
An ethnography of family interactions
in critical care waiting rooms

Item Type text; Thesis-Reproduction (electronic)

Authors Sohl, Ruth Ann

Publisher The University of Arizona.

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

Download date 24/05/2023 20:13:21

Link to Item http://hdl.handle.net/10150/557318

http://hdl.handle.net/10150/557318


AN ETHNOGRAPHY OF FAMILY INTERACTIONS 

IN CRITICAL CARE WAITING ROOMS

by

Ruth Ann Sohl

A Thesis Submitted to the Faculty of the

COLLEGE OF NURSING

In Partial Fulfillment of the Requirements 
For the Degree of

MASTER OF SCIENCE

In the Graduate College

THE UNIVERSITY OF ARIZONA

1 9  7 9



STATEMENT BY AUTHOR

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

Brief quotations from this thesis are allowable without special 
permission, provided that accurate acknowledgment of source is made. 
Requests for permission for extended quotation from or reproduction of 
this manuscript in whole or in part may be granted by the head of the 
major department or the Dean of the Graduate College when in his judg
ment the proposed use of the material is in the interests of scholar
ship. In all other instances, however, permission must be obtained 
from the author.

SIGNED:

APPROVAL BY THESIS DIRECTOR

This thesis has been approved on the date shown below:

'Ll
AGNES M. AAMODT

Associate Professor of Nursing



ACKNOWLEDGMENTS

The successful completion of this project involved the 

assistance, time, and cooperation of many friends. I would like to 

acknowledge all their help and kindnesses.

Appreciation is extended to the members of my thesis committee 

for their support, understanding, and valuable critiques throughout
i

the mohths required to complete this project. My deepest thanks goes 

to Agnes Aamodt, R.N., Ph.D., who as chairperson of the committee was 

a source of continuous encouragement and optimism during the course of 

this and several other projects. Dr. Maureen Chaisson, R.N., Ph.D., 

and Dr. Mary Lou Mayers, R.N., M.S., J.D. were generous with their 

support and their time.

Appreciation is also extended to the nursing staff of the 

sixth floor critical-care areas for their assistance in the selection 

of my subjects.

A special thank you goes to the subjects themselves who were 

very generous with their time and cooperation. Their efforts and 

honesty highly contributed to the outcome of this project.

My deepest gratitude goes to my family and friends for their 

constant support and words of encouragement. Without their support 

the completion of this project would have been extremely difficult.



TABLE OF CONTENTS

Page

LIST OF ILLUSTRATIONS............   . .    vi

ABSTRACT  ..........    vii

1. BACKGROUND OF THE S T U D Y .............................   1

Statement of the Problem............    2
Purpose of the Study . . . . . . . . . . . .  ..........  . 2
Conceptual Framework   . . . . . . . . . . . . .  4
Assumptions . . .  ........  . . . . . . . . . . . . . . .  8
Limitations........................................   8
Definitions of Terms  ..........  . . . . .  9

2. REVIEW OF LITERATURE     . . ' . . .  10

Culture Shock and Crisis   . . . . . . . . .  11
Family Needs Related to Critically 111 Family Members . . 13
Crisis Intervention . . . . .  ...........................  15
Culture and Caring .  ............    16
Ethnographic Methodology  ............   18
S u m m a r y ..............    19

3. DESIGN AND METHODOLOGY OF THE STUDY . . . . . . . . . . . . .  20

Sample  ..............    20
Setting     . . .     21
Data Collection  .....................  21
Analysis of Data . . . .  .............................   . 23
Reliability and Validity . . . . . . .  . . . . . . . . .  . 25
Rights of Human Subjects . . .  ................. . . . . .  26

4. RESEARCH FINDINGS AND DATA ANALYSIS . . . . . . . . . . . . .  27

Field Observations  ............    27
Selection of the Cultural Scene . . . . . . . . . . .  27
The Setting .....................  29
Rules and Regulations..........    31
Methods of Selecting Information and Data Collection . 33
Problems Encountered in the Field . . . . . . . . . .  36
Characteristics of the Informants..............  38

Cultural Description  ..........   42
Things Family Members Do In the Waiting Room

and Roles Each Assumes , . . .  .................   43

iv



V

TABLE OF CONTENTS— Continued

Page

Things Family Members Do for Themselves.......... ..  43
Things Family Members Do for Others  ................ 47

People in the Waiting Room . . • .  ........... .. . . . . 55
Patients................... . . , . . . . . . . . . . 55
Nonpatients  ................................ 55

Family-Members* Perceptions of Patients in
the Critical Care Areas.  ........ .......... .. . 59

Family-Member Reactions to the Waiting-Room Experience . . 61
Fear-— Realism— Hope  ............   61
Being Upset  ............     66
Totally at Ease . . . . . .    . . . . . . . .  68
Dread and Helplessness..........    69
T i r e d n e s s ..........    69
Loneliness . . . . . . . . . .  .......................  71
Looking Forward To and E x c itement...................  71
Distrust and Anger . . . . . . . .    . . .  71

Cultural Themes . . . . . . . .    . . . .  72

5. CONCLUSIONS AND RECOMMENDATIONS.............................. 81

Conclusions......................................  * . . . 81
Implications for Nursing  ..........    89
Recommendations for Further Study . . ..........   94

APPENDIX A: APPROVAL FOR INVESTIGATION . .  .................  95

APPENDIX B: SUBJECT'S CONSENT FORM . . . . . . . . . . . . . .  98

APPENDIX C: INITIAL OBSERVATION AND INTERVIEW SCHEDULES . . . 100

REFERENCES .......................      101

v



LIST OF ILLUSTRATIONS

Figure Page

1. Diagram of the Waiting-room S e t t i n g ............   30

2. Taxonomy of Things Family Members Do in the Waiting Room . 44

3. Taxonomy of Family-member Roles in the Waiting Room . . . 48

4. Taxonomy of People in the Waiting Room . . . '...........  56

5. Taxonomy of Family-member Perceptions of Patients
in the Critical Care Areas .     . . .  . 59

6. Taxonomy of Family-member Reactions to the
Waiting-room E x p erience.............   .    62

7. A Model: The Cultural Experience of Family Members
in a Critical-care Waiting R o o m .........................  82

vi



ABSTRACT

The goal of professional nursing is that of total family care 

incorporating both patients and their families into the plan of care. 

This ethnographic study addressed the purpose: What is the cultural

knowledge that informs what families of patients do for each other in 

hospital waiting rooms?

Cultural themes discovered from the ethnographic statements 

included the need to be in control and to be strong, the need to help, 

the need to be realistic, seeing is believing, and the effect of learn

ing on one’s reactions to consecutive hospitalizations. The study’s 

thesis states: Adaptation to the cultural scene of the waiting room

is an individualized process based on one’s interactions to the new 

environment. Despite the fact that adaptation is an individualized 

process, one’s coping abilities may be significantly strengthened by 

other people who interact with the individual during this cultural 

experience as well as by one’s spiritually derived inner strength if 

this has been an important factor in one’s pre-crisis life style.

The role of professional nursing during the waiting-room 

experience appears to be that of facilitation. Nursing can make the 

waiting experience of critically ill patients’ family members a 

positive cultural experience.



CHAPTER 1

BACKGROUND OF THE STUDY

Nurses and patients are all part of some family unit, be it 

nuclear, extended, communal or some other form* The majority of 

clients do not come to us as isolated individuals but as members of 

some type of family. As such, the family functions as a major support 

system for the hospitalized patient and, also, because of the illness

within its ranks, it becomes a unit under stress.

All professional nurses have through their work with clients 

come into contact with families burdened by illness. At some time in 

the life history of each individual, sickness strikes within his imme

diate family and interferes with daily activities carried out in the 

fulfillment of his social roles.

During a 3-year experience with critically ill patients, I had 

the opportunity to work with many families. During this time I became 

increasingly aware of the fact that the families were frequently my 

second patient, as a family unit or as family members. They needed time 

and attention which I oftentimes could not supply because of the acute

ness of the moment. Family members were instructed to wait in the

waiting room only to be called when they could next see their relative

or if there should be a change in his condition. At those times when 

I would approach family members in the waiting room, I would notice a 

group of individuals involved in different activities. That group of



individuals became a community within a community. They were a group 

of people behaving in terms of their immediate culture.

Statement of the Problem 

The specific problem identified for the study was twofold:

What is the role of nursing in providing for the needs of critically 

ill patients7 family members? How can these needs be incorporated 

into a plan for total family care?

Purpose of the Study 

The purpose of the study was to describe the cultural knowledge 

that informs what families of patients do for each other in hospital 

waiting rooms while waiting to visit their critically ill relatives. 

Knowledge of what family members do for each other is essential for the 

nurse whose plans for quality patient care incorporate the needs of 

both the patient and his family.

The concept of total family care is not new to nursing. The 

old family doctor who knew his patients and their families, their 

strengths and their weaknesses, their resources, and their relation

ships to the community has been replaced by the specialist, both medi

cal and nursing. In our health-care system there is not one person 

who fills the role of the old family doctor. Nurses, because of their 

patient- and family-oriented role within the health-care system and 

because of this role related physical proximity, are in a good position 

to coordinate family-health care and to incorporate family members into 

total patient care. Nurses are in a position to interact with families



and to monitor family interactions both at the bedside and in the 

waiting-room areas»

The American Nursesv Association Code for Professional Nurses 

as revised in 1968 states: "Each nurse has a responsibility to indi

viduals, sick or well, their families, and the public" (Creighton,

1973)« The International Council of Nurses Code for Professional 

Nurses states: "Nurses render health services to the individual, the

family, and the community and coordinate their services with those of 

related groups" (Creighton, 1973)» Both of these organizations hold 

the professional nurse ethically responsible for the care of patients’ 

familieso

Brink (1976:2) places this role of nursing into a cultural

contexto She states:

Fundamentally, nursing is concerned with human behavior, whether 
that behavior is associated with the patient, the nurse, other 
health professionals, or anyone else the nurse may contact in 
the performance of nursing. Whatever affects human behavior 
eventually affects nursing. The nursing process requires the 
basic dyad of the nurse and the patient. However, nurse- 
patient interactions occur within a culturally defined context.

Interactions of the nurse-family dyad likewise occur within a culturally 

defined context.

During a patient’s hospitalization, the family interacts with 

other waiting families in the cultural scene of the waiting room. By 

studying family interactions, family needs as well as behaviors 

utilized to meet these needs can be identified. Knowledge of how 

families meet or fail to meet their own or other’s needs is an impor

tant concept in planning nursing care. Some families may fully or 

partially meet their own needs. If so, the role of the nurse may be



that of a facilitator helping the family to retain its independent 

coping mechanismso In contrast, some families may request or require 

direct nursing interventions to meet their needs. The professional 

nurse, ethically responsible for both patients and families, must 

first identify the family needs. Secondly, the nurse must identify 

the family's manner of meeting these needs. At this point, whether 

the nurse chooses intervention or the facilitation of family self-help 

behaviors, family needs are being incorporated into a plan of care.

By incorporating both family and patient needs, the professional nurse 

provides for total family care. This is the goal of the nursing pro

fession.

Conceptual Framework

The conceptual framework of this study was derived from the 

fields of anthropology, ethnography, sociology, and psychology, and 

includes the concepts of hospital^generated crisis, role relationships, 

culture, cultural scenes, and caring behaviors.

Webster's Seventh New Collegiate Dictionary (1969:197) includes 

the following definitions of crisis: "la) the turning point for better

or worse in an acute disease or fever. . . . 1c) an emotionally sig

nificant event or radical change of status in a person's life, and 

. . . . 3) an unstable or crucial time or state of affairs." Stress

ful events and emergencies such as hospitalization are crises. The 

degree of the crisis depends on personal and social resources. Hos

pitalization is often a situational crisis. It is unanticipated and



without advanced preparation. Individuals prone to crisis are those 

who have lost one or more of their attachments, roles, or supports.

Such happens with both patients and family members in a hospital set

ting, In addition to the stress of detachment associated with general 

hospitalization is the unique setting of the critical-care area where 

both the patient and his family face an atmosphere which constantly 

reminds them of death and potential loss.

Hospital-generated crisis need not lead to devastating results. 

Out of this crisis may arise new methods of problem solving which 

enable patients and families to better handle future crises. This cri

sis can be a means of personal and familial growth. Individuals in 

crisis utilize people nearest to them to help them through this crisis 

whether family or friends. Stressed family members within the situation 

of the hospital waiting room likewise utilize people nearest to them. 

Whether this utilization of stressed persons for support is stressful 

or stress alleviating to both parties is unknown.

The concept roles are integral to what happens in a hospital 

waiting room. It can be employed to describe the location of people and 

their activities within any of the major areas of life including work, 

leasure, family,.or community settings (Hardy and Conway, 1979), The 

community setting in this study is the hospital and, in particular, 

the waiting room. Role implies a relationship between two people and 

includes the tasks delineated for the two people, the authority between 

the two, the affect, or the feelings held by each person for the other, 

and deference, or deciding whose needs take precedence. The learning 

of social roles is frequently associated with reference groups, A



reference group is any collectivity which provides an individual with 

sources of rules that he uses to guide behavior0 The individuals within 

a hospital waiting room are a specific reference group» They form a nor

mative group providing the new members with a set of norms and rules 

which serve to guide behavior and by which one can perform the roles 

specific to waiting for a critically ill relative. The members of the 

waiting room exhibit various role relationships defined within the cul

tural context of the waiting-room scene.

Conceptualizations of culture vary among students of the culture 

concept. In this study culture is viewed as a cognitive concept as used 

in the work of Goodenough (1957)9 Spradley and McCurdy (1972, 1975), and 

others. "Culture is the acquired knowledge that people use to interpret 

experience and to generate social behavior. This definition restricts 

the concept of culture to what people know, the codes and rules that are 

socially acquired" (Spradley and McCurdy, 1975:5). The primary function 

of culture and its defined role relationships is that of adaptation, 

which "refers to the process of coping with a specific physical, bio

logical and social environment to meet the fundamental requirements for 

survival" (Spradley and McCurdy, 1975:33)

According to Goodenough (1957:167), "the things people say and 

do, their social arrangements and events, are products or by-products 

of their culture as they apply it to the task of perceiving and dealing 

with their circumstances." Hospital waiting rooms are areas where 

people are adapting to a strange culture and are coping with a new 

environment by assuming roles and by applying codes and rules to these 

particular circumstances.
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The idea of cultural scene as defined by Spradley and McCurdy 

(1972:24) refers to the "information shared by two or more people that 

defines some aspect of their experience»,! Cultural scenes are closely 

related to recurrent social situations» The situations are the settings 

for action. In this study, the hospital waiting room is the situation. 

