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ABSTRACT 

Using grounded theory methodology, six intensive care patients were 

interviewed regarding their perceptions of their own needs, concerns 

and wants and how nurses responded to those needs, wants and concerns. 

Each patient was interviewed three times to detect any change in 

responses during the hospitalization. 

A theme of patient-nurse negotiation emerged. Patients came into the 

health care setting with a "generative source", the issues and beliefs 

they had regarding health-care and nurses in general. This affected 

patients' definition of themselves, their situation, the caregiver, 

their relationship with the caregiver, and their own needs and 

expectations. When a patient's definitions of self or situation varied 

form the nurse's, negotiation would occur. Two main categories of 

negotiation were used by both patient and nurse: Personal knowledge & 

Strategies. If negotiation failed to bring consensus, resulting 

actions were negative feelings and dissatisfaction, and a sense of 

vulnerability for the patient. This in turn impacted negatively on the 

patient's generative source and definitions. 

As the patient progressed through the hospital system toward discharge, 

the greatest changes were noted in how they defined themselves and the 

caregiver, and in the style of negotiation they used. 

v i i i  



Chapter One 

INTRODUCTION 

Since their inception, intensive care units have increased in 

technical complexity. Patients' conditions reflect higher acuity 

levels as surgical procedures and life-saving techniques become ever 

more sophisticated. Of necessity nursing has placed increased emphasis 

on skilled technical knowledge associated with the operation of 

multiple supportive and diagnostic machines and equipment. In the 

midst of this technological maelstrom the most significant character, 

the patient, can be forgotten. 

When a person becomes a patient and enters the world of intensive 

care, needs are immediate, imperative and require more care than could 

be adequately given on the regular nursing unit. Clinicians within the 

ICU recognize and effectively meet those needs. As physiological 

improvements occur, care is adjusted and the individual is assisted 

towards more complete health. Several questions are raised: "Does 

this care reflect what the individual wants?" "Do the patient's wants 

change as needs change?" "What are the wants?" "Is the patient's view 

of the caregiver affected by these needs or wants?" "Does this view 

change as the patient's physiological needs lessen?" "Are nurses 

sensitive to the patient's wants and view of them?" 

STATEMENT OF PURPOSE 

Contemporary studies have focused on the critical care nurse 

1 
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(Brunt, 1985, Watson 1987), the family of the critically ill patient 

(Danis, et al, 1987), the effects of high technology (Shaver, 1986, 

Brunt, 1985), the patient's experience of care on the general unit 

(Brown, 1986, Riemen, 1986) and overall patient satisfaction (Levin and 

Devereux, 1986, Abramowitz, Cote & Berry, 1987, Erikson 1987). Very 

little research has been done on the patient's perspective of the 

intensive care experience. 

Exactly what is it like for the patient to experience critical 

care? Admittedly the ICU experience will not be identical for any two 

patients. The multiplicity of factors in any patient's experience are 

as different as one person is from another. But questions remain about 

experiences which may be similar across patient populations. For 

example, how does the patient perceive the difference between intensive 

care and the general unit? Are the patient's wants reflected in the 

care received in either area? The grounded theory approach to 

studying nursing phenomena provides a means of discovering 

commonalities among patient responses. Data from a grounded theory 

study provides a better understanding of experience from the patient's 

point of view. 

The purpose of this study was to explore two overall questions, 

"Do patients' needs, wants, and concerns change between admission to 

ICU and hospital discharge?" and "Does the patient perceive that 

nursing care is sensitive to the change in his/her needs, wants, and 

concerns?" This study was designed to address patients' perceptions 

of intensive care and the possible changes 1n their needs and 

perceptions that occur as the illness abates and they prepare for 



3 

hospital discharge. The investigation also attempted to discover, if 

perceptual changes do occur, how the changes influence the type of 

nursing care the patient desires throughout the entire hospitalization. 

SIGNIFICANCE 

Patient satisfaction has become a more important issue given the 

rise in health care costs. Attracting patients to health care 

institutions is an important concern of hospital administrators 

(McMillan, 1987). The satisfied consumer is more likely to "purchase" 

again, so it has become important to understand just how patients 

perceive care and the caring environment. 

Donabedian suggests that "satisfied patients are more likely to 

cooperate effectively with their practitioners and to accept and adhere 

to their recommendations" (as cited in Vuori, 1987, p. 107). 

Donabedian's suggestions support a priority for seeking understanding 

of patients' perceptions during hospitalization. Finding ways to 

enhance patients' ability to follow through with treatment protocols is 

of great importance. 

In addition, as costs soar it is vital to determine how to give 

effective care at the most efficient cost (Vuori, 1987). Knowing how 

the patient perceives care allows caregivers to plan and implement 

improvements and to evaluate the effectiveness of interventions 

designed to match perceived needs. 

The intensive care unit has the reputation for dehumanizing 

patients (Watson, 1987). An accurate portrayal of patients and their 

perceptions 1s required if nursing 1s to truly be sensitive to this 
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problem and take corrective action against it. 

Nursing has long considered the person from a holistic 

perspective giving thought to the patient's psychological and 

sociological needs (Kirchhoff, 1975). In the intensive care unit the 

full range of human needs can easily be overlooked because of the 

immensity of responsibilities which take priority. As a profession 

nursing has not yet fully explored what the critically ill patient does 

need psychologically, emotionally and sociologically. 

It is an ethical consideration that the patient may be too ill to 

make choices in the type of care received. The caregiver is ethically 

bound to consider patient wishes in choosing the type of care to give. 

Unless studies are done to delineate what patients are experiencing, 

the caregiver has nothing to guide those considerations. 

With increasing health care costs, hospital populations are 

changing. It is projected that future patient needs will concentrate 

heavily on intensive care and home care. In order to better prepare 

for the future and more carefully guide the progression of this 

profession, nurses need to garner all available knowledge about 

patients in these settings. 

Little is known about patients' perceptions of intensive care 

experience or perceptual changes occurring throughout the 

hospitalization experience. Less is known about how patient 

perceptions affect the type of nursing care desired. A need exists for 

scientifically grounded studies to explore these topics. Increasing 

knowledge about patient perceptions of intensive care versus the 

general unit and the nursing care they receive there could 1) guide 
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nursing interventions designed to match need perceptions, 2) increase 

patient satisfaction with nursing care in both settings, 3) enhance 

patients' compliance with treatment protocols, 4) enhance the 

patient's probability of choosing a particular hospital for future 

care, and 5) add significantly to nursing's body of knowledge. 

PURPOSE 

The purpose of this study was to conduct a qualitative 

investigation using grounded theory methodology to explore patients' 

perception of their hospital experience and to examine these 

perceptions as the patients progress through the hospital system, from 

ICU to hospital discharge. Patient perceptions were monitored 

throughout the entire hospitalization experience. Based upon findings 

from pilot data, close consideration was given to the patient's 

perception of caregivers, control, security and their need for health 

care services. 

SUMMARY 

In chapter one the introduction of the study was presented and the 

purpose delineated. The significance of the study was explained with 

particular emphasis placed on how the findings of this investigation 

would impact upon nursing. 



Chapter 2 

REVIEW OF LITERATURE 

This chapter reviews relevant literature from nursing and related 

health fields. Particular attention is given to research-based 

findings and anecdotal reports which discuss patients' perceptions 

about any portion of their hospital experience. 

Much of contemporary research has focused on the hospitalized 

patient. Literature is readily available on patient satisfaction with 

nursing, hospitals, food service, physicians, and treatment (Fletcher, 

et al, 1983, McMillan, 1987, Sullivan & Beeman, 1982). Information is 

also available on the effect of the hospital environment upon patient 

care and satisfaction (Baker, 1984, Danis, et al, 1987, Kleck, 1984). 

Different types of nursing care have been compared to differences in 

patient response (Ewe11, 1967, Kirchhoff, 1976, Mayer, 1982). 

Researchers have scrutinized different aspects of the patient's 

hospitalization such as sleep, nutrition, uncertainty, and locus of 

control (Orr & Shingleton, 1984, Mishel, 1984, Richards, 1988). 

Through various research reports we know about the spouse of the 

patient, interactions between staff and family and the effect of the 

hospitalization on the family unit as a whole (Daley, 1984, Mayer, 

1986, Mishel & Murdaugh,1987). 

However, despite the volume of research a paucity of information 

exists to answer the question, "what is it like to be hospitalized?" 

Existing information is in the form of volunteered self-reports 

submitted by independent patients to nursing magazines. Very little 

6 
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submitted by independent patients to nursing magazines. Very little 

systematic research has been done which simply asks the patient, 

"what is it like?" "what do you need?", and "what do you want?" 

PATIENT PERCEPTIONS OF SELECT NURSING ACTIONS 

Much of the knowledge we have about patients' perceptions come 

from the research in caring and satisfaction. Historically "care" has 

been equated with "nursing actions" and over the years there has been 

a natural curiosity to know how patients perceive and evaluate nurses 

and what nurses do. 

As early as 1957 Abdellah and Levine developed a checklist of 

nursing actions to study patient and personnel satisfaction with 

nursing care. In an effort to quantify satisfaction with nursing care 

they gathered responses from 8,000 patients and 12,000 nursing staff in 

60 American hospitals. Data from the Abdellah and Levine study 

demonstrated a positive correlation between hours of professional 

nursing care and patient satisfaction, and a positive correlation 

between age and patient satisfaction, ie, older patients were more 

satisfied with care than were younger patients. 

In a study of 300 patients and 100 nurses at three major 

metropolitan hospitals, White (1972) examined the importance of 

selected nursing actions. The fifty statements about nursing actions 

which comprised White's questionnaire were derived from statements of 

nursing leaders, professional organizations,nursing text books, 

nursing functions studies and any available research related to patient 

and nursing opinions. Findings Indicated that'patients were more 
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concerned with the physical aspect of care while nurses were more 

concerned for the psychosocial aspects. 

Klrchhoff (1976) also looked at nursing actions when she explored 

eleven patients' perceptions of nursing responses to particular patient 

needs. Kirchhoff used personal interviews which included verbal 

responses to a 29-item multiple choice questionnaire to gather her 

data. Klrchhoff suggests that patients do not respond negatively when 

asked to share perceptions because they are still ont the unit and fear 

recrimination. Also patients responded positively because of a sense 

of loyalty to the ones who "saved my life". Her findings indicated 

that the few negative responses were rationalized and that negative 

responses were from patients whom the nurses had informally related as 

being "problem patients." 

The responses were returned to the nursing staff in order to 

detect areas of nursing care which needed improvement. The nurses were 

surprised to discover some of the patient responses, other responses 

were as anticipated. Kirchhoff suggests that improved communication 

would lead to improved care and thus increased satisfaction. 

PATIENTS' PERCEPTION OF NURSING TRAITS 

Other researchers examined the patient's view of the professional 

person. In 1961 Holliday studied the patient's image of the ideal 

professional nurse. Holliday's questionnaire was based on patient 

interviews. Seventy-seven patients rank-ordered characteristics 

provided on a 11st and also added their own comments. The result was a 

list of what patients considered an ideal nurse to be. Forty-eight of 
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the nurses on staff at this hospital also ranked the ideal traits. 

Differences between patient and nurse rankings were noted to be 

minimal. The emphasis of this study was on the patient's perception of 

nurse characteristics rather than on needs, wants and needs met. 

Tagliacozzo (1965) is also noted for her work with patients' 

perceptions of the nurse. In personal interviews with medical-surgical 

patients she found that most of the patients were more concerned with 

personalized care and personality attributes of the nurse than with 

knowledge and technical skills. 

Her findings indicated that patients entered the hospital with 

expectations and previous Impressions. The expectations were 

frequently based on personal experience with nurses in the past. 

Previous impressions were developed long before admission and had 

occurred as a result of things learned or heard. These impressions 

could be positive or negative, thus "many of the patients came to the 

hospital with some doubts and apprehensions" (p. 221). 

While there was a hesitancy to express fears or criticisms of the 

nursing staff, patients interviewed showed an eagerness to cite 

instances confirming their own adherence to implied standards. 

Tagliacozza also observed that the patients felt encouraged to be 

submissive, cooperative, undemanding and considerate. While not 

addressing the total issue of the patient's hospital experience, this 

study did explore some perceptions of their interaction with health 

care workers. 

As more is learned about patient (dis)satisfaction, 
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discrepancies are evident in what patients want versus what the nurse 

thinks the patient wants (Nelson, 1982). Oncology nurses have done 

extensive work on the differences in patient and nurse perceptions of 

"the most important nursing actions." Larson (1984) developed the 

Caring Assessment Instrument (CARE-Q) as a tool to obtain patient 

perceptions of important nurse caring behavior. In a study of 57 

individuals with cancer she found that patients were more interested in 

the technical skills and knowledge of the nurse, while nurses assumed 

the more important nursing actions were those that dealt with 

interpersonal skills, and listening. This differs from Tagliacozza's 

work in 1965. The difference could be due to data collection 

protocols, eg. interviewing vs. instrumentation (which limits the 

patient's response) or it could reflect a change in society over 20 

years relative to expectations which patients bring into the health 

care setting. 

QUANTIFYING PATIENT SATISFACTION 

Initial curiosity about what patients think has led to nursing 

care studies asking more sophisticated questions. Several instruments 

have also been developed to quantitatively measure patient satisfaction 

with nursing and nursing care. For example, Rlsser (1975) developed a 

25 item instrument evaluating patient attitudes toward nurses and 

nursing actions in the primary care setting. The Risser Scale has been 

revised and tested and now has reliability and validity estimates 

within established criteria for adequate measurement of patient 

satisfaction with nursing care (Hinshaw & Atwood, 1981). While studies 
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of patient satisfaction provide a better understanding of the patient's 

perceptions of nurses, the question concerning patients' perceptions of 

hospitalization remains unanswered. 

CONSUMERISM AND PATIENT SATISFACTION 

As consumerism became a part of our culture, its effect was noted 

in the nursing literature. Patient satisfaction with care became the 

topic of research (Jones, 1983, Levin & Devereux, 1986, McMillan, 

1987). 

PATIENT SATISFACTION IN PARTICULAR POPULATIONS 

Satisfaction has also been studied among particular patient 

populations. Linn and Greenfield (1982) examined the effects of 

chronic illness and patients' self-perceived illness in regards to 

satisfaction. In a survey of 519 patients their data revealed that 

patient satisfaction is "sensitive to and confounded by patients' 

perceived health, view of life and social circumstances" (p.425). 

Greenley, Young and Schoenherr (1982) focused their 

research on the psychologically distressed. Interviews of 366 patients 

led the researchers to conclude that this population had a tendency to 

report more dissatisfaction than other patient populations. 

Sullivan and Beeman (1982) studied 1900 maternity patients to 

determine their satisfaction with care received and to discover if 

communication patterns affected their satisfaction. They found that 

quality of communication was a significant factor in perceived 

satisfaction as was fulfillment of previously made-choices in type of 
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delivery, anesthesia etc. However, they pointed out, as did Kirchhoff 

and Tagliacozza, that patients are unlikely to complain about their 

care. They reported that maternity patients viewed the decline in 

maternal deaths in the past 50 years an outcome of "interventionistic 

caretakers" and that patients had been conditioned to take a passive 

role as the recipient of that care (p. 328). 

PATIENT SATISFACTION WITH PARTICULAR VARIABLES 

Spendlove, Rigdon, Oenson & Udall (1987) examined the effects of 

waiting on patient satisfaction and found that in their sample, length 

of time spent waiting was not significant. Ben-Sira (1976) studied how 

the professional's affective behavior affects client satisfaction and 

discovered that in his sample of 1892 subjects the physician's 

affective behavior did influence the layperson's satisfaction with the 

health care episode. 

Abramowitz, Cote, and Berry (1987) developed a questionnaire 

comprised of 35 scaled items and 2 open ended questions to analyze the 

determinants of patient satisfaction with overall hospitalization. 

Responses from 841 patients discharged form a New York hospital 

revealed that patient expectations being met and satisfaction with 

nursing care were the major factors in overall satisfaction. 

Ahmadl (1985) examined "the experience of being hospitalized", 

focusing on stress, social support and satisfaction. In her study 100 

patients on two medical units of the same hospital were administered 

the Volicer Hospital Stress Rating Scale as well as being asked 4 

questions regarding their social support and satisfaction levels. The 
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Volicer Hospital Stress Scale requires a ranking of 49 items on cards. 

Subjects were asked to choose from the 49 items those experienced as 

stressful during the hospital stay. The findings of this study 

supported literature-based hypotheses that there were correlations 

between social support and patient stress, and between social support 

and satisfaction. 

THEORIES OF PATIENT SATISFACTION 

Linder-Pelz (1982a) has examined patient satisfaction and 

hypothesized determinants as initial steps in building a theory of 

patient satisfaction. Perception and attitude are elemental to her 

theory. The variables specified in Linder-Pelz's theory include 

expectations, value, entitlement, occurrences, and interpersonal 

comparisons. In a sample of 125 clinic patients interviewed 

immediately before and after their health care visit she found that 

"expectations consistently explained most of the variance in 

satisfaction ratings, values had little independent effect on 

satisfaction and feelings of entitlement were unrelated to 

satisfaction" (p.583). There was some support for the hypothesis that 

discrepancy between perceived occurrences and prior expectations 

resulted in less overall patient satisfaction. 

PATIENT SATISFACTION IN ICU 

Research regarding the patient experience in the intensive care 

unit is sparse. The literature tends to focus on patient response to 

the machine, more accurate use of machines and 'monitors, and the 
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environment itself. Baker (1984) looked at sensory overload and noise 

in the ICU as sources of environmental stress for the patient. Kleck 

(1984) addressed the ICU syndrome, an "acute organic brain syndrome 

...which occurs in patients who are being treated within a critical 

care unit" (p. 21). The focus was the patient's psychological, 

physiological response to the environment. 

The person-oriented research in intensive care tends to center on 

the family- (Lust, 1984; Daley, 1984; Molter, 1979; Breu & Dracup, 

1978) This may be due to the fact that for much of the time they are 

in the intensive care area many patients cannot speak. 

Danis, et al., (1987) worked with the patient, the family and ICU 

staff to evaluate each of their perceptions of the usefulness of the 

intensive care units. The researchers stress the importance of the 

nurse's role as patient advocates, yet reinforce that "we have no 

information about how well they [nurses] know their patient's wishes" 

(p. 138). The researchers found discrepancies in staff's anticipation 

of patient response versus the actual patient response. 

PILOT DATA 

In an effort to better study the patient's experience in ICU 

Tempieton (1987) conducted a pilot study in which seven participants 

were interviewed. Using the grounded theory approach, seven intensive 

care patients, a convenience sample, were asked to answer the leading 

question of "What is it like to be in ICU?" followed by successive open 

ended questions regarding their experience. The interviews were taped, 

transcribed and analyzed according to the grounded theory method. Core 
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variables which emerged from the data were "Control, Security, and 

Need". See Table 1. As the patient's health status improved the 

categories remained central to the hospitalization experience, but 

alternated in position of priority to the patient. The categories 

appeared to be on a timeline from entry to exit from the health care 

system. Need, Security, and Control did not all change at the same 

time or the same rate, but an overall view of the patient's experience 

from admission to ICU throughout hospital discharge did seem to 

indicate a braiding of the three categories as they changed in priority 

to the patient. See Figure 1. 

The patient's view of the caregiver changed throughout the 

hospitalization as well. Nursing actions which were essential and 

viewed as an indicator of nursing excellence at the outset of 

hospitalization (in the ICU) were seen as antagonistic acts later in 

the same hospitalization. The sample population showed the patient's 

attitude toward the caregiver as first "needing the caregiver," then 

"excusing the caregiver, wanting the caregiver," and finally, 

"accusing the caregiver." 

SUMMARY 

In none of the research presented thus far has the goal been to 

discover a general understanding of the patient's perception of needs 

and wants and corresponding nursing care throughout the hospital 

experience. Sample populations have been segmented, with either 

particular aspects of the experience as the focus, or else the 

researcher has looked at the perceptions of a- singular group of 
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Table 1 

Prioritization of Core Variables Throughout the ICl) Patient's 
Hospitalization. 

Priority Priority Priority 
ONE TWO THREE 

Adm/ICU 

Prior to 
Transfer 

After 
Transfer 

Discharge 

Need 

Security 

Security 

Control 

Security 

Need 

Control 

Security 

Control 

Control 

Need 

Need 

Note: Definitions 

Need: The need for care as determined by the patient's state of 
health. A high acuity would represent an elevated need. Need was 
preeminent at admission to ICU, diminished gradually throughout the 
hospitalization. 

Security: The feeling of being safe and well cared for. Some security 
present prior to admission. Security became #1 priority at time of 
transfer, changing enviroments, then returned to pre critical state 
around time of discharge. 

Control: The ability to cause change or refrain from change in any 
aspect of he environment, treatment, etc. When the patient enters the 
ICU control is relinquished as priority. As health progresses, need 
lessens, and patients wants to resume increasing amounts of control 
over own life. 
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CONCEPTUAL FRAMEWORK 

medical crisis 
(antecedent) 

.o\\\W 

JOURNEY TO THE EXIT 

L J 
need \ ^security control ^-needing the caregiver 

4-excuslng the caregiver 

EXIT 

security control 

security controls need 

control, security J need 

neretne patient may exit the system, or if setbacks 
occur may renev the entire process 

^-wanting the caregiver 

^•accusing the caregiver 

w ut_i»aj_kciicT unc Cil' 
T 

j* . S ju,.. 

I I t •V*w»»ta. V. 
kneed ^afccurity •^control 4-needing the caregiver 

security contro 

secuil^ control^V need 

/ 

control, security I need 

4-excuslng the caregiver 

4-vanting the caregiver 

4-accuslng the caregiver 

security 

Figure 1. conceptual aodel describing changes in the icu 
patient's priorities over tiae. Teapleton (1907, unpublished). 
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patients. 

Only a small percentage of studies has been done with intensive 

care patients. Danis, et al (1987) stated that while "knowledge about 

the outcome of intensive care and the ability to predict these outcomes 

is increasingly available, knowledge regarding patients' preferences... 

remains marginal" (p.142). What little information is available has 

been derived from asking healthy individuals what their preferences 

would be in a hypothetical situation. 

This continues to lend credence to the fact that more research 

needs to be carried out in the intensive care unit with those patients 

as soon as they are able to participate, and while they are within the 

intensive care setting. Areas which Ahmadi (1985) recommends for 

further research include further exploration of the patient experience 

utilizing a phenomenological approach. "Nurses and other health 

workers, in order to lessen the alienation between themselves as 

workers acting upon and patients as the acted upon, need to understand 

this experience." (p. 147). 

The patient's experience of hospitalization needs further 

research. Before quantitative studies are mounted to measure the 

patient's needs and concerns, these needs and concerns and their change 

over the course of the hospitalization must be determined. Before we 

can implement and evaluate improvements in care we need to know what 

the patient perceives as needing to be improved. If "the nurse's area 

of responsibility is the patient's perception of his condition" 

(Wiedenbach, 1964, p. 12), it would seem efficient and worthwhile to 

simply ask patients about their perceptions. Such'research is needed 
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with intensive care patients as so little information is available 

about their perceptions. 



Chapter 3 

METHODOLOGY 

In this chapter the research design, the setting and sample, data 

collection and analysis and methods for protection of human subjects 

will be presented. 

The purpose of this study was to explore patients' perceptions of 

their, needs and reciprocating nursing care throughout the entire 

hospital experience from admission to ICU through hospital discharge. 

Grounded theory, a qualitative research approach was chosen to best 

accommodate this purpose. Qualitative research methods involve 

observing, describing, analyzing, interpreting, and/or understanding 

the patterns, characteristics, and meanings of specific, contextual, or 

gestalt phenomena (Ornery, 1987). Because of the limited knowledge 

regarding the complex topic under study, and because the problem lends 

itself to interview, a qualitative exploratory method was chosen. 

RESEARCH DESIGN 

Grounded theory is so called because "the researcher generates 

theory from the data rather than applying a theory constructed by 

someone else from another data source; the generated theory remains 

connected to or grounded in the data" (Stern, 1985). This method of 

research, an inductive method of discovery developed by Glaser and 

3trauss in 1967, emphasizes observation and is most frequently utilized 

in areas of research where little is known (Chenitz & Swanson, 1986; 

20 



21 

Stern, 1980). Grounded theory was chosen because of its capacity to 

uncover the very personal aspect of the hospital experience. 

THE PROCESS 

In grounded theory, subjects are encouraged and permitted to share 

what they perceive in their new surroundings. Through theoretical 

sampling and constant comparative analysis the researcher endeavors to 

ascertain the social processes involved in this particular situation. 

Data bits are compared for similarities and differences, and 

categories of responses formed. As the categories are then compared to 

determine relationships, concepts begin to emerge from the data. The 

concepts are analyzed for relationships and a conceptual framework 1s 

devised to illustrate the processes uncovered. Theory development 

based on the data of this research has then begun. 

Theoretical sampling is an integral part of grounded theory. The 

researcher utilizes and reviews all available data and information, 

then chooses the subject and defines the content of the next interview 

in an effort to clarify, verify, refine or elaborate the categories 

which are emerging (Glaser & Strauss, 1967). Identifiable differences 

within the sample population such as age, acuity of illness, length of 

time spent in that particular nursing area, previous hospitalizations, 

and gender guide the researcher in the search for particular 

knowledge. 

Methodological notes maintained by the researcher throughout data 

retrieval record the rationale behind sampling decisions. Data 

retrieval, analysis and sampling continue until eill categories are 
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saturated and no new information is received (Sandelowski, 1986). 

THE SETTING 

At the outset of grounded theory research, the researcher chooses 

the setting which enables examination of the process in question 

(Chenitz & Swanson, 1986). In this instance the focus of the study was 

the ICU patient's hospital experience as it related to the nursing 

care. The intensive care units at a southwestern medical center 

comprised the setting. Data collection began in the surgical intensive 

care unit. 

THE SAMPLE 

Criteria for inclusion in the study were: 

1. Individuals had to have been patients in the ICU a minimum of 

24 hours. Twenty-four hours was arbitrary but used as a baseline 

because the person would by then have been there through an entire 

day/night cycle and may have formed more complex opinions than the 

individual who had been there only a few hours. 

2. The participants were able to physically speak. These 

subjects were not always readily available in units with high patient 

acuity. Intubation, head and neck surgery, trauma, and level of 

consciousness did preclude some patients from participation. 

3. The participants were able to communicate fluently in English. 

4. The participants were able to share their current experience 

and consider future participation (two more interviews) as well. 

Six subjects were interviewed. Because so many variables existed 
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among patients within the various intensive care units, it was 

essential to gather thick descriptive data. Descriptive information 

obtained about each subject included: age, ethnic origin, gender, 

diagnosis, procedures done, length of time in the ICU and previous 

hospitalization experience. See Table 2. 

DATA COLLECTION 

Data collection and data analysis are difficult to separate in 

grounded theory research since the two are carried out simultaneously. 

For clarity, data collection will be described separately in its 

initial stages. As the research continues, the two become more and 

more inseparable. 

Once access to the Intensive care units was granted, the charge 

nurses were approached with the study goals and criteria for subject 

selection. Since these patients were receiving intensive care, it was 

essential to cooperate with those in direct charge of the patient. The 

charge nurses chose patients who met the subject criteria. From these 

individuals the researcher selected those who best suited the study at 

that time. 

Prospective subjects were given a verbal explanation of the study 

and invited to participate. They were told that this research was a 

thesis project and that the purpose was to learn more about what 

hospitalization was like form the patient's perspective. 

Explanations were given to the potential subjects regarding 

anonymity. Their names were never recorded except on the researcher's 

field notes (so they could be tracked through' the hospital for 



Table 2 

Descriptive Data for Subjects 

Subject Age Gender Diagnosis Days in Days in 

ICU Hospital 

1 61 Q Removal of Tumor from liver 5 8 

2 23 Q Cocci, Adult Respiratory Distress- 3 10 

like symptoms, Hodgkins disease, 

remission 

3 30 Cf Heart transplant 29 31 

4 61 Q Coronary Artery Bypass Surgery 5 12 

5 56 (T "Code Arrest", History of heart 19 29 

transplant 

6 84 Q Ruptured aneurism in the foot, 3 >10 

Below the knee amputation 

Note: All subjects were Caucasian, spoke English as their native language and were inhab
itants of southwestern United States. 
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subsequent interviews.) When they chose to participate the subjects 

were awarded a number so that data could be maintained in a 

methodological manner, ie Subject #4. If a patient referred to 

himself/herself by name during the interview, the name was replaced 

with "Old Harry" during transcription. 

The subjects were also assured confidentiality in that what they 

said would not be related to anyone except as data of an overall study, 

and that only after analysis had occurred. 

"Freedom not to participate" was stressed and the prospective 

subjects were assured that they could drop out of the study at any time 

if they so chose without fear of alteration 1n care. 

The nature of data collection was simply explained to the patients 

along with the need to audiotape the interviews. They were assured 

that the tapes would be erased after transcription as another measure 

of anonymity. Permission was asked and granted prior to taping. 

Potential subjects were also assured of the freedom to ask 

questions, and that their questions would be answered, that no risks 

were identifiable and that no cost was Involved. 

Those who chose to participate were given a written disclaimer 

about the research. See Appendix A. The disclaimer included the 

Information which had been shared verbally and the researcher's name 

and phone number 1f questions should arise. All subjects were first 

Interviewed while they were still in the intensive care unit. 

Data was collected through open-ended Interviews, beginning with 

the same grand-tour question. "I would like to know from your 

perspective what 1t is like to be in the ICU ...especially in regards 
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to nursing care ...what you want, what you need, and what you are 

getting." This question is rather global and allowed the patient to 

emphasize any aspect of the nursing care during the critical care 

experience without investigator bias. Other questions which followed 

included, "what aspect of the nursing care do you value most?" "If you 

could change anything about your experience here, what would it be?" 

These questions sought without asking outright, the patient's 

perceptions on the environment, the staff, and their overall opinion of 

the intensive care experience. Significant data was then pursued 

through guided questioning. The interviews were audio-taped, 

transcribed verbatim, and analyzed prior to Initiation of the next 

Interview. 

Participants were followed throughout the course of their 

hospitalization. It was Important to interview participants while they 

were experiencing Intensive care since many individuals do not clearly 

recall the ICU when they return to the regular unit. Second interviews 

were conducted one day after transfer form the ICU. Again, 24 hours 

was an arbitrary time, but it allowed one complete day/night cycle of 

experience in that particular setting. Third Interviews were conducted 

near the time of discharge, usually 18 - 36 hours prior to hospital 

discharge. Therapeutic treatments, the arrival of visitors, and short 

hospital stays occasionally required adjustments to this schedule. 

Memos and methodological notes were logged throughout the research 

process and Included 1n the analysis of the data. 

