day 
(~-<1 hr = 1; 1hr-<3h = 2; 3hr-<5hr = 3; 5hr+ = 4) 

Nurse: 
length of time in nursing (years + months) 

length of time in current position (years + months) 

number of hours worked per week 

work title 
(UD = 1; ClPr = 2; StaffN = 3; CNS 

educational history 
entry level preparation 
(AD = 1; Dip = 2; BSN = 3) 

current level 
(AD = 1; Dip = 
certification 
(y = 1; n = 2) 
(ANA = 1i AACN 

2; BSN 3; Masters 

2i other 3) 

4; other = 5) 

4; other 5) 
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APPENDIX D 

NONVERBAL BEHAVIOR RECORDING FORM 

Nurse-Patient Communication during 
Critical Illness Events 

Nonverbal Behavior Recording Form 

Instructions: 

1. Record the interaction start time and words. 

2. Record interpersonal distance, nurse position, and patient position 
at the start of the interaction (see #5 and #6 for recording 
notation). 

3. For eye contact, record time each nurse-patient eye contact occurs. 

4. For touch, record time each episode of touch occurs. 
nurse-to-patient or patient-to-nurse touch. Record 
bodypart (e.g., nurse hand to patient arm). 

Record either 
bodypart-to-

5. Record interpersonal distance every three minutes from start of 
itneraction. Use a) hand's width, b) greater than hand's width but 
less than arm's length, or c) greater than arm's length for 
distance notation. 

6. Record body position every three minutes from start of interaction. 
Body positions include stand, sit, lean, recline, lie prone, lie 
supine. Head orientations include straight, turned to right, 
turned to left, nodding, shaking "no." 

7. Use "notes" section of NBRF to record words being said at the three 
minute pOints or when eye contact or touch occurs. This will allow 
correlation of audiotape transcript with nonverbal behaviors of the 
participants. 
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Length of Interaction: Stort Time: 

Start: Interpersonal Oistance (IPO): 

Nurse Position (NP): 

Patient Position (PP): 

Eye 
Contact 
(time) 

Nurs9-
Patient 
Touch 
(time 

(body 
parts) 

Patient
Nurse 
Touch 
(time) 

Start Words: Stop Time: 

(body 
parts) 

Three 
Minute 
Inter
vals 

Start 

3' 

IPO Nurse Position Patient Position Notes 

::==-==-==-==-==-==-==-====------=-=-=-=-=-=-=-=-=-=-=-15'========--======= 18'=======--======== 12' 
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Patients 

APPENDIX E 

INTERVIEW SCHEDULE 

Nurse-Patient Communication during 
Critical Illness Events 

Interview Schedule 

Tell me about the events leading up to your hospital admission. 

Purpose: Obtain history, focus on informant. 

When was the first time you talked with a nurse? What was that 

conversation about? How did it go? Let's talk about the time(s) that 

I (investigator) was able to observe you and your nurse talk about 

What were you thinking about? What happened during that 

conversation? How did you feel afterwards? Purpose: Think and talk 

indepth about nurse-patient interaction. 

Tell me about your hospital stay. What conversation with a 

nurse was most important to you during this hospitalization? during 

your intensive care experience? during your most memorable day in the 

hospital? Why? Purpose: Explore the informant's perceptions about 

the process and significance of nurse-patient communication. 
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Nurses 

When do you talk with patients? What do you talk about? How 

do you plan your talk? Purpose: Obtain history, focus on informant. 

What tells you that a conversation has gone well? poorly? How 

do you talk with patients? What were you thinking about during the 

interaction(s) I observed? What were you trying to accomplish? What 

was accomplished? Purpose: Focus on nurse's view of interaction. 

Explore nurse's role and assessment of the process and product of 

interaction. 

Describe some ways that you approach different types· of 

patients, e.g., older vs. younger, acute disease vs. chronic disease. 

Purpose: Explore nurse's perceptions about patients' capabilities for 

successful interactions. 



APPENDIX F 

TRANSCRIPTION CONVENTIONS 

Nurse-Patient Communication during 
Critical Illness Events 

Transcription Conventions 

1. text 

2. speakers 

3. pauses> 2 seconds 

4. missed words 

5. overlaps 

6. nonverbal information 

7. repairs 

8. spelling 

9. lengthened words 

double space 
42 character right margin 

N: nurse 
P: patient 
I: investigator 
W,H,S,D: family members 
ON: other nurse present 

contained in (), e.g., (3 sec) 

contained in (), e.g., 
(7 # of words) 
(7 words/# of seconds) 
(7 "possible words") 

contained in [], e.g., N. I [was 
P. and] then 

contained in « », e.g., «whispering» 

partial words marked with "I", e.g., 
then inslbut 

modified orthography: spell as sounds, 
e.g., "sumpm" for "something" 

multiple letters, e.g., oooh, yyyes 
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1~. punctuation 

11. capitalization 

words ending with upward intonation 
followed by "?" 

phrase ending with definite pause 
followed by "." 

used with proper nouns 
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APPENDIX G 

TEACHING CHECKLIST 
Surgical Intenllve c.r. Unit 
St. Mary's Hospital and Health Center 
Tuelon. Arizona 

Return to SICU P Cardiac Su gery Data re r 

Hame Pl0ceGt8 Planned 

Age HI WI Cine AI!suIIS 

HIc:Icname 

OccI4lalion eXR Report 

HIItory EKG~ 

ChrDIIIC Prelllems 

Prwious Haspl· 
lJIiI2tion/&IgeIy 

Attending 

Current and ~ 
ll!ar!t Meds 

I'IJlmonaJY 

Cardiologisl 
Alletgies 

Olller 

PhpIc8J~ 

~ HR __ SP __ Rasp ASGs:pH 

I'IJIses 
!'CO2 

- 1'02 huh ScuIds 

Hurt ScuIds HC03 

SI<i1 
Il2SaI 

RI!cent 
Acllvily L8YII 

"'-t 
~crnatology 

Slatf Nu .... 'npuUCommenIl Er1ibe 

CIt I'I'ogress NOles. lIonilm 
Old CIIIIU Loads 

A-I"""Vs 
Ylnlilalor 

AnxIety 
LMI tI!sIMd Chest Ttbos 

ColqIinQ 

IPPSIIS 
Ioc:III Hldory fIIq Labs 

Pnon line GrIft SIll PI I'IIII-cp 

1iu ICU *_10_ ~1Iotn 
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TIm, In _______ _ 

nme Out 

Other Phplclanl 

Pr.OpLab 

LYles SUN/Creal 

Na+ FSS 

K+ eee 

CI-

Chern £nz)mIIs 

OIlIer 

TeacIIIng Chec:IdIIt 

AInIs 

IVACs 

/oIed Mnin 

/oIed Pail 

MId ft:Iopy 

BIood~ 

Folly Catheter 

IIIcIII TIn'CI I'rcIle 
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