It is made up of behaviors and artifacts that can be observed by the 

outsider. The cultural scene in this research study is represented by 

the definitions that the experience holds for the individuals within 

the waiting room.

Leininger (1977a) described caring behaviors as common to indi

viduals, families, and cultures throughout the world. Caring behaviors 

have long been associated with the culture of health and healing.

Nursing as one system within this culture has been conceptualized as a 

caring profession. Leininger (1977a:2) stated that "nursing is the 

learned humanistic and scientific art of caring for or with people who 

have varying care needs based upon diverse cultural life styles and 

human environments." She further described caring as the essence and 

central focus of nursing and has identified the concept of care and 

caring behaviors to include such elements as concern, compassion, stress 

alleviation, nurturance, and support, to name just a few.

Caring behaviors, of course, are not common only to nursing. 

Caring behaviors emphasize direct and indirect support measures for 

oneself and for others and as such denote the reciprocal behaviors of 

human interaction. Such reciprocal behaviors may be identified in 

the waiting-room scene.
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In this study9 the culture informing the behaviors of patients? 

families was investigated. Concepts defined were hospital-generated 

crisiss role relationships, culture, cultural scene, and caring behav

iors o The researcher both observed and participated in the life within 

the critical-care waiting room. Participant observation in addition to 

ethnographic interviewing was used to define a cognitive map of this 

culture and resulted in the cultural description of the critical-care 

waiting room.

Assumptions 

The assumptions basic to this study are:

1. The waiting room is a cultural scene with common rules 

informing behaviors.

2. Families with patients in critical-care areas are stressed 

and have a variety of needs specific to this cultural scene.

3. Family members choose different methods for meeting the needs 

associated with the cultural scene of the critical-care 

waiting room.

4. Informants will be representative of the critical-care 

waiting room population.

Limitations 

Limitations of this study are as follows:

1. The culture of the hospital has been further limited to the

cultural scene of the waiting room.



By studying in depth the one cultural domain stated in the 

problem, the scope of the cultural scene being studied has 

been limited, excluding other domains concomitantly present. 

Information obtained from the informants is limited to what 

they say that they do, not necessarily to what they actually 

do.

Definition of Terms 

For the purpose of this study, the following terms are defined: 

Culture is defined as that acquired knowledge that people use 

to interpret experience and to generate social behavior. 

Cultural scene refers to the information shared by two or more 

people that defines some aspect of their experience.

Informs is defined in relation to cultural rules or maps.

It means that cultural systems provide a cognitive framework 

for directing human behavior in a particular cultural scene. 

These systems prescribe, guide, or in ethnographic terms, 

inform behavior.

Families of patients will include immediate family members, 

members of kinship groups, work associates, friends, neighbors, 

and others who are meaningful to the patient or to the imme

diate family.

The critically ill patient is defined as that patient, regard

less of cause, who the physician has diagnosed as being in need 

of critical-care monitoring, and as such is occupying a bed in 

one of the designated critical-care areas.



CHAPTER 2
v

REVIEW OF LITERATURE

This chapter reviews the literature found to be supportive of 

the conceptual framework. Areas included will be literature related to 

culture shock and crisis 9 family needs related to critically ill family 

members, crisis intervention, culture and caring, and the ethnographic 

methodology.

Families are not new to the hospital setting. In a pioneer 

study, Richardson (1970:13) observed that "patients have families: 

hospitals have patients: therefore the hospital has something to do 

with the family." However, Richardson found very little tangible 

evidence to support this syllogism. He found records and staff to 

speak only the language of individual diagnoses. He could not conclude 

that the hospital did have anything to do with the family as a unit.

Mabrey (1964), in analyzing data concerning various approaches 

to the family, was concerned as were many medical educators following 

World War II with the relationship between the family and medicine.

He concluded that behavioral patterns and attitudes in the home often 

interfere with efforts to treat illness or to promote good health. 

Effective medical treatment often requires an assessment of the diag

nostic, treatment, and nursing patterns of the patient’s family.

10
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Culture Shock and Crisis 

Families have not only been viewed in terms of what they do for 

their members who are ill, but also in terms of how they individually or 

as a group react to the illness of one of their members0 As such, they 

can be expected to undergo many of the same reactions that patients 

experience with hospitalization,

Oberg (1954) first described culture shock related to the feel

ings and behaviors of people who have moved to unfamiliar countries,

Brink and Saunders (1976) applied Oberg?s culture shock to the context 

of hospitalization. The patient is forced to move from one subculture, 

that of the home, to another subculture, that of the hospital. In order 

to become a member of the hospital group, the patient must adjust to the 

new behavioral rules implicit to this culture. Brink and Saunders (1976) 

go on to describe the existence of five environmental factors or stres

sors which form the criteria for culture shock within the hospital set

ting, They include: 1) communication, in that the patient must learn a

new language; 2) mechanical differences determined by the hospital tech

nology; 3) customs, in that the patients must learn a new role; 4) iso

lation, in that the patient is separated from his family; and 5) atti

tudes and beliefs, in that the patient is a low status subordinate in 

the hospital hierarchy. These five criteria are present not only for 

the patient, but for the family as well. Therefore, the family is sub

ject to the same effects of culture shock associated with the hospitali

zation of one of its members.

Culture shock can be likened to crisis developing when an indi

vidual or unit is met by a stressor, "Past coping mechanisms are
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ineffective, previous strategies are not helpful, the future appears 

bleak and hopeless, and the present seems impossible to face" (Brink and 

Saunders, 1976:131)»

Why do individuals or family units go into crisis? In her anal

ysis of crisis related literature, Hoff (1978:14) concluded that indivi

duals have certain basic needs including: "a sense of physical and psy

chological well being; a supportive network of friends, family, and 

associates; a sense of identity and belonging to our society and cul

tural hertage,"

Hansell (1976) identified and categorized these needs into basic 

attachmentse -He found that within a stable environment, individuals 

transact with and are attached to such essentials as physical supplies, 

a sense of self-identity, at least one per person in a mutually sup

portive relationship, at least one group which accepts us as a member, 

one or more self-respected roles, financial security, and a set of 

valueso People in crisis or at risk of being in crisis often have one 

or more of these transactions severed« A situational crisis such as 

hospitalization, which is dismembermemt from a family unit, severs 

several of these attachments for both the patient and the family0 As 

such, both patient and family are at risk of crisis. Whether or not 

these stressor events lead to a crisis depends on the family*s internal 

and external resources available to handle such events,

Glasser (1970:8) stated: "Crises are not necessarily bad for

the family or its members. The disequilibrium that develops requires 

new methods for handling problems. Out of this situation may arise new 

and creative solutions for organizing activities that are superior to
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those that were present before the crisis occurred." This crisis experi

ence may therefore result in new or strengthened coping mechanisms which 

allow the family and its members to grow and to handle future crisis in 

a superior manner.

Family Needs Related to Critically 111 Family Members

The stressors of hospitalization are even more accentuated in the 

cirtical-care areas. These are the areas where patients and families 

continually face death and a mass of unknowns in addition to severance of 

the essential attachments as described by Hansell (1976). Within the 

past decade, several studies have evolved attempting to address these 

family needs„ Literature directly related to this concept, however, 

remains sketchy.

Hampe (1975) conducted an exploratory study attempting to deter

mine whether the spouse whose mate was terminally ill could identify his 

own needs and whether he perceived these needs^to be met by the nurse. 

Eight needs of the grieving spouses were noted and included such needs 

as the need to be with the dying person, the need to be helpful to the 

dying person, the need to be informed of the mate7s condition, the need 

to be informed of impending death, the need to ventilate emotions, the 

need for comfort and support of family members, and the need for accep

tance, support, and comfort and health professionsls. Not all of 

these identified needs were met. Hampe found that these spouses 

believed that the nurse7s primary responsibility was to the patients 

and that nurses were too busy to help the families.
In a follow-up study by Dracup and Breu (1978), a standardized 

nursing care plan pased on Hampe7s (1975) eight needs of the grieving
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spouses was developed by staff nurses in a cornary-care unit. The 

spouses of acutely ill coronary patients who had received specific 

nursing interventions based on the identified needs reported that more 

of these needs were met by nurses than did those spouses who did not 

receive the additional interventions.

An exploratory study by Freihofer and Felton (1976) addressed 

nursing behaviors which offer greatest support, comfort, and ease of 

sufferings to loved ones. Utilizing 25 pairs of terminally ill 

patients and their loved ones, they were able to classify nursing 

behaviors into three tiers; those that promote the dying patient’s 

comfort and hygiene, those that indicate understanding of the emotional 

needs of the dying patient, and those that indicate understanding of 

the impact on the bereaved of grief, grieving, and loss. The most 

desired behaviors pertained to the patient and as such substantiates 

Hampevs .(1975) findings that families felt the nurse’s first responsi

bility was to the patient.

A descriptive study by Molter (1979) addressed the needs of 

the relatives of critically ill^patients. This study found the most 

identified need to be the need to feel that there is hope. Families 

responded that the majority of their needs were met by nurses. Again, 

relatives frequently stated that they did not expect health-care person

nel to be concerned about them, but rather to be patient centered.

This study did indicate that many resources in addition to nurses were 

available and utilized by relatives to meet their individual needs.
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Crisis Intervention x

In addition to identifying family needs5 studies have recognized 

specific health-related situations as crisis prone and as such have 

employed crisis intervention in these identified groups»

McClellan (1972) recognized the crisis potential of patients 

and families undergoing home dialysis. She employed crisis groups con

sisting of patients9 families, and staff focusing on problem solving 

related to the stressful events of home dialysis, The group sessions 

identified beneficial effects as: 1) cohesion of group members, 2) sup

port by other patients and family members, 3) practical suggestions to 

problem solving, and 4) general reduction in anxiety and tension,

Williams, Lee, and Polak (1976), in a controlled study, inves

tigated the hypothesis that preventive crisis intervention following 

the crisis of sudden death can decrease the risk of physical illness, 

psychiatric illness, and social disturbances in families exposed to 

crisis. The study confirmed that bereaved relatives have an increased 

risk of ill health, problems with coping, and disturbed social func

tioning as compared to nonbereaved relatives. However, in this study, 

short-term crisis intervention had no major, impact on the bereaved 

family groups.

Crisis intervention was applied to two family systems selected 

from a community menta1-hea11h group by Cronin-Stubbs (1978), Through 

the use of co-therapists, these two multiproblem families were actively 

assisted to resolve their problems while concurrently stimulating 

members to examine their role relationships and communication patterns.
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The therapists served as catalysts while„the responsibility for change 

remained in the family,

A pilot study by Meier (1978) utilized crisis groups for parents 

of high-risk infants. The crisis of each of these individuals appeared 

to be a unifying force which stimulated group cohesiveness. Members 

were able to help each other identify support systems and coping mecha

nisms, Parents involved in the group indicated that it was more sup

portive to talk to another parent who was currently experiencing a 

similar crisis than with a parent who had experienced a similar crisis 

in the past.

In an attempt to develop an effective treatment for families of 

multiple-injured accident victims experiencing an acute psychic shock* 

Epperson (1977) observed 230 families of multiple trauma patients. She 

found that families under sudden, severe stress appear to go through, 

or at least touch on, six distinct phases before the family system is 

able to reorganize, reintegrate, and regain its homeostasis. She 

identified these phases of recovery from acute crisis as high anxiety, 

denial, anger, remorse, grief, and reconciliation. She employed treat

ment techniques utilized within the crisis theory framework to effec

tively intervene at these different phases. She offers these phases 

and interventions as applicable to other critical-care areas as well.

Culture and Caring 

Responses to health and health-related crises vary from family- 

to-family and from culture-to-culture. Health-care systems must first



of all acknowledge these cultural differences and then be flexible 

enough to adjust to clients’ cultural values.

Anderson and Tighe (1976) explored the health attitudes of the 

Gypsy culture. They were found to be a very closed, nonconformist 

group. To the Gypsies, medicine was for curing, not preventing disease. 

As a result, they tended to overuse crisis-health facilities and 

grossly underuse preventive and follow-up care resources. The Gypsies 

were in addition very family centered. Whole families were in crisis 

over one sick member whom they accompanied to and remained with at the 

hospital in defiance of any hospital policy.
Case studies related to the Navajo culture were described by 

French and Schwarz (1976). They found that the Navajo Indians do not 

distinguish between health and religious practices. They see health 

as a perfect balance between man and his environment including people, 

nature, and the supernatural. Illness means that a person has fallen 

out of his delicate environmental balance and that health can be 

restored by the acts of a fellowman known as the medicine man who has 

proper and exact knowledge of myth and ritual.

Aamodt (1977) and Leininger (1977b) ethnographically explored 

the concepts of care and caring behaviors as related to the health and 

healing systems of the Papago Indians and the Gadsup, respectively.

Leininger (1977b) found that different cultures vary in their 

emphasis of care concepts. She found that the Gadsup of New Guinea 

rank care concepts according to their importance within their cultural 

system. She found surveillance of an individual or group for evidence 

of danger as well as touching to be two dominant themes. Nurturance,
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health counselings and health maintenance themes were also noted caring 

behaviors among the Gadsup,

Aamodt (1977) found that the Papago Indians also have cultural 

patterns helping them with their health maintenance. Their life styles 

emphasize the use of foods and ceremonies for preventing illness and 

maintaining health as well as the concept of taking care of self and 

others. One culturally defined subset of taking care was found to be 

the importance of "controlling one?s thoughts." The Papago culture 

values family members as important caregivers9 but by no means the only 

ones. There is a multi-person caring system utilized with many care- 

related decisions based on learned beliefs as associated with who or 

what holds the power.

Ethnographic Methodology 

A useful method for exploring cultural attitudes related to 

health-care systems is anthropology's ethnographic interview. Spradley 

and McCurdy (1975:43) defined the ethnographic procedure as "a method 

of discovering and describing what people know and how they use their 

knowledge to organize their behavior." They also stated (p. 45) that 

"the goal of ethnography is to construct ethnographic maps, not merely 

of the geography in which people live but also of their social relation

ships , economic activities, religious beliefs, and every other aspect 

of culture." The attempt is to not impose one's perception of reality 

on people who see the world in alternative ways. It provides a means 

for learning from people rather than studying them. It is perhaps best 

stated as an attempt "to grasp the native's point of view, his relation 

to life, to realize his vision of his world" (Malinowski, 1922:25).



Summary

This chapter has reviewed literature supportive of the concep

tual framework and research question. Little research has been done 

specifically related to the problem statement. However, the areas 

reviewed— culture shock and crisis, family needs related to critically 

ill family members, crisis intervention, culture and caring, and the 

ethnographic procedure— all support the purpose of this study and 

support its significance to nursing.