As categories and concepts began to emerge for the data and the 

researcher felt less likely to be influenced by outside sources, other 
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data collection techniques were utilized. Any available data against 

which the research data could be tested was collected and compared to 

the current research findings. For example, the researcher considered 

anything in society which might affect the patient's perceptions of 

hospitalization. A Good Morning. America segment portrayed how 

patients should watch out for themselves in the hospital. The 

MacNeil/Leher News Hour presented the effects of the nursing shortage 

and how patients could be affected. These and any newspaper articles, 

events, or other sources of information which might influence a 

person's point of view were noted and recorded in the researcher's 

memos. 

The researcher utilized peer debriefing (exposing her thinking to 

a jury of peers for validation and direction) and triangulation 

(looking at a variety of data sources for different theories and 

alternative explanations to test the data) as methods of testing the 

data (Sandelowski, 1986). Use of these sources was documented in the 

methodological notes along with the effect their usage had on the study 

as a whole. 

ANALYSIS 

Data was initially coded with substantive codes that tried to 

capture the essence of the subject's words or actions. The researcher 

looked for process, identifying actions in the data. These codes were 

compared for similarities, clustered, and given an initial category 

label (Chenitz & Swanson, 1986). As more data were collected and other 

categories formed, each data bit was compared with 'all the previous 
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data. Categories were further developed, combined and/or collapsed 

according to the incoming data. 

Once data from the first interview with Subject #1 had been 

analyzed and categories began to emerge, a second interview with the 

initial subject was conducted. During this interview the researcher 

sought to verify data clusters emerging from the first interview. She 

also sought information about any alterations in perceptions of the 

hospital experience, needs, or nursing care. 

This second interview with Subject #1 took place approximately 26 

hours after the subject had been transferred to the general unit. This 

allotment had, as was hoped, given the patient some basis for comparing 

her current situation to that experienced in the ICU. The grand tour 

question was modified slightly so that the patient understood that 

first her perceptions of care at that time were desired, and then her 

own comparison of how things had changed. 

Of special concern to the researcher were any variations in the 

needs or concerns, the general perceptions, and perceptions of nursing. 

"What is the nursing care like on the general unit?" "How does if 

compare to / differ from the ICU?" These questions, again, attempted 

to Investigate the patient's perceptions of the nursing care without 

biasing the patient positively or negatively in their response. 

The researcher watched for discrepancies. Did they emphasize the 

same thing? If the emphasis had changed, inquiry was focused on the 

reason. For example, had their perceptions changed, or did they now 

feel more at liberty to "talk". Again, the data was recorded for 

analysis and transcribed verbatim. The process conttnued with coding, 
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analyzing, and categorizing of the new data, comparing each data bit 

with what had been already received. 

A second subject was then chosen based on this analyzed data. To 

more fully saturate the developing categories, a patient with similar 

length of time in ICU, and a similar degree of illness was selected. 

During this initial interview the researcher offered the same grand 

tour question and allowed the subject to express her particular 

impression and perceptions. Listening became an important research 

skill. It was important to hear and clarify what was being said 

overall as well as in particular. The researcher also asked Subject #2 

questions regarding the data received from the previous subject. 

The discharge or "third interview" began similarly with, "Tell me 

what 1t 1s like to be near discharge ...especially as it pertains to 

nursing." "What do you need, what do you want, and what do you get?" 

These blanket question were again designed to allow the patient to 

share their general perceptions of their needs and desires for nursing 

care. "If you could change anything about the nursing care you 

received what would it be?" is a question designed to spark 

communication about what they may have wanted but did not receive. As 

in previous interviews, the researcher sought to clarify previous data 

and focus more directed questions toward particular patient responses. 

The Interview pattern for each subject was maintained as closely 

as possible to the schedule outlined above: in ICU; 24 hours after 

transfer; and prior to hospital discharge. Analysis and data 

collection continued 1n much the way as a juggler keeps multiple 

objects 1n the air. As much as was possible the researcher attempted 
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to code and categorize the interviews in the order in which they were 

done and prior to initiating another interview. However, the varying 

length of ICU stay, and the varying lengths of the interviews 

themselves, created times when it was not always possible to have 

received an interview from the transcriptionist, and have it coded and 

categorized prior to the time when the next interview was due. See 

Table 3. 

The researcher utilized theoretical sampling techniques to choose 

subsequent data sources depending on the similarity or variance of the 

previous subjects' responses. For example, when the responses from the 

first two subjects showed quite a bit of variance, the researcher 

sought a third subject who was very similar to them in length of stay 

and level of illness in an effort to determine what was causing the 

variance, to elaborate on the Information received thus far, and to 

develop boundaries. When subjects' responses were quite similar, the 

researcher sought a subject with dissimilar characteristics to add 

depth to the sets of responses. 

Data was examined to detect patterns of relationships between the 

categories. Substantive codes were compared and matched to "families" 

of theoretical codes such as conditions, categories, strategies, etc. 

(Glaser & Strauss, 1967) 

As analysis continued, relationships between categories continued 

to develop until a pattern was recognized among the relationships. 

Throughout the analysis, the researcher continued to return the data to 

see 1f the relationships were evidenced 1n the data itself, testing 

all hypotheses at each stage of development by presenting them to the 



Table 3 

Data Collection Timeline 

Interview 
One 

I 
Subject #1 

i 
Subject #2 

Subject #3 
i 

Subject #4 
i 

Subject #5 

Subject #6 

Interview 
Two 

Subject #1* 
i 

Subject #2 

Interview 
Three 

Subject #2 

Subject #4 j 

Subject #5 I 
i i 

Subject #3 Subject #4** 
1 | 

Subject #6*** , 
1 I 

i Subject #3 
I i 
i Subject #5 

Interview one conducted while patient remained in ICU 

Interview two conducted within 30 hours of transfer from 
ICU to regular unit 

Interview three conducted approximately 24 hours prior to 
hospital discharge 

* Discharged from hospital earlier than anticipated 
Lost from study. No third interview. 

** Discharged from hospital earlier than anticipated 
Third Interview done 4 days post-discharge. 

*** Declined to continue past second interview because 
of health reasons. No third interview. 
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subjects themselves for verification and elaboration. The data 

collection and comparative analysis continued until no new information 

was received. At this point the categories were "saturated". This 

point was reached when the researcher had interviewed six subjects. 

Throughout the research process the researcher kept memos about 

the analysis being done, observations which might be relevant but was 

not included in the words of the subject, her own interpretations, and 

subjective feelings about the research. For example, the researcher 

noticed particular body language and tone of voice utilized by some 

subjects at different stages of their hospitalization. Ideas about the 

reasons for this or the lack of it in other individuals constituted a 

memo. 

These memos became an integral part of the data. As they were 

read and reread, they helped to direct the researcher to further data 

collection or served to clarify, refine, or verify existing data 

(Chenitz & Swanson, p. 8) In grounded theory the researcher is an 

integral part of the data collection and analysis, thus her subjective 

ideas and hunches are included and tested along with the other data 

bits. 

As the data collection / analysis continued, the focus of the 

interviews became more defined, and the questions more pointed although 

the same grand tour question was asked of each individual to determine 

onset of saturation and dependability of the data. As the categories 

gave way to concepts and a conceptual model began to emerge, other 

attempts were made to establish trustworthiness of the data. 
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TRUSTWORTHINESS OF DATA 

In order to minimize error in research, specific actions were 

taken. An audit trail was made. This is simply a compilation of data 

collection and analysis in the order it occurred along with the 

reasoning behind it. The audit trail leaves a path for future 

researchers to retrace and verify the work which has been done. 

Triangulation, comparing the data to other sources, was done to verify 

and give substance to the findings. Other research findings and 

scholarly journals were used to scrutinize the findings of this study. 

"Reflexivity" (revealing to the subjects any underlying assumptions 

which may cause the researcher to formulate questions in a particular 

way) (Braden, 1987, personal communication) was done whenever the 

researcher felt that her own biases were affecting the analysis. This 

technique allowed subjects to clarify information, and prevent 

investigator bias. 

All of these techniques were maintained during the data, 

collection in an effort to decrease investigator bias and promote 

confirmabillty among the findings. The use of peer debriefing, member 

checks (returning the findings to the subjects themselves), and the 

collection of "referential adequacy materials" (Guba, 1981) promote 

credibility to the study and production of plausible findings. 

A collection of thick descriptive data, the use of theoretical, 

data-driven sampling, and the use of overlapping methods minimized 

situational uniqueness and instability within the study and promoted 

transferability and dependability of the findings (Guba, 1981). 
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HUMAN SUBJECTS 

Data collection was done in accordance with the protection of 

human subjects. The proposal for this research project was approved by 

the human subjects committee. See Appendix B. The subjects were 

instructed in the nature of the research, the absence of risk, and the 

freedom to not participate without risk of altered care. A written 

disclaimer which described the purpose of the study and data collection 

procedures was given to each subject at that time. 

SUMMARY 

In this chapter, the research design was explained. Details 

regarding data collection, analysis, and the trustworthiness of the 

findings were included. The setting was described and the criteria for 

choosing research subjects were explained. Measures taken to insure 

the protection of human subjects were detailed. 



Chapter 4 

ANALYSIS OF DATA AND 

PRESENTATION OF FINDINGS 

In this chapter the analysis 

processes induced from the data, and 

within the categories are described. 

of the data, the categories and 

a description of the properties 

DESCRIPTION OF THE SAMPLE 

The sample was comprised of six intensive care patients at a large 

southwestern hospital. Their ages ranged from twenty-two to eighty-

four; two were male, four were female. Their diagnoses were varied 

(see Table 2 for specific details). Length of stay in ICU ranged 

from three days to twenty-nine days, and total hospital stay ranged 

from eight to thirty-four days. One of the subjects had never been 

hospitalized before, one subject had had one hospital experience, and 

the remaining four had had multiple hospitalizations in the past. All 

were Caucasian and shared English as their primary language. Each 

subject was interviewed three times: prior to discharge from ICU, 

within 24 - 28 hours after being transferred to the regular unit, and 

within 30 hours of discharge. Exceptions to this are noted on 

Table 3 in Chapter Two. 

35 
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All subjects received their first interview while they were in the 

ICU 2-30 hours prior to transfer to the general medical-surgical unit. 

While Subject #3 was interviewed in the ICU, his initial interview was 

slightly different as he was awaiting a heart transplantation and so 

essentially was still looking toward his critical episode. All the 

others had already experienced the critical experience and were 

anticipating transfer to the regular unit. 

The second set of interviews was conducted in the patient rooms at 

least twenty-four hours after their transfer from the ICU. Again 

Subject #3 was different 1n that he physically remained in the ICU 

during his second interview, both because of his post transplant status 

and because of a scarcity of available rooms, but his status had been 

lowered to "tele-monitor only" rather than intensive care. 

The third set of interviews took place in the patient rooms 

approximately 28 hours prior to hospital discharge. Subject #1 did not 

receive a third interview because she was discharged out of the 

community much earlier than had been anticipated. Subject #4 was also 

discharged earlier than planned, but was interviewed when she returned 

for a clinic visit 4 days later. Subject #6 had a recurrence of her 

traumatic incident one week after her second interview and in light of 

further surgeries and concerns chose not to continue in the study past 

that point. 

In presenting the analysis of the data, interviews will be 

discussed 1n the order in which they were done since themes emerging 

from the data of first subjects affected the information sought in 
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later interviews. See Table 3. When a "set" of interviews is 

mentioned, the researcher is referring to all the first interviews as 

one set, all the second interviews as another set and all the third 

interviews as the final set. 

CODING, ANALYSIS AND CATEGORIZATION 

Data analysis began after the initial interview. The first 

subject was a 61 year-old female admitted for excision of a liver mass. 

She was interviewed three days post-operatively while she remained in 

the ICU. She had experienced ventilatory assistance and multiple 

invasive monitoring systems, however at the time of the interview all 

lines except one had been removed and she was receiving oxygen via 

nasal cannula. 

Major themes within the data were identified, coded and clustered 

into categories. The grand tour question addressed the patient's 

perceptions of critical care, and further questions tried to ascertain 

nursing's impact on her hospitalization and the patient's perceptions 

of that impact. Categories which began to emerge were Nurses have 

caring instinct. Self encouragement. Inevitability of it. Discomfort 

in ICU. and What might happen is frightening. 

Subject #2, a 23 year old female, had been in many hospitals on 

previous occasions. She had a history of Hodgklns disease which was 

currently 1n remission; her hospitalization was due to a recurrent lung 

disorder which mimicked Adult Respiratory Distress Syndrome. Following 

the grand tour question, the themes of the categories were addressed 
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in order to clarify, develop and define them. 

Another theme, I have a right to be in control was evident in the 

second subject's responses. ICU is comforting, and The regular floor 

had sufficient properties to suggest category formation as well. A 

broad category of Vulnerability began to develop as clusterings of I. 

need encouragement, don't take me for granted, and what might happen is 

frightening emerged from the data. See Table 4 for original 

categories. 

A meeting of the researcher with the thesis chairperson resulted 

in a more focused view. Rather than looking at generalizations about 

the ICU experience, questions and analysis were directed more 

specifically at Identifying what activities nurses do which affect the 

patient's feelings of vulnerability, or how nurses affect the 

patient's feelings of control. 

When refocused this way, The regular floor dissipated and those 

databits were re-categorized under Vulnerability. 

The Regular Floor --> Vulnerability 
"scary on the regular floor" 
"takes longer for the nurse to get here" 
"prefer ICU" 

Discomfort in ICU «> Vulnerability 
"Its uncomfortable" 
"Isolated in ICU" 
"unable to communicate" 
"being tied down" 

Inevitability of it —> Vulnerability 
"I had to go through with it" 
"I couldn't have lived" 
"Wanted to get it over wittT 

Other properties included under Vulnerabilitv 
I Need Encouragement 



Table 4 

Original Categories Emerging From First Interviews 

Category Data 

ICU is comforting comforting to know someone is 
watching 
care is quick 
on the other floors it takes longer 
for care to arrive 

I have a right to 
be in control 

Discomfort in ICU 

Nurses have caring 
instinct 

Its my body 
if they don't like it tough 

Its uncomfortable 
Isolated in ICU 
unable to communicate 
being tied down 

nurses anticipate weakness 
knew I wasn't feeling good 
n have instinct to be with people 
and care... 

Inevitability of 
it 

I had to go through with it 
I couldn't have lived 
Wanted to get it over with 

Self Encouragement 

The Regular Floor 

Don't take me for 
granted 

I'm getting better 
I had to snap out of it 

scary on the floor 
takes longer for n to get here 
prefer ICU 

be aware that I am a person 
be careful when you care for me 

I need encourage
ment 

from the nurses 
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"from the nurses" 
"from myself" 
"from my body" 

What Might Happen Is Frightening 
"ICU isn't frightening, what might happen 

to you is." 

ICU is comforting disintegrated as those databits were added with 

others to form the category Nurses meet needs. 

ICU is comforting —> Nurses meet needs 
"It's comforting to know that someone is watching" 
"Care is quick" 
"They give me stuff to take care of pain" 

Nurses have caring instincts may have been related to Nurses meet 

needs, but the two categories did seem to remain independent of each 

other at the time. The former focused on interpretations of needs 

while the latter was comprised of specific reactions to needs. 

Nurses have caring instincts: 
"Nurses anticipate weakness" 
"Nurse knew I wasn't feeling good" 
"Nurses have instincts to be with people and care..." 

I have a right to be in control, and Don't take me for 

granted signaled the possibility of a larger concept of "I am a 

person", but were not combined yet because "Control" also seemed like a 

possible category as well. 

The second interview with subject #1 was completed approximately 

28 hours after she had been transferred from the ICU. She was sitting 

in bed, looking tired, but much improved from the last meeting. During 

this interview efforts were made to clarify topics to which she had 

alluded during the previous discussion and to gain an insight into any 
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perceived changes in care when comparing her present situation to that 

of ICU. 

Analysis, coding and clustering, of the second interview was kept 

separate from the codes and clusters of the first interviews in order 

that alterations in care or those perceptions might be more visible to 

the analyst. However, when new themes seemed to emerge, the new data 

was compared with all previous data in the method of grounded theory 

and prompted refining questions 1n succeeding "first" Interviews. This 

review and refinement did occasionally alert the researcher to 

subtleties which had previously been overlooked. 

There was a dramatic difference in Subject #l's view of herself in 

the second interview. She stated "I am well" as opposed to the "I 

thought I would never pull through" situation she had been in in ICU. 

She had been overwhelmed by the confining nature of the ICU where the 

nurses had done everything for her. Now she stated, "Well, really and 

truly, all they do is fill those [IV's] up and help me with my 

washing." 

Encouragement and increased independence were important 

issues to this woman. In reviewing all the previous data, it became 

evident that Encouragement had sufficient databits to become a category 

in itself. Rather than integrating under Vulnerability. I need 

encouragement combined with Self encouragement to form a new category. 

Shortly after that, Subject #2 was Interviewed for the second 

time. Previous categories were further developed and categories 

entitled Watching the caregiver and I have a right began to emerge. 
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A third subject was found shortly after interviewing Subject#2. 

This subject was slightly different from the rest in that he was still 

anticipating his crisis episode (awaiting a donor for a heart 

transplant) whereas the others had been past their most critical events 

when the first interviews were done. 

Subject#3 provided further elaboration on Nurses Meet Needs. 

Encouragement. I have a right, and Vulnerability, but also added large 

amounts of data which led to a variety of other categories. For 

example: 

Control 
"I like being in control of myself" 
"I need some control" 
"I would fight for control" 
"I need help, but I'll choose the source" 
"I'm willing to listen" 
"total loss of control causes panic" 
"I still get to choose" 

Nurse should be: 
"the nurse should be patient, concerned, and caring" 
"it's important to have a nurse who is good at what she does, 

who knows what she is doing, and has been doing it for a 
while." 

"it's important that they have an air of self confidence 
about themselves" 

"as long as they're kind of sensitive to what you're going 
through, it makes it a little easier" 

"the nurse's attitude is what makes the real difference" 

Nurse should do: 
"it's important that they listen" 
"they need to see me as a person" 
"don't think of me as a piece of meat" 
"they should answer your questions or find the answers if 

they don't know" 
"they need to understand...." 

Self Care 
"I distract myself" 
"I try not to think about 1t" 
"I try to prepare myself for how it will happen" 
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"you try to get ready, but you can't" 

Nurses know 
"They come in and they tell you" 
"she knew...there was no problem" 

Nurses care 
"the nurses are sensitive to my needs" 
"sometimes they'll come in and chat for a minute, come in and 

see what you're watching on TV, ask you about it, stop 
by and look in on you." 

I watch 
"I like to know what they are doing" 
"I ask questions" 
"you need to know so you're informed" 

Being watched 
"they watch you up here" 
"you are on the monitors and everything" 
"it's important to be watched" 
"it's kind of relieving, knowing they are there" 
"they watch...they know" 
"when you have a heart problem like mine, its important" 

Being there 
"they're a little more attentive here" 
"they constantly mess with the IVs and stuff" 
"if something happens, you know there is going to be somebody 

there to do something" 
"you know they will come" 

Security 
"it's reassuring to be here" 
"[had crisis on other floor] they brought me here to make 

sure everything was alright" 
"1f something like that happens, they know right away" 

Knowing important 
"you want to know that you're at least stable" 
"It's nice to know what's happening to you" 
"you want to know why something is being done" 

Concerns 
"I need to stay alive" 
self doubt, fear 
fearing the unknown 
fears not being Informed 

Didn't want inexperience 
"she just didn't have it" 
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"[they should] take the trainees and put them down on the 
floor where it is not so crucial" 

"One trainee just scares me. I'm not sure she knows what is 
going on, what she is doing, or anything else." 

"The trainee started to do it. I said, "No." 

This interview also yielded data to support the properties of "it's 

inevitable" and "didn't want insecurity" (under Vulnerability). 

During the next meeting with the thesis chairperson an 

interesting observation was made: 

Subject #1 influenced nursing behavior by demonstrating 
gratitude and appreciation. #2 influenced nurse's 
behavior by asking questions, making sure they double 
checked. #3 has a different approach, wanting 
collegiality with the nurse, influencing behaviors by 
working with the nurse to gain the desired effect. 

Although it did not become apparent until late in the analysis phase, 

this was a significant finding. Further questions regarding methods of 

influencing the nurses did not reveal much new information, but 

observation of patient actions while the interview took place did show 

interesting information about how patients interact with nurses. 

When the Subject #2 was interviewed for the third and final time, 

the only predominant observation of change over time was that the major 

concerns of the individual were now projected toward the future instead 

of directed toward the self. The most significant findings of this 

interview were made in retrospect, verifying the categories after the 

final analysis was completed. 

Subject #2 had been around nurses all her life, and had taken 

particular medications so frequently that she could tell what she had 
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received by the immediate reaction, flushing, taste coming to her 

mouth, etc. which occurred after it was administered. The 

methodological note which accompanied this interview reads as follows: 

She had an agency nurse and like Subject #3, she 
sensed a lack of confidence and did not like it. There 
were many interruptions...this interview had many 
awkward moments because the subject would let her voice 
trail off and I would sense that she wanted to avoid 
talking any time the nurse came in (which was 
frequently). The patient maintained eye contact with me 
when we were alone, but never took her eyes off the 
nurse when she entered the room. 

[the patient had been talking to me about how this 
nurse made her nervous because she couldn't do simple 
things like hang a penicillin drip or figure out the 
port-a-cath. She had also stated that she was very 
disorganized and had to make multiple trips into the 
room to accomplish a single task because she had not 
remembered to bring all the necessary equipment the 
first time] 

Patient responses to questions were conspirator in 
nature. At one time the nurse came in to flush the 
port-a-cath. She made one trip to bring heparin, one 
trip to bring saline, and one trip to bring alcohol 
wipes. When she had finished and left the room, the 
patient turned to me and said, "See what I mean?" Less 
than 15 minutes later the nurse came back to give 2 more 
IV push meds and re-heparinize the port-a-cath. The 
patient asked what each med was and what the dose was 
as the nurse gave it and then verified it by describing 
the physical response she was having. 

Being watched had been an emerging category, but now watching vou 

watching me seemed an appropriate label. Both of these clusters could 

be subcategories for the major heading of Security. When all the 

previous data was compared to this new data there appeared to be 

sufficient support for security as a major category. 

Questions spurred by this observation of Interaction between 

nurse and patient were: What behavior was Subject #2 displaying by 
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neglecting to tell the nurse of the insecure feelings she aroused? 

Was there a need to hide vigilance? Was there a certain lack of 

freedom in the relationship? How do you communicate to the nurse that 

you don't feel comfortable? Does this differ from ICU to floor? As 

the themes evolved and were explored, data obtained during "third" 

interviews affected the information sought in "first" interviews and 

vice versa. Although they were categorized separately, the similarity 

of subject matter resulted In similarity of categorization. 

The major categories at this time were: 

Until this time the subjects had been truly convenience samples. 

The charge nurses in the ICU's had suggested patients who fit the 

criteria for inclusion in the study, and those who had been available 

had been approached. Those who had been willing to participate were 

included in the study. At this point the data was beginning to 

solidify and the need became apparent for a particular type of subject 

in order to gather more specific data. 

The subjects included in the study to this point were very 

independent people who opposed control and had not truly exhibited the 

willingness to give up control which had been so evident in the pilot 

study subjects. It was decided that a search should be made to find 

a subject who was more passive and less controlling 1n character to 

Control 
Encouragement 
Need to know 
Watch me 

Watching you 
Security 
Self care 
I am a person 
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discover if that would make a difference in the responses to security 

and control, or the need to watch the caregiver. 

When the population for sample selection is small, as it was with 

this study, it is difficult to be very selective, but the next subject 

did indeed turn out to be exactly the type of person sought. This 

woman was 63 years old and was in the ICU recovering from double 

coronary bypass surgery the week before. She had been in and out of 

the hospital for ten years and had been in this ICU visiting her 

husband a year earlier when he had coded and died. She had been 

ministered to by this staff both as a patient and as a family member of 

a patient; all of which led her to trust them implicitly. 

The methodological note which was written after this interview was 

coded read as follows: 

It 1s interesting that this interview with this lady 
(#4) came at this time. She is more like the 
individuals interviewed during the pilot. Her 
responses are more passive, willing to give up control 
because "they know" and she has a deep trust in them. 
She watches, but only for company. She does not convey 
an urgency to know what they are doing, or to monitor 
them. The question arises, is her passive response 
related to a personality difference from the first 
three subjects, or is it because she has known these 
nurses from the past and has developed a trusting 
relationship? [Methodological note, June 30, 1988] 

Much valuable data was gathered from this interview, mostly useful for 

clarification and elaboration of already formed categories. When 

compared to all the previous data, the information provided by Subject 

#4 led to two significant contributions: Nurses anticipate needs and 

Excusing. 
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Nurses anticipate needs 
"they anticipate your needs and they do it very well. It 

must be that...they get used to the kind of things you 
need." 

"it seems like they can tell what you need before you know." 
nurses understood and anticipated needs when patient was 

unable to corrmunicate 

Excusing 
"they did what they had to do" 
"they are only helping" 
"sometimes they don't have time..." 
"they don't have enough nurses" 

The observation was made that there was significant similarity in 

the backgrounds of the subjects thus far. All but the first subject 

had had extensive histories with hospitals. Subject #1 had been the 

only one with no prior experience of hospitalization, the rest had had 

multiple hospitalizations with many comparisons to give. Subject #4 

had been through multiple hospitalizations and crises with this 

particular staff. 

Had the emotional crisis shared by Subject #4 and this nursing 

staff been the seat of her passivity of was it her personality type? 

Clarification could be made if a subject were found who had no previous 

crisis experiences, yet had a comparable comfort/satisfaction level as 

Subject #4. 

In my next interview, I would like to find someone who 
1s very comfortable in the ICU but who has none of this 
woman's history of having gone through emotional crisis 
with this staff in the past. [Methodological note] 

As mentioned previously even the best intentioned theoretical sampling 

cannot be met under limited circumstances. The next Individual 

included 1n the sample happened to be very similar 1n history to 
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subject #4. Subject #5 was 57 years old and had had a heart transplant 

the previous year. He was hospitalized to discover the cause of some 

small seizures he was having when his heart arrested and he was 

transferred to the ICU. He had an even longer history with this staff 

than the previous patient had had, but the information which he offered 

was so rich in information that he was included in the study»anyway. 

Major contributions suggested by this gentleman and reinforced by 

other data were Patient should;. ICU Needs. Participation, and Nurse 

should control situation if I can't. 

Patient should; 
Patient must be reasonable in making requests 
"I try to be a good patient" 
"I try to ask the minimum of the nurses" 
"I'm not grumpy and grouchy" 
"If they take a few minutes to answer my call, I try to 

understand." 

ICU Needs 
ICU needs are specific and critical 
Crisis struck quickly 
"we're talking life and death here" 
forced into complete trust 
"somebody saved my life" 
"on this floor the patients require such a degree of your 

attention and of your technical excellence, [the nurses] 
just can't afford to be distracted." 

Participation 
nurse incorporating patient choice 
nurse Inviting patient participation 1n goal setting 
"I explained my need, she understood" 
appreciating partnership 
nurse is watching me, but allows me to control, that's 

alright 

Nurse should control situation if I can't 
nurse should be efficient, in control 
nurse must be able to meet needs promptly 
nurse distraction leads to loss of control 
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The sixth subject, an eighty-four year old woman admitted with a 

ruptured aneurism in her foot, had had only one other hospitalization 

years ago, so she provided that "difference" in subject type which was 

being sought. This subject did not reveal any new information, but 

continued to reinforce or elaborate on the categories already 

developed. 

ANALYSIS OF CONSOLIDATED DATA 

A total of sixteen interviews were conducted. In constant 

comparative analysis "first interviews" were analyzed and coded 

together, "second interviews" were analyzed and coded together, and the 

same with the "third interviews" since one of the goals of this study 

is to discover how the patient's perceptions changed over time. As 

themes seemed to disappear or new ones emerged between interview 

stages, they were discussed with the subjects to clarify how or why the 

changes were appearing. 

Six subjects were interviewed and included in the study. Each was 

interviewed at least two times, four of them were interviewed three 

times. One subject chose not to continue the study because of a 

relapse of poor health, and one was discharged earlier than anticipated 

and lost to the researcher. 

When it was evident from the interviews that no new 

information was being received, and categories appeared to be 

solidifying, it was decided that the categories were saturated, and no 

further data was collected after the sixth interviews were completed. 
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In seeking to discover the connections between themes it was the 

feeling of both the thesis chairperson and the researcher that the 

initial stage or "first interview"s should be concentrated on, and 

connections clarified first, which would allow for a clearer vision of 

any changes which might appear when the second and third stage 

interviews were analyzed. 

By this time, there was a rich data base supporting many 

categories. Several categories had emerged initiated by no particular 

subject, but from continuous comparison of all the information. It was 

horrible was a compilation of all the worst things about being in ICU, 

dealing mainly with the level of illness and invasive tubes. 

Attitude was significant because no one did not mention it. 

There was a corrmon theme that the nurse's attitude affected the patient 

and vice versa, whether it was a negative or positive attitude. I. 

didn't know was a small category compiled mostly from those individuals 

who had little or no previous hospital experience. Patient 

interactions with nurses was a compilation of observations by the 

researcher regarding ways in which the patients communicated or 

Interacted with the caregiver. 

Nursing interactions intrusive grew in retrospect mostly from the 

Interview with Subject #1. While she stated that all her needs were met 

and she couldn't fault the nursing care, upon closer inspection her 
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comments communicated a negative feeling of being acted upon: 

"With all that activity, you get no sleep" 
"They keep the lights on all night" 
"you just get to sleep and boom!" 
"after an operation of this size, a person should be allowed to 

rest" 
"They're just a pack of vampires" 

Establishing credibility had developed gradually but consistently 

throughout the interviews. "I wasn't born yesterday." "I'm not an 

idiot," and "I know how to take care of myself" were a few of the 

comments from the subjects. Occasionally the subjects would back up a 

statement by saying "I know because..." The general floor became a 

collection category for any comments comparing the ICU to the general 

unit. 

Methodological notes concerning segments in news and popular 

television programs which addressed nursing were considered at this 

point. MacNeil/Leher had addressed the nursing shortage and several 

subjects had mentioned that there weren't enough nurses. Good Morning 

America had addressed the need for patients to watch out for themselves 

while they were in the hospital. Several patients mentioned watching 

the nurses. While not included yet as data bits, these sources were 

considered as having potential for verifying or possibly affecting the 

patients' responses. 
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REDUCTION OF CATEGORIES 

At this time each of the categories seemed to be saturated, no new 

information had been revealed during the last set of interviews, so no 

further subjects were sought. The categories standing at this time 

were: 

Concerns the general floor 
it was horrible ICU needs, 
Security the nurse should be in 
Being watched control if I can't 
Being there patient participation 
nurses care control 
nurses know the nurse should be... 
nurses meet needs the nurse should do... 
nurses anticipate needs the patient should... 
attitude its inevitable, 
excusing vulnerable 
didn't want inexperience knowledge important 
self care encouragement 
establishing credibility I have a right 
I didn't know I'm a person 
nursing activities are patient Interactions with 
intrusive nurse 

Close examination revealed that many of the categories would 

combine in such a manner that some would become properties of another. 

Glaser and Strauss' 18 categories of interrelationships were compared 

to these categories to discern interrelationships and emergence of core 

variables. 

Excerpts from methodological notes of July 12 show the following 

reductions: 

Security emerged as a major category: Being watched 
and Being there are means of obtaining security. Having 
nurses know and care gives security. Having Nurses 
meeting needs gives security (this also incorporates 
nurses being in control in vulnerable situation). 
Having Nurses anticipate needs gives security. 

Vulnerability also emerged as a core variable. 
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Properties within this variable are: Didn't want 
Inexperienced nurses (a mark of insecurity and an 
admission of vulnerability). The statement of the ICU 
needs is a statement of vulnerability. Nurses should 
do is a statement of vulnerability and need. Concerns 
tend to be personal and immediate while the patient is 
111. A vulnerable state of health 1s portrayed. 

I watch may be evidence of insecurity or it may be 
an act of control, or it may be both. 

Control remains an immediate issue. 
Reaction to no control may be emerging, it seems that 
there is sufficient material for such a category, but 
all the data bits have been filed in other 
categories.It's Inevitable 1s admission of no control. 
It was horrible is an example of no control 
Nursing actions Intrusive is evidence of no control. 
Patient participation is a statement of wanting more 
control. Nurses should control situation If I can't is 
a statement of willingness to relinquish control 

Patient's should, I'm a person, I have a right, 
establishing credibility, knowledge Important, all deal 
with the patient's identity. 

General floor is going to disintegrate. Those databits 
could be categorized more effectively elsewhere. 

When collapsed and reassembled the categories emerging were examined 

yet again. Continued refinement led to the categories and properties 

contained in Table #5. 

It seemed that there were inherent, immutable standards to which 

the players in this scenario adhered. There was a standard for 

patients. All the subjects seemed to have an idea of what a good 

patient was and tried to maintain the standard. There was also a rigid 

standard for what the nurse should do or be, which 1f not met, caused 

great consternation among the patients. Lastly there was a standard for 

health. If the patient could not maintain that standard Individually, 

the nurse was expected to assist the patient 1n what ever means 
% 



Table 5 

Revised categorical headings for Interview 1 data 

Security 
past 
present 
future 

Vulnerability 
nurse-patient 
self 

Expectations (Standards) 
Nurses 
should do 
should be 

Patients should 

Nursing Actions 
control 
recognition 
knowledge 
meeting needs 

Attributes of the nurses 
Interpretation of care 

Control 
wanting control 
having control 
needing control 
projecting control 

Lack of control 
no control of environment 
no control of situation 

I'm a person 
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necessary to achieve that standard. 

While intending to keep the interview sets separate for a while 

longer, the researcher began to see a strong pattern emerging in 

patient/nurse relations and expectations over the course of the 

hospitalization experience. A rough sketch presented to the last two 

subjects brought a very favorable response. See Figure 2. 

SELECTIVE SAMPLING OF LITERATURE 

This organization of data was not satisfactory to the researcher 

even though subjects concurred with the drawing whole-heartedly. It 

seemed that the data had more to offer: something very important which 

was not readily apparent. A major link was missing but it was 

difficult to pinpoint. A search was begun to find any sources which 

might add insight on how the categories might be related. 

There seemed to be some strong tie between the caregiver and the 

patient which had not yet surfaced. In light of this, Imogene King's 

(1981) theory of nurse / patient interaction was considered. One entry 

in the methodological notes reads: 

There are a variety of ways to organize the data. I 
have been toying with several. One which seems best 
suited to answer my 6T question would be to identify 
need, nursing response, and what this meant to the 
patient. 

Expectations +/- Nursing response - security or 
vulnerability 

NEED NURSING ACTION MEANING 

Imogene King's work with action-reaction-interactlon between nurse and 
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Normal health 

Standard-
(requires 
hospitalization) 

Death 

Time continuum from ICU admission to hospital discharge 

A. Patient near death, nurse expected to control situation, help 
pt to reach the standard for health. Security is very important, 
Control is not an issue 

B. Patient is near or on standard of health. Does not require as 
much from nurse. Assumes more control for himself. Security is 
not as much an issue. 

C. Patient has achieved and surpassed basic standard for health. 
Is ready for discharge, has fully regained control, finds security 
in his own health. At this point if nurse impinges on patient's 
ability to achieve health standard (gets in his way) the nursing 
actions are viewed as interference and intrusion. 

Figure 2. Initial conceptual organization of Interview 1 categories. 
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patient seemed to shed more light on the subject but still did not 

capture that elusive missing part. 

Another perspective of scrutiny considered was expectation theory. 

Literature reviews of expectation theory were explored and again there 

were some very strong similarities, but the fit was not right. The 

July 21 entry in the methodological notes reads: 

I think I am beginning to understand the niggling 
disturbance about different ways of categorizing. They 
are so similar that until now I have not been able to 
differentiate the two. One way is to categorize the 
patient's hospitalization as he sees himself being 
affected. The other is to categorize the 
hospitalization as he sees the nurses affecting it. 

When done the first way, the patient sees himself 
being affected, categories such as control, lack of 
control, vulnerability emerge. 

When categorized as he sees the nurse affecting, 
there are: expectations, congruence, incongruence, or 
response, action, interaction. 

With this difference finally clarified, the data was reviewed again. 

If the focus became the patient as he saw himself affected the labels 

would fit. Control, Lack of Control, Vulnerability, Security, I'm a 

Person all describe the way the patient saw himself affected. But 

again, the essential "something" of this study was not being tapped. 

It remained a depiction of a of a lifeless event, but that was not what 

the data portrayed. If however, the focus became how the patient saw 

the nurse affecting the hospitalization something began to happen. 

There had been an energy evident in the data which began to glimmer 

with this account. When considered in this light the categories would 

be re-labeled and reorganized. See Table 6. 



Table 6 

Reorganization of Categories 

Previous structure 

Expectations 
nurses 
patients 

Nursing Actions 
meeting needs 
control 
recognition 
knowledge 

Attributes of the nurse 
Interpretation of Care 
Control 
having, projecting 
needing, wanting 

Lack of Control 
environment 
situation 

Security 
Vulnerability 

Proposed Structure 

Expectations 
Wanting control 
Wanting recognition 
Maintain standards 

Actions of Nurse 
Interactions between N/P 
Congruence 

Security 
Having control 

Incongruence 
Vulnerability 

Lack of Control 
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This reorganization reflected some of the action evident in the 

data. There had been action occurring, with much agreement regarding 

outcome (congruence) and some disagreement about outcome 

(incongruence). The concerns or expectations frequently wanted by the 

patients had been control (by the nurse until they were able to resume 

and regain control), to be seen as an individual, and the maintenance 

of patient/nurse standards. 

An action had occurred which had a definite result. When 

patients were seen as individuals, standards were maintained, control 

was maintained, and the patient felt secure. When their individuality 

was not recognized, standards were not maintained, there was absence or 

lack of control, and the patients were insecure or vulnerable. 

This would have been the final explanation of the categories and 

their links had not the thesis chairperson happened across an article 

by Chris Kasch (1986) entitled, "Toward a Theory of Nursing Action: 

Skills and Competency in Nurse-Patient Interaction." The Information 

contained in this article provided the organizational structure which 

made the pieces of this study fit together. 

The previous feeling of discomfiture had come from trying to fit a 

dynamic Interaction into static or one sided terms; what the data had 

described was neither. The patients had not just been acted upon, they 

had acted with. The entire process of interaction, including input 

and outcomes, had been in the data from the beginning. The ideas 

purported in this article supported the feeling of the researcher that 
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there was continuous purposeful action occurring, and also shed Insight 

into the organization of the action. With this new information 

categories reorganized and changed labels. A conceptual orientation 

is depicted in Figure 3. The categories and properties are listed in 

Table #7. 

FINAL REORGANIZATION AND STRUCTURE 

The major action of the data was relabeled Negotiation. This term 

implies active participation by two or more persons, thus more clearly 

describing the process than any term used previously. The action had 

been present but unapparent throughout the entire process of analysis. 

In re-examining the data again, episodes of negotiation were clearly 

obvious and plentiful. Patients interacted with their care-givers in 

many ways and utilized many techniques to sway the final outcome in 

their favor. 

The previous category of Nursing Action came under the title of 

Negotiation and divided into more specific properties depicting 

mechanisms of negotiation utilized by nurses. Data once categorized 

under "patient interactions with caregiver", and "having or asserting 

control", demonstrated patient mechanisms of negotiation. 

The statements manifesting implied standards for patients and 

nurses combined with other generalizations about the intensive care 

unit to become the generative source: all those beliefs and 

presuppositions one carries with them when they enter Into negotiation 
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Figure 3. Conceptual Orientation of Process of Negotiation. 
Developed from Chris Kasch (1987) "Toward a Theory of Nursing Action." 
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Final Categories of Negotiation 
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INPUT 
GENERATIVE SOURCE 
Evolved System of Beliefs 

environment 
nurse 
patient 

Issues Impacting on system 
of beliefs 

DEFINITIONS 
Patient Definition of Self 

Patient Definition of 
Other 
(attributes) 

Patient Definition of 
Situation 

(1)Inevitable 
encouragement 
pain 
environment 
no control 
fear unknown 

(2)changing needs + 
changing needs -
changing needs n 
no control 

(3)decreased interaction 
with nurse 

disengaging 
in control 

Patient Definition of 
Relationship 
(action/meaning c nurse) 

Patient Definition of 
goals, needs and 
expectations 
Needs 
Goals 
Expectations 
Changing Needs 

PROCESS 
NEGOTIATION 
episode 
aspect 

PERSONAL KNOWLEDGE 
Patient 
Interpretation 
Inference 

Nurse 
Interpretation 
Inference 

NEGOTIATION STRATEGIES 
Patient 
Influence 
Informational 
Comfort 
Relational 
Identity 

Nurse 
Influence 
Informational 
Comfort 
Relational 
Identity 

OUTCOME 
CONSENSUS 
similar definition 
reaching agreement 
un 

LACK OF CONSENSUS 

SUBSEQUENT ACTION 
positive 
negative 
feedback 

CONTEXTUAL LIMITATIONS 
Setting 
Situation 
Time 
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(Kasch, 1986). Demographic and historical data provided the material 

for issues which impact upon evolved systems of beliefs. 

Patient declarations of "I have a right", "I am a person" and 

"establishing credibility," fell easily into a category labeled 

definition of identity. Statements about concerns and goals which had 

fit under "Expectations", "don't take me for granted", ICU Needs", and 

"didn't want inexperience" came together to create the patients' 

definitions of situations and goals. "Patient participation", "patient 

interactions with nurse" and "the nurse should be in control if I 

can't" yielded data to form the patients' definition of relationship. 

Variations in Definitions is simply that. This category was comprised 

of data which evidenced variation in how patient and caregiver viewed 

identity, situation, goal or relationship. 

Nurses' personal knowledge about patients, a category describing 

intuitive, inferential and Interpretive skills, is derived from data 

previously grouped under "nurses have caring instincts" and "nurses 

anticipate needs." Patients' personal knowledge about nurses was 

derived from datablts once stored under "Attributes of nurses", and 

"security", as well as from insights gained while rereading the data. 

Earlier data had been gleaned from what the person had said. Review 

yielded Important data from how the person had said It. 

Negotiation can lead to consensus or lack of consensus. 
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Information for these categories was scattered throughout the previous 

arrangement of data, but most of the data which described these two 

categories was found under the earlier titles of "nurses meet needs, 

being there, having control, and encouragement" or "lack of control, I 

have a right, it's inevitable, nursing activities are intrusive, and it 

was horrible". What previously had been categories of lack of control 

or control frequently pointed to areas of need for consensus or areas 

where consensus had already been reached between the nurse and the 

patient. 

Consensus was determined when a need had been stated and met, or 

when a "want" had been given. Lack of consensus occurred when the 

opposite happened. If the patient had had a particular goal and the 

nurse had not met it, or had worked against it, lack of consensus 

occurred. For purposes of clarification and coding, for a data bit to 

be included in "Lack of Consensus" some type of real or implied action 

(negotiation strategy) had to have occurred prior to it. This 

differentiated these data bits from "Variations in Definition" which 

was simply that. Frequently but not always, "security", positive 

feelings and statements of satisfaction (which previously had fit under 

no category) accompanied consensus while "insecurity", "vulnerability", 

or negative feelings accompanied lack of consensus. 

Negotiation 1s a process limited by time, setting and the illness 

of the participant. Its contextual limitations were discovered in 
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databits which had earlier fit in the categories of "ICU is 

comforting," and "The regular floor" as well as patient comments and 

descriptive data which had not previously been categorized. 

The generative source which included "issues", "evolved systems of 

beliefs", and "definitions" constituted the Input to the process of 

negotiation. The resolution of the strategies and skills making up 

that process yielded the outcome: consensus or lack of consensus and 

their subsequent actions. 

INDIVIDUAL AND CONTEXTUAL FACTORS 

The Generative Source is that which each party has to begin the 

negotiations. It 1s comprised of the Evolved systems of beliefs which 

would Include the nurse/patient standards cited earlier. The patient's 

evolved system of beliefs encompasses the standards for patient 

activity: 

"the patient should use common curtesy to the nurse" 
"a good patient does not complain all the time" 

encompasses the standards for nurse activity: 

"the nurse must be competent" 
"the nurse must not be distracted" 
"a good nurse will anticipate needs" 

encompasses the beliefs about the health care environment: 

"ICU 1s a secure place" 
"down there you have to forage for yourself" 
"ICU - a lot of care" 

See Appendix C for complete listing of all categories. 
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The patient's evolved system of beliefs includes any thoughts, 

beliefs, convictions, assumptions or opinions which the individual 

brings into the negotiation. Both literature and personal experience 

of the researcher support the fact that nurses as well as patients have 

an evolved system of beliefs but since the data gathering took place 

strictly with patients, it is only those categories which have been 

developed. One can assume that the nurse has a wide variety of beliefs 

about health, patients, relationships and people in general which 

comprise her system of beliefs. 

Issues which impact one's system of beliefs are basically just 

that. A past history of being in hospitals will impact what a person's 

standards are, as will a recent run-in with a nurse, or recently making 

acquaintance with a nurse, or overhearing someone's conversation about 

hospitals and so on. Likewise, a total lack of experience with the 

health care setting will make an impact on what one believes about 

methods of care-giving. 

Examples of "Issues" found in the data were: 

Code Data 

previous experience I have been in and out the hospital a 
lot....I know how this place is run. 

Socio-cultural expec- [Older nurses are] getting up towards 
tations retirement get kind of hesitant as to 

their judgement on things you know 

experiential trust Simply stated these people saved my life two 
or three times. That's why I have got 
confidence in them. 
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The next major division is Definition. The focus of this 

category is present tense. The culmination of past events represented 

in the Evolved System of Beliefs certainly act upon the individual's 

definition of things but this category represents a continuous 

revaluation of all the incoming data. Definition is how the person 

defines their own identity and the identity of the caregiver; their 

present situation; their relationship with the caregiver; and their 

goals, expectations or needs. The full listing of categories and their 

properties is listed in Appendix C, but examples of each are presented 

here. 

Definition of personal identity 

I am a person I'm not an idiot. I have feelings too. 

treat me as a person ..[nurse should]..not just come in here and 
take me for granted. 

I have rights too if they don't like it, tough. 

Definition of identity of other 

identity of the nurse so you think this group of 
nurses is a caliber above the rest? 

Oh yea yea, sure of course.I thought everybody 
understood that. I'm sorry I made an 
assumption here that everybody didn't 
understand. 

Definition of situation 

Why of course...this 1s the cream of the 
crop. 

my needs are awesome I am In an awesome position: 
either I get a new heart of I die. I've 
got one of two choices, so I don't know 
how else to put 1t. 
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ICU is a shock I have never been in [ICU] before. I got a 
terrible shock. 

its inevitable I will never like it, but I knew I had to. 

ICU needs are greater the main thing in ICU..I mean you're not here 
for minor deal, you're here for something 
major. 

"Definition of situation" is the category with the most 

variation, containing the most properties. It is the category which 

most dramatically changed over time, the only category with a different 

set of properties for each interview set. More explanation of this 

category will be given in the section regarding changes over time. 

Definition of relationship 

absence of relationship [ICU] was frightening because I didn't know 
anyone here. 

trusting relationship I now if they control you, they know what 
they are doing. And its easier for them, 
and you too, because they do this day in 
and day out. 

caring relationship they seem...like a good neighbor Instead of a 
nurse. 

Definition of goals, expectations, needs 

I need security when you have a heart problem Hke mine, 
[security] 1s Important 

I need to know Its nice to know what 1s being done, and why 
Its being done...cause then you are at 
least Informed, if not you're just kind 
of 1n the dark... 

I need some control ...you're here for a reason, you're sick and 
you need help. But you don't want to 
lose control of your environment 
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what I need from nurse nurses need to be patient and caring and 
concerned about what's going on 

Variation in definitions is a category comprised of examples of 

patient / nurse definitions which are dissimilar. "I was getting along 

well enough. I just needed to get out of that pain, my back was 

hurting...she was killing time that I could have had" is an example of 

variations In definition of a situation. Other properties of this 

category were variations in definition of identity, relationship and 

goals. 

As mentioned in the discussion of the Generative Source, nurses 

have their own definitions of each of these categories as well (Kasch, 

1986). With nine years of nursing experience behind her, the 

researcher can well attest to that fact. However, since the focus of 

this study was with the patient undergoing the situation, no specific 

data has been collected to round out those categories. 

INTERPRETIVE AND BEHAVIORAL PROCESSES OF NEGOTIATION 

Both patients and nurses utilize different skills in negotiating. 

These skills have been divided here into two major categories: Personal 

knowledge, and Strategies of Negotiation. Personal knowledge is one 

person's "knowledge' about human behavior. It 1s the ability to Infer 

meaning to another person's behavior. Personal knowledge was a very 

frequent tool of negotiation, used to gain understanding of the other 

person's "definitions." 



71 

Examples of patients making inferences about or interpreting the 

actions of the nurse are found in the category Patient Personal 

Knowledge of Nurses' Behavior. (See Appendix C for complete listing of 

properties). 

It must be that when [the nurses] work around so many 
sick people they get used to the kind of things you 
need. 

I know [the nurses] have problems but I have never 
seen it. 

But I know [the nurses] must feel something for you, to 
go to the bother of finding out what is the easiest 
way for you. 

Oh its so plain to see if a person is really interested 
in [you] or not. 

They knew I was facing quite a challenge. Their 
kindness...you just knew the warmth was there. It 
means a lot to a patient. 

The subjects of this study cited many instances where nurses had 

used personal knowledge as a method of negotiation. Examples of these 

comprise the category Nurses personal knowledge about patient behavior. 

When I get depressed I get a bad attitude. I think the 
nurses are sensitive to that. They know when to 
leave me alone, they know when to joke with me. 

They know when you're not feeling good to just do what 
they've got to do and get out of there. 

It seems like they can tell what you need before you 
know. 

Data 1n these categories were further refined Into components of 

"Inference" and "Interpretation." At first the terms appeared so 

similar in nature that the databits were grouped together. However, 

with more specific definitions in mind for each term, the data was 

examined once again. Criteria for each component was the "fit" of the 

synonyms. 



INFERENCE: assume, deduce, speculate 
INTERPRET: decipher, translate, decode, clarify 

explain, expound, comprehend, understand 
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If a data bit could be described by any of the above synonyms, it 

was placed into the appropriate division. For example, the patient 

made an inference about the nurse when she speculated, "It must be that 

when they work around so many sick people, they get used to the kind of 

things you need." 

In contrast: "But [to think] that she would see that TV gets 

rather old during the daytime, and offer [the use of a VCR] " is 

an example of a nurse deciphering, or translating what she observed 

and interpreting the need of the patient. 

STRATEGIES OF NEGOTIATION 

These are skills or actions which play specific functions. Those 

identified in this study were skills whose purpose was to influence. 

inform, or comfort the other, and skills developed to strengthen or 

modify the relationship or identity of the participants of 

negotiation. 

Influence: This strategy, mentioned much earlier in this chapter, 

was noted in the first week of data gathering. 

One clarification suggested by the thesis chairperson 
focuses on the patients' attempts to influence nursing 
behavior. Subject #1 influenced nursing behavior by 
demonstrating gratitude and appreciation. 

Ah, what I find with all of them, you just use a 
couple of words with them to say thank-you when 
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they do something for you. 
The one last night I had she said, "Boy, those 
little words mean a lot." 
She said but uh although its her job and she likes 
her job, you know she thought it was a bit 
thankless, nobody would say anything to you. 

Subject #2 influenced nursing behavior by asking 
questions, making sure they double checked. 

You mentioned the other day that you ask a lot of 
questions.... 
"It makes them aware that..they know that I am 
aware of what they are doing...It makes them double 
check on what they're giving me." 

Subject #3 has a different approach, wanting 
collegiality with the nurse, influencing behavior by 
working with the nurse to gain the desired effect. 

They've got to understand this is not my first 
time...If they're attentive to what I'm saying or 
at least take it into consideration...it is 
comforting to me.. 

Similarly, the subjects of this study related Instances where 

nurses had used behavioral skills to influence their own actions. Most 

frequently the nurses utilized encouragement or a positive attitude to 

influence the patient. 

How do the nurses encourage you? 
"Well, in little ways. They talk to you, they are 

always so cheerful " 

When they say, "How are you feeling today, what can I 
do for you?" It makes you feel better. 

If they come in with a good attitude, it carries over 
to me with a good attitude. 

Informational strategies: Both participants, nurses and patients, 

utilized the behavioral skill seeking to inform or gather information 
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from the other. This example demonstrates a patient working to inform 

the caregiver: 

Like the other day, they had to change the IV from this 
arm over to the back of my hand. I told her, "You 
better check it first," and she did and sure enough they 
had to stick it in another place. 

I always tell them I'll wait until my wife gets here. 

An example of a patient utilizing behavioral skills to gather 

information: 

[I ask] if test results have come back or something 
like that and the doctors haven't said anything about 
it, mainly on the lab work. 

Oh I watch what they're doing. When they come in to do 
something, like I'll ask how many pills is it or What 
is it. If there is a different one, I always notice 
it. 

Nursing examples of utilizing a behavioral skill to inform 

patients were multiple. 

They come in when they need to and say when they'll 
come back and they do. They just don't leave you 
hanging on the air. It means a lot. 

So they offer information to you? 
"Oh yes. If they find something else that will help 
you or that is easier, they'll show you." 

C. came in and said, "If [you go to surgery] you can 
expect this and that." They were good at telling me 
what to expect. 

There were also examples of nurses seeking Information. 

They ask you if there is anything bothering you, if 
you're upset, or if there is anything they can do to 
help you in any way. 

Comfort: As might be expected the majority of the indicators of 
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giving comfort were acted out by the nurses (frequently providing 

security), but there were occasional examples of patients being 

comforting, or trying to give comfort. 

(Patient giving comfort) 
I wouldn't have told her [that her actions were 
bothering me, because she was doing the best she could. 

(Nurse giving comfort) 
You couldn't feel more secure..[the nurses] are right 
there when you need them and everything. 

I was helpless...she was so gentle and so kind and just 
caring. 

A nurse had her little boys make those posters. These 
nurses really care whether Old Harry lives or dies...it 
makes all the difference in the world. 

Relational strategies: This particular strategic behavioral skill 

has to do with the "relational contract" between nurses and patients. 

Seen as an ongoing dynamic interaction, the relation between patient 

and nurse can change each day, each shift, or during any particular 

situation. Both patients and nurses work to define, control or modify 

that relational contract (Kasch, 1986). Kasch states that "the 

relational contract..is always a negotiated product, [thus] talk can be 

used as a strategic resource to establish, maintain, repair, and 

terminate relationships" (p 229). 

The following example demonstrates both parties working to 

establish or confirm the relational contract as they see 1t defined. 

But the way the nurse went about doing it really pissed 
me off to the point of, "ok you want it this way, this 
1s the way you're going to get 1t. Any abuse that 
comes out from ...you know..then you're going to just 
stand there and take 1t." She was not nice at all. 
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She would not let her (my wife) stay in the room when 
they got me out of bed or anything. They wouldn't let 
her (wife) help do anything, which to me is comforting 
to have my wife here helping. 
She was just really... 

You know which it probably worked out for my own good 
because that made me mad enough to fight back. "Ok 
fine, you want me up and moving, I'll get up and move 
but I'll do it at my pace." And my pace was a little 
quicker then what they really wanted. Then they would 
start sticking their hand out to help me sit up and I 
said, "No, just get out of here. I'll get up on my own. 
It may take me an extra 30 seconds but I'll do it. I 
don't need your help." 

Their attitude...They had a very controlling attitude. 
They wanted to completely dominate everything. 
I resented that a lot. 
I didn't think they... you know. I don't mind them 
dominating, I know they have to do certain things and I 
understand that. Certain things have to be done and 
they have to be done a certain way. 

But there is a way you can do it to let the person know 
you're a person and not a hunk of beef on an assembly 
line that has to be processed. 

That's the way I was getting to feeling...I was just 
another number. I was this wrist band number. And 
that's it. Other than that it didn't matter who I was 
or what I was or anything else. "If we tell you to roll 
over on your side, you roll over on your side. If you 
don't do it we'll get someone who will just roll you 
right up." 

The same example can be used to look at how each individual was 

working to maintain their definition of personal Identity. The nurse 

was establishing an identity of authority and exerting it. The patient 

was resisting that definition by trying to establish some control of 

his own; setting his own pace, refusing assistance. His assertions of 

identity came when he refuted being just a hunk of meat, in essence 

stating that the nurse's definition of who he was was Incorrect. The 
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skill utilized in establishing identity is also dynamic and subject to 

negotiation. 

One important aspect of this strategy is that it can be employed 

to assist the other to establish a new identity. Kasch states that 

"communication is the primary resource by which nurses can create an 

identity for the patient. Helping the patients make short and long-

term identity transformations is an important dimension of nursing. 

Nursing action often requires skill at creating an identity for 

patients consistent with instrumental nursing goals" (p 229). One 

episode of patient-nurse interaction demonstrated the nurse assisting 

the patient change her identity from "one who had been acted upon" to 

"one who will take action." 

See, I had to face, suddenly, the loss of my leg. That 
wasn't easy to do, but you had to do it. The one girl 
that bathed me said, "You know, you can do anything you 
make up your mind to do." I said, "Yes, I know." I 
made up my mind that I am going to. That's the way it 
feels. Those little words of encouragement mean an 
awful lot to a person who is ill. 

CONTEXT OF NEGOTIATION 

Contextual Limitations are those variables which limit the 

negotiations. The setting is a limitation: "on the regular floor they 

don't watch me," "this place 1s different." A person's degree of 

illness is a contextual limitation: "ICU is wonderful when you are 

sick." "Here you need more." Time is a limiting variable since most 

people are in the ICU for a short length of time: "Probably tomorrow 

they will move me back to the general unit." 
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PROCESS 

Negotiation is the core variable and major theme of this study. 

Negotiation is the interaction between nurses and patients which occurs 

when their definitions of any aspect of the hospital experience are 

not in agreement: identity, situation, relation, or goal. Here the 

patient and nurse negotiate regarding the goals: 

when we started out [walking] I said, "Maybe I can do 
two [trips around the nurses station]." And she says, 
"we'll try one." By the time we got around I says, "you 
were right. One's going to be it." They know. 

The patient and nurse may negotiate regarding their identities or their 

relationships as seen in this unresolved negotiation: 

..these nurses here, especially some of them are just 
too Insensitive...you're just another hunk of meat, 
you're just another number. "Well we have done hundreds 
of heart transplants," is what she told me. "I have 
done these a lot of years now." I said, "well fine. 
Was each person identical? Did everybody react the 
same?" She expected me to cower down to her and I 
didn't I jumped right back into her face and all. I am 
a human being and I have feelings. She ragged on me all 
that shift. I was never so glad to see anybody leave. 

In this situation the patient was negotiating to be seen as an 

Individual, the nurse was negotiating to be seen as a specialist. This 

particular negotiation did not come to consensus since neither was 

successful in their attempt. 

Negotiation is a term utilized when action is taken in attempting 

to achieve a collaborative definition or consensus of opinion regarding 

any aspect of the hospitalization. Properties of Negotiation are 

"episodes" indicating current interaction, and "aspect" Indicating 

some aspect of negotiation. 
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OUTCOME 

Consensus is the result of negotiation when there is a "general 

agreement" between the parties. One subject described the feelings of 

insecurity he felt when a "trainee" was going to restart an IV on his 

arm. 

The trainee started to do it. I said, "No." I just 
kind of hemmed and hawed. Finally the other gal, she 
did it and she has done a lot of cancer, chemotherapy 
type stuff. She is real good at it. She didn't have 
any problem...no problems, she got it started in the 
first try. 

Utilizing the methods available to him, both verbal and non-verbal, 

this subject "negotiated" to refrain from having the trainee begin his 

IV. In this case, all three individuals came to the same conclusion, 

or reached consensus, that the patient did not want the trainee to do 

the procedure. His negotiations were successful and the more 

experienced nurse inserted the catheter. Properties of Consensus are 

"similar definition" and "reaching agreement". As inferred by their 

titles, "reaching agreement" reflected some type of negotiation, 

"similar definition" occurred when the nurse and patient had a 

comparable viewpoint from the outset. 

Negotiations which come to consensus are usually accompanied with 

statements of satisfaction. In this interesting statement a subject 

indicates consensus with what was accomplished, but not with the method 

of accomplishment. This is another example of nurses using a 

mechanism of negotiation to assist the patient to alter his own 

definition of Identity. 
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You're hurting and you say you don't want to move, and 
they're saying, "No, you've got to ge up and you've got 
to move." You've going, "Nol" So its scary the first 
few days. After that you realize, "well, you're going 
to live, you're going to be alright. You're going to 
have to start fighting some time." That's how they 
get you back up on your feet and stuff, is to make you 
fight I hate to say that because I didn't like it, 
but it did work. It made me fight much harder. 

When consensus did not occur the results were categorized under 

Lack of consensus. In the previous situation, the participants of 

negotiation did not immediately come to a common agreement regarding 

the definition under question, "goals and expectations." The results 

of the "negotiations for identity" recorded earlier would fit under 

"lack of consensus" as well. Lack of consensus is usually accompanied 

by negative feelings. 

Many times the patients' perception of their care is based on the 

results of negotiation. For example, Subject #3 developed a trusting 

relationship with a nurse who had taken care of him for some time. 

They had reached consensus on identity, relationship, situation and 

goals. "He wasn't just a nurse, he was a friend....The way he did 

things made sense...just the little things he did made you feel like a 

person not a hunk of meat..." This same subject was cared for by 

another nurse with whom he did not come to consensus regarding 

definition of identity, relationship or goals. Subjects #3's comment 

regarding the former nurse was "That little extra consideration was 

really nice." Regarding the latter..."Monday was hell. It was an 
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utter nightmare. [Was it the pain?] "the pain and the attitude of the 

nurse who said you're going to do this the way I tell you to do it." 