The literature upholds the idea that critical-care situations 

do present themselves as crises to families and patients and although 

needs of family members have been identified, families in general feel 

that the nurse’s responsibility is toward the patient, not toward the 

family. Formal crisis-intervention groups appear to be effective and 

tend to solidify individuals experiencing similar crises. The waiting 

room is a cultural scene where individuals experiencing similar 

hospital-generated crises interact. The idea of waiting-room inter

actions is yet to be researched and as such is a cultural area worthy 

of study through the ethnographic process. Family members may meet 

many of their own needs and, if so, this is significant to nursing in 

the planning for optimal total family care.



CHAPTER 3

DESIGN AND METHODOLOGY OF THE STUDY

This chapter discusses the design and methodology of this 

ethnographic study. Included are plans for the selection of the sam

ple, the setting, the methods of data collection and analysis, reli

ability and validity, and human subjects consideration.

Sample

The informants were selected on the basis of their presence 

within the critical-care waiting room and by their concomitant asso

ciation with family members in the critical-care areas. In an effort 

to select those informants most knowledgeable about the cultural scene 

of the waiting room, I selected informants whose family members had 

been in the critical-care area for at least 24 to 48 hours so as to 

have allowed the informants to learn many of the cultural rules which 

informed their behaviors. Informant selection was not, however, 

solely limited to this time frame. I also selected informants by their 

willingness to communicate and to share their knowledge in a nonanalyt- 

ical manner. I looked for informants who could define, explain, and 

conceptualize their experiences about this cultural scene. Three 

informants from different family units were selected according to these 

criteria. Only English-speaking informants were interviewed.

I allowed for exception to the above selection criteria should 

an informant be discovered who knew and participated in the cultural

20
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scene of this area but who did not at the time have a family member 

within one of the critical-care areas. This occurred if the informant’s 

family member had been transferred from the critical-care area to the 

ward setting, or if an informant had participated in and learned the 

culture of this area despite the fact that his family member had never 

been in one of the critical-care areas.

Setting

The setting selected was that of the waiting room in a 

university-hospital setting. This waiting room accommodated individuals 

who were waiting for family members in one of the combined critical-care 

areas accommodating a total of 19 patients at any one time. This wait

ing room also accommodated individuals whose family members were 

patients on one of the medical-surgical wards. I first contacted the 

potential informants in this area, developing an initial rapport while 

screening the informants as to the location of the.patient for whom 

they were waiting and for the length of that patient’s stay within the 

critical-care area. I found that by making my initial observations 

during pre- or post-visiting hours that I more readily contacted only 

those informants who had family members in one of the critical-care 

units. The time for observations and interviews was flexible and was 

adjusted as necessary for data collection.

Data Collection

The methodology used in this study included that of participant 

observation and ethnographic interviewing. The end result of this data
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collection was a written description of the culture which informed the 

behaviors of those waiting in the critical-care waiting room.

The first step in the data collection process was that of par

ticipation and observation in the critical-care waiting room. The 

researcher entered the area, observed events taking place, and docu

mented those observations from which the interviewer then formulated

questions for the informants. Observations included such things as the

physical layout of the room, the number of individuals in the room, the 

time of the day when most people congregated, the things that individ

uals were doing for each other, interactions between individuals 

following a visit to their family member in the critical-care area, or 

the interactions with other family members following communications 

with a physician or nurse. These observations were recorded with 

pencil and paper. During this time, the researcher interacted with the 

family members in the setting so as to screen informants, gather

demographic data, and develop a working relationship.

Following initial observations and participation with members 

in the waiting room, the researcher selected three informants according 

to established criteria.

Once the informants were selected, the interviewer asked them 

the following descriptive question with explanation: I am a nurse and

have worked in a critical-care unit for 3 years. I have oftentimes 

been around waiting rooms and have talked with many persons in waiting 

rooms, but I have never talked with them about the waiting room itself. 

Could you describe for me the kinds of things that go on in the waiting 

room?
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All formal interviews beginning with the previous question were 

tape-recorded and transcriptions were made. The data were then anal

yzed. By using both the initial observations and the transcriptions, 

the researcher combined native phrases with her own observations so as 

to formulate questions for ethnographic analysis.

Analysis of Data 

Analysis of data included domain analysis, taxonomic analysis, 

and componential analysis as permitted by the data and by the 4 to 6 
weeks time frame allotted for the collection of this study1s data.

The first step was that of domain analysis, or the isolation 

of the fundamental units of cultural knowledge. The researcher searched 

the transcriptions and her initial observations for folk terms and pos

sible cover terms. The purpose of the study defined the particular 

domain for further analysis to be that of the kinds of things that 

families of patients do for each other while waiting in the waiting 

room. To confirm the fact that this was indeed a domain recognized

by the informant, the first structural question asked was: Are there

different kinds of things that you do for each other in the waiting 

room? If this was confirmed, the next structural question employed 

to discover member terms was asked in two forms.

1. What kinds of things have other people in this waiting room 

done for your while you.were waiting?

2. What kinds of things have you done for other people in this

waiting room while you were waiting?
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During this interview and in the following interviews, both 

descriptive and structural questions were employed» The specific ques

tions were repeated during one interview and in subsequent interviews 

to elicit as much information as possible from the informants and to 

verify information already obtained.

The next step was that of taxonomic analysis in an effort to 

reveal relationships between the folk terms included in the aforemen

tioned domain. Initially this meant use of further structural questions 

developed to elicit similar members within these folk terms. These 

subsets were used to search for the kinds of differences that reveal 

symbolic meaning. The search for differences included a search of past 

transcriptions as well as the use of contrast questions. Contrast 

questions were employed as follows:

1. The informant was presented with three member terms and asked:

Of these three terms, which two do you think are most alike 

and which one is different from the other two?, or In what way 

are these two alike or different from the third?

2. Several cards having member terms on them were presented to 

the informant who was then asked to sort them into two or more 

piles on the basis of similarities and differences. He was 

then asked to describe his reasons for this arrangement. He 

was asked to resort the cards using a different criteria.

As permitted by the data collected, componential analysis was 

done in an effort to search for further components of meaning.
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This step-by-step analysis formed one model of the cognitive 

map which informs the kinds of things that families of critically ill 

patients do for each other while waiting in critical-care waiting 

room’s. Other relevant domains discovered through the interviewing 

were explored and analyzed by the same procedure. Ethnographic state

ments were prepared to present the informing cultural knowledge of the 

waiting room as discovered through the ethnographic procedures and the 

data were searched for culturally relevant themes.

Reliability and Validity

The fact that data were collected by the ethnographic technique 

implied that the informants themselves were the experts in the field. 

These experts gave validity to the results through their verification 

of fellow informant's responses and statements. Decreasing the chance 

of transcription error increased both reliability and validity. This 

was done by tape recording the informants’ ethnographic statements and 

thereafter transcribing them.

Reliability was increased by the fact that the same interviewer 

conducted all of the interviews. This prevented bias resulting from 

different interviewers asking the same questions in different manners 

or forms. Reliability was further established by 1) asking the same 

questions or presenting the same cards to the same informant in succes

sive interviews 5 and by 2) asking the same questions or presenting the 
same cards to more than one informant for verification.



Rights of Human Subjects 

The study was approved by the University of Arizona College of 

Nursing in accord with established research criteria (Appendix A)»

It was likewise approved by the Human Subjects Committee of the Uni

versity of Arizona Health Science Center (Appendix A) providing for the 

protection of the rights and welfare of human subjects as established 

by the U. S„ Department of Health, Education, and Welfare, Human sub

jects received a written explanation of the study with their rights 

and privileges as participants prior to participation via the human 

subject’s consent form (Appendix B), In addition to the written 

explanation, the subjects were given a verbal explanation of the study 

with their rights and privileges prior to participation and prior to 

each interviewing session.



CHAPTER 4

RESEARCH FINDINGS AND DATA ANALYSIS

The results of the research study are presented in this chapter. 

Field observations presented include selection of the cultural scene9 a 
description of the setting, rules and regulations of the setting, 

methods of selecting informants and data collection, special problems 

encountered in the field, and characteristics of the informants.. 

Ethnographic statements are presented and cultural themes are identi

fied.

The findings address the problem of this study which states:

What is the role of nursing in providing for the needs of critically 

ill patients? family members? How can these needs be incorporated 

into a plan for total family care?

Field Observations

Selection of the Cultural Scene

It was only after much observation and careful thought that 

I was able to select a cultural scene appropriate to this study. I 

wanted to learn about the kinds of things that family members do for 

each other while they wait for critically ill relatives. I worked in 

a critical care unit for three years and during that time I had 

observed many interactions between family members. These interactions 

occurred in a variety of settings. For example, I saw family members.
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interacting in the hallways of the hospital, just outside of the doors 

of the critical-care area, in the hospital cafeteria, or in snack-bar 

areaso I knew that family members with critically ill patients in my 

unit frequently had a knowledge of other patient's conditions since 

they frequently asked me how another patient was doing. I assumed that 

these family members had interacted with other families at some time 

during this hospitalization. At times when I went into the waiting- 

room area in search of a particular family, other individuals could 

tell me where that family could be located. At other times, there had 

been no interaction as families present in the waiting room did not 

recognize the family I was in search of.

For the purpose of this research study, I was interested not 

only in selecting the setting but more importantly in selecting the 

cultural scene. The setting would simply be a site for the observa

tion of informed behaviors. Family members entering the hospital did 

not share all of their culture with every other family member. They 

all brought with them a variety of experiences. However, they did 

share information specifically related to their experiences as the 

waiting-family members of critically ill relatives. According to 

Spradley and McCurdy (1972:24), "a cultural scene is the information 

shared by two or more people that defines some aspect of their 

experience.” This is what I was searching for— the shared definitions 

which informed the waiting behavior of family members waiting for their 

critically ill relatives. These informed behaviors should be apparent 

in the appropriate setting.
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A newspaper editorial (Benton* 1979) confirmed many of my 

assumptions about the waiting-room experience,. It described behaviors 

in the setting to include such things as family members taking messages 

for each other* making phone calls for each other* and being aware of 

each relative’s progress in the critical-care area0

Then one day I was walking down the hallway from the critical- 

care area* I observed two women standing in the doorway of the critical- 

care waiting room* I overheard them discussing their husbands’ condi

tions 0 Both spouses had undergone open heart surgery» I knew that 

these two women shared specific information.which defined the waiting 

period for them,, If these two women shared this waiting-related infor

mation* I felt that others in the setting of the waiting room would 

share similar information and as such the critical-care waiting room 

would provide me with the cultural scene that I had been searching for 

— that information shared by two or more family members of critically 

ill relatives which defined their waiting experience and informed the 

kinds of things that they did for each other during this experience0

The Setting

The setting for the cultural scene was the waiting room for 

visitors (Figure 1) to a 19 bed capacity critical-care area0 This 

waiting room also served the needs of visitors waiting to visit 

relatives on a general medical-surgical floor0
When I first entered the critical-care waiting room there were 

no people presento It was during this initial quiet time that I made 

observations related to the functioning of the waiting room* The room
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seemed too small to accommodate the potential number of visitors it was 

assigned to serve0 It measured approximately 25 feet by 45 feet with 

the capacity to seat 15 to 20 people0 My suspicions concerning the size 

of the setting were confirmed when several days later all of the seats 

in the waiting room were occupied and 6 additional people were standing 
in the hallway outside the waiting room waiting0

Furnishings included 2 couches, several chairs, 2 end tables, 

and a table with 3 chairs in the center of the room,. Several outdated 

journals and a Bible were found on one of the end tables 0 On the second 

end table was a telephone which I later found to be used for several 

purposeso There were 2 ash trays positioned at opposite ends of the 

couch in the smoking section of the room0 The furnishing most apparent 

to an individual entering the room was the television set located on the 

wall in the corner of the room* Later I found that this television set 

was always turned on and at a high volume whether the room was empty or 

whether it was filled to capacity0 Some people watched it and others 

appeared to ignore it and to occupy themselves with other activities„ 

Once while I was making these initial observations in the waiting room, 

an individual entered the room simply to watch a specific television 

program,, He sat down, watched the program, and then left the room.

This was the setting where I selected my informantso

Rules and Regulations

Every society has rules and regulations which govern the 

behaviors of its members„ The waiting room had rules and regulations 

posted as signs on the walls„ A sign over one couch read "No Smoking"



while a sign over the opposite couch read "Smoking" thus dividing the 

room into smoking and nonsmoking sections e On the wall facing the doors 

were two signs reading "No Food or Drink In Waiting Room" and "Children 

Shall Not Be Left Unattended0" During my observations9 these rules were 

however broken0 I noticed several children in the waiting room without 

attendanceo People frequently brought food or drink into the waiting 

room from the cafeteria,, A volunteer stopped daily with offers of coffee 

to those people who were waiting0
Signs also addressed the question of visiting hours specific to 

both the critical-care areas and the general medical-surgical floor6 
Visiting regulations for the critical-care areas allowed for visitation 

every hour on the hour for 10 minutes at a time with two persons allowed 
per visito I later discovered that the visiting hours were more flexible 

than stated„ For example9 I once observed an elderly woman sleeping in 

an easy chair outside of her husbandv s room in one of the critical-care 

areaso

A final sign was located on the wall above the telephone0 It 

gave instructions to people who were waiting for relatives undergoing 

surgeryo By telephoning the listed extension number9 they could elicit 

information about their relativefs surgical progress» I later was 

informed that that telephone was also utilized by families to send or to 

receive messages from distant relatives as well as by nurses in the 

critical-care units to contact family members waiting in the waiting 

roonio
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Methods of Selecting Informants and Data Collection

I successfully contacted several people during my 3 weeks of 

field work. My emotions seemed to rise and fall with the potentialities 

of my informantsc It was discouraging to wait for several days with 

no prospective informants, But it was likewise very exciting and reward

ing to find a good informant. For me,, the contacting of informants 

was the most difficult aspect of data collection.

My methods of selecting informants and data collection were 

simple and straight forward, I began by entering the waiting room 

every morning. The first morning, I entered the scene at ten o ’clock.