These positive statements, negative statements, and evidence of 

feedback comprise the properties of the overall category, Subsequent 

Action. Other theorists have called this the "valence1 (Vroom, 1964). 

It is not the outcome but occurs in the company of, or because of the 

outcome. 

CHANGES IN DEFINITION OVER TIME 

As stated earlier, all "first" categories were analyzed together, 

all "second"s, and all "third"s. For all categories except Patient 

Definition of Situation the categorization and properties of the second 

and third interviews were similar to those of the first interviews. 

It was this category which revealed the most dramatic change over time. 

In the first interviews, the properties were: Inevitable, 

Encouragement, Fear Unknown, No Control, Pain, and Environment. The 

subjects seemed to display an overall picture of being acted upon. It 

is interesting to note that patients most frequently related 

negotiation strategies of "influence" and "relation" during this time. 

In the second interviews, the properties for Patient Definition of 

Situation were: Changing needs (Positively, Negatively, and Neutral) 

and No Control. This period showed a great deal of flux in the 

individual. Their needs were changing, their self concept was 

changing, and they still had no control. During this time patients 
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showed an increased use of the "identity" function of negotiation, and 

appeared to utilize the inferential aspect of personal knowledge than 

they did at any other time. 

By the time the third interviews took place, the patients' view of 

the situation had changed dramatically, now the properties for this 

same category were: Decreased Interaction with the Nurse, Disengage, 

and In Control. This is reflected in the extreme disuse of 

negotiation strategies during the time of the third interviews. One 

startling example of the changes occurring were demonstrated when one 

of the subjects who had used the strategy of negotiation most 

vigorously shrugged his shoulders when the researcher mentioned "being 

seen as a person" during the third interview: 

Is being treated as a person still a big concern for you? 
"Oh that's diminished because now I am a person." 

Negotiations were no longer necessary. He no longer relied on others, 

he was not working to have anyone see things his way, he had gained 

full stature again. 

CHANGES IN NEGOTIATION STRATEGIES OVER TIME 

When first looking at how negotiation alters over time, the 

researcher looked for variances in the methods of negotiation. 

Occurrences of negotiation strategies were compared between different 

sets of Interviews. An interesting comparison was found between the 

strategies of patients and nurses. When simply graphed, plotting 

number of usages against an interview timeline, the following images 

emerged. 
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Influence 
Frequency 

Interview 
number 
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Nurse 

~- .. 

\ 

1 2 3 

Patients strongly utilized "influence" as a strategy of negotiation 

during the initial interview (while they were still in ICU) but by the 

second interview used it half as much. On the other hand accounts of 

nurses utilizing "influence" had increased at the time of second 

interview. 

Inform 

patient nurse 
Frequency 

-----
~ 

1 2 3 1 2 3 
Interview number 

Reported occurrences of the negotiation strategy "to inform" were 

used consistently by the patient during the first interviews, whereas 

reports of nurse utilization of this technique declined steadily. This 

may have been because there was more one to one care in ICU, so the 

patients interacted more with the nurses, and the n~rses may have had 
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more time to devote to teaching. It may also be because the patient 

sought less information as health returned. 

Comfort 
Patient 

Frequency 

1 2 3 

Nurse 

I ' ""', l " 
., 
l_ _________ _ 

1 2 3 

As would be expected, patients utilized this strategy hardly at 

all while nurses' use of it started high and declined steadily. This 

would correlate with improved health. 

Relational 

Patient Nurse 
Frequency 

j 
J .~ 
I 
I ...____ 

1 2 3 1 2 3 
Interview number 

Plotting this strategy showed an interesting high patient usage at 

the time of and prior to the first interview. From there on reports of 

usage declined, but this technique was utilized all the way through the 

hospitalization. Reports of nurse utilization of this technique 

increased at the time of the second interview before dropping off 

dramatically at the time of the third interview. 

. ~ 



85 

Identity 

Patient Nurse 
Frequency 

1 2 3 1 2 3 
Interview number 

Techniques involving negotiations of identity climbed steadily for the 

patients, but reports of nurse utilization had dropped off by the third 

interview. 

The decline in number of occurrences of negotiation strategies 

reported for either nurse or patient by the third interview is a 

reflection of patient statements of 11 not needing them for nothing 

anymore ... Patient/nurse interactions had dramatically decreased in the 

interval between first and third interviews. 
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PERSONAL KNOWLEDGE 

Inference Interpretation 

Frequency of / ' i o - -- "" 

Patient ~ 

Usage ' 1 2 3 1 2 3 
Interview number 

I ~ 

! 

Frequency of 
Nurse -....___..._____.__ 

Usage 1 2 3 ·-3 
Interview number 

Another interesting observation was the comparison of "techniques 

of personal knowledge" reported or observed during the patient 

interviews. Patients utilized both techniques throughout the earlier 

portions of their hospitalization. ICU nurses (reports from ICU 

interviews) highly utilized interpretative skills, but by the time the 

patients were ready for discharge, no mention was made of nurses 

utilizing this technique. This is as expected. Patients have much 

improved health and can communicate freely by this time and there may 

be much less need for interpretive skills on the part of the nurse. 

Also decreased interaction between patient and nurse decreases the 

potential use of the skill. 
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PERPETUATION OF THE OUTCOME 

The major finding noted when considering the process of 

negotiation over time was not so much an alteration of any particular 

aspect of the process, but rather the emergence of a feedback 

mechanism. The outcome of the process affects the input. Negative 

feelings, feelings of security, and a sense of satisfaction are all 

byproducts of consensus or lack of consensus. Since the dynamics of 

the process are occurring within the individual, these byproducts 

become "issues" which affect the patient's evolved system of beliefs, 

and thus impact on his current definition of Identity, situation, 

relationship, and goals. Each negotiation either positively or 

negatively affects future negotiations. 

This was frequently seen early in data analysis when trying to 

discover more about the "watching you watching me" behaviors. When a 

patient had been around the caregiver long enough to learn to trust, 

surveillance activity decreased, but just one mistake on the part of 

the caregiver would set it in motion again. This observation was found 

repeatedly in the culminated information from sixteen interviews, but 

one patient stated the feedback clearly: 

Some I know I can trust because of past experience. Then 
there are others who I just get real grumpy around and say, 
"OK, you've got to be on your toes here." I tell myself, 
"You've got to really watch her because you know what 
happened the last time she worked." 

An illustration of the changes in participation level is shown In 

Figure 4. There was a significant difference in level of patient and 

nurse participation in negotiations when outset of ICU was compared to 
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Figure 4. Nurse/Patient participation in negotiation throughout 
hospitalization. 
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hospital discharge. When brought to the ICU many patients were so 

dependent that they were not even cognizant of their surroundings; 

others were physically restrained or medicated so that their level of 

input was very low, while nurses input was quite high. "They did 

everything for me." "I have never been so helpless." This advanced 

to: "here you forage for yourself. They watch less, but that's ok". 

By the time discharge neared, the original positions were reversed: 

"At this point nurses really aren't needed except to make sure you're 

[taking] your meds right." "I am in control or everything, except when 

I can go home but then, isn't that the goal?" 

SUMMARY 

When individuals enter the hospital, they bring with them all of 

the information heard, inferred, experienced, or otherwise gathered 

over their life time regarding being ill and being hospitalized. 

Patients enter with preset conclusions about most aspects of the health 

care scene. They have particular definitions of themselves, those 

around them, their situation, the relationship they have with the 

caregiver, and particular goals and expectations. Nurses also come 

into the careglving situation with preset definitions regarding health, 

Illness, patients, people, their own role, and their particular goals 

and expectations. 

The extreme variety of life experiences and personality types 

makes 1t conceivable to consider that the patient's overall definition 

and the nurse's overall definition are never going to be identical, 
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therefore, both participants negotiate to have the other party see 

things their way, or at least come up with a collaborative definition 

of self, situation, relationship and goal. Both participants utilize a 

variety of skills and strategies to sway the negotiation in their own 

favor, among these, strategic actions which have functions to inform, 

influence or comfort, or which modify their relationship or identity. 

When these negotiations come to a consensus, both parties can move 

ahead toward a common goal. When there is a lack of consensus progress 

is either halted or more difficult to achieve. When negotiation comes 

to a consensus, the participants tend to come away with positive 

feelings; when the negotiation has lacked consensus, the participants 

may express negative feelings even when some overall "good" has been 

achieved. The feelings and memories of these outcomes then become a 

part of what the patients will bring with them into the next round of 

negotiations. 

This study began in an attempt to discern what affect the nurse 

had upon the patient's perception of their hospitalization. The data 

did not reveal specific actions, but a process did emerge from the data 

that showed patients and nurses to be active participants in the 

negotiation of health care. Frequently the outcome of the negotiation 

determines the patients' perception of their care. This chapter has 

demonstrated the various approaches utilized 1n data collection and 

analysis and has presented the final categories with corresponding data 

which ground the conceptual orientation of the emerging theory. 



Chapter 5 

CONCLUSION 

This chapter will present a discussion of the findings and a 

comparison of the findings to other literature sources. Limitations of 

the study, recommendations for further research, and implications for 

nursing practice will also be addressed. 

DISCUSSION OF FINDINGS 

In searching to find out what patients perceived as needs, wants 

and concerns and how they perceived nurses' response to these needs, 

this study has discovered ways in which patients actually seek to 

attain their needs, that is, via negotiation. The continuous 

interaction between nurse and patient plays heavily on how patients 

perceive themselves and their recovery. What patients want and what 

they get is multifaceted and intricately entwined with the level of 

illness of the patient, and the personalities of the individuals 

involved. The results of needs being or not being met affected the 

patients' ensuing needs or wants. Needs and wants also changed as the 

individuals progressed through their hospitalization. 

Nurses make a great impact on the vulnerable individual. Positive 

influence can assist the patient to revitalize and gain a new 

perspective on their situation. Negative influence can hinder the 

patient's progression toward health. 
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An important aspect of this negotiation was the deeply personal 

nature of it. Not only was there the intimacy of total care, but the 

life-threatening nature of the illness created a bond between the 

participants of negotiation. It appears that when an individual is in 

a helpless or vulnerable situation, the other participant has a 

tremendous impact on them. 

Patients brought more into negotiation than just his or her 

current state or illness. Each patient carried with them their entire 

history of interactions with or thoughts about health care and this 

affected what they wanted or were concerned about. As well as having 

expectations for themselves, they also had certain expectations of 

nurses. The patients were concerned that the nurses be knowledgeable 

about the technical aspects as well as the caring aspects of nursing. 

Other pertinent findings included the high value patients place on 

being seen as individuals and in participating in planning their health 

care. 

It was interesting to see that patients were at times unwilling to 

speak negatively about the care they had observed or had received 

while they were currently in need of care. Even patients who had a 

deep trust in the nurses were unwilling to relate negative things they 

had observed. This could be due to loyalty to the caregiver, or it 

could be that even inflnltsmally the patient feels intimidated in the 

hospital setting and chooses not to make the environment any less 

secure than it already is. 
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COMPARISON OF FINDINGS WITH OTHER LITERATURE SOURCES 

The nursing literature supports the importance of the concept of 

negotiation and its influence on patient outcomes. The findings of 

this study are most similar to the conceptual framework of Kasch (1986) 

in his exposition on nursing action as a process of social action. The 

findings also correlate with the work of King (1981) and Furstenburg 

(1986) as they examined patient/caregiver interactions. 

Kasch states, "Effecting positive changes in patients' health care 

status depends on nurse-patient interaction that promotes consensus. 

Consensus is arrived at through the process of negotiation and depends 

on the nurse's level of interpersonal competence (p 226)." Kasch 

presents the specifics of interaction with which nurses enhance the 

promotion of health in their clients stating that "nurses do not simply 

react to external forces in the environment, but create a personally 

meaningful world through perception and use these interpretations to 

guide their actions (p. 226)." 

The data would seem to support this conceptual framework with an 

added emphasis on the input of the patient. The patient also makes 

perceptive Interpretations and negotiates with the nurse regarding all 

aspects of health care. Many literature sources refer to nurse-patient 

variations in their definitions of the situation and the resulting 

conflict which can ensue (K1m, 1983; Elssenthal, Emery, Lazare & Ud1n, 

1979; Hays-Bautistay 1976; Kleinman, Eisenberg & Good, 1978 as cited in 

Kasch, 1986). 

K1m stated that each person has a "unique pattern of knowledge" 
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thus nurses and patients give different meanings to their encounters. 

She also purports negotiation as a means of creating a shared 

understanding upon which to base mutual goal attainment. Eissenthal, 

et al contend that nurses and patients with differing definitions 

regarding a situation may also have conflicting goals for treatment and 

care. 

In regards to the strategic action which nurses use to accomplish 

health-related goals, Kasch states, "Because interpersonal action most 

often originates in an individual nurse's attempt to actualize beliefs 

and intentions toward the accomplishment of some goal, it is usefully 

understood as strategic action (p 227)." Kasch goes on to state that 

"nursing effectiveness is maximized when nurse and patient can 

negotiate a mutually acceptable agreement on the goals of the encounter 

and are allowed to pursue these goals to their own satisfaction (p 

227)." 

In regards to a person's situational identity, Kasch asserts that, 

"A person's situational identity 1s the focus of all attributes imputed 

by others present in a particular encounter. It Includes expectations 

associated with one's social role, dispositional and personality 

characteristics and previous behaviors" (Kasch, p 227, citing 

Schlenker, 1984, and Weinsteln, 1969) and thus 1s potentially open for 

negotiation. 

This literature supports the findings of this study. Data 

indicated that patients came into the setting with preset convictions, 

and that negotiation occurred regarding the Identity of both the 
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patient and the caregiver. Variations in defined goals led to further 

negotiation. Specific strategies were utilized by both participants in 

order to sway the outcomes in their favor. 

Furstenberg (1986) looked at the process of interaction between 

caregivers (rehab-techs) and patients who had undergone hip fractures 

and found that the patients' perceptions of their situation and 

identities affected the overall outcome as did the "cues, encouragement 

and feedback" from the caregiver. While the terms negotiation and 

consensus do not occur in her report, the basic mechanisms of 

negotiation can be found in Furstenberg's report. 

The process of negotiation is also inferred in the works of 

Imogene King (1979) although she does not use those terms either. King 

views the person as a reacting being, utilizing past experiences and 

present perceptions to make judgment regarding the future. "As nurse 

and patient assess goals to be achieved, and mutually define health 

goals, a transaction occurs. This mutual agreement has an effect on 

the actions and judgment of the nurse and the patient and influences 

each one's perception (p. 92). King goes on to state that "perception 

influences one's evaluation of a situation and evaluation influences 

perception" which supports the findings of this study. 

According to Ittleson and Cantrll, nursing 1s defined 1n acts 

connoting action, reaction and interaction. Transaction occurs when 

the patient 1s able to participate and reciprocate in a given 

situation. They purport that much of nursing is interactional, 

because the patient is not able to contribute and "actively 



96 

participate" in the situation, thus "transaction" does not occur early 

in the nurse-patient relationship. (Ittleson and Cantril, 1954, as 

cited in King, 1971). The findings of this study conflict with the 

positions taken by Ittleson and Cantril, indicating that "transaction" 

occurs almost continuously. Participants of negotiation have 

particular desires, needs, and goals. If they are totally unable to 

participate in the expression and attainment of these goals, they will 

frequently appoint a family member to maintain negotiations on a 

surrogate nature. When even this is unavailable, the totally helpless 

individual will begin to assert their own strategies of negotiation at 

the earliest possible moment, even before taken off life-support 

machines. 

Although none of the literature reviewed in Chapter 2 directly 

dealt with the process of interactions between patient and nurse, some 

interesting parallels were found between the findings of this study and 

those sources. 

The findings of this study did support Kirchhoff's conclusions 

that: 1) there will be a very positive response to questions regarding 

needs met, 2) negative responses are greater and tend to be 

rationalized and 3) some patients may not respond negatively because 

they are still on the unit and may fear recrimination. There was a 

strongly positive response from the subjects in this study when they 

were questioned about negotiations which had led to consensus. Several 

subjects commented that negativity on the part of the patient would 

lessen the care received or give the nurses cause for resentment. One 
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subject set up an appointment for the researcher to meet with his wife 

so that she (the wife) could express the areas of dissatisfaction he 

had felt. 

The findings of this study appear to bridge the work of Larson and 

Tagliacozza. Larson (1984) found in her work that patients were more 

interested in the knowledge and technical skills of the nurses than 

they were in their psychosocial skill. Tagliacozza (1965) had found 

that patients were more interested with personality attributes and 

personalized care than they were with technical skills. The subjects 

interviewed in this study found both aspects of nursing to have equal 

importance. When asked to elaborate on the single most important 

aspect of nursing care, the response was usually plural, "1t is 

absolutely crucial that they know and are technically 

perfect...attitude is the most important thing... above all they have 

to see me as a person." 

It is interesting to review Tagliacozza's work after reviewing the 

findings of this study. She did not develop a theory, but described 

the Interactions and issues which were important to the patients. 

Twenty-three years later the subjects of this study mirrored her 

report. 

The findings of this study also showed that patient satisfaction 

1s "sensitive to and confounded by patient's perceived health, view of 

life, and social circumstances" (L1nn & Greenfield, 1981), and that the 

health care giver's affective behavior does Influence the layperson's 

satisfaction with the health care episode (Ben-S1ra, 1976) thus 
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establishing similarities between the findings of this study and the 

literature on patient satisfaction. 

The pilot work (Tempieton, 1987) was also corroborated in this 

study. Patient affirmations of the initial conceptual orientation (See 

Figure 2) again showed an interplay of need, security and control. 

Security and control were well-defined themes in this data with varying 

intensity depending on the patient's level of illness. The data 

showing the patients' decreased willingness to negotiate with the 

nurses corresponded with the changes in attitude toward the nurses 1n 

the pilot study. The subjects displayed decreased satisfaction with 

care when nurses "intruded" into areas where the patients would rather 

care for themselves. This study extended the findings of the pilot 

study, exploring more of the mechanism of how different nurse-patient 

interactions associated with the attitude toward the nurse. 

LIMITATIONS OF THE STUDY 

There are several limitations to this study. In gathering the 

data, the researcher always approached the charge nurse and asked for 

her recommendations for subjects to be included in the study. Some 

subject bias may have been introduced here since the nurses showed a 

tendency to choose patients they described as "really nice," and 

"willing to talk." 

A possible source of error lies 1n the necessities of data 

collection. In grounded theory methodology all data is to be coded and 

analyzed prior to initiating any further data collection. Due to the 
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time constraints of this study (interviewing each subject at a 

particular stage in their hospitalization) and due to the length of 

each interview, it was not always possible to have one interview back 

from the transcriptionist prior to having to obtain the next interview. 

Due to the nature of grounded theory methodology, the findings of 

this study are not generalizable beyond the context of the subjects of 

the study. 

RECOMMENDATIONS FOR FUTURE RESEARCH 

As noted in the limitations, these findings are not generalizable 

to a larger population. Grounded theory research lays a groundwork for 

future expansion. More exploratory and descriptive studies need to be 

conducted to discover more generalizable specifics about the 

mechanisms of negotiation and when and how they are used. Descriptive 

studies need to be conducted to discern the impact of consensus vs lack 

of consensus on the person's compliance with care prescriptions and 

continued utilization of health care. If more could be learned about 

how negotiations occur and the impact of specific strategic actions, 

nurses could utilize this knowledge to more successfully meet goals for 

patient health. A repetition qualitative study 1n which both patients 

and nurses were interviewed would give greater insight into the styles 

of negotiation nurses perceive as most important. 

It would be interesting to compare negotiation styles of nurses in 

various areas to see if they correlate with the perceptions of the 

subjects of this study. It would also be interesting to find out 1f 
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nurses perceive any particular negotiation styles in patients. After 

considering the "subsequent actions" of patient negotiation, it would 

be interesting to find out if the (negative) subsequent actions of 

nurses' lack of consensus corresponds at all with burnout and/or if 

high rates of consensus lead to job satisfaction. 

The study has raised many questions. Are there times when 

negotiation does not occur or cannot occur? Do patients who negotiate 

well recover more quickly than patients who have poor negotiation 

skills? Can a route be plotted directly from "variation in 

definitions" to "lack of consensus and negative feelings" and on into 

the feedback mechanism? When is negotiation used or not used? What 

specific cues does the patient give nurses regarding a willingness to 

negotiate? 

More work needs to be done 1n studying these concepts over time. 

Patients change throughout the hospitalization. A peer of the 

researcher said, "Of course he's changed, he's learned to play the 

game." Does that correlate with the patient's increased use of 

inference when he moved out to the regular floor? Or did he have to 

use inference because he had lost the one to one contact with the ICU 

nurse? 

Is the decreased amount of negotiation at the time of discharge a 

sign of improved health, or of nurses not capitalizing on communication 

and teaching? Is 1t a by-product of the nursing shortage where nurses 

have prioritized needs among all their patients and have chosen other 

tasks or interactions before negotiation with someone who is "almost 
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ready to go home"? 

What importance does encouragement play in how quickly patients 

recover from an illness? This study indicates it is significant, but 

how is it best done? When is encouragement best received? Is the 

impact of encouragement quantifiable? 

IMPLICATIONS FOR NURSING 

The findings of this study have several significant implications 

for nursing practice. When nurse-patient interactions are envisioned 

as a process of negotiation, nurse actions can more accurately be 

described as purposeful, intentional, and self-directed. Utilizing 

skills of perception, inference and interpretation nurses make weighted 

choices in the way they use their words, their time, and their 

presence. Knowledge of and enhanced use of specific strategies of 

negotiation will allow nurses to more effectively assist patients to 

meet their goals. The realization that many of the "naturally 

occurring acts of caring" are indeed therapeutic tools will encourage 

nurses to pay heed to and cultivate the Intuitive and Inferential 

aspects of personal knowledge rather than ignoring them, relegating 

them to the realms of the "unscientific." 

By being more sensitive to changing patient needs and the ways 1n 

which patients' definitions (and thus negotiations) alter during times 

of change, the nurse will be alerted to more effective means of 

supporting and assisting her client. An understanding of the concept 

of "variation in definitions" can assist nurses to re-evaluate 
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situations; definitions of goals may be quite different, the 

participants must first work toward a common definition before working 

toward meeting the goal. 

When the importance of this process is understood, that is, that 

patients and nurses first work to find similar definitions of self, the 

situation, the relationship and the goal, and then work together to 

meet the goal; the need to consistently have highly qualified nurses at 

the bedside is made more vitally apparent. More is at stake than 

having bed linens changed or water pitchers filled. An interactional 

relationship is formed and developed where each participant learns more 

about the other and thus facilitates negotiation and the meeting of 

goals. 

As continued consensus feeds back into a refined definition of the 

other, the nurse/patient relationship deepens and goals may be more 

readily achieved. Having skilled clinicians available and interacting 

with patients on a daily basis promotes goal achievement. 

SUMMARY 

This study has looked at how patients and nurses interact in the 

hospital setting as the patient moves from the intensive care unit to 

discharge from the hospital. A theory of negotiation has emerged from 

the data. Each participant brings with them their history as well as 

their current needs, and each participant defines their own goals. 

When there is variation between presumed goals, the participants 

utilize various negotiation skills in order to attain their own goals. 
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Consensus or the lack of consensus determines the subsequent actions 

and impacts future negotiations. As the patient moves from critical 

care to hospital discharge the styles of negotiation utilized change as 

well. 

In this chapter the researcher has provided a summary of the 

process of negotiation, shown how this process is supported by current 

literature, and demonstrated how the findings of this research supports 

other scientific studies regarding nurse-patient relationships. 

Limitations of the study, recommendations for further research and 

implications for nursing practice have also been stated. Negotiation 

as a process of nurse-patient interaction is a scientifically based 

theory which could have many implications for nursing. 
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Disclaimer 
Research Project: The ICU patient's hospital experience 

The purpose of this study is to learn more about the patient's 
perception of the hospital experience from ICU through hospital 
discharge. This information is important to nursing so that care can 
be tailored to meet patient needs. This study is a thesis project at 
the University of Arizona College of Nursing. 

Participation in this study will include three discussions with the 
researcher, each lasting between 20 - 60 minutes. The first discussion 
will be held in the Intensive Care Unit at a time that is convenient to 
both you and the nurse caring for you. The second will be after you 
have been transferred to the general floor. The third and final 
interview will take place the day before you go home. At each time 
the purpose is to understand what you are experiencing in the 
hospital. Each discussion will be audiotaped, transcribed then erased. 
Confidentiality and anonymity will be maintained by assigning a number 
to responses rather than a name. Some basic demographic data such as 
age, diagnosis and length of time in ICU/hospital will be recorded as 
well. 

You are being asked to voluntarily offer your opinion to questions 
which the researcher will ask. By responding to these questions you 
will be giving your consent to participate in the study. Your name 
will not be recorded anywhere in the data, and you may choose not to 
answer some or all the questions if you so desire. Whatever you 
decide, your care will not be affected in any way. Your questions will 
be answered and you may withdraw from the study at any time. There are 
no costs involved in this study and there are no known risks. 

If you have any questions please feel free to contact me. 

Karen Jobe Templeton, BS, RN, CCRN. 
Graduate Student 
University of Arizona 
College of Nursing 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
t u c s o n ,  a r i z o n a  8 5 7 2 1  

college of nursing 

memorandum 

TO: Ms. Karen J. Templeton 

FROM: Linda R. Phillips, PhD, RN, F, 
Director of Research 

DATE: May 11, 1988 

RE: Hunan Subjects Review: "The 1CU Patient's Experience of Hospitalization" 

Your project has been reviewed and approved as exempt from University review by the 
College of Nursing Ethical Review Subcoranittee of the Research Committee and the 
Director of Research. A consent form with subject signature is not required for 
projects exempt from full University review. Please use only a disclaimer format 
for subjects to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director of Research if 
you need access to it. 

He wish you a valuable and stimulating experience with your research. 

lrp/ms 
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Methodological Notes 

Because of their volume, methodological notes are not contained in 
this text. Interested researchers may contact the author. 
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Note: Databits are indexed according to Subject # (1-6), Interview 
(1-3), and Line of transcribed interview. For example, if a databit 
is indexed 4.3.135-137 it means that the information came from 
Subject #4's third interview and is found on lines 135-137 of the 
researcher's transcripts. 



EVOLVED SYSTEM OF BELIEF (STANDARDS) 111  

SUB IN LN 

NURSE 

3.1.446-49 

3.1.834-37 

3.1.308-16 

3.1.332 

6.1.213-14 

5.1.334-38 

5.1.347-52 

CODE DATABIT 

n. must uphold 
standard 

- n should 
supply 
information 

n must know 

n must be 
competent 

n. knows what 
they are doing 

but if you are going to be 
working around people, that's life and 
death You can't be bringing your 
problems to work with you 

If you've got questions, they should be 
able to answer them. If they can't 
answer them, they should be able to 
find somebody who can. 

Every hospital works differently. I 
think they should start them out 
somewhere else and lit them work up 
here, kind of work their way up to the 
more critical area 

It's important to have a nurse who is 
good at what she does 

I'm not a nurse and they know what 
they're doing 

n must not be 
distracted 
because of 
intensity of 
care required 

The nurses up here on this floor, 
these people up here...the amount of 
care and the technical expertise that 
it takes to take care of patients, I 
don't think they can afford to be 
mentally distracted. 

n work too long I think sometimes they work too many 
hours - more hours tying to get a day off. 
easily You know working a 12 hour shift so 
distracted they can get the next day off 

I think the worst problem is this one 
of distraction I was telling you about 
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5.1.494-501 knowledgeable n 
are crucial -
must be 
technically 
perfect 

It seems like it is crucial that the 
nurses know exactly what they're doing. 
I hear that from almost everybody.... 

It's imperative.... 
I know this is asking a lot, but they 
need to be technically perfect. 

5.1.550-57 being cared for Not being waited on...technical 
= tch. excellence...perfection, confidence.. 
excellence 
confidence 

4.1.829-30 n should be 
patient 
concerned 
caring 

nurses need to be patient and caring 
and concerned about what's going on. 

4.1.829-30 n should be 
patient 
concerned 
caring 

nurses need to be patient and caring 
and concerned about what's going on. 

PATIENT 

6.1.429-30 

6.1.460.61 

6.1.433-34 

the pt attitude 
is important 

pt should use 
common curtesy 
to N. 

pt take things 
is stride -

again i say the patient's attitude is 
important 

there's a way to say something that's 
not antagonistic 

yes you have to take things 1s stride 
you have to be understanding 
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5.1.536-39 good pt should 
not expect to be 
waited on 

I get the feeling that a lot of guys 
feel like they ought to be waited on. 
Maybe I am guilty of that, I don't mean 
to be. 

5.1.558-60 pt not have to 
be waited on 

Being waited on, that's for some old 
baby that wants someone to "come and 
wipe his forehead and turn me over." 

5.1.566-69 good pt does not 
complain all the 
time 

You can't complain to the nurse all the 
time. 
I think that's silly. 
I would never do that. 

5.1.570-73 standard for the It's not the nurses job to listen to 
Pt you belly ache and bitch and carry on. 

I just don't think that's the nurses 
job. 

6.1.215-16 kindness is part And if they're gentle and kind with it, 
of their job that's what part of their job is. 

ENVIRONMENT 

3.1.82-84 secure place They were able then, to take care of 
me. They put me up in ICU for a night. 

3.1.85-86 reassurance 
comes 
from being in 
ICU 

To make sure everything was alright and 
there wasn't any damage. 

1.1.171-73 ICU - a lot of the doctor did say the "I want you 
care where you can get a lot of care 
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INTERVIEW 2 

PATIENT 

6.2.195-201 touch is I don't feel we as people touch each 
encouraging other as much as we should. 

There is just something about laying 
your hand on someone else's hand any 
saying, it's going to be alright. 
Just that little trick will do it a lot 
of times 

2.2.43-47 don't know what I don't know what nurses are supposed 
n supposed to do to do. Other than take care of the 

patient. 
I don;'t know what they do out there 
all day. 

3.2.567-72 my needs should 
have priority 
over your 
pleasure 

Now what they're talking about I don't 
know how important it is or any thing 
else but it seems to me if your 
patient's light comes on, you go see 
what they need and then you go back and 
bullshit about your boy friends. 

3.2.573-77 pt needs should You don't stand there talking over your 
come first family problems when your patient needs 

something. 
No matter how minor it is in my 
opinion. 

3.2.761-65 n should share 
info answer 
questions 

If they're willing to stand here for a 
half hour and answer questions, I think 
they should be able to do it unless 
they have an emergency that they have 
to leave for, with another patient or 
something. 
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3.2.767-770 

5.2.261-64 

n should admit 
lack of 
knowledge but go 
on and find the 
answer 

you expect care 
on floor to be 
different form 
ICU 

They should be able to stay in here and 
answer my questions. 
If they don't know the answers they 
should be honest enough to come forward 
and say, 

The care up there is good. 
I guess it really never crossed my 
mind. 
But when you get down here why this is 
as good as I expected it to be.. 

5.2.385-40 n standard must But if you get so growly and grumbly 
be maintained that you can't get your patient washed 

or get his bed changed, you can't get 
nothing on time, then maybe you should 
have called in sick. 

PATIENT 

5.2.65-67 maintain good pt 
standard despite 
lack of attn. 

You can't sit here and ring the call 
bell because she's not back in five 
minutes, you can't sit here and ring 
the call bell. 

5.2.310-12 pt/n standard Would you agree that such a set of 
exist standards exist? 

yes, absolutely would agree 

5.2.313-15 pt should 
understand n 
other 
responsibilities 

I think the patient should cut the 
nurse enough slack to understand 
that sometimes up on six you have 
one nurse to one or two patients. Here 
Its much more. 

5.2.340-41 pt should be 
reasonable 

so yes I think there's a patient has a 
certain responsibility to be 
reasonable. 



116 

5.2.344-49 pt should be different maybe but you have to look at 
patient every situation and be reasonable. You 

just can not arbitrarily say you have 
to have an answer to something in the 
next number of minutes and if you 
don't you just raise cain. 

5.2.457-59 

ENVIRONMENT 

standard for pt 
maintained until 
d/c 

But even here a couple days before I go 
home, I am a patient, and I still think 
there are certain ways to treat a 
patient. 

4.2.138-41 leaving ICU is a 
move of recovery 

Knowing how important it is that you 
get through that ICU 
Because that means to me that you are 
on your way to recovery 

INTERVIEW 3 

PATIENT 

2.3.103-06 I need more 
care earlier 
remark was that 
she had few 
needs 

3.3.263-65 just in case 

I've been to TMC and they're always 
running too. 
They shouldn't have to be running all 
the time. 

tell you because I don't need it so I 
don't know. I would imagine it's the 
same thing. 
They don't heir a bunch a wackos to 
walk 
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ISSUES 

SUB IN LN CODE DATABIT 

INTERVIEW 1 

3.1.8-9 previous 
experience in 
hospital 

Have you been in the hospital before? 

A lot. 

3.1.53-55 had close call 
in past 

Have you ever needed a nurse right 
away.? 

Yea I have a couple of times. 

3.1.125-127 socioculture 
expectation 

They're getting up towards retiring. 
I get kind of hesitant as to their 
judgement, on things you know. 

1.1.169-71 

4.1.55-59 

4.1.65-66 

4.1.82-86 

didn't know of 
transfer to ICU 

friends 
influence 

long history 
with this 
hospital 

history of 
excellent care 
here 

Did you know that you were going to come 
to ICU afterwards 

No, I didn't know it 

You know, some of my friends they say, 
"Why would you go to that hospital. 
They just practice on you there." but I 
say "we all have to learn sometime." 

I have been coming here for a long 
time....for about ten years. 

and I've always had that here. 
As long as...78, that's the first time I 
came. 
And that's a long time for people to 
remember you., a place as busy as this 
is. 
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4.1.213-15 past experience 

4.1.325-59 previous crisis 
here 

I have never run against one who has 
been nasty or mean or anything. 

I know because my husband was in here. 
His heart was eleven days. 

4.1.485-91 years of care 
at this 
institution 

I have been coming here ten years. 
I go through the clinic. 
I have a granddaughter that lives with 
me....lets see...there must be five or 
six of the kids born here at UMC the 
others of course were born out of 
town...we've always gone here. 

4.1.235-37 prior knowledge 
self and care 

6.1.6-7 previous 
admission 

6.1.93-97 previous 
training 

6.1.120-24 I have heard... 

6.1.141-44 I have learned 

5.1.53-55 been here many 
times 

I know my veins from past experience, 
which ones will blow and which ones 
won't last long with everything else 

will I can say that I've been in twice 
now in the ICU for different things 

See, I have taken some hospice training 
too. Your body language and everything 
you have to learn to listen and you 
care. A patient see that immediately 

Oh yes you don't like to get a hold of 
one who you catch giving the wrong 
medicine or something. I have had that 
happen to me a time or two 

I've learned so much in my hospice 
training there is X about attitude and 
what it means to people, terminally ill 
people 

I just think they're awfully good up 
here on six 
I mean I've been here so many times. 



5.1.253-60 history of 
crisis with 
this group of 
nurses 

5.1.526-28 trust these n 
with my life -
have done so 
1iterally 

1.1.3 never been in 
ICU 

1.1.119-21 experience is 
unknown 

1.1.167-68 no prior 
experience 

1.1.178-82 never heard of 
ICU 

1.1.183-85 no prior 
knowledge 

1 1 9  

Were you on this floor with this group 
of nurses when you had your transplant? 

yes 

So you know some of them from before? 

yes...almost all of them. 

And you've been through some crisis with 
them...the code...this time..? 

Yea, the code this time. 

Simply stated these people saved my life 
two or three times, that's why I have 
got confidence in them 

I have never been in it ever before. 

..because I have never been in it 
before. 

You see, I had never been in a hospital 
before. 

I had never heard of them (oh really) 
I mean...Back home they got a lot of big 
hospitals, but I never went through 
them. 

so you never had any connection with one 
of them at all? 
No. 
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3.1.56-71 they weren't There was one IV right after they did a 
watching me heart catheter. 

It was done on the fifth floor. 
The Iv blocked when they were putting in 
stuff to calm down and you know kind of 
make you sleep through the process. 
And it was morphine and you know for a 
big guy they just kept giving me more 
and more. And it wasn't going through 
the Iv was the problem. 
I got back to the fifth floor, and then 
they moved my wrist just right, and I 
got the whole hot shot of the IV and it 
dropped the blood pressure to fifty over 
thirty and you know there is no way I 
could have hit a button. 

INTERVIEW 2 

1.2.125-29 never sick I've never been sick before. 
before I've never in the hospital before 

And I joust didn't know what I was in 
for. 

4.2.183-87 

3.2.1180-88 

previous 
knowledge of 
change in env. 

familiarity 
with previous 
relationship 
with n are adv. 
if possible 

I knew before I came. 
Of course I've done it before. 
I knew there would be changes 

but a lot of that has to do with the 
relationship that has built up in time. 
Harry's been in this place twice before 
and now four weeks. 
The nurses know him from previous 
times. 
You don't always have that advantage of 
having that relationship built. 
It doesn't work that way. 



121 

INTERVIEW 3 

2.3.27-29 background No, I just had so many infections in my 
lungs. 
I'm in remission from Hodgkinsons 

2.3.37-38 has had Have you had a lot of hospitalizations 
hospitalization 

Yes. 

2.3.134-38 prior info 
about n 
mistakes 

But I've heard of nurses making 
mi stakes...and people could die from 
mistakes. 
So, I want somebody who knows wait 
they're doing. 

2.3.141-50 previous When i was having chemo therapy in my 
experience had, well this was before I had my port-

a-catheter, they had the needle in my 
hand and it...it infiltrated. 
And went in to my skin tissue and 
everything and I ended up with a boil 
about this big on my arm. 
And it hurt. 
Just because the nurse wasn't 
watching. 

2.3.167-71 dad watches and My dad is the same way. 
speaks up too 

Is he? 

Ya 

So he kind of stands up for you when 
you're not alert enough? 
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VARIATION IN DEFINITION 

SUB IN LN CODE DATABIT 

INTERVIEW 1 

4.1.615-17 

6.1.128-29 

disturbed by 
instant 
devaluation 

careless n is 
not 
trustworthy 

If I hadn't been there an hour earlier 
he was completely un-monitored he would 
have died. 

No you lose some faith if you find 
they're careless with their nursing. 

6.1.367-70 

5.1.364-73 

2.1.83-84 

She was using 
up my time 

expects needs 
to be met in 
timely fashion 

I fear when n 
doesn't care. 

I was getting along well enough. I just 
needed to get out of that pain, my back 
was hurting...she was killing time that 
I could have had. 

they say,"I am going to get that bed 
but you're always 10. 20,30, or an hour 
late. 
It don't kill the patient, but it makes 
him uncomfortable, he'd like to have a 
nice clean bed. 

scared because she's taking it as a 
chore and not caring. 

3.3.351-55 referring to 
"critical 
episode" 

4.1.310-07 

4.1.428-29 

trainee should 
not be in 
critical area 

(wife) I think that's the easiest way of 
getting the job done. 
I think there are other ways to 
accomplish the same things. But this 
is...take the least effort and.. 

The only thing that could be better is 
if they took the trainees and put them 
down on the floor where it is not so 
crucial 
I don't know about whether I want her to 
touch me 
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1.1.233-41 

4.1.500-02 

1.1.346-56 

6.1.345-60 

4.1.672-74 

4.1.505-09 

4.1.413-16 

they keep the what are nights like here? 
light on -
interrupted They are a bit hot. 
nights -no they keep the light on 
sleep - half the time I know they have to do it. 
^activity in You just get off to sleep, boom, they 
night come in here for blood, then you get off 

and someone comes in and gives you a 
scrubdown. Oh its just one thing after 
another. 

n don't unless you push the button, they don't 
initiate care come in to check on you at all. and your 
care is less medicine is always late 
efficient 

now n action is 
intrusive 

inexperienced n 
less sensitive 
to pt need 

So she gave me my shot and then she was 
fooling around by fixing the bath thing 
there, all the time I was thinking I 
wish she would go so I could get some 
rest, before this wears off. 

She was just kind of inexperienced kind 
of putting the cart before the horse is 
some ways....the rest of them were old 
hands at it, but I think she was new 

n care not 
memorable 

n forgot me 

What did the nurses do to help or what 
could they have done to help? 

They didn't do a whole lot. 

and you're supposed to get your 
medicine at a certain time and you don't 
get until a half hour, an hour, and hour 
and a half later, the kind of "Oh 
mercy, you're supposed to have this. 

I didn't want 
her 

I was a little hesitant because 1 
thought she was going to let the other 
gal to 1t. that made me nervous 
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INTERVIEW 2 

1.2.130-35 

3.2.483-86 

hated being 
confined, 
accustomed to 
being 
independent 

lack of 
consensus 

I am an active person. 
And to be tied down like that. 
I won't even let Howard help me at home. 
You know vacuuming or anything like 
that. I do it all myself. 

the way he does it makes sense. 
The way they're doing makes absolutely 
no sense what so ever. 

3.2.562-66 If I need them, I want them to be here. 
I have hit the button a couple of 
times, you know I can watch through this 
window, they're standing right out there 
just talking to somebody. 

5.2.21-24 had anticipated 
expected A 
indep.I thought 
when I 

got down here, the first thing I 
planned was to hop in the shower....-
you're not hopping in the shower 
fella.... 

5.2.25-32 took control 
anticipated his 
own needs -not 
permitted to 
use it 

I got my walker, I told therapy, you've 
got to bring me a walker, I'm going out 
and I need a walker, with that I can get 
around nicely..I've got to have a 
walker, I am going out on five where 
it's every man for himself. 
I got that and everything, got down 
here...no soap. 

5.2.68-69 

2.1.35-37 

inadequately 
staffed to meet 
pt needs 
rationalizing 

It's just a simple matter, they're just 
not staffed for what they intend to do. 

That's bad but I guess most people are 
on oxygen...they shouldn't be talking on 
the phone anyway 
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5.2.75-80 pt recognized Well...are these people going to have a 
need to prepare nervous breakdown, do they realize I 
for DC - n won't have assistance and stuff [when I 
don't leave tomorrow]. 

I know what they're saying, you had one 
n limited by cardiac arrest, we were lucky to find 
past you and get you going again. 

3.2.587-90 
disapproval of nurses'activities 
I understand that when you're working 
together, you need to have a friendship 
with your co-workers, but some of what 
goes on out there gets to carried away. 

3.2.40-43 n useless The one nurse who was working on a 
didn't know regular shift was totally useless. She 

didn't know what to say or any thing 
else. 

5.2.194-98 say they are But if you weren't here I could be in 
watching but here for...I started to say a couple of 
they don't hour, I don't want to be unfair...I'm 

going to say, there are a lot of times 
that I'm in here for an hour and nobody 
comes around. 

INTERVIEW 3 

2.3.254-60 n should You know when they give you lasix, the 
Interpret basic nurse should think enough to be quick, 
need cause when you're sleeping and you wake 

up and you've got to go to the 
bathroom, you've just got to go to the 
bathroom 
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2.3.94-100 there aren't 
enough n 
decrease n pt 
ration 

What could be better about your nursing 
care? 

More nurses per patient. 
like one nurse to every three patients 
or something. 

And why is that? 

Just because I need more nurses. 

2.3.210-18 monitoring 
activities at 
inconvenient 
and illogical 

And the fact that you don't get much 
sleep in the hospital, because they come 
in a lot. 
In the middle of the night they come in 
and take your blood pressure and your 
temperature. 

2.3.230-34 I don't want to 
be here but I 
have to 

Other times when...I don't even feel 
sick and they want me in the hospital. 
They go in there to try and diagnose my 
valley fever...and I didn't even feel 
sick. 

2.3.237-47 n insensitive 
to need they 
induced 

there 1s this one male nurse who comes 
in here at night and he takes forever 
He was the one who..he shot...there wa 
an order to give me layslx a 3'oclock 
in the morning. 
So he gives me layslx, and I'm ringing 
him every ten minutes ok 
Every time he comes in, he looks in 
here, takes his time walking in and 
says, "Do you need something?" 

3.3.335-37 

4.1.510-13 

they make you 
do what you 
don't want to 
do, it's 
frightening 

n goals differ 
from patient 
goals 

Your hurting and you don't want to move, 
and they're saying no you've got to get 
up and you've got to move. 

I take lasix twice a day and I've had 
them come in at nine or ten o'clock at 
night to give me lasix and say "here's 
your evening lasix 
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5.2.18-20 

5.2.33-35 

feeling 
restricted 
forced 
dependence 

anticipated 
indep. denied -
forced depend. 

So, I'm very restrictedrthey don't want 
me to do anything without having a nurse 
here. 

they put the side rail up so I 
couldn't even get out of bed at night if 
I wanted to. 



CONTEXTUAL LIMITATIONS 

128 

SUB IN LN CODE DATABIT 

INTERVIEW 1 

SITUATION 

3.1.11-13 different from 
floor 

What makes this place intensive care? 

just a little more confusion going on 
around here. 

3.1.43-45 

4.1.129 

5.1.218-23 

2.1.12-13 

2.1.28-31 

2.1.91-93 

on reg. floor 
they don't 
watch me 

this place is 
different 

varying quality 
of care and 
trust on 
different 
floor. 

different n 
ratio here 

nurse is here 
on general 
floor - help is 
distant 

this env. 
limits 
mobility 

On the other floors you're not being 
monitored or anything else, and anything 
can happen. 

when you're in here 

and you feel comfortable with that? 

Oh yea, up here I do. 

there's one nurse to every one or two 
patients 

It's comforting. There's always a nurse 
around and on the other floors they take 
twenty minutes to get to your room. I 
could be dead by the time they get here. 

I was hooked up to lots of machines I 
had this outrageous thing in my wrist 
and I couldn't move 1t 

2.1.40-43 excusing the 
floor n ? 

In ICU they don't have as many patients 
to take care of...not as many patients 
to piss them off 



129 

4.1.526-28 

6.1.108-17 

4.1.520-21 

2.1.27 

4.1.525 

SITUATION 

3.1.24-28 

6.1.21-24 

5.1.240-49 

must be self 
sufficient on 
floor 

ICU is secure 
-feel less 
vulnerable in 
ICU 

On the regular floors, if you can't do 
it yourself, then you just on your own 

Do you feel very vulnerable her in ICU? 

No it sort of takes the fear away. 

So it's more of security. You'd be 
vulnerable some where else? 

yes and that's an important matter too, 
very important. 

here the n 
don't forget 

There up here you get your medicine 
on time unless it's not here 

ICU comforting It's comforting sometimes 

taken care of 
up here 

you get taken care of up here 

on regular 
floor nurse is 
not as 
visible, not as 
needed 

ICU wonderful 
when you're 
sick 

level of care 
received is 
appropriate for 
in health 

On the regular floor they're not as 
concerned with IVs. 
Usually you just have a heparin lock. 
There are no drips going in and stuff 
like that. 

I'm thoroughly convinced that ICU, from 
what I've seen of 1t, 1s wonderful. 
When you're really sick and all 

You take five, you usually go from here 
to five, they're good nurses they're 
alright, but I'm going to tell you 
something. 
You need to be able to get out of bed 
and walk, because you kind of got to 
forage for yourself. 
I don't think that's so bad to mention, 
but up here you can't do it, and I can't 
do 1t. 
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5.1.358-63 intensity of pt 
need demands 
complete 
attention 

4.1.826-28 ICU needs have 
higher value 

4.1.349-53 A potency of 
disorder • ~ 
need for 
experienced 
confident 
nurses 

up here on this floor the patients 
require such a degree....of your 
attention and of your technical 
excellence, you just can't afford to be 
distracted. 

the main thing in ICU...I mean you're 
not here for minor deal, you're here for 
something major 

We're not talking broken foot or 
something where the worst thing you're 
going to do is ache and throb for 
awhile, we're talking life and death 
here. 

INTERVIEW 2 

SETTING 

1.2.49-51 lack of privacy 
in three-bed 
room 

It's very traumatic here. What's going 
on down there. 
Naturally you would be upset. 

5.2.164-69 

5.2.168-9 

nurse response 
is slower on 
the regular 
floor 

nurses have 
larger patient 
load on 
reg.floor 

You know down here on five, this 
wouldn't happen up on six, you'd have 
somebody answer your question sooner 
than this 

...but here...I don't know whether 
they've got three or four patients to 
take care of,...I expect they do. 

SITUATION 

6.2.213-14 

4.2.104 

In ICU you're 
critical, here 
you're better 

physical needs 
are greater in 
ICU 

When you're in ICU you're critical or 
something like that you see 

Well I need more there than I do here. 



4.2.148-49 degree of You're so much sicker. 
illness and You're hurting so much more, 
desperation ~ 
in ICU 

INTERVIEW 3 

SITUATION 

3.3.50-52 when I'm ill I 
want and exact 
monitoring 

had I been 111 again I would have 
wanted it. oh ya , and expect it. 
If I'm sick...you better...you know. 



PATIENT DEFINITION OF OTHER 
132 

SUB IN LN CODE DATABIT 

INTERVIEW 1 

ATTRIBUTES 

1.1.12-13 excessive blood 
draws 

They are nothing but a pack of vampires 
here 

4.1.445 n are patient They are very patient 

4.1.479-80 confidence in n 
willingness to 
meet needs 

4.1.453-57 n consistently 
available 

3.1.114-16 represents 
security 

But they are always willing...if you 
need it, it's there. 

I like to seem them because it amazes me 
what they do do. 
They are always on the go. 
They are very busy, but when a patient 
rings for them they run right over. 

but yet a nurse was right there with 
her, so If she goofed up, she could 
correct it. 

4.1.305-12 they're 
pleasant 

4.1.402-07 n helpful in 
inevitable 
situation 

And they are always fresh and sweet. 
They never go, "Oh boy, another ...I 
know I've gone to work and sad, "Oh boy, 
four more hours of work, I don't know if 
I'll make it." 
but they are never like that. 
They just keep going. 
And they're pleasant about it. 

They tell you..like "you're going to be 
on the breathing machine, and we know 
it's uncomfortable, but we'll do the 
best we can to make you as comfortable 
as possible." 

4.1.55 n. knows what 
they're doing 

They know what they are doing. 
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3.1.128-29 n is good 

1.1.1-2 they're busy 

1.1.16-17 they're nice 

1.1.219-20 they're good 

4.1.468 they know 

6.1.309-311 they're sincere 

6.1.8-10 they're caring 
and gentle 

2.1.39-40 they're nicer 
in ICU 

2.1.94 they're nice 

5.1.176.84 good n he's 
technically 
perfect and 
efficient 

Other than that they do a good job up 
here. 

You see these nurses running around all 
day and all night 

They uh, they're very nice though, the 
nurses. 

I mean the nurses do a real good job. 
and I couldn't fault them 

these people know what they are doing. 

There's just nothing like attitude and a 
sincere attitude, not just put on. 

the care is marvelous. Very caring and 
very gentle nurse people 

They are nicer up here, the nurses are 
nicer 

how nice everybody was 

I don't know. 
I can't put my finger on it. He 
just...oh my lord he's technically 
perfect. 
He's on the ball with every things and 
never gets behind. 
You know a good nurse is never behind 
the power curve 
they're always ahead of it. 
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6.1.18-20 n anticipates 
and meets needs 

They just can't do enough for you. 
they're right there when you need them 
and everything. 

5.1.405-15 there is a 
difference in 
types of n 

(wife) By and large the staff nurses are 
better than the agency nurses. 
Most of the staff nurse the same 
quality but for the most part the 
agency nurses really aren't as good are 
they. 

INTERVIEW 2 

4.2.276-80 n are valuable I really feel they well earn their 
money. 
I don't know what they get paid. I have 
no idea, but whatever they make, it 
isn't enough. 

1.2.37-39 

3.2.783-90 

wonderful 
nurses 

appreciate n 
who finds out 
why for you 

I like it over there really. 
They were wonderful those nurses, well 
they're wonderful over here too. 

A bad nurse who just doesn't knew says, 
I don't know, you can ask your doctor 
when he comes around. 

3.2.794-95 definition of a A good nurse is also willing to listen 
good nurse to you, what you think. 

4.1.330-31 n should be 
self confident 

If they have confidence in themselves 
that makes it a whole lot easier 

INTERVIEW 3 

2.3.250-53 n who doesn't He seemed like he was on downers or 
match standard something. 
should not work He shouldn't be working the night shift 

or something 
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3.3.58-61 they really I noticed that the light came on across 
don't pay that the way, one of the other patients, I 
much attention just sat here, a good ten minutes went 

by before anybody even walked in there 

3.3.200-03 I don't know Here...no I couldn't even tell you who 
who my n is my nurse is. I couldn't tell you who my 
here nurse as been. Except for X who has a 

funny accent that I can't place. 



PATIENT DEFINITION OF SELF 136 

SUB IN LN CODE DATABIT 

INTERVIEW 1 

4.1.831-33 I'm a person 

4.1.240-41 I know my body 

4.1.248 I know me 

4.1.261-64 validating his 
statement 

4.1.347-48 I have 
standards 

6.1.84-87 treat me as a 
person 

6.1.134 pt has rights 

5.1.120-23 treat me as a 
person 

5.1.202-05 My needs are 
unique 

Not just come in and take you for 
granted, that you're an idiot or 
something 

You're not going to find a vie there, 
this one will blow on you, this one 
won't last long 

You know I know my body pretty well 

I've learned form the doctors they say 
you're veins are just getting worn out 
from getting poked all the time. 

I'm not real tolerant of air-headed 
people 

Others have said how important it is to 
be treated as a person, not just as a 
disease or a ...how do you feel? 

Oh my yes. 

And that's your right to do that. 

important to you then that they treat 
you like a person? 

yup 

so it's very important that the nurses 
understand that our timing schedule is a 
little different than what the hospital 
usually gives out. 

5.1.462-65 I am 
responsible, 
have 
credibility 

I can spread it out over 24 hours which 
is what I want to do . 
I wasn't born yesterday, I know I have 
to keep this on until 9 o'clock tonight. 
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5.1.472-75 willing to take 
responsibility 

Yes most of them are. 
If I had done it to myself, consumed all 
my fluid...I have to have some 
responsibility. 

2.1.80 it's my body Because it's my body 

4.1.249-260 establishing 
credibility 

I've been sick with this disease for 
eight years, and I've been in and out of 
the hospital for the last eight 
years...I know from experience pretty 
well what's going on 

I have a right If they don't like it tough 
to know 

2.1.79 

1.1.132 likes to talk I got a big mouth and I like to talk. 

4.1.77-79 feeling special 

4.1.350 

5.1.5-21 

INTERVIEW 2 

"don't take me 
for granted" 

not careful 
with my needs 

How important is it to be remembered as 
a person? 
"...you feel special 

don't' take me for granted 

I think you ought to know that I am on a 
fluid restriction. 
I'm the thirstiest guy God ever put on 
this world. 

1.2.124 I am well I am well again. 

3.2.714-15 I'm not afraid I'm not afraid to speak my mind to them. 

5.2.216-20 I am 
responsible 

I've got sense enough, I don't have any 
pride, I've got sense enough no to try 
and walk without my walker. 



INTERVIEW 3 

3 I'm a person I am a person now. 
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SUB IN LN CODE DATABIT 

INTERVIEW 1 

INEVITABLE 

3.1.135-38 my needs are 
awesome 

3.1.135-38 no options 

That's an awesome statement. 

Well I am in an awesome position: 
either I get a new heart or I die. 
I've got one of two choices, so I don't 
know how else to put it. 

You either get a new heart or you die. 
That's all there 

is to it. 

1.1.94-96 

1.1.105-06 

others control 
didn't know 
what I had in 
me. 

surgery 
necessary to 
preserve live 
- doing what 
you have to 

They put it in over when I was in the 
operating table. 

...I mean I couldn't have lasted much 
longer with that tumor in me. It just 
had to come out. 

1.1 .222 

4.1.427-29 knew I had to 

get used to the Oh you get used to it, the noise 
noise 

I will never like it. 
but I knew I had to. 

4.1.360-65 somethings You have to be here, you have to go 
can't be helped through it, this is my only choice, So 
my n. how do the nurses affect that? 

I don't think that they really do effect 
that 
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4.1.366-70 no alternative 
No control 

6.1.72-74 sudden 
catastrophe 

You know you've got to be here, no two 
ways about it. There is no way they 
really can effect that. 

See I had to face, suddenly, the loss of 
my leg. That wasn't easy to do but you 
do it. 

1.1.116-19 dreaded entry 
into hospital 

What is the worst thing about being 
here? 

I think it was just thinking that I was 
coming into the hospital 

ENVIRONMENT 

2.1.49-51 no privacy in 
regular room 

I don't like coming to this hospital 
because the room aren't private 

1.1.157 but they had to But, well they had to do that, 
do it 

1.1.4 ICU is a shock I got a terrible shock 

2.1.33 unable to 
communicate 
with friends 

no telephones 

2.1.51-54 I disturbed 
other patient 

I was probably making the lady nervous 
yesterday...next to me because I 
couldn't breathe and I was going ahh, 
ahh all day 

2.1.57-58 meals are awful the meals suck here, they're pretty bad 

1.1.104 you've got to 
do it 

...but you've got to do it. 

2.1.17 good to have yes it's good. 
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ENCOURAGE 

3.1.171-179 health of other 
pt is enc 

You see the other patients that are 
here, the other transplants, you see 
them up walking around. 
One gut, i guess, he just got sent down 
to the floor wherever. 
He was walking around this place like a 
track or something. 

1.1.109-12 best part is 
seeing improved 
health 

1.1.112-15 getting better 

What would you say has been the best 
part about being in here? 

That I am getting a little bit 
better....today is better than 
yesterday. Yesterday was better than the 
day before. 

So the best thing is the progress that 
you see?? 

Yes 

PAIN 

1.1.46-47 hot in ICU 

1.1.54 

Uh, I was in here and I was terribly 
hot. 

i was very ill But I understand I was very very sick. 

1.1.84-87 tubings hurt 

1.1.99-1001 ventilator was 
horrible 

of course I'm wearing this thing now 
(indicating NG tube in nose) and its 
making things hurt. 

not very much, but oh ,it was horrible. 
*They just took that thing out 
yesterday. 
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1.1.000 pain in ICU oh, I think it was the night of the 
operation, after they did that....I 
didn't know what part of me wasn't 
aching. All it was sore/ 

1.1.223-26 Tubes limit 
mobility and 
independence 

2.1.96-99 uncomfortable 
env. 

2.1.4 

2 .1 .11-12  

2.1 .20  

2.1.62-63 

difficult 
situation 

individual care 
here 

#1 concern 
health 

worst thing is 
being sick 

1.1.48-50 felt miserable, 
never felt 
worse 

How about the tubes, do you get used to 
them? 

I can't get up out of bed without help, 
so it does get pained, but it's healing 

What's it like to be hooked up to 
machines? 

Itchy. They put glue on the stuff to 
make it stay...I've been trying to 
scratch it all day 

Last night I had trouble breathing 

You have your own nurse. 

My breathing, I have pneumonia 

the worst thing abut being here? 

Being sick 

Oh I felt miserable. 
I have never been that miserable 
before, 

NO CONTROL 

1.1.5-66 

4.1.756-58 

with all the 
activity you 
get no sleep 
want control 
relinquishes 
control 

But ah with all the nurses running 
around you don't get any sleep. 

there also comes that point when you 
say, ok you think that is the best thing 
to do, then go ahead and do it 



FEAR 
UNKNOWN 
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1.1.47-48 unable to speak 

1.1.155-56 unable to 
communicate is 
worse 

And I couldn't talk, I had a thing in 
my neck 

Well, the worst experience was not being 
able to communicate with people. 

1.1.3-5 Under someone 
else's 
authority 

I thought that when you had an 
operations, you know,all I know I had to 
stay in intensive care 

1.1.8-9 being 
vulnerable to 
other's plans 

I mean you get a wash down at 3 am in 
the morning. 

1.1.128-30 unable to You had a lot of pain, huh? Were you 
communicate able to communicate? 

(shakes her head no) 

1.1.65-69 pt statement of Well, they've still got to take 
situation something out of my back, and its 

uh when they operated on me, my 
kidneys collapsed, was it my kidneys? 
Yea, they collapsed 

1.1.70-74 upcoming 
procedure is 
concern 

No it was my lungs, that's right, it was 
my lungs, they collapsed. They had to 
more or less put a big rod down there to 
keep them up. Tomorrow they are going 
to take that out. 

4.1.614-16 fear of unknown 

4.1.715-18 

4.1.654-56 

caring 
environment 
becoming 
hostile 

self doubts, 
fear 

ICU isn't frightening but what might 
happen to me is 

I like to avoid hurt as much as 
possible. Especially sharp Instruments 
and things being jammed down my throat. 
Foreign objects coming at me, 

It's a shock, like really....oooo I'm 
doing the right thing, am I doing the 
wrong thing. 
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4.1.628-34 fearing the 
unknown 

3.1.46 vulnerable to 
crisis 

the thought of surgery the thought of 
being cut from here to here, and my 
breast bone being cut, possibility of 
the heart not working they don't 
give real good odds. 

An you may very well die. 

INTERVIEW 2 

CHANGING NEEDS POS. 

6 .2 .6 -12  it's slower but 
that's expected 
-you're better 
you're needs 
are less. 

Again I say they don't have to come in 
every five minutes or whatever they have 
to do like ICU 
You're at a lull a little bit more, but 
then that's to be expected. 
You're better so you don't have the need 
that you had in ICU. 

6.2.209-12 security less 
important now 
than in ICU 

Is security less important to you here 
than it was 1n ICU? 
Is it less of an issue here? 

yes, it would be less of an issue. 

1.2.52-53 situation is 
limited 

But I am...I won't be here long I don't 
think. 