This was when general hospital visiting hours began. The waiting room 

was extremely quiet that particular day so I made no contacts, The 

second day I decided to go into the setting at eight o ’clock in the 

morning thinking that those people present at that time would be 

associated with critically ill patients since general visiting hours 

had not yet started, I was correct in that assumption as there were 

three members of one family present who had been in the waiting room 

all night long. Throughout the following 3 weeks I found the times 

that I entered the setting to be relatively unimportant, I was usually 

able to distinguish those family members who had relatives in' the critical, 

care areas. For instance, I would watch when individuals left the 

waiting room to visit their relatives, If they left on the hour and 

stayed for a short period of time, I was quite certain that their family 

members were critically ill. Then too, I could watch where they went—  

whether into the critical^care area or to the general floor, Occasion- 

-ally I observed family members in the critical-care areas when I was 

there learning about the patient census, I never found it necessary
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to enter the waiting room during the evening or night time hours 0 I 

simply went into the waiting room daily and stayed there for three to 

four hours each time,

I entered the setting in street clothes and a white lab coat»

I chose to wear the lab coat in an effort to declare myself as a 

researchero I felt that ethically, I needed to be honest about my 

presence with the members of the cultural scene» I was initially somewhat 

uncomfortable and I felt that my presence was conspicuous• I believed 

this to be due to the presence of my white lab coate I.question whether 

the presence of this coat deterred some of my attempts at interactions 

as it definitely set me apart from members of the cultural scene. I 

felt most uncomfortable when there were only three or four people in 

the waiting room and all of the same family unit. I felt that at these 

times I initially stopped conversations and activities because I was an 

outsider and the room itself was very small allowing for conversations 

to be heard by anyone else in the room. I learned to take some materials 

into the setting and to occupy myself with reading or writing.

With time and with the turning of my attentions to my own work, 

activities continued as I did not appear to be an outsider intruding 

into otherTs private worlds. During these times I was able to incon

spicuously make observations about the scene with pencil and paper.

Some individuals initiated contact with me because of my white 

lab coat. For example, several people approached me with questions 

regarding specific locations within the hospital or waiting procedures.

I answered these questions and felt that this was one way of making my 

first contact with potential informants.
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In my efforts to contact appropriate informants, I utilized the 

help of the nurses in the critical-care areas„ I made daily rounds 

through the critical-care areas and spoke with several of the nurses»

I talked with them about their patient census and asked them about the 

presence of family members, their availability, and their willingness to 

converse and to share their experiences• The nurses usually had good 

insight into this and as such were very helpful. In fact, they suggested . 

potential informants. They were also able to tell me when certain family 

members were expected to be present. I even found myself asking a 

patient when his family would be present and explaining my study to him.

At this time I wished that I could use him as an informant but my frame

work did not allow for it.

In selecting informants, I had to consider the time frame within 

the patientfs hospitalization. Was his condition extremely unstable?

Were his family members extremely upset? Was there a possibility that 

the patient would die shortly? I had to consider the availability of 

family members. I also found myself respecting the needs of certain 

family members for privacy during critical times in their relative1s 

hospitalization although I felt that they could have been good informants. 

Some of these restrictions were due to my own needs. I tried to put 

myself in their places and imagine how I would feel if someone approached 

me in the.interest of research during these critical times. As one 

elderly gentleman told me, tTNot everyone always feels like talking."

He was right.

I addressed general questions to those persons who I was sitting 

next to in the waiting room. I found I could immediately sense whether
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or not an individual wanted to talk. Those who did not want to talk 

would answer with a short phrase9 look away? or continue with whatever 

they were doing prior to the interruption. Others would converse 

readily. Several times I was disappointed to find that these talkative 

individuals did not fit my selection criteria. For instance, one man 

who was very conversant explained to me that he was an outpatient waiting 

to talk to his doctor.

With persistence however, I successfully contacted three 

informants. My data collection consisted of interviewing the informants, 

transcribing the interviews, carefully searching the transcriptions for 

domains and folk or cover terms, developing the next set of questions, 

and returning to the informants only to begin this sequence again. This 

was a fatiguing process as I usually required about four hours for the 

transcription of each interview. We were all slightly nervous at the 

beginning of the first interview, but in general, the sessions were very 

relaxed. I conducted all of my interviews in a hospitalr-conference room 

within close proximity of the critical-care area. I found that the 

informants were more relaxed in the knowledge that they could be quickly 

contacted should they be needed by their critically ill relatives.

Problems Encountered in the Field

One of the field problems was related to the grouping and the 

number of people in the waiting-room area. The grouping of families in 

the waiting room affected my ability to make initial contacts. It was 

easier to contact family members when they were by themselves. When they 

were with their families, their conversations were directed inward and
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it was more difficult to initiate contact. They were less interested in 

conversing with an outsider. It was also problematic when the waiting 

room was crowded. At these times family members were not willing to 

talk openly since everyone else in the room could not help but overhear 

their conversations. I felt some of this same uneasiness. Another 

problem during these crowded times was the spatial problem. During 

these times I could not find a seat in the waiting room and it was 

difficult to make contacts in the hallway or when family members were 

in passage from one area to another.

A critical point in the data collection process was the process 

of explaining the study, asking to tape-record the interviews, and 

asking the individual to read and to sign the consent form. People who 

were willing to talk were usually ready to talk immediately. It was 

after explaining the study and requesting a signature on the consent 

form that I received my first rejection. For instance, one day I 

approached a Mexican-American woman whose husband had had open heart 

surgery. I initiated a conversation with her and felt that she could 

be a good informant. I told her about my study and she seemed willing 

to participate. I introduced the idea that I wished to tape-record the 

interviews and she was at first hesitant but agreed. Then, I asked her 

to read the consent form. I could tell that it was taking her a long 

time to read it and I quickly tried to explain what it was telling her. 

She finally finished reading it and I asked her if she had any questions. 

I was surprised when she then told me that was very tired, had not 

slept for 48 hours, and was waiting for her sister. She had decided 

not to participate and this was her way of telling me. Other people
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were not at all bothered by the idea of a consent form. These were the 

individuals whose family members had been hospitalized several times in 

the past and.who had undoubtedly been exposed to numerous consent forms.

A final problem was that of timing. By the time that I made the 

first contact in all three cases, each of the informants was talking of 

discharge and was making plans to go home. Much of the population of 

this cultural scene was transitory. They moved through this area in 

a relatively short period of time. My contact with these informants 

was short but intense. Several, of the interviews were recorded within 

24 hours of each other. This required total immersion into the data and 

was exhausting. I continued my interviewing with one informant through 

the mail by sending her a blank tape and a set of interview questions.

This particular informant appeared very excited about continuing with 

the interviews via the mail. However, she did not reply to the set of 

interview questions that I mailed to her.

Characteristics of the Informants

Three informants were selected from the critical-care waiting 

room. All three of the informants were female and all were between the 

ages of 30 to 40 years. All of the informants were talkative, observant 

of their surroundings, and very cooperative.

I will call my first informant Sally. Sally was perhaps my best 

informant in that she was the least analytical. She answered my questions 

carefully but with minimal extraneous information. She was talkative but 

not as chatty as my other two informants.

Sally lived on a dairy farm in the state of Washington and had 

come to Arizona when her father was in crisis. She and her husband and
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their two children were starting to build a dairy herd„ She was in fact 

responsible for milking and other dairying-related chores since her 

husband worked in a nearby town. Her appearance reminded me of a milk 

maiden as described in a story book. She was short and slightly chubby 

with short blonde hair and a girlish appearance. She looked like she 

enjoyed the niceties of the dairying industry such as fresh cream and 

whole milk. .

When I met Sally, she had been staying with her mother in a 

small Arizona town for the last 6 weeks. Other brothers and sisters 

had been home to see her mother and father, but she was the only child 

still here. At this time, Sally was anxious to return home to her 

family and to her responsibilities and at the same time she expressed 

guilt at having to leave her mother by herself with her father still so 

unstable. Her father had inoperable coronary artery disease. He had 

suffered with this for the last 10 years and his condition had become 
increasingly less stable with little hope from medical,science.

Sally felt a major responsibility toward her mother. Sally 

herself had lost a child to sudden infant death syndrome several years 

earlier. She expressed how difficult that situation had been and was 

attempting to make this situation less difficult for her mother. For 

instance, Sally made funeral arrangements for her father so that her 

mother would not have to do this. She stated that even if this were not 

needed in the near future, the arrangements were still made and whenever 

her dad did die, her mother would not have to take care of this. Sally 

was a very caring person.
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Jane was my second informant. She was by far the most visibly 

emotional of all my informants. She was quick to laugh and equally quick 

to cry. Frequently without warning, when we were talking about her hus

band, tears would well up in her eyes. The tears were not tears of 

sadness but tears of joy. She was so happy and so hopeful about her 

future. '

Her husband had undergone open heart surgery. He had experienced 

his first myocardial infarction at the age of 25 years and now at the 

age of 42 years was almost 100 percent incapacitated by the anginal pain. 

Jane had spent the past 3 years giving him his injections of morphine to 

control his pain. Jane and her husband had spoken with well known sur

geons all over the country. They had been told by all of them that there 

was nothing that could be done for him. Jane stated, "I donVt know how 

many times I have been told that he wouldn71 make it another year, or 
wouldn’t make it until Christmas." Now, with this surgery, there is 

again hope.

Jane described herself as being very high-strung. In my few 

contacts with her, I observed that she was extremely fidgety. She was 

always doing something with her hands, primarily smoking. She stated 

that she did this more so when she was nervous. She spoke rapidly despite 

her slow southern drawl, and had a lot to say about most of the questions 

that I asked her, particularly those questions requiring a description.

Her appearance was not that of a wiry, nervous individual. In contrast, 

she was moderately overweight. She was well dressed, but maintained a 

rather "come what may" attitude. She had learned to live one day at a 

time.
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During my contact with Jane? she was bubbly and filled with joy0 
She was very happy with life. She was anxious to express her Christi

anity and attributed her husband’s progress to the "grace of God„"

Liz was my final informanto When I first contacted her in the

waiting room she was quiet and seemed to withdraw from me0 I later

found out that she was a very insecure and dependent person0 She her

self stated that she was cautious when it came to newcomers in the scene0
Liz was a very pretty woman. She did not look old enoughjto be

the mother of three teenage daughters* She was soft-spoken but her 

speech was deliberate and methodical* I discovered that she had been 

seeing a psychologist at home and I felt like our interview was similar 

to what her therapy sessions must be like*

Liz was the wife of a southern Baptist minister. She seemed to 

be a dependent person with a need to reach out to others and to help 

them* Like Sally, Liz had experienced a great loss several years earlier 

when her father and both of her brothers had died in a boating acci

dent. Her husband alone survived that accident*

In contrast to Jane’s "come what may" attitude, Liz needed 

structure and organization in her life and in her surroundings* She 

thought that because the critical-care area needed to be "clean and 

sterile", the critical-care waiting room should also be that way* She

was obviously dissatisfied with the cleaning personnel and the condition

of the waiting room* She related that she cleaned and organized the 

waiting room and the bathroom. She dusted, washed the tables, got

coffee stains off of the floor, and straightened things up. '
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Liz was Janev s friend from the same home town in New Mexico e 
She came with Jane to be with her during her husband’s surgery.

Field notes including selection of the cultural scene, a 

description of the setting with its rules and regulations, methods of 

selecting informants and data collection, special problems encountered 

in the field, and characteristics of the informants, in addition to the 
ethnographic statements obtained through interviewing, form the basis for 

the following cultural description of the critical-care waiting room 

scene,

Cultural Description

Cultural knowledge is fundamentally comprised of individual 

units called domains. Domains specific to the cultural scene of the 

waiting room were identified and include the kinds of things that 

family members do in the waiting room and the kinds of roles that they 

assume, kinds of people in the waiting room, kinds of patients .in the 

critical-care areas,_and kinds of reactions to the general and specific 

waiting-room experiences, Field notes of initial observations and 

transcriptions of interviews obtained by use of the ethnographic inter

view protocol were searched carefully for folk and cover terms,

Domains and folk terms isolated by this process were confirmed by more 

than one informant. Member terms were drawn from ethnographic state

ments and were presented in the language of the informants. In order 

to further clarify the taxonomies of kinds of things family members do 

in the waiting room and kinds of roles each assumes, and kinds of 

family member reactions to the wating-room experience, major member
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terms listed in the taxonomies are underscored in the text» Domains 

and member terms that varied from one informant to another were com

bined and categories were invented as suggested by the data. Objec

tivity was maintained as possible by frequently referring to the 

language sample itself„

Things Family Members Do In the Waiting Room 
and Roles Each Assumes

In response to the foreign environment of the critical-care 

waiting room Nand to the experiences it affordss.family members within 

this scene assume different kinds of roles and do different kinds of 

things (Figure 2)• Some things they do for themselves and some things 

they do for others„

Things Family Members Do for Themselves

A major kind of thing that people did for themselves during 

this period was occupying time. Some of the children ran up and down 

the halls, Watching television, watching people, flitting through 

magazines, reading, keeping hands busy, a.nd talking with others were 

all ways to occupy time, Some people were able to read and others 

were not. Sally felt that most people who appeared to be reading, 

really were not. "They would maybe flit through magazines and then 

they would put them down because I think your mind is really too full 

to really read."

Keeping hands busy was a major way of occupying onevs time. 

Eating, drinking, crocheting, rug hooking, cleaning the waiting room 

and the bathroom, and smoking were all forms of this activity. Jane
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Figure 2, Taxonomy of Things Family Members Do in the Waiting Room
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spoke of a family who had received bad news* This was a difficult time 

for them* She remembered that the daughter was working on a hook rug* 

"The daughter would sit there and tears would just roll and she’d work 

even harder than ever * There’s really nothing you can do but just wait 

it out*"

Smoking, another way of keeping hands busy caused some waiting

room controversy* Jane states:

Most people are very kind but there are a few who like to be 
nasty* There was one I really didn’t like in the waiting room*
In,fact, it really made me unhappy * There was this man that 
was here that didn’t like cigarette smoking* I was in the no 
smoking area minding .my own business * I was smoking before he 
ever came into the room and he was cussing and I came very 
close to telling him that I would just as soon that he didn’t 
make a garbage can out of my ears* I know that everybody has 
rights and I try my best if it offends somebody to restrain 
but after about five of his little fits, I didn’t care* In 
fact, I probably smoked more because he couldn’t just come in 
and say that he didn’t like thez smoke* He was very loud and 
obnoxious and cussing and using God’s name in vain* I thought 
he was so crude and it was.an obsession with him* He would 
slam out of here and go sit in the conference room down the 
hall and read*

Jane was usually able to tune out these and other bothersome incidents 

and activities* She related, "I could be in a room with a thousand 

people and you’d think I was totally alone* It’s just like y o u ’d shut 

off a water faucet* It doesn’t bother me*”

Some people simply did nothing, interacted with no one, and 

remained centralized to themselves* They were not concerned with 

other’s problems*

Most individuals occupied time by talking with others * This 

was a method of keeping their minds off of the patient* This was 

especially important during critical times such as admissions to the
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critical-care areas„ Individuals talked with their own family members 

and with other families about a wide variety of subjects« They usually 

shared with each other why they were here and which relative was being 

admittedo

Keeping their minds off of the patient9 occupying time; and
even sleeping, were ways that family members used to escape from reality,

Sally felt that no matter what kinds of things you did to occupy time

it was almost impossible to keep your mind off the patient during the

critical times in their hospitalization*

Sleep was a type of escape for some people* Jane remembered

a time when she had lots of problems and could do nothing about them.