1.2.56-58 progressing 
health eager to 
leave 

Well I am over the worst. 
And I want to get out as soon as 
possible. 



1.2.108-23 change in level 
of illness -
evidence of 
recovery 
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On a scale of 1 to 10 1 being the worst 
and 10 being the best, where would you 
put yourself when you first came in to 
the ICU? 

I was surprised that I come out of it. 
really and truly 

So would you rank yourself down as a 1, 
2, or 3 somewhere down there? 

ya...a 1 

The worst? 

ya the worst 

And where would you rank yourself now? 

Well I think I'll be out in a couple of 
days 

So you would be a 8...7... 

Oh, I think I'd even be a 9. 

1.2.152 I feel 
fantastic 

but Oh I feel fantastic now. 

4.2.168-73 evidence of 
recovery - know 
you've come a 
long way toward 
rec 

5.2.70-74 considering the 
exit 

3.3.26-28 didn't need 
them anymore 

1.2.187-88 negotiating 
with self 

It gives you a feeling of progress, 
great progress. 
When they send you to the floor, when 
they say you're going to the floor. 
You know what you had to go through to 
get out of ICU 

I think they're going to send me home 
this weekend, That's what the doctor 
said. 
I was glad to leave the sixth floor. 
I didn't need to be up there anymore, 
you know. 

I had to snap out of 1t and I am so glad 
that i did. 
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CHANGING 
NEEDS 

2.2.87-88 

1.2.40-41 

5.1.10 

can't control 
speed of 
recovery 

I don't like 
eavesdropping 
my need is 
important 

3.1.108-11 distrusting of 
trainee 

4.1.650-53 not ready for 
event 

4.1.711-14 knowledge is 
not comforting 
(n. gives 
knowledge) 

I just can't control how fast I get 
better. 

I don't like eavesdropping on people. 
What can I do? 
so if I make reference to this or that 
nurse was really on the ball or this or 
that nurse wasn't paying a dam bit of 
attention and let 400 ccs get away from 
me, it doesn't mean a lot to them but it 
means a lot to me. 

The only thing that gets to me is when 
they're training a new nurse. 
I had a trainee the last couple to 
nights. 

They came in last time and said, don't 
drink anything tonight. And as much as 
you think you're prepared for it....It's 
a shock 

I'm thinking, Christmas, this is going 
to hurt, you know... I like to avoid 
hurt as much as possible. 

CHANGING NEEDS NEGATIVELY. 

4.2.203-06 recalling 
health 

When you realize that two weeks 
ago...and your body hurts so bad...and 
you were out there justa as free as a 
bird. 

4.2.210-19 degree of Yea. You can break a leg and you're six 
Illness was weeks, you've got to wear the cast and 
significant that's the way it 1s. 

You come 1n here for heart surgery and a 
week or two...you have recovery 
time...but still you take the difference 
and weigh it out... 



147 

NO CONTROL 

3.3.106-21 negotiating 
type of care 
desired with 
amt. of 
nursing care 
needed - hatted 
lack of control 
when feeling 
better 

yes, definitely 

hated lack of control in ICU 

ya, but your going to find that with any 
sane person who has anything to do with 
his own life. 

3.2.894-02 interrupted 
sleep 
-irritated with 
n for early 
wake up 

yea, when you should be sleeping. 
I haven't slept past 6 in the morning 
since I can remember now....lab comes at 
4...X-ray comes about quarter to six, 
shift change hits you at about 6:20 or 
so for report. The new shift comes in a 
7 and by 7:30 they want you weighed,bl
ood pressure and temp and all that. 

2.3.225-27 it is Well, since I have had this ling 
inconvenient problem, I'd rather they came in and 
but 1 want them checked. 
to check on me 

3.3.110-16 willing to give but then again there were times when you 
up control when give complete willingness.. 
very ill 
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6.2.148-60 

2.2.4-6 

1.2.137-42 

4.2.193-94 

5.2.41-44 

5.2.48-51 

I'm not ill, I don't think I'm ill, I'm just little 
just misfortune there. 
momentarily It's going to be alright. 
unfortunate. It's a challenge that like gives 
one day at a you have to take it a day at a time, 
time You don't look ahead to tomorrow, you 

live each day, today. 
You do the best you can. 
It doesn't pay to wonder what you're 
going to do next week or this or that, 
Take the day as it comes. 

scary being out It's kind of scary not having that nurse 
of ICU there...watching you. 

did that help having her watch? 

experience was But, I have always been active, 
traumatic I mean I've never really been sick 

except for a cold or something like 
that., you go to the doctor and get a 
pill or something and you're alright. 
That was traumatic for me. 

who wants to be 
sick, reflect 
on self as 
healthy 

recovery is not 
progressing -
may be 
regressing 

But you go to the hospital because 
you're sick, and who wants to be sick. 

I just don't think I'm gaining any 
ground at all 
I wouldn't be surprised if I'm not 
losing ground. 

pt not meeting 
his own 
standard for 
health 

shouldn't be...see. 
I was walking more than that up on six. 
Under the present circumstances I think 
I'm losing ground. 
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5.2.91-97 frustration 
because needs 
un met recovery 
being halted 
- gauges 
recovery by 
self 
monitoring 
- increasing 
financial 
concern 

Is that frustrating to you? 

It is to me because I think i need to be 
out and about out walking. 
I don't think I'm walking as well as 
hardy as...I think I'm more winded from 
walking than I was up on six. 
Not to mention It's costing me a 
fortune 

5.2.107-109 

5.2.130-36 

losing ground 
physically 

losing control 
where you 
normally gain 
it 

I don't know anything about that, but 
physically, I think I'm losing ground 
down here. 

regarding control, you believe you're 
losing rather than gaining control over 
your situation? 

ya 

normally you would at this point? 

oh ya, normally when you come down here, 
you kind of forage for yourself. 

INTERVIEW 3 

DECREASED INTERACTION WITH NURSE 

5.3.7-10 

5.3.50-51 

foraging for 
Well I've been 
trying to 
forage 

myself with minimal assistance 
occasionally a little help is nice. 
I think I've pretty well gotten it. 

(wife) they had a few up stairs and 
that's kind of scary. 
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5.3.52-60 more care given 
by na's they use a lot of nursing assistants and 

that kind of thing down here on this 
floor. 

(wife) that shouldn't be a problem with 
that down here do you think? 

No 
They do a lot to help out but they 
don't take any responsibility on their 
shoulders. 

3.3.16-18 I am in control 
now 

I'm in complete control of my fluids and 
I'm in complete control of the medicine 
and everything else. 

IN CONTROL 

3.2.1195-99 need them for 
nothing 

because I can do most every thing 
myself now. 
Once I get off this monitor I won't need 
them for nothing. 

5.2.296-97 consensus in 
caregiver 

So you don't watch them anymore? 

No, because I'm doing it. 

5.2.285-88 ongoing 
negotiation 

3.3.116-21 In control now 

It's a nice transition floor. 
I do not feel insecure here. 
I mean it's obvious you can tell, I feel 
like i'm being over protected 

do you feel more vulnerable here on the 
floor? 

Not at all because i'm healthy, what 
can I say. I feel healthy. I feel good. 
I get up and I do things, I know when 
I'm over doing it because it will hurt. 
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3.3.209-14 

3.3.215-17 

I'm in control 
except leaving 

negotiation 
stopped because 
goal is 
achieved 

I'm in control of everything except when 
I can go home, which I seem to be 
getting in control of real quick here. 
They're not stopping me. In fact 
they're saying let's hurry up and get 
him out of here. 

Is being treated as person still a big 
concern or has that diminished? 

Oh, that's diminished because I'm a 
person 

3.3.218-19 negotiation You don't have to worry about anybody's 
over interaction? 

3.3.248-56 assuming more 
active 
participation 
in care -
taking control 

Being partners in care. Upstairs it was 
important that you participated in your 
care, is that still an issue? 

oh ya, cause if they're going to do 
something I want to know why. 
If It's other than taking vitals, I want 
to know why and who wrote the orders. 
Other than the blood people, and 
they're going o get you one way or the 
other. 

DISENGAGE 

3.3.9-10 wanting and 
receiving 
independence 

Are you ready for more independence? 

Oh yes. 

3.3.11-12 I do as I 
please 

5.3.28-30 n needs are 
minimal 

I like it because I come and go as I 
please, I do what I want. 

What are the things you need form the 
nurses at this point? 

oh gosh, not much 
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5.3.120-26 they're not It's kind of like what doctor X said 
doing anything this morning, I think we ought to send 
for me that I you home because we're not doing 
couldn't do at anything for you that you couldn't do at 
home home. 

I think that's about the story, I'm down 
to just about the point of nil. 
I don't need anything form them. 

5.3.141-43 when I'm lazy some times when you get lazy and doggy, 
and groggy n they're pretty good about doing it for 
take up the you. 
slack 

3.3.376-89 

3.3.6-8 

just let me out 
of here - I'll 
come back to 
visit - but 
being here is 
starting to 
drive me crazy 

you care for 
yourself 

I just want to get out of the hospital, 
Get out the front door, get into the 
car, and drive down that hill. 
go down and see traffic then you know 
you're free from then. 
Come back to visit, no problem. 
heh, I could come back to visit three 
times a week wouldn't bother me a bit. 
If they want I'll come back every 
morning for blood work if that's what 
they still need. 
that's ok 
but just being here all the 
time...that's starting to drive m 
crazy. 

What's the care like down here? 

You don't get care, you care for 
yourself down here. 

3.3.19-20 receiving 
minimal 
surveillance 

the only thing they do 1s make my bed, 
take my vitals twice a day. 

3.3.53-57 insecure on One thing that scared me a little about 
floor 1f I being here, if your sick, you better not 
should get be here, you'd better be somewhere else 
sick because here they really don't pay that 

much attention. 
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3.3.192-195 don't monitor No, because they're not doing nothing. 
these n because Blood pressure...which this morning 1 
they don't do should have watched because she got a 
anything really weird bp, I went don to physical 

3.3.269-74 n only needed Then nurses aren't anticipating your 
for meds need anymore because you don't have any? 

No. 
At this point nurses really aren't 
needed except to make sure you're 
getting your meds right. 

5.3.35-39 (overlook) n 
error is still (wife) last night they put the nasal 
terrifying things in but no one turned it on and 

they didn't realize it till the morning. 
If that's what causing the seizures, 
that's terrifying. 

4.2.106-12 

3.2.240-55 

3.2.554-57 

n action 
modified to 
level of need 
n promote pt 
independence 

some n 
sensitive to 
pain and did 
little things 
to make it 
easier 

1f pt calls too 
often n won't 
respond as 
quickly 

Lets see....when I got to ICU I 
couldn't 11ft myself, I couldn't turn, I 
couldn't do anything. 
Now I am beginning...they lift this rail 
and now I can pull on it and move 
myself. 
Where I couldn't do that up there. 

(wife) and there are little things that 
could be done to make things easier. 
Like monday they had him up out of the 
chair, they muscled him up. 
You have a lot of weight here, just 
gravity working against you. 
He wasn't happy when they got him up. 
Tuesday when the other nurse was here. 
We'll set the bed up so we don't have to 
11ft you up The bed 1s actually pushing 
your body up off the bed rather than you 
trying to 11ft all that weight up. 
and just those little things that make a 
load of difference as to how comfortable 
you can be.. 

do you think that 1f you call too often 
they won't come when you really need 
them? 
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1.2.28-33 assumed no 
other pts 

You see I only had a little space to see 
and that was all I could see. 
I didn't have a vision like that to look 
out at. 

5.2.265-69 first transfer 
from ICU to 
floor is 
traumatic 

So you pretty much assumed that you were 
it. 

The first time that you ever come down 
here, it's kind of a shock. 
That's really putting it mildly 
I adapted and could see in a very short 
while what was going on. 
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SUB IN LN 

3.1.18-21 

CODE 

more attentive 

DATABIT 

As far as nursing care? 
They are a little more attentive if 
you've got to call them or something 
like that. 

3.1.122-23 confidence in 
ICU nurses 

Do you have a lot of confidence in them? 

Yea 

1.1.80-81 n cares for me They give me stuff to take the pain 
away. 

1.1.90-91 

1.1.106-07 

4.1.23-26 

ICU frightening It was, frightening because I didn't 
- don't know know anybody here. 
anyone 

comforting to 
have older n. 

they included 

and it kind of helps a bit having them a 
little older 

Is it important that they work with you, 
include you in the decision-making about 
what happens? 

Yes. 

4.1.127-30 depending on 
the n 

do you feel dependent on the nurses? 

oh yea. Yea, they're like your right 
hand., when you're in here. 
I'm very dependent on them. 

4.1.176-79 it's ok to have the new little girl is very very good. 
rookie but But the other girl has been right with 
security is her all the time. 
having a real n 
there 
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4.1.190-95 

4.1.202-06 

4.1.389-90 

4.1.152.56 

6.1.185-87 

6.1.211-12 

6.1.41-44 

5.1.206-08 

5.1.274-75 

5.1.276-77 

has developed a Is a frightening thing to be dependent? 
trust in ICU It seems like you said you have a 

certain level of trust. 

yea 

so is there any fear there at all? 

No it doesn't seem to bother me. 

control not an 
issue - they 
know from 
experience 

I think if they control you,they know 
what they're doing. 
And it's easier for them, and you too, 
because they do this day in and day out. 

n like good they seem ...like a good neighbor 
neighbor instead of a nurse 

I know they 
know, so I 
trust 

sees self as 
partner in 
health care 

being there 
checking = 
caring 

I was helpless 
n more than met 
my needs 

relying on n 
expertise and 
knowledge 

I know them, 
they know me 

I know that these people know what 
they're doing. 
so, therefore, when they tell me to do 
something, I'm going to try my best to 
do it their way, 

1s it important that they make you a 
partner in care? 

Yes it is important, very important 

they were caring...that's their job 

My first night she got me up in the 
morning and gave me a complete bath. I 
was helpless. I have never had such a 
complete bath. 

Our stuff 1s different I'm relying 
totally on their expertise and knowledge 

Yea I know a lot of them, 
they know me. 

they remembered And they remembered you from before? 
me 
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5.1.444-46 n knows what 
they're doing 
hounding has 
its importance 

5.1.476-81 prefers making 
mistakes to 
having no 
control 

5.1.516-22 n must see pt 
as person must 
allow 
participation 
in care when 
poss. 

2.1.85-87 it's ok to ask 
question 

4.1.151-52 they know 

3.1.123-24 less confident 
in older n. 

They know what they're doing. 

(wife) he fusses about it but he 
appreciates it too. 

I would prefer that I do... 
Don't worry we'll spread it out for you. 
I am uncomfortable with that. 
I feel more comfortable you see if they 
let me have a hand in it. 
At least for awhile 

the nurse needs to see you as a patient 
and let you take part in your care. 

Whenever possible. 

When it's not possible, you trust them? 

Yes, I do, I can't speak for the other 
fellow. 

for the most part your question are just 
fine? 

yes 

nobody likes to be dependent I 
accept dependency because n knows 
what they're doing. 

..except for some of the older ones, I 
get a little wary about them. 

4.1.27-29 trusting the n 
wanting to be 

consulted 

Do you like to have a say in your care? 

Well they know what they are doing, but 
Its nice for them to Ask, you know. 
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3.1.323-327 experience is 
valued 

(I want a n.) who knows what she is 
doing and has been doing it for a while. 
You know not just fresh from Montana or 
something. 

3.1.354-55 "pay attention" We are talking life or death here. So it 
helps if they're confident about what 
they're doing. 

4.1.756-58 

4.1.761-62 

relinquishes 
control in 
trust 

trust has 
limits — 
particular 
about who 
assumes 
control 

there also comes that point when you 
say, ok you think that is the best thing 
to do, then go ahead and do it 

I do trust the doctors here, to a 
point. It depends on what doctor it is 
too. 

5.1.142-57 try to be a Well I try to ask the minimum of the 
good pt nurses. 

I mean I'm not in here to be the king of 
Sultan 
I don't think they ought to be at my 
beck and call. 
Wipe my forehead... 
so, I try not to ask any more of them 
then I have to 
I just try and be a good patient you 
know. 
I'm not grumpy and grouchy. 
sometimes I press the call bell and it 
takes a few minutes cause the nurse has 
got other things they're doing. 
I try to understand that. 

5.1.1633-67 greater 
dependency 

so you have a higher level of 
dependency on these nurses too. 

Oh yes, yes absolutely, yes indeed 

5.1.286-87 letting n know 
your feelings 

(nurse #3 enters room to reset monitor 
alarm) Here's anothe'r ace right here. 
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5.1.437-38 teasing the n 

6.1.69-71 health care 
env. is 
mutually 
shared env. 

The good nurses are always hounding you 
about something. 

We're all here to help one another as a 
caring a family way almost, when you're 
down like this. 

4.1.49-51 n consulting pt 
is care 

5.1.250-52 greater 
dependency in 
ICU 

4.1.319-22 critical 
circumstances 
know someone 
available to 
help within 
seconds 

they ask you if you want to do 
something and how much you want to do. 
That's nice. 

So you have a higher level of 
dependency on these nurses too. 

when you come in here under the 
circumstances that you do, and you're 
there every second, you know that 
somebody is going to be there for you. 

4.1.228-31 

6.1.233-37 

6.1.333-35 

appreciate 
technical 
skill I have to 
have IVs 

have not needed 
to exert 
control in ICU 

insecure with 
inexperienced 
n. 

changed quite often 
It's good to know there are certain 
nurses that can get an IV going real 
easy, other that can't 

Not especially because they have all 
been so nice and I don't get that 
feeling. I think they just do their job 
and do it kindly and caring 

what do you feel about inexperienced 
nurses? 

Well you don't feel very secure 

3.1.32-33 it's relieving Do you find that intrusive? 

Not intrusive....n monitoring is kind of 
relieving 

4.1.278-80 n resolved 
problem 

It was a terrible headache She had 
everything within 15 itiinutes. 
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3.1.38-40 

3.1.47-52 

knowing they're 
there relaxes 
me 

their vigilance 
is comforting. 
Potential 
crisis will be 
averted 

So it kind of actually relaxes you a 
little bit to know if the alarms start 
going off 

more comforting to be here when you're 
really sick? 

Yea, When you've got a bad heart 
problem or something like that is real 
serious, that need to be watched and 
monitored. 

5.1.343-46 partnership 
exists 

4.1.385-88 look at me 

3.1.22 physically 
visible 

Would you say there is a kind of 
collegiality, the two of you working 
together? 

Oh yes. 

They've got to understand this is not my 
first time in an ICU or in a hospital 

They constantly mess with IVs and 
stuff. 

3.1.29-30 watching me They have to watch your monitor and 
everything else. 

3.1.41-42 they will come 

3.1.88-89 

3.1.90-91 

they watch they 
know 

they know right 
away 

you know there is going to be somebody 
coming in to check to see why [the 
monitors] are going off 

if something like that happened, they 
know right away. 

You know instead of coming in maybe 
every tow hours, or something like that. 

1.1 .10-1  

4.1.19-22 everything n 
does 1s 
important 

And they come around and start drawing 
blood. 

What kinds of things do you need? 

Well, I can't say anything specific. It 
all is important. Everything they do. 
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6.1.45-47 n attributes as Usually you have to help yourself. She 
important as was so gentle and so kind and just 
actions caring 

3.1.32-33 

4.1.19-22 

2.2.84-86 

it's relieving Do you find monitoring intrusive? 

everything n 
does is 
important 

I can control 
anything 

Not intrusive....It's kind of relieving 
What kinds of things do you need? 

Well, I can't say anything specific. It 
all is important. Everything they do. 

I can control anything. 
I am paying for it, so.... 
I should be able to control it. 

4.2.10-15 relationship 
with n is close 
and friendly 
have very good 
neighbors. 

We're very close and very friendly 
because I've lived there for four years. 
That's the way I feel towards them. 
When I come in here they are not a 
stranger to me. 

4.2.18-19 I know them 
they know me 

Even if you haven't met before, they 
seem like they do know you. 

4.2.22-24 n busy but 
remain 
friendly 

Well...they don't have any idle time. 
And yet, with all they have to do, 
they're still always pleasant. 

4.2.54-59 less visible 
but still 
available and 
meet needs 

I don't see them as much, but they're 
here. 
I think they're very good. 
I haven't wanted anything that I didn't 
get. 
they're always trying to help you. 

3.2.497-500 he's not just a He's not just a nurse. He's not just a 
n he's my body who comes in and takes you're blood 
friend pressure and temperature. 

He's a friend. 
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3.2.716-18 

3.2.745-48 

5.2.191-93 

3.2.173-76 

3.2.177-79 

3.2.297-310 

3.2.917-24 

3.2.681-84 

my rights take If that offends them or hurts them or 
priority over whatever, well I'm sorry. 
their feelings This is the way I feel. 

felt secure (wife) and luckily that was the day you 
during had a nurse that we feel very very 
life/death comfortable with too.. If it had been 
situation one of these other ones.... 

they say Do you still think they're watching you? 
they're still Are they watching you pretty closely? 
watching 

well they say they are. 

they don't see Because these nurses here, especially 
me some of them are just too 

insensitive..you*re just another hunk of 
meat, you're just another number. 

being made a 
statistic 

felt n was 
defending 
incompetent n, 
not listening 
to what really 
happened 

sees n as with 
holding info 
- you have to 
find out for 
yourself 

"Well we've done 170 heart transplants" 
is what the one told me., "I have done 
these a lot of years now. 

That shocked me, scared me there. 
Another nurse came in the next morning 
and said, "she is a very qualified 
nurse, she has her bachelor's degree, 
she's been in nursing a long time." 

(wife) we found frozen yogurt works 
well..and doesn't count as a fluid...now 
if someone would offer that information 
that would be nice. 

Yea that's something that you don't get 
up here. 

(wife) you have to find these little 
tricks out for yourself. 

n here less now They're not even in this room ten 
minutes an hour, you know, the nurses 
themselves, unless you're having a 
problem. 
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4.2.45-51 

2.2.23-30 

4.2.328-31 

4.2.64-68 

1.2.59-62 

2.3.46-52 

they still so usually I just holler "I am going to 
watch me the bathroom." 

And they say ok 
They come right away and knock on the 
door. "You ok?" 
And things like that you know. You know 
they're there. 

they can't help they can't help it. 
it n too busy Up here they have so many patients to 

take care of. 

ICU n do tasks In ICU they do it for you while here 
for you, here n there is more of a tendency to let you 
act as backup do it by yourself and act as a back up. 

Right. 

collaborative 
situation 

assisting self 
toward recovery 
- eager to 
recover 

Well these days its...I have to clear 
these lungs up. 
And it's that. 
My incisions, keeping them clean, which 
they do. 

That's why I've sat up all day. 

less than 
proficient n 
causes anxiety 

Yes... 
There is one nurse who makes me 
nervous, but... 

Is there a reason? 

She couldn't do this machine. 
And she was having trouble figuring out 
my port-a-cath. 
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3.2.71-73 I don't 
remember what 
they did 

Other than waking up and my wife was 
here and some nurses were working around 
me and on me. 

2.3.63-65 n decrease 
confidence may 
signal 
incompetence 

How does 1t make you feel if she isn't 
confident? 

nervous like she's going to make a 
mistake 

3.3.24-25 glad to leave 
ICU 

There such a bunch of busy bodies up 
there...no....I know that's there job. 

2.3.270-76 wants to be co. 
participant in 
care 

I like when the nurses talk to you when 
they give you your medicine. 

About the medicine? 

Ya 

So that you're more of a colleague in 
your care instead of just a recipient? 

ya 

5.3.31-34 n checks up (wife) he needs for her to force him to 
put on that oxygen at night. 

I told her last night to put it on, I;m 
going to try and read but I may go out. 
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SUB IN LN CODE DATABIT 

HEEDS 

3.1.36-37 I need security When you have a heart problem like mine 
it's important. 

3.1.99-103 particular Yea, sometimes I need help getting up, 
needs and stuff you know,You need help 

changing your gown and stuff like that, 
especially when you've got an arm board 
on, and you're just one handed. 

4.1.208-12 I need to know 

4.1.423-26 

6.1.15-16 

need to have 
confidence in n 
to be secure 

important to 
feel secure 

I think that is a good thing, cause then 
you're at least Informed, if not you're 
just kind of 1n the dark going why 
are they doing this, why are they doing 
this. 

she just didn't have any confidence in 
herself, that carries over to me or the 
patient Hey this lady is not real 
confident about what she's doing 

so that is important, to feel secure? 

oh yes 

3.1.36-37 I need security When you have a heart problem like mine 
It's important. 

especially when you've got an arm board 
on, and you're just one handed. 

* 
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3.1.130-33 needing to stay What would you say your major needs are 
alive right now? 

To stay alive long enough to get a good 
heart. 

4.1.198-99 I need to know It's nice to know what is being done, 
and why it's being done 

4.1.208-12 I need to know I think that is a good thing, cause then 
you're at least informed, if not you're 
just kind of in the dark going why 
are they doing this, why are they doing 
this. 

4.1.423-26 

6.1.15-16 

2.1.70-72 

need to have 
confidence in n 
need to be 
secure -
confidence the 
yard stick of 
knowledge 

important to 
feel secure 

I value knowing 
what nurses are 
doing 

she just didn't have any confidence in 
herself, that carries over to me or the 
patient Hey this lady is not real 
confident about what she's doing 

so that is important to feel secure? 

oh yes 

what aspects of the nursing care do you 
value most? 

Knowing what they are doing. 

4.1.198-99 I need to know It's nice to know what is being done, 
and why it's being done 

4.1.565-66 need to know You don't know what is available, then 
you don't know what you're entitled to. 



167 

4.1.169-71 need to have 
knowledgeable 
caregiver 

Is it important to you that the nurses 
know what they're doing? 

Yea 

EXPECTATIONS 

3.1.33-35 security in 
crisis 

3.1.41-42 they will come 

3.1.99-103 particular 
needs 

2.1.70-72 want to know 

3.1.169 important 
interaction 

6.1.228-31 wanting control 

3.1.93 it's important 
to be watched 

you know if something happens you know 
there is going to be somebody to do 
something. 

there is going to be somebody coming in 
to check to see why [the monitors] are 
going off 

Yea, sometimes I need help getting up, 
and stuff you know,You need help 
changing your gown and stuff like that. 

what aspects of the nursing care do you 
value most? 

Knowing what they are doing. 

Yea, enc is real important 

I want some control I'm not that 
passive a type to just let anything go 
along. I want a little control over it. 

so it makes a big difference. 

GOALS 

3.1.130-33 needing to stay 
alive 

What would you say your major needs are 
right now? 

To stay alive long enough to get a good 
heart. 
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4.1.39-48 

1.1.165-66 

4.1.39-48 

NEEDS 

3.2.424-27 

3.2.434-38 

3.2.480-82 

3.2.751-53 

3.2.754-56 

health is major 
concern -
wanting to go 
home 

"your major concerns are right now? 
"Getting well and getting out of here. 

I think that is pretty common. No one 
wants to stay in here longer than they 
have to. 

get it over I just wanted to get into the hospital 
with and get the operation over and done 

with. 

health is major 
concern -
wanting to go 
home 

"your major concerns are right now? 
"Getting well and getting out of here. 
"So your health is your major concern? 
"Yes. I think that is pretty common. 
No one wants to stay in here longer than 
they have to. 

needing There are enough frightening things 
information to going on. 
dispel fear Any information puts you that much more 

at ease 

needing to know But tell me, tell me what these things 
what I'm doing are. 

Just don't tell me don't take that or 
we're not giving that to you any more, 
and no explanation. 

needing to be but that's really nice to have somebody 
seen as a that you know really cares for you as a 
person person. 

needing to know Is knowledge still a major concern? 

yes to me that's the most important 
thing. 

n knowledge and Is that as important as being treated as 
being treated a person? Are they equal? 
as a person 
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4.2.305-311 pt assuming 
part of 
responsibility 
for improvement 

You say "I", does that mean you're 
taking on some of the responsibility 
yourself? 

I have to. 
They can't do it for me. 
The nurse just can't come in here and 
say oh just quit and I'll breathe for 
you. 

3.2.026-29 

2.2.100-01 health still #1 
concern 

Then your building a knowledge base for 
self protection and to meet your goal to 
get out of here? 

sure. 

What are your major concerns right now? 

Getting better. 

5.2.151-55 example of want 
being un met 

It's the things like...do you remember 
how long to reckon it's been since I 
asked that one..I would really like to 
know, I have a question I would really 
like to get answered. 

EXPECTATIONS 

6.2.145-47 need enc. all 
the way along 

5.2.128-29 give me more 
indep. 

No, definitely you need encouragement, 
all the way along. 
I think any ill person does. 

Yes, I think they should give me a 
little more liberty. 

5.2.383-84 expecting needs 
to be met in 
timely fashion 

As long as the nurse is timely...get 
your stuff to you on time and this thing 
and another. 
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GOALS 

6.2.238-39 I wish I could 
go home 

well....if they said you're all well, 
you can go home tomorrow, that would be 
nice. 

4.2.189-90 main desire is 
~ health and 
getting out of 
hosp. 

[My needs are] Walking and getting out 
of here 
Nobody likes the hospital. 

4.2.26061 wishing to exit Well...I would like to get out of here 
now now, but I know this is impossible. 

3.2.411 wanting to know we want to know why. 
why 

3.2.937-41 (past the 
crisis) let me 
out 
- anticipates 
discharge 

Getting out of here, how fast can you 
get me out of here. 
At the rate I'm progressing, if my legs 
will cooperate, I should be out of here 
by next week. 

3.2.003-04 

3.2.024-

wanting to know 
what and why 

wanting to know 
about changes 

I want to know what I'm putting into my 
body 

If there are any changes I want to know 
about it. 

3.2.038-46 looking forward I want to start getting my life and my 
to the future family back to a normal family again. 

Put all this behind us, don't ever 
forget 1t, but put 1t all in the past. 
That was the past this Is what's 
happening now, let's get on with our 
lives. 
I want to get back to the job of 
raising my kids 
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CHANGING NEEDS 

6.2.35-41 my needs are 
less but if I 
need something 
I want to get 
it 

What are the major nursing things that 
you want right now? 

Well, I really don't have any major 
ones., except if I need a pain pill, I 
want to get it because they don't want 
you feeling too messed up if you don't 
get it. 
they're very good about it. 

6.2.215- needs and Yes it would be a little less. 
217 demands are Your needs would be less, your demands 

less here would be less 

2.2.33-39 need for nurses 
is less 

What are the most important things 
nurses do for you right now? 

Giving me my medication, I guess. 

And I think one that I was hearing 
earlier was responding, being here in 
case you needed it. 

yes 

5.2.55-57 you expect less 
n care when you 
come here 

This is the fifth floor and when you 
come down here you don't expect to get 
one on one nursing and this kind of 
thing. 

NEEDS 

2.3.39-43 dependent @ d/c 
still need n. 

do you need them a certain amount right 
up until the end? 
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2.3.107-11 sometimes I 
need n fast for 
basic need 

Is speed important? Is that why they 
need more, so they would be able to 
respond faster? 

ya 
like when you need a bed pan. 