,!I would just go to sleep and that was it." Sleeping was however more

than just an escape from reality. It resulted from fatigue and

exhaustion* Jane said:

A lot of people were sleeping. No matter how much noise 
they'd sleep right through it. I think a lot of that was 
the tiredness* They just keep going and then all of a sudden 
you just release* You get relief after having been,very 
worried.

People slept sitting up in chairs, lying on the couches, or lying on

scattered cushions on the floor* Some individuals had difficulty

sleeping in the strange environment. Liz spoke about her insomnia.

Like the first night there was one of us sleeping on the 
floor and Jane and I were on the couch. If anybody opened 
the door I was wide awake but that was normal because I 
wasn't in my own home. I was cautious* I got worried the 
night there were two Spanish boys who came in. They sat 
right at the foot. Not because they were Spanish but 
because they would sit there and they thought I was asleep, 
but I was hot. I was planning what to do if we got in a 
crisis. How was 1 going to protect my two friends?
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She later remarked that she was able to sleep when someone she knew 

was there and awake e She then felt safe and secure»

Things Family Members Do for Others

Most of the things that people did in the waiting room were

things that they did for others» A major category of these activities

was that of helping behaviors* Calming others down, comforting others,

keeping everyone's spirits up, protecting others, helping others face

reality, answering the phone for others, trying to get along with

others, and praying for others were all types of helping behaviors.

The calmer, the protector, the comforter, the realist, the

monitor, the jokester, and the spiritual supporter were all roles

assumed by members of the waiting-room cultural scene in an effort to

adapt to their shared experiences (Figure 3),

Calming-down behaviors were directed toward both children and

adults o Sally stated that her sister was extremely upset and had to

be calmed down when their father was admitted to the coronary-care

unit, "We had to temper her down because she was so upset and there

was really nothing to be upset about," She further explained what

calming down meant.

It's trying to reassure her. Trying to get her to accept 
facts that you don't want to accept. You're still trying 
to make them feel that you feel that really everything'-s 
okay. You have things more under control visibly than what 
they do. You're trying to convince them of what you really 
don't believe yourself.

Important to this calming role was the ability to put on a face or to

maintain the image of being in control.
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Liz explained her role of calming others down to include the

children in the waiting room. She stated:

They had children up there that I felt should not be up there.
They were very small children. There were a number of children 
who were ten to twelve years of age and could understand the 
things that their parents or grandparents were saying and even 
though they showed no emotions I feel it left an impression 
that later in life might scare them about death, it might 
scare them about surgery, it may scare them about hospitals 
. . .When families were very upset I?d go around calming people, 
even the children. I’d take them out and walk them because 
I felt that they didn’t need to be around that. The little 
sister and brother who got in an argument— I found myself over 
there and I picked her up and talked to her.

The role of calming others was closely related to the role of 

protector in that both roles required the actor to be strong and to be 

in control. Protection was offered by maintaining a straight face in 

front of the patient, in front of the staff, and in front of other 

family members. Crying was an indication of weakness. One should not 

cry in front of others. They might need your strength.

According to Jane, being strong was not always easy and as a

result, she felt that the restricted visiting hours were as necessary

for the family members as for the patient and the staff.

It would be impossible for you to stay in there all of the 
time. It was hard for me to look at him and it would be
very hard to keep your face straight if you were just living
in that room. You’re much better off away even if you didn’t 
show any emotion on your face and so are they. That wouldn’t 
be me because mine just run away with me all of the time.

Time away from the patient was important to the maintenance of one’s

inner strength and control.

Jane spoke of times when friends tried to protect her by 

withholding bad news from her. According to Jane, not knowing and
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not being told allows one9s imagination to take charge and to make

things worse than they really are0

Actions which complemented calming behaviors were those of

comforting others„ Comforting others was equavalent to letting them

know that you care. Important to comforting was showing them that you

care. Feeling other?s pain preceded the actual comforting behaviors.

Jane explained”

Your heart just goes out to them. You hurt for them. You
suffer right along with them as if it was you. It was just .
like somebody in my family. I couldn't keep the tears back 
because it hurt me just knowing that they were suffering so.
I know what it's like to be there. Nobody can really help.

Attempts to comfort others included gestures intended for their physical

comfort such as the loaning of a pillow. The role of comforter

included things like pampering or waiting on the discouraged family

members, bringing them coffee from the cafeteria, sharing flowers with

them, and offering words of encouragement about their relative's

condition. Putting your arm around someone's shoulder, your hand on

his knee, or holding hands were all forms of touch. Touch was an

effective method of showing another member that you care.

The most effective comforting measures were those which

involved the sharing which took place among family members in the

waiting room. Sally lost a child several years ago and remembered

certain things that were said to her during that grieving period which

were intended to comfort but served to intensify her grief. She said:

I know what its like to lose somebody who is close to you 
and I know that right afterwards I didn't want people there 
feeling sorry for me, but somebody I could talk to— company 
wise. Not to feel sorry for you. That isn't what you want
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and people they always come up and apologize and cry on 
your shoulder and they think this is making you feel better 
but its making you feel worsee

Keeping each other company and sharing through visiting were integral

parts of comfortingo Family members reminisced about good times, they

told funny stories related to the patient9 they shared good news and

bad news, they laughed together, and they cried together» Individuals

comforted one another by sharing similar experiences and similar fears*

Sally remembered sitting in the waiting room one evening and 

listening to a conversation between a woman whose husband was having 

open heart surgery and another visitor whose father had had open heart 

surgery*

There was another woman in there and I really don’t know 
why she was in there but she had spoke of her husband’s 
father quite a lot having had open heart surgery so there
fore she was comforting her by saying I know what you’re 
going through. I’ve been through it with my father*

Jane recalled that the fear one woman had of taking her husband 

home was the same fear that she herself had experienced several times* 

"You think, what will I do if something goes wrong? But once you get 

away, everything is just fine* It will work out was all that she needed 

to hear*11

Witnessing played a major role in the comforting behaviors of

Jane and Liz* Jane witnessed to the family whose member had been

diagnosed as having cancer* She told tham about her faith*

You learn that you should turn it over to God when you 
can’t handle it, which is what we’re supposed to do in 
the first place* That’s the one thing that God teaches 
— don’t try to take care of your problems* Take them to 
Him and leave them there* That along with the fact that 
prayer changes things* We told them about my husband and
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and about our livese Hevs a perfect witness0 He*s a walking 
miracleo

Jane stated that the family responded with a ray of hope. She offered 

spiritual support to those who appeared in need of it.

Accompanying the intense feelings of the cultural scene was the 

need for a release of the tensions and the need for laughter. There 

were members of this scene who became clownss the jokesters9 and 

assumed responsibility for elevating and maintaining other family 

member’s spirits. Liz recalled times when she and Jane would act silly, 

laugh, or joke in the waiting room. When family members first found 

out that Liz was a pastor’s wife, she said that every cigarette would 

go out.

I would get so tickled and say well at least I’m not going 
to get TB for a few minutes. I realized that I had to make 
them feel loose because they were making me feel tight. I 
would just sit and joke. Like crocheting. I have worked 
so hard on those booties. I have three odd sizes. I’d slip 
that stupid bootie on my foot, and then I’d put that little 
one on and say, well, see if I break this foot. I’ll have one 
to fit. . . .Most people relaxed with joking. They would 
release, or laugh. The Spanish people didn’t want to release 
because they didn’t want us to know that they could under
stand English. In fact, some of them would get so tickled 
that they would walk out to laugh and then come back and sit 
as if they didn’t understand.

Laughter was important for individual and group relaxation.

Helping others to face reality was another kind of helping

behavior. Liz spoke of this as accepting the facts of death and

dying. In regards to one woman who had received bad news, Liz stated:

We had just got through with a death and dying course at 
our church. I more or less knew how to get into it with 
them. I knew that the wife needed to face the fact that 
her husband was dying but not to give up hope and faith.
She needed to talk about it and not to push it back.
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Sally also acted as a realist0 She associated realism with making pre

parations for the futureo

I set up funeral arrangements because even if it's in 
the years to come9 Mom shouldn't have to worry about it.
I feel that they should set up something and I tried to 
talk Mom into setting up something for herself too, but 
she doesn't want to and I feel we all should in advance»
It's always harder on people left to have to take care 
of these things0 The pain of going through the death is 
magnified by having to set up the arrangements e We had 
an infant girl we lost9 She died at homee Having to turn 
around and go through the setting up was just so much worse«

To Sally, being realistic implied making preparations for what might

happene

Important to family members in the waiting room were their

efforts to get along with others«, Jane said:

When you're in a place like that and there's a lot of 
people you have to try to get along with them. Maybe in 
your home you'd say. Okay, we're not going to do that but 
here everybody's got a little piece of that room and every
body's got a problem. They're all going through something, 
you have to try to understand and its real hard sometimes.

There were feelings of resentment between some individuals regarding

visiting privileges. Jane related about the Spanish speaking people;

Said little tacky things about us in English. About us 
getting our way and having the run of the hospital. Then 
too she made some remarks about our taking the pillow 
because she didn't have anything soft to lay her head on.
She had the same option we did— bring your own or get one 
from the nurses.

Sally ignored the bothersome things about the waiting room such as the 

noise and the children running up and down the halls. She said you 

"just grin and bear it." Liz was less willing to "just grin and bear 

it." She assumed the role of monitor for the waiting room. She said:
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I did get upset several times and got very blunt9 but you 
have to at times0 I found I would get very frustrated at 
some of the Spanish-speaking people at times because of the 
noise and I would get very tacky at times and maybe say, do 
they not realize that this couple has just got bad word? It 
looks like it could quiet down in here just a littlee Maybe 
I didn’t do it the right way» I don’t know but I feel it was 
awful noisy at times. They’re not up there to have a party«
They’re not up there to mourn either. There is a time and a 
placeo There was one family who received bad news 0 They 
needed a quiet time for a few moments until they got their 
composure back.

She also remembered reporting several incidents to the head nurse,

I reported one woman because I felt that she spanked her 
child too hard. They didn’t bring the child back, I don"t 
know what happened.

She also reported the fact that the bathroom was not kept clean.

Some family members in the waiting room simply ignored others 

in the room. They minded their own business and maintained their 

distance. Others engaged in squabbling among their own family or 

complaining about care that their relatives were receiving in the 

critical care area. These however were not major activities.

The domains of kinds of things that family members do in the 

waiting room and kinds of roles each assumes demonstrate the ability 

of these individuals to adapt to a strange environment. Kinds of 

things that family members do was subcategorized into things for them

selves and things for others. The roles of comforter, calmer, protector, 

realist, jokester, monitor, and spiritual supporter were assumed in 

order to accomplish the many things that family members did for them

selves and others. Role activities were primarily related to the need 

to be helpful and as such presented as helping behaviors.
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People in the Waiting Room

People form the basis of a cultural scene. The domain of kinds

of people in the waiting room (Figure 4) consisted of patients and

nonpatients? visitors and nonvisitors? and their respective subcatego

ries o Also of importance were the categories of Spanish- and English- 

speaking visitors and the Christian and nonChristian visitors. The two 

main categories of people in the waiting room were patients and non

patients.

Patients

Only a small part of the scene comprised the patients. One man

in the waiting room surprised me by telling me that he was an out

patient here only for a clinic visit. He was waiting in the waiting 

room for his physician to inform him of future tests, A floor patient 

who was a mother and whose children were not allowed to come into her 

room to see her came out to the waiting room to visit them, A patient 

from the cfitical-care area walked down to the waiting room to visit 

his grandchildren. These patients were adapting to visitation rules 

which prevented them from seeing signigicant supportive family members,

Nonpatients

The largest group of people in the waiting room were the non

patients and of this group, most were visitors. These visitors 

appeared in family groups or as individuals although most visitors 

appeared to be present in family groups, When family groups-were ' 

present, family members had a tendancy to confine their conversations
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and interactions to their own group membersP However, when visitors 

appeared as individuals, they would direct their interactions toward 

other individuals and family groups in the waiting room* Sally noticed 

that there were more individuals present during the evening hours and 

she associated this with spouses waiting for mates to return from 

surgery.

Family groups consisted of spouses, children, grandchildren, 

in-laws, and friends of the family. They were frequently present in 

fragmented units. Individuals were usually spouses whose children or 

extended-family members were not close geo graphically. Another kind 

of individual visitor was the "friend of the friend." Liz reported 

that a friend of hers came to the hospital on the morning of her 

relative*s surgery. He waited with her until the surgery was over.

Visitors or family members were categorized in several other 

ways. One category identified by Sally, Jane, and Liz was that of the 

Spanish-speaking visitors. They all spoke of difficulties in communi

cating with these people.^ Both Jane and Liz stated that these individ

uals knew English because they sometimes made remarks in English about 

Liz and Jane’s visiting privileges although their main conversations 

were in Spanish. Sally felt that the "Mexican-speaking" visitors were 

those more in need of comforting since they seemed to be more upset.

She said, "perhaps-they’re just a more upset type of people."

A final category of visitors or family members identified by 

both Liz and Jane were the Christians and nonChristians. They could not 

explain how they differentiated the two groups. They said "its just a 

feeling." They professed their Christianity readily and included in it
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such things as prayer and witnessing. They found a supportive strength 

in their Christianity which they found missing in their nonChristian 

counterparts.

Only a small part of the nonpatient category and of the entire 

domain comprised the nonvisitors. Volunteers pleasantly distributed 

coffee to the visitors each morning and exchanged reading materials in 

the waiting room. The medical staff as nonvisitors visited this scene 

even less frequently. Some physicians would specifically ask their 

patients or family members to wait there so that they would be able to 

locate them following completion of the patient’s testing or surgery. 

Nurses were not observed to come into the waiting room to carry out 

nursing functions, Jane felt that this was due to the fact that they 

frequently telephoned the waiting room when they needed to speak to 

family members, Jane noticed one nurse who occasionally smoked a 

couple of cigarettes here prior to starting her work shift.