2.3.157-59 I always watch I want o know what they're putting into 
I want to know me. 

What they're doing to my IV or... 

EXPECTATIONS 

2.3.196-98 24 hr. security 
is still 
important 

My mom's going to be there to take care 
of me. 
She is going to be there 24 hours a day. 

3.3.261-63 still important 
that n is 
competent and 
knowledgeable 

I want proper good help. And I'm sure 
they've got it here. I think. I couldn't 
tell you because I don't need it so I 
don't 

GOALS 

2.3.173-75 concerned about What is your major concern right now? 
going home What one thing concerns you the most? 

Going home. 

2.3.179 concerns I hope I do OK at home, 
shifting from 
present to 
future 
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5.3.128-31 concerns are I'm concerned about getting out of here, 
future oriented getting to phoenix, and getting that 

part time job that I want before it gets 
away from me. 

3.3.73 the goal is 
exit 

(wife) that's the goal 

CHANGING NEEDS 

2.3.11-14 need n to I need 
deliver med and to the 
ambulate only To get 

That's 

her to help me to get up and go 
bathroom. 
me my medicine. 
about it. 

2.3.22-24 anticipate I'll need help when go home, this time. 
having needs at I'm going to be talcing oxygen home and 
home stuff. 
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NEGOTIATION 

SUB IN LN CODE DATABIT 

EPISODE 

4.1.259-266 sharing gaol 
setting 

4.1.289-90 negotiation 

when we started out, I said,"Maybe I can 
do two." 
and she says, "we'll try one." 
By the time we got around I says, "you 
were right." 
One's going to be it. 
They know. 
Cause you want to push yourself. 

They'll say it's easier, if you want to 
try it this way. 

5.1.87-103 negotiating the I mean talk about that fluid 
meaning of my restriction, I explained it to her and 
need ...quick learner you know. 

She understood it right away and said 
I'll take it out. 
I said I've got a hundred and thirty 
four cc's ...well that don't mean 
nothing to anybody. 
She said, "I'll check that out, She came 
back and said, "we're out of gatorade, 
what do want to do? How do you want to 
take that 139 ccs? 
I think that's pretty good. 

5.1.453-61 n negotiating 
pt's Identity 
as being 1n 
charge of self 

influence by 
watching 

Yes. like I told you I am the 
thirstiest guy in the world, So this 
nurse..(Indicating direction taken by 
the nurse who had just left).. I know 
she 1s kind of watching. 
That's alright. 
I can kind of keep track of what I am 
doing. 
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5.1.8-10 

negot. with It's not just a casual thing with me. 
physician I've been into it with the doctor and 

we've renegotiated it and so forth 

4.1.141—47 building And when you walk, they tell you "put 
confidence in your foot all the way down." 
what n says Now at first you don't want to believe 

them, because it hurts. 
But it's the truth. 
If you do it the way they tell you, it's 
for your own good. 

4.1.658-70 negotiating C 
fate 

ASPECTS OF 

The night that that happened all at 
once. I'm just real spacey ...and...I 
don't know what to do. Luckily for 
another man, he was in, and he was 
sicker than I was, so he got it. when 
they told me that it was kind of 
...sheeew. for now...I know I'm going 
to have to do it eventually. I'd like 
them to come in and say "hey we've got 
donor for you." 

3.1.72-78 utilizing wife 
as negotiator 

If my wife hadn't been there it would 
have been... you know... good night 
Irene. 
because I couldn't ....I just remember 
saying " I feel like i am going to pass 
out." 
And that was it. 
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EPISODE 

6.2.42-52 negotiation I asked for demeral this morning and 
with physician the nurse was standing here with all 

those men here, she said, well they're 
taking you off demerol. 
I asked doctor X, I don't get any 
demerol? 
He said, certainly you can get demerol, 
but we'll cut it down deal today. 
I told him that I tolerate percocet 
better than I did tylnol 3, because it 
has codeine in it. 
so now I get percocet, whenever I need 
it. 

1.2.143-51 negotiating I was so surprised that I come out of 
with self it. I remember the first night in the 

room over there. 
I woke up. and I thought Oh I am going 
to die. And then I thought No you're 
not. You have got to help yourself and 
then I start to fight you know. 

4.2.39-44 negotiating 
with n for 
independence 

go to the bathroom. 
But they said don't go without telling 
us. 

3.2.332-44 negotiating And little things like, "leave while I 
purpose and give him his bath." 
identity I don't leave when he gets his bath. 

"Well we make evaluations while we give 
him his bath." 
All he does is wash himself and I wash 
his back for him. 
She said, "well I'll give his bath and 
if you want to come in later and do it 
again that's alright."v 
I don't want to do 1t "just because', 
....I want to do something that is 
actually useful. 

4 
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3.2.801-10 negotiating Now I understand that they need to have 
input into the final decision in it. 
decisions Because they've been doing it a lot 

longer than I have. 
They've got to understand I have been 
sick for a lot of years. 
I've been sick for as long as most of 
them have been working.. 
I know my body and I know what it needs 
when it's doing certain things. 

5.2.172-79 negotiating things like that are frustrating, but if 
with fantasy I could get up and shove this things 

aside and get up and get my walker, I 
can go out there to the center, out 
there to the gal that schedules and 
around the thing, lean over the counter 
and find out what's happening, ask the 
main man, you know what's going on here. 

5.2.199-07 negotiating the 
logic of 
particular 
nursing action 

I mean do you only have a cardiac 
arrest when you're up walking. 
I don't think that's right, In fact I 
don't know anything, but my common sense 
tells me, that's not true. 
I'll bet people have them when they're 
sleeping. 
so, if you're going to watch somebody, 
then you're going to have to watch them. 

5.2.244-52 negotiating a Having the side rail up in night..is 
compromise not...I can use the urinal here and call 

them. I think it's silly but I can make 
that kind of compromise. 
I wasn't going to get up and do no 
pushups anyway. 
If that makes them feel anymore 
comfortable...why it would I don't 
know...if it does why.. 



178 

5.2.270-76 negotiating this is a transition floor and it 
with self wasn't long when I was saying to 

myself, well think about what you're 
saying, you don't want to be so 
unhealthy that you say you want to get 
healthy, and if you get healthy, you 
just don't require the care you got on 
six. 

3.2.302-06 negotiating 
the presence of 
particular 
nurse 

I said I just didn't feel comfortable 
with her at all. 
I felt like I was in incompetent hands. 
I don't think that lady should be 
working in a cardiac unit. 

3.2.664-71 negotiating Or they hit us with that, "well, we're 
control only supposed to allow family members 10 

minutes per hour with the patient." 
We sit there going, "heh, you can try to 
do what ever you want, but we can tell 
you right now what is going to happen, 
if you try pulling something that 
dumb." 

3.2.082-92 negotiating I don't think there is anymore they 
level of could do to get me going. 
activity Their biggest problem right now is 

holding me back. 
they have to hold me back otherwise 
Harry will get up and run. 
If they're not there to say, "4 times 
not 10" or "slow down or lay down," I'll 
over do it. 
I haven't felt this good since I can 
even remember. 

2.2.77-80 exerting 
control 

But if i don't want to have a chest X-
ray, I am not going down for one....be
cause I have had so much radiation. 
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EPISODE 

2.3.189-91 negotiating 
with self 

I know I won't get worse. 
I'm going to do everything i can to get 
off of the oxygen 

2.3.248-49 pay attention I'm like, "Give me a bed pan and leave 
it in here or something." 

5.3.21-25 neg. with self I left the urinal back in there last 
night and said, ok now dummy, you've 
done it to yourself, you wanted to get 
up, so get up. 
I did, that was fine. 

3.3.79-85 there's no 
reason to be 
here -
negotiating 
with 
coordinator 

(wife) we've talked to X, the 
coordinator and asked her, why are we 
here?, they're not doing anything, can't 
we go home. 
There's no reason to be here. 

ya, there's no test being done. 
She said, well , I always said you could 
go home tomorrow after your biopsy. 

3.3.143-47 negotiating something about having that cover your 
with self mouth, you just instantly breathe 

harder. 
You just need to catch yourself and say 
heh wait a minute, just regain control, 
you can monitor yourself that way. 
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3.3.360-70 jousting with 
the care giver 

It made me say, ok fine, you want me to 
do this, I don't want to do it but I'm 
going to do it just to prove to you that 
I can do it. 
And then I'm going to go nener nener 
nener at you. 
but each time I went nener nener nener 
at them they would go OK try this 
then.. 
They got their few nanny boboos in on me 
SO • • • 

It worked out good 
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CONSENSUS 

SUB IN LN CODE DATABIT 

SIMILAR 
DEFINITION 

3.1.104-07 needs are met Are there any things you wish nurses 
would do for you here, that they aren't 
doing? 

No not really. 

3.1.114-16 n is security but yet a nurse was right there with 
(trainee), so If she goofed up, she 
could correct it. 

4.1.180-85 pt. meeting n And she is eager to learn. 
needs Like when they pulled my tubes, she 

asked me if she could watch because she 
had never seen it. 
I said sure, it's alright with me. 
Because, how else will they learn.? 

4.1.287-89 

4.1.292-96 

I had needs she 
met them 

gain relief 
quickly 

they usually get it to you as soon as it 
gets here That makes a big difference. 

the quickness that they do their job and 
get the medicine to you, get it on you 
and stuff like that to me makes a big 
difference 

6.1.238-44 All needs have You haven't then found a need here to 
been met the assert the control you say you need? 
way I want them 

No need to speak up or say anything 
Well because everything Is going along 
smoothly 
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REACHING 
AGREEMENT 

1.1.230-32 need to feel 
less vuln. n 
controls 
situation 

4.1.477-78 n respects my 
choice 

4.1.272-76 n is listening, 
acting on my 
words 

4.1.405-12 security wanted 
and received. 

4.1.417-18 wanted that n 
and she did it 

Do you feel pretty well controlled? 

yes everything is well controlled 

And they say , oh alright, if that's the 
way you want to do it 

the other day I was having a real bad 
headache, so I told the nurse...she 
called one of the doctors and was able 
to get tylenol for me 

The other gal did it, she has done a lot 
of cancer, chemo type stuff. She is 
real good at it She didn't have any 
problem 

when she took over, it was, ok, fine, 
here we go. 

5.1.540-43 my purpose in 
be being here 
is being met. 

I didn't come in here to be waited on, I 
came in here to be taken care of and to 
be healed. 
I think I am getting that 

SIMILAR 
DEFINITION 

4.2.89-92 needing and You're independent, but they are still 
receiving there. 
security You need that security. 

3.2.56-59 wanted and I appreciated knowing. 
received I appreciated that a lot. 
Information It also helped my family because they 

understood what was going on. 

3.2.60-62 n sensitive to 
pts desire 

She was real nice , didn't kick anybody 
out until they came into to shave me 
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3.2.103-05 gave extra 
consideration 
recognized as 
person 

That little extra consideration...now we 
have a patient a person here as really 
nice. 

3.2.406-09 wanting and It's very nice to have someone who 
receiving will....I ask questions all the time I 
information drive some of them crazy. 

but I'm just curious I want to know. 

3.2.685-91 wanting and 
receiving 
understanding 
and 
information 

most of them are very understanding and 
are willing to work with you. 
X is wonderful...most of them are very 
willing to work with you and that's 
really appreciated. 
They answer all your questions. 

3.2.737-44 consensus of 
goal - keep me 
alive 

the day you had that little episode, 
when they were talking about putting in 
the Jarvick. They needed to take over 
and that was alright. 

Yea, here I am, do what you need to do 
to keep me alive. 

You felt safe? 

I felt real safe 

5.2.52-54 consensus Otherwise I'm getting decent, usual, 
between fifth floor care. 
expectations I have no kick with that. 
and care 
received 

REACHING 
AGREEMENT 

6.2.70-71 wants more rest 
and gets it 

and you get more rest of course than you 
would back in ICU because of that. 
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6.2.164-66 needing and 
receiving 
encouragement 

encouragement and everything that I've 
gotten has been critical for me, I 
needed it. 

6.2.233-35 no un met needs I'm getting the attention I need. 
I couldn't wish for any thing more 
because they're doing all they can do. 

2.2.97-99 n met my needs Did you find that the nurses met your 
needs, the things that you needed? 

yes 

1.2.98-107 minimal 
assistance 
needed or 
received 

Well really and truly all they do is 
fill those things up nd help me with my 
washing...That's it. 

Is that all you need, all you want? 

yes 

3.2.1189-
94 

5.2.81-84 

now n only 
comes 1n for 
specific needs 
or routine 
checks which is 
what I want 

care is as 
expected 

Are there any other Nursing activities 
that you wish you were receiving 

No because it's come to the point now 
that they don't have to come in, they 
have a routine, unless there is 
something that I need. 

Which is becoming less? 

yea 

I agree with that somewhat. 
We can't let that dictate everything 
Otherwise, the care is normal and just 
what I expected. 

5.2.282-84 renegotiate 
expectation, 
then you're ok 

But I wasn't so long 1n figuring that 
out, what the deal was, once you do that 
you don't have any problems. 

5.2.296-97 consensus in 
caregiving 

So you don't watch them anymore? 
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REACHING 
AGREEMENT 

5.3.14-16 previous wish 
for decreased 
confinement has 
been granted 

And they're leaving the rail down for 
you at night now...these are things you 
were wanting the other day and weren't 
getting. 

ya 

5.3.72-78 NA is an ok 
fill-in for 
lack of n care 

The things they do then are simple 
things? 

yes more less non-technical. 
they wouldn't, for example, start an IV 
or anything like that. 

Is that care alright with you? 

Oh ya I think it's a pretty good 
system, I really do. 

5.3.137-40 wanting and 
receiving 
independence 

It sound like your wanting more 
independence and it sound like you're 
getting it from the nurses. 

yes I'm getting it fine. 

3.3.65-68 don't need it 
don't get it 

They wouldn't put you on this floor 1f 
you needed that type of attention, I 
hope they wouldn't. 
Right now I don't need to be attended. 

3.3.284-85 they don't 
watch me as 
much 

So they don't watch you as much? 

No, it's not really nfecessary. 
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UN 

3.2.212-26 consensus on 
content but not 
on process 

I don't mind them dominating, 
I know they have to do certain things 
and 1 understand that. 
Certain things have to be done and they 
have to be done a certain way. 
But there is a way you can do it to let 
the person know you're a person and not 
a hunk of beef on an assembly line that 
has to be processed. 
That's the way I was getting to 
feeling...I was just another number. 
I was this wrist band number. 
And that's it. 
Other than that it didn't matter who 
was or what I was or anything else. 

I 

3.2.093-102 consensus in 
purpose, but 
not in process 

I appreciate [limitations set by 
nurse]. But it's also kind of....it 
doesn't make you mad, but you lay in bed 
and wonder, geez... move your muscles. 

It's frustrating then? 

Yes frustrating. 
you feel like you could do so much. 

3.2.1173-79 " so either way they get you going, but 
you prefer one way? 

(wife) yea 
I suppose it all works out the same in 
the long run but it's a lot easier going 
through it with that positive attitude 
rather than that defensive... 
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5.2.211-15 OK not to be 
watched 

Does that bother you, that they don't 
watch you? 

NO. 

Are you ready to not be watched? 

yes 
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LACK OF CONSENSUS 

SUB IN LN CODE DATABIT 

3.2.106-18 controlling 
attitude of N -
pain of tube 

removal -
didn't drug me 
enough 

Monday was hell . 
It was an utter nightmare. 
I've been trying to forget it because 
there was so much pain involved. 

Was that the main thing the pain? 

Yes the pain and the attitude of the 
nurse who said you're going to do this 
the way I tell you to do it. 
and they were taking the breathing tubes 
out and the respirator and all this 
It was just not a good day. 
they didn't have me drugged enough. 

3.2.137-42 they made me Because two nurses just grabbed me and 
pulled me up and put me into the chair 
and it was just...oh Lord. 
there ain't enough pain killers in the 
world to explain this hurt I feel. 
Monday was just a really bad day. 

3.2.164-68 wife not 
permitted to 
help -removing 
comforting 
person 

would not let her (wife) stay in the 
room when they got me out of bed or 
anything. 
They wouldn't let her (wife) help do 
anything. 
which to me is comforting to have my 
wife here helping. 

3.2.182-84 n expected 
submission, I 
didn't submit 

She expected me to cower down to her and 
I didn't, I jumped right back into her 
face and all. 
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3.2.231-36 they controlled 
me but didn't 
control pain 

When you're hurting real bad, and they 
roll you up on your side and they say 
breathe deep and you're going uuuuhhhhh 
because you can't breathe at all. And 
they just kind of lay you back over and 
you go aaahhh. 

3.2.261-65 we had to argue Then there is one nurse who took care of 
me and I don't think she should be on 
the unit at all. 
She did not know what she was doing. 
We had to argue about the meds. 

3.2.366-70 

3.2.440-42 

important 
requests not 
honored creates 
anger - she 
never did 
nothing 

give me 
information -
acknowledge my 
need to know 

I even asked her I said, "go tell my 
wife, i'm getting ready to get up and 
walk." and she said "yea, ok I'll take 
care of that." 
but she never did nothing. 

They come in and hang a bag and you go 
"what is that" and they go "medicine". 
I know, well fine. " what medicine?" 

3.2.672-80 controlling 
attitude of n 
makes you 
defensive 

it's like "you'd better do it our way or 
else or we're going to enforce this rule 
and you won't be in here more than 10 
minutes every hour." 
And then you get real defensive., 

I've got news for them, if she is only 
going to be in this room 10 minutes an 
hour, I'm only going to be in this room 
10 minutes an hour. 
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5.2.58-64 asserting Like this morning, the little nurse, we 
self, pt had a little time before that heart 
initiating cath. 
activity of I said, how about we do a little 
recovery walking..oh good idea, I'll be right 

back. 
I tell you I think she went home. 
I didn't see here again all day. 
I think she checked out and went home. 

3.2.307-14 

5.2.36-40 

when n supposed 
to be in 
control and 
isn't, great 
consternation 
occurs 

inadequate 
staff to meet 
pt needs when 
dependent - n 
inhibiting 
recovery 
effects 

(wife) she did forget the meds. 
They weren't in on what happened. 
Yes she forgot it and that's all there 
was to it, there was no question. 
You know, but (the nurses were) really 
defending, "we have it here we have it 
under control, we know what's going on." 
You were there and you know it wasn't. 

that's all well and good, but they're 
not staffed for those ideas. 
They don't have the staff to do it. 
consequently, I'm really not getting my 
walking in that I ought to. 

3.2.143-45 Was that when the first one started 
giving you a hard time about being in 
the room 
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NURSES' PERSONAL KNOWLEDGE (Inference about the other) 

SUB IN LN CODE DATABIT 

INTERPRET 

4.1.12-15 n anticipate 
needs 

4.1.132-34 n. anticipates 
needs 

4.1.267-68 n know best 

4.1.433-38 n anticipated 
needs 

4.1.160-62 n empathetic 

Is that an important part of the 
nursing care, that they anticipate your 
needs? 
"Yes, and they do it very well. 

Are they sensitive to what you need? 
"Yes. It seems like they can tell what 
you need before you know. 

Then you get tired too fast, and they 
know how you're going to tire. 

They seemed to understand. 
Of course the tubes are down your 
throat. 
If you pointed to them or something, 
they would say, "a drink?, ice?" things 
like that 

nurses even say, "I know it hurts, and 
if you just try it this way..." 

4.1.552-54 

4.1.555-62 

4.1.567-71 

n. able to 
interpret my 
needs 

n. anticipates 
needs 

but that she would see that TV gets 
rather old during the day time of offer 
that..• 

There was one that said that we have a 
watts line here, if you'd like us to 
place a call to your kids...You know 
things that you just wouldn't think of 
as being available, it's nice to have 
somebody offer that Information 

Today someone asked me if I had signed 
up for the meal tickets, ...I didn't 
even know they were available. 
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5.1.124-27 

n.understands 
my need and 
it's 
importance to 
me ok ,... 

another one is that they understand your 
needs, they pin point what you need and 
how important that need is to you. 

6.1.395-97 n anticipates 
unvoiced needs 

A good nurse will anticipate some of 
your need that maybe you haven't voiced. 

INFER 

4.1.163-64 n seems to know It's as if they have had it 
And I know that they haven't, 

4.1.371-74 n make 
confinement 
better by being 
sensitive 

so there's ...as long as they're kind of 
sensitive to what you're going through, 
then that helps, makes it a little 
easier. 

6.1.304-08 n recognized my 
challenge 

they knew I was facing quite a 
challenge, they're kindness..you just 
knew the warmth was there. It means an 
awful lot to a patient. 

INTERPRET 

6.2.138-44 n empathetic to This one little student nurse...she knew 
my feelings the minute that my hopes kind of went 

down when those doctors were here, 
she said, I know you're feeling kind of 
blue....but when doctor X came in ad his 
attitude was different, she picked up on 
it right away. 

2.254-56 anticipated my 
weakness 

She didn't just give me a pan of water 
and say, "here" 
She knew I wasn't feeling good. 
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n know we are And all the nurses up there know that 
Ornery all of us have days when we're a 

1ittle....cross, a little grouchy, a 
little grumpy. 

5.2.368-71 

INFER 

3.2.725-2 n are sensitive They know my legs are hurting real bad 
to how I feel today and it's real hard to move, with 

this temperature running, I don't feel 
quite right. 
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PATIENTS' PERSONAL KNOWLEDGE (about nurses) 

SUB IN LN CODE DATABIT 

INFER 

4.1.15-18 nurses get used 
to sick people 

4.1.208-10 you know their 
experience will 
help 

4.1.229-31 n hide 
emotional 
problem 

4.1.163-67 pt inference 
about n 

4.1.444-45 

4.1.471 confidence 

It must be that when they work around so 
many sick people they get used to the 
kind of things you need. 

And with their experience, they are 
going to know ever little way to help 
you. 

I know they have problems. 
We all do. 
But I have never seen it. 

but I know they must feel something for 
you, to go to the bother of finding out 
what is the easiest way for you. 

I know everybody has got their problems 
and what not 

I think my needs would be met 

6.1.398-99 that's part of their training too, I 
guess. 

1.1.140 nurses are used They are so used to seeing people in 
to pain 

4.1.318-20 I'm not sure 
she knows 

1.1.141-43 they are here 
to help 

pain.. 

I'm just not sure she knows what is 
going on, what she is doing or anything 
else. 

I mean they wouldn't be in this if they 
couldn't put up with people in pain. 
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INTERPRET 

6.1.182-84 

6.1.57-59 pat can tell 
difference 
between those 
who care and 
those who just 
work 

6.1.88-89 pt senses n 
attitude 

6.1.106-07 

6.1.250-60 expect some 
personality 
difference 
among n. 

6.1.261-65 different types 
of n are part 
of life 

6.1.315-17 n care n 
feeling for you 

3.1.112-13 trainee didn't 
know 

The nurses who come in and can't smile 
or joke with you....there again it's 
attitude 

You can tell the ones who are here 
because they've got a job, others are 
here because they are too, they do the 
fob. 

and you can tell those things in a 
minute, a patient can. 

Oh it's so plain to see if a person is 
really interested in them or not 

some times you run into personalities 
that aren't quite as congenial as some 
others, maybe not quite as warm, but 
you have to expect that. Not everybody 
has that out going warmth that some 
people do. 

You have personalities that are very 
warm who you feel very close to and 
there are others that you don't . which 
is just life, you just accept that. 

but you can get it underneath it all 
that they really do care and they are 
feeling for you 

She just didn't know hat she was doing. 
That was kind of scary. 

3.1.117-19 trainee didn't 
know 

She just didn't have it. 
she hadn't got used to the routine yet 
of what was going on and stuff 
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INTERPRET 

6.2.86-88 interpersonal Take a cranky patient, she can upset a 
relations tired nurse, same as vice versa. 

I don't think those things pay. 

6.2.173-74 

4.2.262-65 

critical that n 
be experienced 
- can tell 
inexperienced n 
immediately 

recognize 
limitations of 
n 

You can tell the student nurses over,the 
others you know. 

Let's face it they're not miracle 
people. 
they're only human beings too. 
They can only do so much. 

3.2.925-32 pt comfort not 
a priority to 
management 

Those that do divulge these tricks are 
doing it in secrecy, they don't 
want...they don't want everybody to know 
that you can be comfortable in the 
hospital. Specially the supervisor don't 
let them know that you're comfortable. 
That means that there is something not 
being done 

5.2.170-71 n are terribly 
over worked 

Poor things, I think they're just 
terribly over worked. 
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INFER 

4.2.281-86 n give of self It's hard to give of your whole self all 
s evidence of the time that you're here. 
selfishness I know they've got problems. 

They're human beings just like us. 
They don't show it. 
They're always pleasant. 

3.2.24-31 reading the he came back 5 or 10 minutes later with 
nurse's actions a nurse supervisor she said we're not 

supposed to tell you this but there is a 
possibility that you'll be getting a 
heart transplant tonight. 
I told her, I already knew that just by 
the way you guys are acting. 

3.2.393-94 

3.2.529-33 

3.2.535-36 

3.2.578-86 

rationalizing 
nurse's 
"deficiency" 

seeing beyond 
self and 
illness to 
politics of 
floor 

pt can discern 
n who cares 

pt forced to 
call less so 
that when he 
does call 
response will 
be immediate 

The nurses don't always have time to 
find out the personalities and things. 

the combination of units here doesn't 
...they have the other one closed some 
of the people, the ICU nurses don't like 
the CTICU nurses. 
They don't like to be in that position. 

they have patients that they just as 
soon not be taking care of. 

but you can't do that because every time 
you hit the button, to me, they get to 
thinking well he just wants class of 
water or he just wants this or he just 
wants that. Just picky stuff that's 
consuming their time, when they could 
stand out there and BS with each other, 
or whatever it 1s that they do out 
there. 

3.2.659-63 resenting being But I guess some family members 
discounted wouldn't react that way and It's just 

easier not to take the time to find 
out...it's easier to just set a rule. 
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5.2.336-38 

5.2.355-63 

3.2.5-15 

why calls 
aren't 
answered right 
away 

projects that 
care would 
decline if pt 
standard not 
held - n are 
humans 

n communicate 
non-verbally 

They're probably a little short 
staffed, they probably would have liked 
to put one on one, at least on him for 
sure. 

I would think it would be, nurses being 
humans you know. I think it would 
awfully hard to take care of somebody 
that was....I don't how to put this 
without being offensive...a real ass 
hole. 
I think that would be awfully hard 
especially when you get nurses you give 
the quality of care that you get up on 
six. 

Ok first they didn't actually tell me I 
was getting a heart. 
First they came in and said I was NPO, 
no fluids till we run some tests in the 
morning. 
I said ok fine, could I have one more 
sip of water before you leave. 
she said no. 
She just jerked around and walked off 
real quick. 
I knew what was going on. 

5.2.15-17 n gun shy 
because of code 
arrest 

This 1s where I had my cardiac arrest, 
and they're just really shell shocked, 
you know. 

INFER 

3.3.347-50 there was a ya, Oh there had to be a purpose cause I 
purpose can't believe anybody would do that, 

just for the fun of doing 1t. 
Nursing doesn't pay that well. 
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NEGOTIATION STRATAGIES UTILIZED BY NURSES 

SUB IN LN CODE DATABIT 

INFLUENCE 

3.1.169 cheering me on They are real encouraging up here. 

4.1.34-38 n enc by being 
cheerful by 
talking to you 

4.1.51-54 n. facilitates 
getting started 
toward health 

How do the nurses encourage you? 
"Well, just in little ways. They talk 
to you, they are always so cheerful and 
you know, they are always so busy, they 
never stop. 

It's not like they are telling you have 
to do it, and you have to go this far. 
Instead they just help you get started. 

4.1.117-20 n skill affects 
pt health 

when they say, "how are you feeling 
today, What can I do for you?" 
It makes you feel better. 

4.1.609-11 n exerting 
control 

She said, you're only supposed to be 
here for ten minutes every hour. 

4.1.224-226 enc. by 
cheering 

what's the most encouraging things 
nurses can do for you? 
"Just being cheerful, being 
sympathetic. 

4.1.430-31 n Influence Mainly the nurses attitudes 1s what 
with attitude makes a real difference...you come in 

and they've got an attitude that 
carries over 

4.1.441-43 " If they come in with a good attitude, it 
carries over to me with a good attitudes 
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4.1.450-51 I need to be 
enc not 
discouraged 

I know that being present is hard to do, 
but it does make a difference as far as 
how I feel 

4.1.452-55 I reflect the n 
attitude 

If they come in all crabby and 
snotty....well ....don't expect me to be 
nice, cause I'll be just as crabby and 
snotty. 

6.1.196-01 negative A crabby attitude makes a lot of 
negotiation difference. Because if they come in with 

that long face and kind of snap at you, 
you immediately retort. It kind of puts 
a damper on everything 

INFORMATIONAL 

4.1.278-80 pushing And the nurses will tell you, If you try 
yourself n this it will help you. so you're eager 
helps you to do that. 

4.1.281-88 n offer info 
and 
opportunity to 
try new ways 

(2)so they offer information to you? 
"Oh yes 
"Offer new things that you hadn't known 
about? 
"right. If they find something else that 
will help you or that is easier, they'll 
show you. 
And usually they will. 

4.1.534-549 appreciated 
proffered 

4.1.675-80 

4.1.687-98 

knowledge 

letting me know 

One thing that 1s appreciated 1s them 
letting you know that things are 
available like one nurse said, why don't 
you get a VCR sent up. 

C. came in and said, If so you can 
expect this and that 

They were good at telling me 



4.1.700-02 

4.1.206-07 

4.1.135-40 

4.1.550-51 

COMFORT 

3.1.160-65 

4.1.412-19 

4.1.422-23 

4.1.467 

4.1.542-47 

4.1.315-16 
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share knowledge 

Preparing you for what to expect. 

Nurses are good at explaining why, for 
what reason 

n. knows how to 
help you feel 
better 

n. gives info 

they have ways of telling you like...if 
you put your pillow down here, it will 
help this. 
All these little things that they come 
up with. 
And they really work. 

we never even thought of it that was an 
availability 

n. know how to 
help 

in awful sit. n 
was there - n 
was comforting 
- did what they 
had to do. 

n try to help 
pt cope 

it's comforting 
to know 

And they also know, the times when you 
need to be cheered up, and they're there 
to crack a joke, smile or something. 
Or just bringing you a class of cold 
water, or something like that. 

they were right there. 
They pat your stomach. 
And of course they have to make you 
cough. 
when they say cough the first time you 
say "oh yea?" 
but you know why and you must do 
it.they are only helping you. 

they try to help you cope. 

I feel it's comforting to know. 

n awareness 
eases pt 
anxiety 

ICU (n 
presence)secure 
because n 
always there 

they ask you if there is anything 
bothering you, if you're upset, or if 
there is anything they can do to help 
you in any way. 
So, that pretty well relieves you of the 
tension...I think 

do the nurses make you feel secure? 
"yes, cause they're always there. 
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6.1.173-77 n show 
sensitivity by 
doing ADLs 

6.1.271-77 tenderness when 
helpless 

6.1.278-81 n doing 
difficult jobs 
gently 

5.1.57-63 nurses care 
about me that 
is vital to me. 