The cleaning girl as a nonvisitor probably evoked the most 

response from other visitors, Sally described her cleaning habits as 

follows:

The cleaning girl came in. She’s real slow and she chased 
everybody out of the waiting room in order to clean it, I 
thought she would have asked everybody to move to one side 
and then to the other9 but she made us all leave the waiting 
room which was uncomfortable because then everybody had to 
wait outside. And she took a long time to clean it,

Liz felt that the cleaning people did not come around often enough.

The domain of kinds of people in the waiting room included

patients and nonpatients, visitors and nonvisitors, and their respective

subcategories. Visitors were also categorized as Spanish and English
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speaking visitors and as Christian and nonChristian visitors <, These 
were the kinds of people who interacted with others9 watched and 

listened9 and participated in the activities of the cultural scene of 

the people in the waiting room. It is the visitor or family member that 

this research study addresses and as such, all other domains in this 

study address the actions and reactions of these family memberse

Family-MembersT Perceptions of Patients 
in the Critical Care Areas

Just as there were different kinds of people in the waiting room 

so there were different kinds of patients in the critieal-care areas 

as perceived by family members (Figure 5)e From the language sample of 

the informants, this domain was subcategorized into those patients who 

looked ill and those patients who looked less ill. Many of the family- 

member’s reactions to the waiting-room experience were dependent upon 

their perceptions of their relative’s changing conditions*

oo e>

LOOK ILL

pale face 
puffy face
can’t do anything for self 
can’t get up and around 
tubes— mouth 
IV

LOOK LESS 
ILL

up and around
fewer tubes
talk and laugh
do some things for self

Figure 5. Taxonomy of Family-member Perceptions of 
Patients in the Critical Care Areas
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When asked specifically to define critical condition, Sally

stated: "at death's door . o . . can we or can we not save him.. . . .

it can go either direction." When I spoke to Sally about her father

being in critical condition, she said:

But is he though? His situation is different because he isn't 
really down and out. He's up and able to get around. Its 
different with Dad than with the open heart surgery. If you're 
looking at the patient who has just had open heart surgery, he 
looks ill because he has all of these tubes and can't do any
thing for himself. There in your mind you're looking at them 
as sick people. I know Dad is very unstable. We don't know 
what is going to happen. He could go at any minute. Yet when 
you look at him, what your eye tells you is that he really isn't
that sick. Now if he were laying in the bed and was unable to
get up and to get around and you had to feed him intravenously, 
then you would think of him as being sicker even though he 
might not be any sicker than what he is at this moment.

Jane and Liz confirmed the idea that the presence of tubes (particular

ly in the mouth) and the loss of independence are associated with a 

more critical condition. Jane recalled the first couple of visits to 

her husband. The most difficult part was seeing him with all of those 

tubes. She vividly remembered his appearance. "His face was so puffy 

and all of that garb in his mouth . . . .  He was so pale and so white

and his jerking disturbed me. That was real nerve racking." Liz

associated progress with the removal of each tube. She would encourage 

Jane by pointing to the fact that another tube had been removed.

Removal of the tubes made visiting easier.

Categories in the domain of kinds of patients in the critical- 

care areas as perceived by family members included patients who look 

ill and patients who look less ill. The informants' definitions of 

critical condition were highly influenced by what they saw. These
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perceptions were important to family-member reactions to the waiting 

experience.

Family-Member Reactions to the Waiting-room Experience 

The domain of kinds of family-member reactions to the waiting-room 

experience was identified to include the categories of fear, hope, 

realism, denial, happiness, tiredness, being upset, being totally at 

ease, loneliness, helplessness, anger, distrust, dread, guilt, commitment, 

and excitement (Figure 6). Identification of these terms required an 

intense search of the data. These terms were taken directly from the 

language samples. These ethnographic statements frequently came in 

response to a descriptive type of question. For instance, when the 

informants were asked to describe the waiting period during surgery or 

the period following admission of their critically ill relatives to 

the critical-care areas, they would describe their experiences in the 

terms of fear, hope, realism, or any of the other member terms. The 

family members of this cultural scene experienced the extremes of emo

tional reactions common to many other cultural scenes. Some of these 

reactions were more prominent in specifically defined waiting-room situ

ations .

Fear— Realism— Hope

The reactions of fear, hope, and realism were difficult to sepa

rate into isolated units of cultural knowledge. They seemed to occur 

together in different degrees and with different situations.

Fear common to the waiting room experience was further defined 

as desperate or nondesperate fear, * Desperate fear was associated with
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Figure 61 Taxonomy of Family-member Reactions to the Waiting-room 
Experience
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not knowing what to expect, Sally stated that when her dad first 

came into the hospital the family did not know what to expect. She 

stated that "at this time you really don?t know what is going on, 

or what's going to happen," Jane stated that the degree of fear 

associated with the initial hospitalization was dependent upon the 

number of past admissions. She experienced desperate fear with her 

husband's first hospitalization. She explained that she was less fear

ful with this present admittance. She described the difference as ■ 

follows:

I'm not as afraid this time as I have been before. The first 
time that my husband had his heart attack I was only nineteen.
Talk about fear , , . , it was bad, I was scared to death. The 
second time it was bad again, but after so many times— you never 
get used to it, but you finally adjust a little each time some
thing happens,

Jane considered consecutive hospitalizations precipitous of non- 

desperate fear,

Jane spoke of another woman in the waiting room whose husband had

just been diagnosed with inoperable cancer, "You could see fear written

all over her face, I could see the fear in her eyes. This lady has

evidently never gone through it before, I can see the fear that I had

with the first time," This same woman again experienced this desperate

fear at the first thought of taking her husband home, Jane recalled:

He was willing to go home but she was so afraid and I 
know I've felt that fear so many times, I.don't care 
how many times they say that you can take them home, 
its always frightening. What will I do if something 
goes wrong?

This was the fear associated with not knowing what to expect. Accord

ing to Jane, "the fear of not knowing is far worse than what you
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to face—  no matter how bad it is if your imagination runs away with 

you."

Desperate fear gradually dissolved into a lesser degree of fear. 

This was termed nondesperate fear or being afraid. This was associated 

with time and experience. Individuals were afraid after several days 

in the area or after several admissions. During these times the uncer

tainties were fewer. People were more inclined to be afraid of such 

things as unanswered or poorly answered questions related to their 

relative's conditions or progress.

Being realistic or accepting the facts was one way of diminishing 

one's fears. Acceptance of the facts regarding their relatives condi

tions or prognosis was not immediate. At the time of the incident it 

was difficult to accept the facts. It could take several days. Jane 

related that the same woman who experienced the desperate fear associated 

with the diagnosis of cancer gradually accepted the fact of her husband's 

prognosis. "The mother finally accepted it. The daughter said that her 

daddy had told them that he was ready to go. This made them all very 

happy— they didn't know." They accepted the facts when they knew that 

the patient had also accepted them.

When Jane was asked to define reality, she stated: "Its laying

it out on the table and seeing exactly that this is the way it is. 

Accepting it whether you like it or not."

Closely related to the reactions of fear and realism was the 

reaction of hope. All of the informants stressed the need for a balance 

of these forces. Sally made the following statement in relation to her 

mother.
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I don't want her to think that Dad is going to pop off right 
now and yet I want her to face realities too* That's a terrible 
thing to say but I think that Mom has too much hope on things*
I think that I am seeing reality better than she is * Some
times the observer can see it better than the person who is 
actually taking the brunt of it. Wevre not as involved * * * *
I'm just hoping that she sees the reality of it and isn't 
getting her hopes up too high * There has to be hope but then 
a ,person also has to realize that sometime in the future its 
going to happen*

Jane confirmed the.dilemma when she stated, "but what's being realistic 

versus not having enough faith?"

Liz stated that not all family members were able to face reality* 

Some people denied the presenting facts* She recalled:

I could sense the people that were pushing back reality* There 
was a man with the possibility that he could lose his leg and 
instead of facing, he pushed it back* Then too, the woman who 
received the news of her husband's cancer initially did not face 
the reality of the situation* She needed to face the fact that 
her husband was dying but not to give up hope and faith* She 
needed to talk about it and not to push it back.

Different members of the same family dealt with reality in

different ways * Jane's sister-in-law was more realistic than Jane was

about her husband's upcoming surgery * The sister-in-law asked, "What

are you going to do if he doesn't make it?" Jane said:

I wasn't prepared for that at all and thought, am I being 
realistic or am I not? * * * * I really hadn't planned on 
that * We'd been through a lot* I couldn't accept it* I 
didn't want to accept it* I was resentful to her for saying 
that* But then I thought, she's right. You have to think 
that* It might happen*

Jane associated her ability to face reality to her Christian faith.

She reacted to this experience with total commitment to Christ*

Maybe this [death] was the way that God would have to take 
care of it* However, I had to believe that J* [husband] 
would make it through surgery. I thought it was very realis
tic because I had faith that God would bring him through.
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The reaction of hope falls on a continuum from lots of hope to
little hope or grasping for straws * This continuum ranges from non-

desperate hope to desperate hope* Jane explained the different kind

of hope related to the terminal diagnosis of cancer»

For anybody that7s terminal, they711 grasp for anything—  
one more breath, one more day « 0 « this is desperate hope.
For somebody that7s not terminal, there7s this kind of hope 
that they don71 suffer a lot, that he won71 hurt. Or there7s 
the hope that you711 do well on your job or that your chil
dren are alright. These are things that you hope for but it 
wouldn71 be tragic if you didn71 get it. This is nondesperate 
hope*

Hope, realism, and fear were three reactions that typically went hand 

in hand. As individual cultural units they were not easily separated. 

The reactions of both fear and hope ranged on a continuum from desper

ate to nondesperate.

Being Upset

Other reactions to critical times in the hospitalization such

as admission to the coronary care unit ranged from being upset to being

totally at ease. The category of being upset included such things as

being nervous, tense, unhappy, strung-out, and keyed-up, Sally

described the time following admission as being a very tense time.

We had been up all evening and we were tired and G, [sister] 
was extremely upset, You7re nervous, you7re tense. You 
really don71 know what7s going on or what7s going to happen,
G, did a lot.of crying and she was really strung out. Every 
time you7d turn around she7d cry. My neck got stiff, I 
couldn71 even turn my head. It was just tension * , , Ten^ 
sion is much worse than nervousness, It works on all of your 
body. Nervousness works more on your mind. If you7re tense, 
when its over, you7re dead tired, where if you7re nervous, 
you7re releived. Nervousness is like being a little afraid 
where tense is being scared to death.
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Nervous worry was not only directed toward the patient but also towards 

other family members» Liz related that during the intraoperative wait

ing period Jane expressed concern for her well-being as well as for her 

husband’So

Liz admitted that during surgery she was keyed-up e She was

extremely talkative, couldn’t eat, and picked at things. It was during

this time that she experienced the feeling of insecurity. She felt a

need to be able to break down or to release her emotions to someone.

During this period she found such security in a friend through her

church who came to the hospital to support her.

Happiness and unhappiness in the waiting room fluctuated with

the good news and the bad news. Sally remembered the !!ups and downs11

of this waiting experience.

An up occurs because things are looking up and just very 
promising. There was an up when they first were talking 
about surgery because there was so much hope that it would 
do something. That’s an up. It’s a good feeling. There 
was a down when they decided not to operate because it 
wouldn’t do him any good. If something goes wrong now with 
this medicine that he’s on it will be a down, a depression.
All of the hope will have been shattered.

Good news and bad news was not shared only among one’s own family.

Jane recalled that families shared each other’s joys and sorrows.

When speaking about a family who had received bad news, she stated:

"we couldn’t help but cry for them because of their unhappiness but

they were crying for us because of our happiness. We almost felt

guilty sitting there being happy when they were so unhappy
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Totally at Ease

In contrast to being upset, Jane stated that she was totally 

at ease during the intraoperative period. She attributed this to her 

being a Christian. Being at ease meant an inner calm or peace. She 

described it as "very comfortable. There was no mental strain or ten

sion. I was very relaxed, without worries or. threats." She felt this 

calm because she was able to turn everything over to God. The other 

dimension of being totally at ease was termed being "cool, calm, and 

collected." This was an important reaction to all of the informants.

Jane explained that "you can be cool, calm, and collected when

you1re burning up inside." Sally described some of the cool, calm, 
and collected family members of the waiting-room scene. "The^ were

just carrying on like there was nothing wrong, just kind of like they 

were sitting in their own living room, rather than sitting in the wait

ing room." Sally associated this reaction with an outward control.

"You have things more visibly under control than what they do. YouTre 

trying to convince them of what you really donlt believe yourself."

Being in control was related to putting on a face or a front. 

Sally said that her mother had spent a lot of time with the nursing 

staff and that they thought they knew her quite well. "But do they 

really know Mom as Mom? Mom doesnv t like anybody to think that she’s 

not going to be able to handle it. Seeing how she reacts once we leave 

the hospital to all of these ups and downs is knowing Mom,"

Jane indicated the importance of knowing when she could let her 

face down and allow herself to cry. She stated: "You have to be strong
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because sometimes they don’t have the inner strength« You have to learn 

when you can cry and when you can’to"

A visit to the relative’s bedside precipitated different reac

tions on the continuum of being upset to being totally at easy» Accord- 

to Sally:

After you go in, if the person looks good, his reactions and 
everything is good, then you’re calmer6 Or yoy may be nervous 
and go in and see them and it may be worse than what you thought 
and you could come out more tensee

The intensity of her reactions was influenced by her perceptions of the

patient’s appearancee

Dread and Helplessness

Jane admitted that she dreaded going in to visit her husband

for the first time0 She was prepared for his appearance as fully as

possible prior to surgery• Yet she was afraid of what he would look

like and of how he would respond to her presence0 Liz stated that

prior to her first visit she was curiousd

I was curious to what he would look like. In my mind he was 
plugged up like this Frankenstein movie. I tried to picture 
that and to me I kept thinking about all of those tubes. Was 
he plugged up like that? After I went in there, it wasn’t 
anything like that.

Jane also expressed feelings of helplessness related to her visits.

She recalls that she desperately wanted to do something to help him

but she was unable to do anything for him.

Tiredness

A feeling of tiredness or relief and relaxation followed the 

initial tense period. Sally stated:
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After you’ve been there for several days, and they have 
made it through several days, your tension isn’t as higfu 
You feel more confident. You feel calmer, accepted what
ever there is.

Sally believed that there was very little that anyone could do during

this time to ease the initial tensions.

You just have to let the tensions work themselves out. The 
nurses’s concentration is and has to be on the patient . . .
When the doctor tells you everything is fine, you aren’t 
really going to believe them until you see it with your own 
eyes anyway. You think, are they really telling us the truth 
or are they just trying to relax us?

She did get some reassurance from the nurses. She recalled:

If they saw me on the elevator they always spoke to me.
They know me and associate me and it makes me feel like 
they know what’s going on in their hospital and they know 
their patients inside and out. They’re keeping abreast of 
everything.

Sally believed however, that relaxation and being totally at ease came 

only with time.

Jane talked about the tiredness that followed her husband’s 

surgery. She said, l!I stay keyed-up until I’m satisfied in my own 

mind that everything’s going to be alright. The tiredness sets in 

once you get over the fear. Your body begins to relax." She also

indicated that it was a matter of time and that this was really some

thing that each person had to deal with himself. She related however 

the importance of minimizing the pressure of these stressful times.

One time when J. [husband] had his third Ml there were So many
people around me asking me questions. What are you going to
do and where are you going to take him? I was on the verge of 
hysterics. People should know not to do that to someone who’s 
under pressure.
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She stressed the need to avoid pressuring family members with questions 

about plans during these critical times. They are unable to make thes 

decisions at such crisis points.

Loneliness

Loneliness occurred for some individuals despite the presence 

of other family members. Jane described this as being a sadness or a 

look in someone?s eyes. The informants agreed that the experience was 

eased by support groups and that everybody really needed somebody close 

to him during this period. However, coping with the experience was 

something that each family member had to do for himself.

Looking Forward To and Excitement

In contrast to feelings of being unhappy or being upset were 

the reactions of looking forward to and excitement. Looking forward 

to was a subcategory of hope but relates well to that of excitement. 

Families look forward to going home, to restoration of health, and 

to being able to do things that they had not been able to do prior to 

this hospitalization. The prospect of going home filled some family 

members with an excitement likened to f!a kidls at Christmas..M

Distrust and Anger

Family-member reactions in the cultural scene of the waiting 

room were not only influenced by their relatives* conditions. Reactions 

were also in response to interactions with other members of the cultural 

scene. Reactions to other members in the scene included those of anger 

and distrust. Some of the informants experienced feelings of anger and
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frustration with the noise level and with what they felt was inconsid

eration by some family members for others within the cultural scene.

Liz experienced periods of insecurity. She did not feel safe 

during the night time hours she spent in the waiting room. She felt a 

need to be cautious and missed the security of home. She was distrust

ful of the environment and of the nursing care. She questioned whether 

the nurses were doing all that they were supposed to be doing. Jane and 

Sally indicated a distrust of what they were being told by their physi

cians . Were their physicians actually answering their questions com

pletely and truthfully or were they withholding some information?

Family members within the cultural scene of the critical-care 

waiting room reacted to the environment, to their relatives7 conditions9 

and to others in the waiting-room scene. Subcategories of the domain 

of kinds of family-member reactions to the waiting-room experience 

included fear9 hope, realism, denial, happiness, being upset, tiredness, 

totally at ease, loneliness, helplessness, anger, distrust, dread, 

guilt, commitment, and excitement. These reactions were taken from the 

informants7 language samples and in themselves express the reactions 

common to the cultural scene of the critical-care waiting room.

Cultural Themes

A search for cultural themes began with total immersion into 

the data, both field notes and interview transcriptions. This involved 

repeated review of interview data in an effort to discover similarities 

and contrasts between identified domains and to search for cultural 

themes. One effective technique was to list all of the domains and



.•member, terms developed from the ' informants ? categorizations, This 

-allowed the..researcher to- identify • the relationships between domains 

• and to discoyer ■ the1 •unifying .strainsCultural themes discovered by 

. • this technique .resulted from the subjective interpretations of the 

researcher.

■ ! A method of illustrating the cultural themes is shown in.

‘ Table 1. Cultural themes are indicated by the.numbers.1 through 5 

. which have the five vertical columns, (see footnote, Table 1.) . The 

. identified cultural domains and the member terms form the horizontal 

axis. The presence of x f.s in the vertical columns demonstrate asso- 

. ciations between- the individual cultural themes.and the domains and 

member terms as interpreted.by the researcher. The predominance of x Ts 

under each culturally relevant theme should, theoretically indicate the: 

■" importance of each theme to the. cultural scene. In reality,.however, 

the number of x 7s falling under more than one cultural theme depicts 

/ the complexity of the cultural scene and demonstrates the fusing 

characteristics of many of the culturally defined.terms making it 

difficult to implicate the most;important or most relevant theme.

: The need to be in control and to be strong, the need to help 

. rather than to.be helped, the threefold theme of accepting reality, 

tempering hope with reality, and the inevitable loneliness of accep

tance, the effect of what one sees on how one reacts— seeing is 

bell eying., and the effect of learning on. one Vs reactions to consecutive 

experiences were the cultural themes discovered by the- aforementioned 

technique, .



Table 1. Overview of Cultural Themes of the Critical-care Waiting Room

Cultural Themes a

Domains and Member Terms 1 2 3 4 5

Things People Do
Occupy time— keep mind off patient X

Tune things out X

Remain central to self
Do completely nothing
Escape from reality X X X

Sleep X

Face reality X X X

Calm others X X X X

Comfort others X X X X

Keep spirits up X X

Protect others X X X X

Help others to face reality X X X X X

Answer phone X

Try to get.along X X

Pray X

Be tacky
Squabble
Complain

Kind of Reactions
Fear X X X X

Hope X X X X X

Realism X X X X

Denial X X X X

Happiness X

Upset X X X

Tiredness X X

Totally at ease X X X

Loneliness X X X
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Table 1. Overview of Cultural Themes— Continued

Domains and Member Terms 1 2

Cultural

3

Themes a 

4 5

Kind of Reactions

Helplessness X X

Anger X

Distrust X X

Dread X X

Guilt X

Commitment X X X X

Kinds of Situations
Time of admission X X X X

First hospitalization X X X X

After many hospitalizations X X X X

Time of diagnosis X X X

First told can take patient home X X X

Several days after admission X X X X

Wait during open heart surgery X X X

Prior to visit X X

Follwing visit X X

Kind of Roles
Protector X X X

Calmer X X X

Comforter X X X

Realist X X X

Monitor X X

Jokester X X

Spiritual support X X X
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Table 1. Overview of Cultural Themes-— Continued

Domains and Member Terms 1 2

Cultural

3

Themes a 

4 5

Kinds of Patients
Look ill X X X X

Look less ill x X X X X

Kinds of People
Outpatients
Critical care patients
Floor patients
Individuals X

Family groups X

Spanish-speaking X X

English-speaking X X X X

Christians X X X X X

Non-Christians X X X X X

Physicians
Nurses
Cleaning girl
Volunteers

a. 1. Being in control and being strong
2. Need to help rather than to be helped
3e Being realistic: (1) acceptance, (2) temperance, (3) loneliness
4. Seeing is believing
5. Effect of learning (intensity of first-time experiences)
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A major theme of this cultural scene was that of the need to be 

in control and the need to be strong (Theme 1, Table 1)* All of the 

informants expressed the need to put on a face or to be visibly in con

trol while in the cultural scenee By being visibly in control they were 

able to be strong for others who they felt did not have their inner 

strengtho The informants needed this expression of strength in order 

to assume the role of one who calms, comforts, and helps. Outside of 

the cultural scene whether outside of the hospital or simply removed 

from the presence of significant others, the front was let down, the 

face was lifted, and the strong individuals afforded themselves the 

chance to be weak and to cry. The researcher proposed that the theme 

of being in control is the most important cultural theme as the need to 

help is dependent on onevs first being in control.

The need to help (Theme 2, Table 1) rather than to be helped 

was a predominant cultural theme, All of the informants talked about 

the need to protect others, to be in control so as to calm others, face 

reality although they themselves may not have totally accepted it, to 

spiritually support others through witnessing and prayer, to help 

others keep their spirits up,.to monitor the behaviors of those waiting 

in the waiting room, to ignore bothersome things, and to try to get 

along with other family members in the waiting room. When the infor

mants were asked whether others did these same kinds of things for them, 

they almost consistently said, "No, because I didn’t need it. If I 

would have shown a need they would have done something for me," Another 

response was "she felt a need to pamper me so I let her because I knew 

that she needed to do it," Only once did one of the informants state



that she felt insecure and this need was met by a friend. This implies 

that the need to be the doer Or the giver was more important to the 

family members than was the need to receive. Perhaps this was a need to 

balance their expressed feelings of helplessness related to their criti

cally ill relatives.

The themes revolving around realism (Theme 3, Table 1) were 

vital to the cultural scene of the waiting room. All three of the 

informants emphasized the need to face reality during the time spent in 

the waiting room. Facing reality meant accepting the facts as they were 

presented. These facts were the facts associated with their relative’s 

prognosis and related to the possibility of death. They felt strongly 

that one must face the facts. Too frequently family members chose 

denial or escape. They "pushed back reality." Accepting the facts did 

not mean that one had to give up hope or faith. The dilemma expressed 

was that of the need to temper hope with reality. What is too much 

hope? There has to be a balance between hope and realism. Inevitably, 

despite one’s support systems, each individual had to face reality by 

himself. There is little outside intervention that can ease this 

acceptance. Each person must "come to grips with it" h mself. This is 

a lonely, gradual process occurring with the passage of time.

The cultural theme of how what one sees effects how one reacts 

can be labeled as "seeing is believing" (Theme 4, Table 1). This was 

evidenced in the informants- definitions of the critically ill patient. 

The concept of criticalness is highly influenced by the appearance -.of 

the patient. This pertains particularly to one’s impressions during 

successive visiting periods. Despite what one is told about his family
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member’s condition, if the patient’s appearance suggests total depen

dence, the visiting family members tend to believe his condition to be 

more unstable because "seeing is believing»11 In contrast, if the criti

cally ill patient is able to get up and to do some things for himself, 

the family thinks of him as being less critical despite the fact that he 

may be more unstable than the patient with many tubes and who is con

fined to bedresto The family member’s reactions to the situation are 

based on these perceptions whether accurate or inaccurate0

A final cultural theme identified by the researcher was the 

effect of learning on one’s reactions to consecutive experiences 

(Theme 5, Table 1)e this reflects the idea that not knowing what to 

expect intensifies one’s reactions to a situation* First time experi

ences such as first hospitalizations, initial admitting periods, the 

time of first receiving a diagnosis, the time when first told that the 

terminally ill patient could go home, and prior to visiting their rela

tive for the first time were all critical points for the family members 

and elicited the most intense reactions. Reactions at these times 

included such things as desperate fear, being upset, grasping for v. 

straws, denial, and extreme tension. With time and with experience in 

the cultural scene, family-member’s reactions lost much of their inten

sity. After many hospitalizations or after several days in the waiting 

area, reactions were such reactions as nondesperate fear, being totally 

at ease, acceptance of reality, and a physical and mental tiredness to 

name just a few.
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These were the cultural themes subjectively developed by the 

researcher through immersion into the data, listing of all domains and 

cover terms 3 and identification of unifying strains„



CHAPTER V

CONCLUSIONS AND RECOMMENDATIONS .

This chapter presents the conclusions9 implications for nursing, 

and recommendations for further study.

Conclusions

Cultural themes identified in the research study were the need to 

be in control and to be strong, the need to help rather than to be helped, 

the threefold theme of accepting reality, tempering hope with reality, 

and the inevitable loneliness of acceptance, the effect of what one sees 

on how one reacts— seeing is believing, and the effect of learning on 

one’s reactions to consecutive experiences0 The cultural themes placed 

within the conceptual framework of the study form the thesis as depicted 

by the model in Figure 17.

The model depicts the passage of the critically ill patient’s 

family members from a pre-crisis state into a hospital-generated crisis 

state and then out of this crisis state into a post-crisis period. 

Behaviors associated with the hospital-generated crisis occur within the 

cultural scene of the critical-care waiting room.

Unifying strains of the family member’s cognitive map within 

this cultural scene are represented by the cultural theme spokes.

These cultural themes include being in control and being strong, the
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need to help rather than to be helped, the threefold theme of being 

realistic, the effect of what one sees on how one reacts— seeing is 

believing, and the effect of learning on onevs reactions to consecutive 

experiences. These cognitive strains provide the structure for the cog

nitive map which informs the adapting and coping behaviors within the 

cultural scene of the critieal-care waiting room. Family members’ pat

terns of adapting and coping behaviors are in response to the new environ

ment of the critical-care waiting room, to their perceptions of their 

critically ill relative’s condition, and to other members’ actions and 

reactions within the scene.

Passage of the critically ill patient’s family members through 

the cultural scene of the waiting room and through this crisis state 

is a cultural experience which can result in a strengthening of old 

coping behaviors and the development of new coping behaviors. This 

results in growth for the individual and for the family. The ease and 

success of passage is affected by each family member’s inner strength 

which may or may not be spiritually derived. Coping abilities are also 

strengthened by interactions with family and nonfamily members within 

the cultural scene of the waiting room as well as by specific nursing 

interventions.

The thesis of this study states: Adaptation to the cultural

scene of the waiting room is an individualized process based on one’s 

interactions to the new environment. Despite the fact that adaptation 

is an individual process, one’s coping abilities may be significantly 

strengthened by other people who interact with the individual during this
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cultural experience as well as by one's spiritually derived inner 

strength if this has been an important factor in one's pre-crisis life 

style.

The concept of culture forms the basis for this study and for 

the thesis. "Culture is the acquired knowledge that people use to 

interpret experience and to generate social behavior" (Spradley and 

McCurdy, 1975:5). Its primary function is that of adaptation, referring 

to "the process of coping with a specific physical, biological, and 

social environment to meet the fundamental requirements for survival 

(Spradley and McCurdy, 1975:33). All people live and interact in a cul

turally defined environment which informs their behavior.

Individuals within a culture may share different experiences 

with several different people or groups at the same time. In other 

words, within the general culture* an individual may be a participant in 

several cultural scenes. The idea of cultural scene refers to the infor

mation shared by two or more people that defines some aspect of their 

experience. The cultural scene addressed by the research study was that 

of the critical-care waiting room.

In the waiting room, individuals share an experience resulting 

from the hospitalization of one of their critically ill family members. 

They are adapting to the specific physical, biological, and social 

environment of the hospital, and in particular to that specific environ

ment of the critical-care waiting room.

Individuals in the cultural scene are coping with crises gener

ated by their family-member's hospitalization. Such crises are termed
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^hospital-generated crises.u Hospitalization in itself is a situational 

crisis in that it is unanticipated and comes without advanced prepara

tion. It severs attachments and supports and changes or creates roles. 

This stress is compounded for the patient arid the family associated with 

a critical-care unit. Reactions are intensified as both the patient and . 

the family are in an environment which constantly reminds them of pos

sible death and loss.

Coping with these crises takes place primarily in the critical- 

care waiting room. Here people react to their specific situations.