Well It's like I say the caring like 
when I had the bath and weighing me. I 
have never been weighed in a sling 
before. 

Well that bath was the best thing 
because I never had such a through one. 
usually ... I haven't been this 
incapacitated you see. she just really 
bathed me like a baby almost. I 
appreciated it. 

She was so gentle and kind with it she 
just handled me so well and so nice 

There was a nurse called x had her 
little boys make those posters. These 
nurses up here really care whether old 
larry live or dies. I don't know how 
they treat the other guys but in my case 
1t just makes all the difference in the 
world. 

6.1.49-54 sincere empathy 

RELATIONAL 

They encourage you, which means a lot 
when you're faced with a challenge like 
this is, all the encouragement you can 
get from people...not false, not I know 
what you're going through dear, Not that 
type of thing, but really felt. 

4.1.80-81 being 
remembered as 
an individual 

You feel like they're taking that extra 
minute to say hi and I remember you. 

4.1.101-02 enc = being 
recognized as a 
person 

they just make you feel like you're a 
special person. 

4.1.536-39 care - company 
conversation 
comraderie 
attention 

Just sometimes they'll just come in and 
chat for a minute, come in and see what 
you're watching on TV ask you about it, 
stop by and look in on you 
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4.1.238-39 listen to me 

4.1.265-66 listen 

4.1.393-95 comforting to 
be valued 

6.1.245-49 n sharing game 
plan with pt. 

6.1.310-03 n concerned 
about me 

5.1.76-79 joking mean the 
n sees me a 
person 

5.1.84-86 n taking care 
of you prevent 
of crisis 

They're real attentive to listening that 
when I tell them, you're not going to 
find a vein there. 

they're real good at listening to your 
problems and complaints. 

That to me is comforting when a nurse 
stops to listen and then they'll go 
about it and take a look. 

They come in when they need to and say 
when they'll come back and they do. 
They just don't leave you hanging on the 
air. It means a lot. 

Oh they were wonderful, you could see 
the look, the were concerned. 

See, she treats me like a human being, 
not just a specimen. 
That just makes all the difference in 
the world. 

I mean taking care of you and making 
sure that nothing happened to you. 

5.1.438-41 n making pt 
responsible but 
allowing 
control in one 
aspect of care 

(nurse reminds patient to keep track of 
his fluid intake, stating he knows what 
he drank, she doesn't; then she leaves 
the room) 

4.1.540-42 

4.1.838-43 

they see me as 
a person 

n should care 
about the 
individual 

that you're a person yea, not just a 
hunk of meat 

Just to be caring is the biggest thing, 
just to be concerned, not just 
be....another number, another room, 
that's about it. 
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4.1.114-16 n skill affects 
pt identity 

And it makes your whole day so much 
better. 
It makes you feel better about 
yourself, because you're feeling bad as 
it is. 

6.1.79-83 

4.1.109-11 

6.1.75-78 

enc. more 
important when 
you're ill 

enc = being 
pleasant = 
being asked 
your 
preference 
negotiating the 
future 

I made up my mind that I am going to. 
That's the way it feels. Those little 
words of enc. mean an awful lot to a 
person who is ill 

the nurses are so pleasant when they ask 
you, "Would you like to do this, or 
would you like to do that?" (helping 
become the decider) 

the one girl that bathed me said you 
know you can do anything you make up 
your mind to do. And I said yes I know. 

INFLUENCE 

6.2.220-22 

6.2.225-27 

security comes 
from n being 
there having 
positive 
attitude 

n attitude 
makes you feel 
secure 

Just the presence of people around you 
and their attitude with you, that makes 
you feel secure. 

X walks in here with a smile and you're 
glad to see him, the nurses are the same 
way. 

2.2.102-04 n help by Is there anything the nurses can do to 
encouraging help you get better? 

Just encourage me. 
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4.2.144-45 

4.2.150-52 

n helps you n 
tell you you're 
improving 

ICU n keeps 
enc. -
improvement 
(rec.) does 
occur, but 
slowly 

Is...Well the nurses all help you and 
tell you that you're improving 

You just think you'll never make it. 
They keep encouraging you and you do. 
Although it seems like forever. 

3.2.227-30 you will do as "If we tell you to roll over on your 
you are told or side, you roll over on your side. " 
else If you don't do it we'll get someone who 

will just roll you right up." 

3.2.321-329 all influence 
with no 
information 

And the lady who came on, her and 
M(wife) kept arguing. 
She kept trying to tell M, "no, we're 
going to do thing my way. I don't want 
your help, I don't want you in the room, 
I don't want this I don't want that." 
And it was never, "here's the reason 
why," 1t was just "I don't." 

3.2.591-95 pt disapproval 
of activities 
at n station 

Occasionally you'll here them talking 
about some other patient, and what a 
pain in the ass he 1s. 
You're thinking to yourself, well geez, 
are they saying that about me? 

3.2.696-704 good n has 
positive 
cheering 
attitude 

Just their attitude when they come in 
the room. 
If they're cheery well the that's great 
but 1f they're depressed and you ask 
them how are you doing and they say 
"well not to well," at least you know 
and you aren't thinking, "well geez, 
she's already pissed off at me and I 
haven't done nothing.' 
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5.2.1163-72 variety of 
methods exists, 
n control which 
one utilized 

the nurses have a lot of Influence on 
how they motivate a patient., to get 
them to do something that they don't 
want to do. we've had both..some 
motivating you out of 
friction...wanting to get you 
going...those that pissed you off so bad 
that I going to do it to show them, 
doing it in anger rather than in 
anticipation. 

5.2.45-46 

5.2.148-50 

n imposed 
limitation are 
causing 
repression 

n are enc. and 
supportive 

We managed to get one nice little walk 
in today. 

say...the nurses have been somewhat 
encouraging ad supporting, i think that 
would be fair to say. 

3.2.544-47 if pt calls too 
often n won't 
respond as 
quickly 

4.2.229-33 n ability to 
know helps you 
toward the exit 

3.2.123-26 negative 
negotiation 

But they force you to the point where 
you finally have to push the button and 
say look could I get a class of water 
or... 

they know what builds your ego. 
Just some little thing that they say. It 
makes you feel a lot better.It makes 
your whole day. 
They know. 

She just jumped back and said Well I 
don't have to be talked at this way. 
I said well as of right now you do. 
Because I feel bad 

3.2.709-13 n attitude 
determined what 
mine will be 

You come walking in here with a bad 
attitude, you're going to walk out of 
here with a worse one, and I'm going to 
have a real bad attitude, and then you 
better not come back in. 
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INFORMATIONAL 

4.2.25-28 n interprets 
need 

They'll come in and see you struggling 
to do something, although you're 
supposed to try and be independent. 
They'll say, "maybe I can help you this 
way or that way." 

4.2.133-35 working with 
the n 

3.2.50-54 needing 
receiving 
explanation 

They tell you , "let's try it this way." 
It helps. 
You're not fighting it all the way. 

she explained everything. 
Talked about what was going to be 
happening and everything. 
Here is when you're going down, which is 
at 3:30 in the morning. 

3.2.977-88 The nurse was saying, this 1s what it is 
and this is what It's for, you probably 
won't remember it but once you hear it 
enough times it should sink in. 
By Wednesday it was making a little more 
sense. 

5.2.184-90 n are 
supportive and 
enc. - n enc 
with words 

I think generally the nurses are 
supportive and encouraging to you. 
And where reasonably possible, telling 
you that you're looking better and 
getting along better. 
I think they all try to make an effort 
to do that. 

COMFORT 

6.2.191-94 attn - touch 
hold hand 

2.2.7-9 comfort 1n 
knowing someone 
was there 

Just little things that they might 
do...hold your hand a little bit or give 
you a touch. 
those things are important always. 

What about the watching made it 
comforting? 

Because if I stopped breathing. 
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4.2.32-35 n always avail 

4.2.186-87 

4.2.332-35 

n are here 
there is no 
problem 
n provide 
security as pt 
becomes more 
independent 

I am doing very well. 
They are here all the time. 
And , of course... like I say there is 
always somebody coming and checking. 

As far as nurses, they're here. There is 
no problem. 

You don't have to worry that you'll fall 
and break your neck because nobody was 
there. 
They're there. 

3.2.95-102 conscientious 
made pt 
comfortable 
sensitive to 
pts. likes 

There was one thing we thought was 
really nice, the nurse who was taking 
care of him, was very conscientious 
about making things comfortable. 
He put David's PInk floyd on as soon as 
they got him in the room cause he knew 
he enjoyed it and like it. 

3.2.1114-41 

RELATIONAL 

familiar n 
brings comfort 
in strange 
situation 

(wife) when he first came back, our 
favorite nurse was here...you always 
have your favorite nurses. 
And like I said, just the little things 
he did like putting the music on to make 
you feel a little more comfortable.-
..you've got the respirator going ...a 
lot of strange stuff going on...an 
thing that's familiar is comforting. 
It puts you a little bit more at ease. 

6.2.62-63 needs are much 
less but n is 
here when you 
need them 

that's all, I mean they're here when you 
need them, and that's the main thing. 

6.2.64-69 ICU n there all 
the time n here 
avail when 
needed 

Then in the ICU the nurses monitor you 
all the time, while here, they're here 
when you need them? 
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6.2.182-89 n visible 

2.2.109-14 encouraging 
actions -having 
preference 
asked 

They always come in and say, I'm your 
nurse for today or I'm your nurse for 
this evening. 
The attention is just great. 
This is a big hospital, and when you can 
say that and really mean it, it is good 
service and attention. 

How do you know when they are 
encouraging? 

They come in and ask me if I want to sit 
in a chair. 
And....want my backed rubbed, or 
something 

4.2.75-78 n always here -
n encourage pt 
participation 

But little things like that. 
They're always here. 
They ask you , "do you want me to 
change your bandage now? do you want to 
wait?" 

4.2.79-83 n offering 
assistance help 
pt > person 
role 

Now I got up this morning and I was able 
to go in there and get washed up myself. 
They said if you didn't feel like it , 
we would do it for you. 
I wanted to try. 

4.2.93-95 needing And they will tell you, we want you to 
security - n try and do it on your own, but you don't 
encouraging have to. We'll do it for you. 
Independence 
but remain 
supportive 

4.2.312-13 nurses working 
with pt toward 
main goal 

They would if they could, a lot of them, 
but 1t doesn't work that way. 
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3.2.380-85 nice n are 
caring take 
time to listen 
- take time to 
see me as a 
person 

Well they're caring they'll take time to 
listen. 
they'll take the extra two minutes and 
ask is there anything else I can get for 
you? 
They'll talk to you 

3.2.719-24 appreciate 
humor from n -
kidding = being 
seen as a 
person 

(wife) X came in the other day and you 
asked if you could get up and go to the 
bathroom and she said, no you can't do 
that.(In a teasing manner).. Oust those 
little things.... 

Joking with you .kidding with you.. 

3.2.757-60 If they are talking to you and 
explaining it to you as a person then 
you're going to get the knowledge that 
you're requiring. 

3.2.1130 humor tells me 
you see me as a 
person 

Just being the same type of person at 
that point 1n time, not changing the 
attitude of how you treat a patient. 
Steve gives him shit all the time, 
that's all there is to 1t, that's just 
his way and they love it. 

IDENTITY 

4.2.163-64 n still watch 
closely 

They watch you here just as close. 
And you do feel more independent. 

4.2.224-26 n eager to help 
you leave 

Are the nurses aware that you're so 
eager to get home? 

They're eager to help you get home. 
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4.2.247-52 being seen as a 
person enhances 
having needs 
met 

I think they see you as a human being. 
They don't just throw you in there and 
say, "here do something with this." 
They see you only as a human being, and 
that's their object. 
they do the best they can for you 

4.2.317-327 concerns are 
lead ins to 
getting out of 
here 

Weren't being able to get up by 
yourself and being able to wash 
yourself concerns, and being able to 
move be yourself? 
And the nurses are sensitive...are 
letting you do as much as you can by 
yourself. 

Right. 

But willing to help? 

Right. 

3.2.1140 continuity of 
mannerism is 
comforting 

When he came back he didn't treat him 
like this poor little sick person in the 
bed 
But that ease of how he treated him was 
really nice, you're just the same 
person, everything is going to be fine., 
I don't have to treat you kid gloves. 

INFLUENCE 

5.3.146-50 I don't need 
much but when I 
do they're 
there 

sometimes you just don't feel like going 
to get that class of ice, even though 
you want 1t. 
They've been real good about stuff like 
that. 
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3.3.356-59 And it worked for me. 
I hate to say that because I didn't like 
it but it did work. 
It made me fight that much harder. 

RELATIONAL 

2.3.277-83 

3.3.338-43 

included in 
plan of care -
recognized as 
person 

giving me the 
will to fight 

some nurses just give you your 
medicines and don't care 
I like when they say, "we're going to go 
a little bit slow here." and stuff like 
that 

Because it makes you part of it? 

ya 

You're going no. So it's scary the first 
few days. 
After that you realize, well you're 
going to live, you're going to be 
alright. 
You're going to have to start fighting 
some time. 

3.2.705-08 pt may 
misunderstand 
or take 
personally a 
n's neg. 
attitude Ge
nerally 

it's their attitude when they walk 
through that door. 
That's going to determine what my 
attitude is going to be towards them. 
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NEGOTIATION STRATEGIES UTILIZED BY THE PATIENT 

SUB IN LN CODE DATABIT 

INFLUENCE 

4.1.60-62 helping the n 

4.1.339-346 forgetfulness 

6.1.180-81 

6.1.327-32 

laughter brings 
comraderie 

monitoring the 
care giver 

I am always willing to help people to 
learn. 
They have always treated me real well 
here. 

couple of hours later you say what about 
something, they say OH. glad you 
reminded me. What do I need to do write 
1t out on a note and stick it to your t-
shirt. 

You get to laughing and it becomes more 
of a comradrie sort of thing. 

Oh I watch what they're doing. When 
they come in to do some thing like, 
I'll ask how many pills is it or what is 
it? If there is a different one I 
always notice it. 

6.1.440-42 that's very important you can raise a 
"fuss when there's no need to raise it. 
to me that's foolish. Besicfes I don't 
like dissension 

6.1.457-59 

6.1.65-68 

pt should use 
common courtesy 
to n. 

negotiating 
attitude 

If I needed to say something I would 
feel free to say it because I wouldn't 
say it in a nasty sarcastic way. 

I think an attitude is very important to 
the patient and your attitude of course 
back to the nurse is important too. 

6.1.132-33 I watch and ask I watch and ask questions I sure do. 
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6.1.136-37 

6.1.138-40 

1.1.22-27 

pt should be 
nice too - pt 
attitude 
important 

get more 
attention by 
being nice 

complementing 
the n. 

In a nice way of course. Again a lot of 
it is the patient's attitude too 

You get more attention when you're half 
way decent instead of snapping at them. 
You learn a lot 

The one last night I had she said, Boy, 
those little words mean a lot. 
She said although its her job and she 
likes her job, you know she thought it 
was a bit thankless, nobody would say 
anything to you. 

5.1.379-82 exerting what (nurse) I understand you ran out of 
control gatorade in the night so let's order up 
available a lot. 

(patient) I talked to the doctor and he 
sai d.... 

6.1.159-60 pt must ask but if you do 1t 1n a nice way they 
nicely so nurse don't resent it. 
doesn't resent 
it 

1.1.18-21 nurses 
appreciate 
gratitude 

Ah, what I find with all of them, you 
just use a couple of words with them to 
say thank-you when they do something for 
you. 

2.1.74 I ask questions Sometimes. I ask a lot of questions 

INFORM 

4.1.217-219 maintaining 
surveillance of 
self 

I like to know what the blood pressure 
is, that's the kind of question I ask. 

4.1.220-223 seeking If test results have come back or 
information something like that and the doctors 

haven't said anything about it, mainly 
on the lab work... 
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4.1.514-17 exerting 
control 

well I'm not going to take Lasix at that 
hour of the night because I'll be up all 
night long. 

5.1.69-73 complementing 
the n. 

(nurse) "Larry, how are you doing boss?" 
Here's an example right here, see this 
gal here, she cares whether I live or 
die. she takes great technical care of 
me. 

5.1.163-67 expressing 
sincere 
gratitude 

Here is one right here....I'm not 
kidding this is one of the best nurses 
God ever put on this earth. 

(nurse#2) thank you Larry, (nurse 
exits) 

4.1.396-401 I know I was 
able to direct 
the nurse 

The other day they had to change the 
IV...I told her you better check it 
first, and she did and sure enough they 
had to stick it in another place 

6.1.449-52 pt can make 
significant 
suggestion to 
plan of care 

Oh yes if I'd thought I'd be harmed I 
would have suggested something like she 
get some help but there was no need for 
that 

COMFORT 

6.1.361-63 hiding 
displeasure 

6.1.371-74 

6.1.380-81 tolerating 
Insensitivity 
if n. is 
sincere 

I wouldn't want her to know , because 
she was a dear, she was doing the best 
she could 

I didn't say anything to her, of 
course, That;s the only way I can tell 
you that you're feeling Insecure about 
something 

I wouldn't have told her, because she 
was doing the best she could 
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6.1.439-42 comforting the 
n by not 
speaking 

RELATIONAL 

4.1.402-404 exerting 
control 

4.1.419-22 refusing 

Just like that little girl last night, I 
wouldn't have said anything to upset her 
because she was doing the very best she 
knew how to do. 

the trainee started to do it I said no 
I just kind of hemmed and hawed. 

If the other lady was going to do it, I 
was just going to say , no thanks, 

4.1.469-76 sometime they 
have to do what 
they have to do 
- I don't hold 
that against 
them 

6.1.256-260 ignore the 
insignificant 

5.1.339-40 trying to be a 
good pt 

There are times when they don't have the 
time to explain. 
And they have to go at it and do what 
they have to do. 
so at that time I would hold nothing 
against them. 
But any time they can, they explain to 
you. 

so you just by pass that as long as 
they're not rude or something, which 
they're not...but you run into that when 
ever you meet people 

Let me say from the other side of the 
coin, I try to be a good a patient. 

4.1.475-76 I make a choice 

4.1.729-32 sometimes must 
choose to 
relinquish 
control 

I always tell them I'll wait till my 
wife gets here. 

there's a time when you have to put your 
life in the doctor's hand trust that 
they know what they're doing 

4.1.744-47 

4.1.766-72 

maintain 
control 

I myself think I need to keep some 
control as to what is going on, 
otherwise I'll go crazy 

If somebody else came in and said this 
is the game plan I would say well I'd 
like to speak with someone else. 
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4.1.232-34 controlling 
what happens 

I ask . it's 
my right 

6.1.156-58 

6.1.161-64 hate to 
consider 
having no 
control 

6.1.178-79 pt should have 
sense of humor 

5.1.437-38 teasing the n 

4.1.733-740 regaining 
control 

IDENTITY 

4.1.389-92 Listen to what 
I know 

4.1.748-49 

4.1.751-53 

4.1.514-17 exerting 
control 

I don't allow any fishing as far as my 
veins go. 

When they take my blood pressure, I 
always say how much is it. It's my 
right to know 

I think it's the patient's right. I hate 
to think that I was just plopped in here 
and anything they did was going to be 
alright just because they did it. 

You have to laugh a little at things too 
you know. 

The good nurses are always hounding you 
about something. 

there comes a time when you've got to 
say, wait a minute, I don't think that's 
right for right now. 

If they're attentive to what I'm saying 
or at least take it in to 
consideration...cause I do know a lot 
about what's going on. 

I like to be the one in control of my 
life and what I'm doing. 

if you want a say in it ok. I will take 
your advice and either use it or discard 
it. 

well I'm not going to take Lasix at that 
hour of the night because I'll be up all 
night long. 

INFLUENCE 
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6.2.82-85 pt attitude 
important -
deviation from 
pt. standard 
adv. affects 
care 

If you fuss and fume about things, 
you're not going to get as good of care 
than you would if you didn't behave like 
you should. 
That's only natural.... 

2.2.59-64 watching you 
watching me -
be aware that I 
am a person 

Do you think that helps the nurse be 
aware of you as a person. 
Or do you think they just instinctively 
do or don't? 

It makes them aware that... they know 
that I am aware of what they are doing. 

2.2.67-68 1t makes them It makes them double check on what 
double check they're giving me. 

3.2.544-47 standard for pt I have been really good at not pushing 
activities the button unless I really need 

something because I don't like to cry 
wolf 

3.2.997-01 eager for 
discharge -
taking on 
responsibility 
- self 
preparation 
for DC 

it made them feel uneasy because I kept 
questioning. I want to know these thing 
so good by next week that they'll let me 
go.." 

3.2.013-23 demonstrating 
increased 
responsibility 
for self 

it....once...well she was in yesterday 
just briefly...just a short little 
update. 
I just kind of rattled out the rest 
without looking at the 11st, is every 
thing else staying the same? I just had 
the tubes pulled out yesterday, do I 
start taking the aspirin today or.... 
I always check with them first. Is it 
the right amount, have there been any 
changes? 
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3.2.596-604 

6.2.101-02 

you try not to 
be a pain in 
the as try -
not to call -
not to bother -
not to need. 
If you do need 
wait time until 
absolutely 
needed 
what you get 
affected by 
what you give 

So you try not to be a pain in the ass, 
You try not to call them too much. 
You try not to bother them, or need 
anything. 
Or if you do need anything you wait 
until you absolutely need it and then 
you bother them for it. 
You get to the point where you don't 
want to press that button. 

All those things make up your 
personality, what you get and what you 
give 

INFORM 

3.2.20-23 exerting Then when she did that....I said I 
control wanted to talk to the doctor, I wanted 

to know what tests were being run on me. 

3.2.268-78 we had to argue 
- she wasn't 
watching - she 
missed my med 

I had to argue with her that no it has 
been this way since they have been 
giving them to me please check...Well 
"no, I'm sure cause I looked" 
And she missed it, she brought it over 
in the light and said," oh yea, it's 
here you're supposed to do this..." 

3.2.279-91 necessity to "the prednisone is on a taper dose 
watch and speak which is on a separate sheet." 
up "No, you had that this morning you're 

not supposed to have 1t again." 
It's an anti rejection drug you're 
supposed to have 1t. 
"No, you had it this morning and that's 
it" 
No, I know it's supposed to be 35 mg. 
tonight and 40 this morning. 
finally, "oh yea, you're right." 
Things like that are kind of important 
in this whole process. 

5.2.87-88 community need 
for indep. 

I squall like a mice cat about it, to no 
avail..not avail at all...not one lick. 
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3.2.881-89 negotiating 
implementation 
of care 

for the first couple of days they 
didn't give me any breathing 
treatments. 
I had to ask for them. 
I said, look my lungs are dry, I can 

feel it, cause when I cough nothing is 
moving, but it feels like there was 
something in there that wants to move., 
I need the breathing treatment. 

5.2.156-61 pt planning his 
own care but 
limited by 
inadequate n 
staff 

well it's very simple, if I'm going to 
have a heart cath tomorrow, if it's 
scheduled, then I'm going to go in PO at 
midnight and I'd like to know because I 
would really like to put some fluid in 
prior to that. 

COMFORT 

3.2.169-72 security in I know she doesn't need to be doing 
wife things for me, but it's nice to have her 

here to help. 
If I need the help. 

Relational 
3.2.605-609 

you don't want 
to press but 
you hope 
monitor goes 
off you don't 
want to call 1n 

You hope your monitor will go off to 
alarm them to come in and take a look. 
You don't want to call them and say, I'm 
feeling a little weird. 
You don't want to do that. 

4.2.69-70 teasing 
relationship 

I was just teasing her that I wanted her 
autograph because they have to sign 
every time they change ycur bandages. 
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3.2.198-204 in anger 
refuses 
assist. 

help me sit up am 
out of here. 
I'll get up on my 
It may take me an 
I'll do it. 
I don't need your 
Their attitude... 

I I said no, just get 

own. 
extra 30 seconds but 

help 

5.2.238-40 wanting to take 
on more 
responsibility 
for self 

you're willing to start taking more 
responsibility in order to get better? 

oh ya 

5.2.325-31 if you know of 
n other 
responsibiliti
es, pt can be 
more 
understanding 

6.2.89-91 negotiation 

I think you're much better off to find 
out who else your nurse is taking care 
of. 
Usually they're taking care of two, and 
1f the guy your nurses 1s taking care of 
Is 1n big deep trouble, then that's the 
time for you to, wherever possible, 
give ground. 

I think you can be a lady and roll with 
the punches, unless they're not treating 
you right. 

IDENTITY 

3.2.180-81 

3.2.049-52 

look at me I'm 
different 

self help 
taking on more 
responsibility 

" I said, "well fine was each person 
identical?" 
Did every body react the same?" 

Learning my meds, getting up and 
exercising to where I am physically and 
mentally ready to leave this place. 
when they say I am 
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5.2.115-19 i am 
responsible 
and credible -
I know how to 
care for myself 

I;m not the smartest guy in the world, 
but I'm not the dumbest either. 
I've got more sense than to just walk 
and walk and walk and walk a little 
further and clunk, fall over, I'm not 
that stupid. 

5.2.120-25 I know how to 
gauge my 
activity 

I know when I'm getting a little tired 
when I'm heading out toward the elevator 
and I'm getting a little tired, I know I 
have to get back....you don't have to 
walk from here to the Plaza Hotel and 
say, well I;m too tired to get back now. 

5.2.126-27 I'm not an 
idiot 

I don't consider myself to be a 
complete blathering idiot. 

5.2.322-24 utilizing Ya, I think It's important that the 
family to patient understand it's better if you 
gather info have family to find out what the deal 

1s. 

INFORM 

3.3.94-100 ready to make 
deals negot. 
with adm. 

That was one of the deals I was going to 
hit them with today, ok fine you're 
going to keep me here, I'm going to move 
my family in, I'll get some chickens 
and a goat and get everybody in here, 
set up our little coleman stoves and 
refrigerators and stuff. 

RELATIONAL 

5.3.102-03 you have to use You have to use some reason and I 
your reason thought 1 did. 
when dealing 
with n 
shortcoming 
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5.3.105-08 

3.3.41-42 

3.3.74-78 

you have to Do you find your becoming more and more 
become Independent, in that you're making more 
independent decisions on you own? 

Ya, you have to, you couldn't survive 
here. 

I don't need It was like, leave me alone we don't 
this leave me need to do this. 
alone 

the goal is to 
need less care 
- working 
toward the goal 

that's the whole thing you start for. 
That's the only thing that keeps you 
going some times...you say, heh, get out 
of my face, I don't need you....get away 
from me, back off. 
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SUB IN LN 

POSITIVE 

4.1.6-10 

4.1.501 

4.1.438-44 

SUBSEQUENT ACTION 

CODE DATABIT 

can't fault my 
care - care is 
wonderful 
satisfaction 

excellence of 
care received 

positive 
feelings 
without 
consensus 

Actually I couldn't fault the nursing 
care at all. I can't imagine what I 
could want that I don't already receive. 
The care I get here is wonderful. 

I couldn't ask for anything better. 

That n. care made you feel more 
trusting and less frightening? 

Yea oh yea 
I would have been scared to death if 
somebody was in here who didn't know 
anything I was saying. 

5.1.64-68 

4.1.480-84 

4.1.509-11 

finest n in the 
world 

commending the 
care 

satisfied with 
care received 

My wife and I think that by and 
large...once 1n awhile you run into a 
rookie, but...these are the finest 
nurses God ever put on this earth, 
that's the way we feel about it. 

I've gotten fabulous care here. 

I'm very happy with the care I've been 
getting 
I must say its good care. 
I don't have to come in here and worry, 

FEEDBACK 

6.1.282-84 wanting and 
receiving 
gentleness 

Yes when you do run Into something like 
that , that means a lot to you. I 
wouldn't forget her you know. 
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5.1.213-17 normally work No...I think we try and work together. 
together now In But they change my medicine and change 
complete trust It and change It and change It so that 

right now I'm just totally 1n their 
trust. 

2.2.90-94 consensus of Looking back on the nursing care you got 
goal situation 1n ICU, how would you describe It? 

pos feeling 
It was good. 

What makes nursing care good? 

They were quick. 
they were there when I called them. 

6.1.55-56 consensus: need that is appreciated from a patient's 
and received point of view, very much 
empathy - pos 
feeling 

NEGATIVE 

3.2.119-20 didn't meet I do remember cussing at the nurses 
expectations because it hurt so bad. 

3.2.133-36 

3.2.156-59 

response 1n 
anger 

responding 1n 
anger 

monday was not a good day and they made 
me get up and get out of bed. 
Oh man...1f I had had the strength to 
hurt somebody, i'd've hurt somebody. 

But the way the nurse went about doing 
1t really pissed me off to the point of 
ok you want 1t this way, this 1s the way 
you're going to get 1t. 

3.2.160-63 retribution Any abuse that comes out from ...you 
from pt. know..then you're going to just stand 

there and take it. 
She was not nice at all. 
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3.2.189-91 

3.2.192-96 

dislike the 
method but the 
product was 
pos. 

responding to 
no consensus 

You know which 1t probably worked out 
for my own good because that 
made me mad enough to fight back 

Ok fine, you want me up and moving, I'll 
get up and move but I'll do It at my 
pace 
And my pace was a little quicker then 
what they really wanted. 

3.2.292-93 

3.2.315-20 

frightening to 
have to 
negotiate so 
strongly 

defensive 
toward on 
coming shift 

Was that frightening. 

Yes very frightening. 

Even then after that al1 happened you 
still felt a little defenslveness 
between you and the next shift. 

Very defensive between the next shift. 
Because you're not sure who's coming on. 

3.2.372-74 response in (wlfe)that really ticked me off. 
anger 

That made her (the wife) mad. 
There wasn't anything I could do but it 
kind of made me mad too. 

3.2.852-55 Vulnerability 
when lack of 
consensus 

In the mean time my blood count stays up 
and my fever stays up. 
They've got to do all these extra 
cultures. 

3.2.210-11 l.o.c. re: 
Identity leads 
to negative 
feeling 

I resented that a lot. 
I didn't think they... you know. 
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result of lack I think 
of consensus - because 
vulnerability nothing 

that's why my legs are so bad 
the first couple days they put 
but heat, no ice. 

3.2.845-51 current lack of I'm really pretty upset because I think 
care stalling the program that they've got me on here 
recov. - upset is really hold'n me back. 
at being held 
back 

5.2.238-43 results of lack when they put the ice on, it was too 
of consensus - late, the rash was already too far 
vulnerability advanced, there was no way to stop 1t. 
affects Now it's going to have to work through 
definition its cycle 

FEEDBACK 

3.2.455-57 

3.2.450-51 

previous lack 
of consensus = 
distrust 

precious 
consensus -
trust 

I tell myself, you've got to really 
watch because you know what happened the 
last time she worked. 

Some I know 
experience. 

I can trust because of past 
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