They react to the new environment, to news of their critically ill rela

tives, and to other people in the scene. The.intensity of these reac

tions is dependent upon the individual's past experiences and upon his 

perceptions of the present.

After several hospitalizations or several days after admittance, 

the intensity of one's reactions to the waiting-room experience dimin

ishes. This is due in part to the fact that individuals have learned 

what to expect. The intensity of reactions such as fear is a result of 

"not knowing what to expect" or "not knowing what's going to happen."

Over time and with experience, one adapts to this changing environment.

If families and patients found support in their spirituality prior to 

hospitalization, they were likely to recieve support from this same 

spirituality during the crisis time. This was a learned function of 

their reactions and strengthened their coping abilities.

Another important determinant of an individual's reactions is 

his perception of what he sees "seeing is believing." A family member
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will react to what he sees or to his visualizations of his family- 

memberT s appearance despite the fact that his relative's appearance does 

not reflect his actual condition.

To the members of the waiting-room scene, effective coping 

implied being able to "face the fact." The cultural theme of being 

realistic was predominant throughout the data. All of the informants 

expressed this need. Coping with the waiting experience was equivalent 

to the acceptance of reality which might mean accepting the fact that a 

loved one could die. Because this idea was so important to individuals, 

helping others to face reality became an important activity of this cul

tural scene. The dilemma between hope and reality evolved. "What is 

being realistic as compared to having, too much hope?" There appeared to 

be a need for temperance.

Accepting reality did not happen immediately* As with other 

adaptational processes, it occurred over time* This happened over 

several days for some individuals or over several years and many hospi

talizations for others* Final adaptation to the impact of this experi

ence on one's life was something that only the individual could do for 

himself* In this respect, adaptation to the waiting experience was an 

individualized process and was sometimes a lonely experience*

Coping with the waiting situation or hospital-generated crisis 

need not be devastating to the individual or to the family. Out of the 

crisis may arise new methods of problem solving which enable one to 

better handle future crises such as future hospitalizations. This 

concept was supported by informants who stated that consecutive
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hospitalizations produced less intense reactions than first-time 

experiences. Hospital-generated crisis can therefore be a means of per

sonal and familial growth.

During a crisis situation such as a hospitalization, individuals 

utilize people nearest to them for support. This idea was reflected by 

the pattern in the interactions which took place in the waiting-room 

scene. Inherent to the concept of culture is the concept of role rela

tionships. Members of the waiting-room scene assumed social roles and 

behaviors specific to waiting for citically ill relatives and specific 

to adaptational processes.

The specific roles assumed by members of the waiting room pre

sented a paradox. At a time in their lives when their own inner strength 

was being challenged, family members assumed roles of strength. Effec

tive coping in the language of the informants, meant accepting reality.

The informants themselves admitted that this occurred over time and 

involved very intense reactions. Yet, members of the scene expressed the 

need to be visibly in control, to be strong, to hide their emotions, and 

to put on a face in front of patients, family, and staff so as to help 

others cope with the situation. They felt, a need to be 'strong for others 

who may not have the same inner strength. Their expressed need to be 

helpful was much greater than their expressed need to be helped. Most 

of the roles assumed related to this need. One prominent role discovered 

was that of calming others down. This implied strength and control. Con

trol was necessary in order to "convince others of what you perhaps didn't 

believe yourself." Reassurance was a necessary element of calming.



Another major role requiring control and strength was that of 

comforting others or letting others know that you care, Leininger 

describes caring behaviors as common to individuals, families, and cul

tures throughout the world. Comforting or caring behaviors were exhib

ited as reciprocal support measures in the cultural scene of the waiting 

room. Other roles which implied strength and control were the roles of 

waiting-room monitor, protector, spiritual supporter, jokester, and 

realist.

The data suggest that assumption of helping roles was self- 

fulfilling and served as a primary means of coping with one's own experi

ences. ‘ By assuming the helping roles, family members were able to dis

cipline their own reactions. They forced themselves to be strong and to 

remain in control for their relatives and for their friends. By con

vincing themselves that others were in need of their strength and support, 

family members were able to control their own emotions and reactions.

• Being in control and being strong fulfilled the duo purpose of 

strengthening one's own and other's coping mechanisms. This means of 

group support may help the individual in the cultural scene to move from 

the waiting-room scene into future crisis-related scenes with improved 

coping abilities. Group support derived from these interactions helped 

to make this cultural experience a positive one.

The previous discussion supports the culturally relevant thesis 

of the research study which states: Adaptation to the cultural scene of

the waiting room is an individualized process based on one's interactions 

with the new environment. Despite the fact that adaptation to this
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cultural scene is an individualized process 9 onefs coping abilities may 

be significantly strengthened by other people who interact with the 

individual during the cultural experience as well as by onev s spiritually 

derived inner strength if this has been an important factor in one’s 

pre-crisis life style.

Implication for Nursing 

Total family care is the goal of professional nursing. This can 

be accomplished by incorporating both patient and family needs into a 

plan of care. The professional nurse is indeed ethically responsible for 

care of the patient’s family and as such must first be aware of family 

needs and must then be able to incorporate them into a plan of care, 

Nursing in action does things to, for, and with other people, 

each of whom enters the health-care system with culturally defined pat

terns of behavior. As such, nursing’s interest lies with the total 

human being, whether ill or well. The nurse endeavors to incorporate the 

cultural as well as the biological, psychological, and sociological 

aspects of an individual and family into a plan for total family care.

Fundamentally, nursing is concerned with human behavior,- whether 
that behavior is associated with the patient, the nurse, other 
health professionals, or anyone else the nurse may contact in 
the performance of nursing. Whatever affects human behavior 
eventually affects nursing (Brink., 1976; 2) ,

Nurse-patient and nurse-family interactions occur within the culturally

defined context of the health-care system. In the culturally defined

scene of the waiting room, one sees such culturally defined patterns of

behavior exhibited in the interactions between family members, between
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behavior exhibited in the interactions between family members3 between 

other members of the same scene, and between family members and nursing 

personnel,

A family enters the scene as individuals and as a unit under 

stress. The cultural scene of the waiting room becomes a place where 

individuals experiencing hospital-generated crises come together. These 

individuals become a reference group which; provides individuals with a 

source of rules which guides their waiting behaviors. Members of this 

scene adapt to the new environment and cope with the impact that this 

waiting experience may have on their lives. Family members need not be 

devastated by the experience. They may adapt well and leave the cultural 

scene with improved coping mechanisms and better problem-solving methods 

for the future. Nursing’s contribution can and must be directed at 

making this cultural experience a positive one for the family as well as 

for the patient.

Results of the study indicated that family members within the 

critical-care waiting room are very independent. They did not expect 

the nursing staff to intervene on their behalf. Family members believed 

that the nurse’s attention is and must be with the patient. They did, 

however, express a specific need which was imperative to their coping 

mechanisms. That need was identified as one of the major cultural themes 

of this study: the need to be in control and to be strong. This was the

basis for most of their interactions which were primarily directed 

towards helping others.
General systems theory with its principles of energy, entropy, 

organization, and disorganization supplies structure to many of the basic



91

sciences. General systems have certain characteristics that are true * 

whenever one defines a system no matter what the discipline. Putt (1978), 

Abbey (1970), and others have applied these principles to nursing. The 

family, or individual in the critical-care waiting room represents a 

system moved into a state of disequilibrium by a hospital-generated 

crisis. According to the principles of genreal systems theory, in a 

well state the family or individual is a dynamic system maintaining a 

balance between the opposing forces within its system and between other 

systems in the environment. With illness, one or more of the patient Vs 

or familyTs biopsychosocial or cultural systems are out of balance in 

respect to opposing forces. In this research study, hospitalization is 

the negative force causing disequilibrium of the system.

The nurse must be concerned with the assessment of opposing 

forces defined as entropic or negative forces and evolutionary or posi

tive forces. Decisions for nursing actions are based upon the degree of 

presence of the opposing forces and the rate and intensity of change that 

is taking place. Nursing actions can be directed only toward expanding 

or contracting the forces or towards stabilization of the system.

Decisions must be individualized to different families or members. This 

places a responsibility on the nurse who must take time to know the 

family.and to learn about their strengths and weaknesses. Only then can 

the nurse make appropriate decisions which could affect the outcome of 

this cultural experience.

Nursing can intervene in the cultural scene of the waiting room. 

These interventions should be directed toward expanding those positive
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forces already in existence. The positive forces include the cultural 
theme of being in control and of being strong. The nurse can help mem

bers to retain their control and their strength and thereby supplement 

the positive forces. This implies that nursing be made aware of and 

respect this need to maintain control. Family members need to be 

strong. They do not want to cry. They do not want to show weakness in 

front of patients, family, of staff. To encourage individuals to main

tain a front is in contrast to the idea that nurses should encourage 

ventilation of feelings and emotions. The evidence of this study suggests 

that control and strength is central to the family memberTs coping 

abilities.

One way of helping the individual to maintain control would be 

to minimize the negative aspects of the patient's appearance as possible 

since "seeing is believing." Prior to each visitation period this would 

be the responsibility of the nurse caring for the critically ill family 

member and would include such things as covering unsightly wounds or 

drainages, covering the patient with a clean gown or cover sheet, remov

ing tubes if possible, removing soiled linen or used instruments from 

the room, and maintaining the cleanliness of the patient's face and 

hands since these are most frequently observed or contacted by family 

members.

Another focus for intervention relates to the nurse's knowledge 

of critical points in the waiting experience. These are usually first 

time experiences— -the initial admitting period, the first visit to the 

patient, the first reception of bad news, a first hospitalization, or
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first knowledge that a terminally ill patient will be going home. These 

critical points are all related to the fact that family members do not 

know what to expect. This is similar to the critical time of the intra- 

operative period when family members fear unpredictable outcomes. All 

of these periods would be times requiring more intense interventions.

Directing family members to other support systems such as the 

clergy can supplement evolutionary forces for many members of the 

waiting-room scene. Selective facilitation of interactions between dif

ferent family groups or members who are experiencing similar circum

stances can foster supportive-role relationships which help members of 

the scene adapt to the stresses of the cultural experience.

The role of nursing in the cultural scene of the waiting room 

appears to be that of a facilitator. Nurses because of their patient- 

and family-oriented role within the health-care system and because of 

this role related physical proximity, can facilitate or expand the posi

tive forces within the scene and contract the presenting negative forces 

such as loss of control. This places a major responsibility on nurses 

requiring their involvement with families as well as with their critically 

ill relatives. In order to assess the status of the family or member 

system, nurses must first recognize families and family members as indi

viduals interacting within the culturally defined context of the critical- 

care waiting room. Nursing can then intervene to help make this cultural 

expereince a positive experience for both patients and their families.
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Recommendations for Further Study 

Based upon the findings and conclusions of this study, additional 

research of the following types seems warranted:

1. A replication of the study with the informantsv relatives experi

encing their first hospitalizations and a comparison of the find

ings with the findings of this study.

2. A replication of the study with the informants being the family 

unit consisting of the patient, the spouse, and a significant 

other.

3. The development of a design for testing of the hypothesis:

Family members whose relative's appearance has been controlled

for negative aspects prior to visitation periods will demonstrate 

better coping abilities than those family members whose relative's 

appearance has not been controlled.

4. The development of a design for the testing of the hypothesis:

Family members who interact with others in the waiting room scene

experiencing a similar experience will demonstrate better coping 

abilities than those members of the waiting room who do not inter

act with others within the cultural scene.
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APPENDIX B

SUBJECT’S CONSENT FORM

I am requesting your voluntary permission to participate in a study 
entitled9 "An Ethnography of Family Interactions in Critical Care 
Waiting Rooms." Simplified) this states that I am exploring the kinds 
of things that you do for each other while waiting to visit your 
relatives in the critical care areas.

The purpose of this study is to identify the needs of families who are 
in the hospital waiting rooms waiting for their critically ill 
relatives. Your participation will be most valuable as you are the . 
expert in this area. Only family members themselves can accurately 
identify what their needs are during this period of time. This may 
not be beneficial to you at the present) but with the identification 
of these needs, I hope to be able to implement nursing care directed 
at meeting the needs of future families like your own undergoing 
similar stresses of similar hospitalizations. You will be asked to 
participate in several interviews during the next four weeks. The 
interviews will last for about one hour and will be conducted either 
here in the hospital or at the College of Nursing. Interview times 
will not take precedence over your need to be with your relative. 
Members of the nursing staff will always be able to contact you during 
the interviews should the need arise. I will ask to tape record the 
interviews.

To protect you and the confidentiality of the information gathered, 
all forms will be coded to maintain anonymity. After the data has 
been analyzed, the results may be submitted for publication and will 
be retained for use in future studies. Again, your anonymity will be 
protected.

There are minimal medical, social, or psychological risks involved in 
this study. There is no cost to you for participation in this study. 
You are free to ask and to receive answers to relevant questions at 
any time. You are also free to refuse to answer any questions at any 
time without stating a reason for doing so. You may withdraw from 
this study at any time without affecting your relative’s medical and/or 
nursing care. A copy of this consent form will be available to you 
upon request.

I have read and understand the above consent form. I agree to 
participate in this study, realizing that my participation is voluntary 
and that I may withdraw at any time without affecting my family’s 
relationship with this institution or with any person. I also realize
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that there is no monetary benefit due me for my participation. However, 
I realize that the findings of this study may benefit future families 
like my own undergoing similar hospitalizations.

I understand that in the event of physical injury resulting from the 
research procedures that financial compensation for wages and time 
lost and the cost of medical care and hospitalization is not available 
and must be borne by the subject. I understand that the investigator 
will provide more information upon my request.

I understand that this consent form will be filed in an area designated 
by the Human Subjects Committee with access restricted to the investi
gator or authorized representatives of the particular department.

Subj ect? s Signature____________;_____ '_____Date
(Family Member).

Witness? Signature Date



APPENDIX C

INITIAL OBSERVATION AND INTERVIEW SCHEDULES

An Ethnography of Family Member Interactions 
in Critical Care Waiting Rooms

Observation Schedule

Observations will be only a preliminary measure during which 
time the principal investigator will familiarize herself with the adult 
critical care waiting rooms. These observations will focus on the 
general activities of the area especially related to population at 
different times of the day so as to assist in her initial selection 
of subj ects.

Interview Schedule

Beginning questions for development of ethnographic questions:

1. Tell me about the kinds of things that occur in this waiting 
room area.

2. What kinds of things have you done for yourself while you 
were waiting to visit your relative?

3. What kinds of things have other people in this waiting room
done for you while you were waiting to visit your relative?

4. What kinds of things have you done for other people in this
waiting room while you were waiting to visit your relative?
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