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ABSTRACT 

Phenomenological methodology was used to study the 

lived experiences of three mothers caring for their children 

who had survived near drowning, with severe neurological 

deficits. The study used Watson's Conceptual Model as well 

as Attachment Theory as a basis for exploration of the topic 

and to organize a Review of the Literature focused on the 

caring of a child with a disability or a chronic illness. 

The four theme categories emerging from the data included: 

1) A Different Life, tn which the abrupt changes to the 

families' lives _was described, 2) The Paradox in Living, in 

which the mothers looked for normalcy in their lives while 

recognizing that things would never be the same, 3) The 

Obligation of Caring, in which the time consumption and 

difficulty of care was described, and 4) Connecting with the 

Child, discussing the children's efforts to communicate as 

well as the mothers' recognition of the same. The 

Implications for Nursing speaks to the fine line that the 

nurses involved must tread between maintaining 

professionalism while being respectful of the sanctity of 

the families' homes when providing nursing care to children 

who have survived near drowning with severe neurological 

deficits. 



CHAPTER I 

INTRODUCTION 
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The purpose of this study was to describe the lived 

experience of mothers who are caring for their children 

subsequent to a near drowning event. Exploring mothers' 

experiences of caring for children with significant 

neurological defects after having survived a near drowning 

episode may suggest interventions for nurses and other 

healthcare professionals caring for the families. This 

study was particularly appropriate because of the high risk 

for near drowning among children in the Southwest. 

This chapter includes background on the phenomenon of 

near drowning, and the long-term effects of this occurrence 

on the children and their families. The relationship 

between maternal-child attachment and the care of a disabled 

child was explored. The final section contains a discussion 

of the health care system relevant to home health care for 

families of children surviving a near drowning. 

Drowning is defined as death as a result of being 

submersed in water, whereas near drowning connotes survival 

for a period of time following the submersion, irrespective 



of the outcome (Fiser, 1993). For the purposes of this 

study, the target population was mothers of children with 

considerable neurological damage due to near drowning as 

toddlers or preschoolers, whose needs for care by family 

members had been significantly altered. 

Background and Significance of Near Drowning 

11 

The actual incidence of near drowning is not known. If 

there are no apparent sequella, as frequently occurs, the 

incident is unlikely .to be reported. However, the incidence 

of near drowning is estimated to range from two to twenty 

times greater than the number ·of actual drownings (Glanker, 

1993). Drowning is the third leading cause of death in 

children under five years of age in the United States 

(Kallas & O'Rourke, 1993; Lev~n, Morriss, Toro, Brink, & 

Turner, 1993; Olshaker, 1992), and the number one cause of 

injury death in children under the age of five in Arizona, 

California, and Florida (Kallas & O'Rourke, 1993; Levin et 

al., 1993; Nieves, Fuller, Buttacavoli, Clarke, & Schimpf, 

1996). Injury death is a death resulting from an accidental 

injury of any kind (Glanker, 1993). More than three hundred 

children die each year by drowning, and approximately two 

thousand more are treated in emergency rooms for near

drowning episodes (Nieves et al., 1996; Wintemute, 1992). 
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Near drowning is a major cause of morbidity among 

children. According to one study, twenty to forty percent 

of children who survive a near drowning assault never 

recover normal neurologic function (Habib, Tecklenburg, 

Webb, Anas, & Perkin, 1996). Another study shows morbidity 

from near drownings occurring in twelve to twenty-seven 

percent of survivors (Kyriacou, Arcinue, Peek, & Kraus, 

1994) . 

The risk for near drowning varies with the seasons, 

with the numbers being highest during the summer (Glankler, 

1993). There is a special risk in the six-month period 

immediately fellowing the acquisition of a swimming pool 

(Wintemute, 1992). Males outnumber female victims, at a 

ratio of four to one for fatal and nine to one for nonfatal 

incidents (Ellis & Trent, 1997; Fiser, 1993; Levin et al., 

1993; Nieves et al., 1996). 

Over a two-year period, the Arizona Fire Department of 

Maricopa County in Arizona collected data on drownings and 

near drownings of children under the age of four (Nieves et 

al., 1996). They found that eighty-five percent of the 

cases were attributed to a momentary lapse in supervision 

where small children drowned in backyard pools even with an 

adult being present. In warm months, a lapse of supervision 
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was the main cause (54%), followed by the lack of a pool 

barrier (27%). In colder months, absence of a pool barrier 

was the leading attributable cause (58%), followed by a 

failure of the pool gate or door to close properly (20%), 

and supervision problems (9%). 

The majority of incidents occur when children are being 

supervised by one or both parents (69%); the majority of 

children were only playing (70% were wearing street clothes) 

(Nieves et al., 1996). "Typically there is a lapse in 

supervision lasting only a few minutes" (Wintemute, 1990, 

p. 665). 

Treatment of a child who has been the victim of a near 

drowning requires varied medical community involvement. 

Children have less morbidity if someone present at the 

incident is knowledgeable about cardiopulmonary 

resuscitation (CPR) (Coffman, 1992) . The sooner CPR is 

instituted in the incident of a near drowning, the better 

the chances that the survivor will have little or no 

neurological damage (O'Flaherty & Pirie, 1997; Wintemute, 

1992). In Tucson, Arizona, anyone who purchases a pool is 

offered free CPR training (R. Ogden, personal communication, 

November, 1997). Professional rescuers are typically called 

to stabilize the child and transport him/her to the 



emergency department, and the child generally is initially 

admitted to a pediatric ICU, and later transferred to a 

general pediatric floor. 

14 

When the child is physically stable he is discharged to 

an interim care facility, or to the home if the family is 

ready for the responsibility. Once home, the family may use 

a home health care agency to assess and arrange for their 

needs for nursing and respite care. Social services is 

involved in arranging for payment of special services 

through governmental offices that handle developmental 

disabilities. Survivors of ·near drowning may see 

pediatricians, neurologists, orthopedic specialists, 

professional nurses, public health nurses, personal care 

aides, special education teachers, physical therapists, 

occupational therapists, ophthalmologists, speech 

therapists, respiratory therapists, dieticians, and social 

workers. In addition, the family often seeks counseling or 

support groups to assist in their .understanding of the 

phenomenon and their emotional responses. 

Families of survivors are likely to be called on to 

care for their chronically ill or disabled children into 

adulthood. The effects of long-term care is felt most 

heavily by mothers, who usually take most of the 



responsibility for care. Effects on siblings and fathers 

are also of concern. There may be financial problems with 

. long-term care such as insurance coverage or developmental 

disability limitations. 
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Arizona has one of the highest rates of near drownings 

in the country, and that fact warrants a look at the effects 

of near drowning on the child and the entire family. This 

study examined the mother's experience of caring for a child 

who has survived a near drowning episode. 

Attachment 

The relationship between maternal-child attachment and 

the care of a child who has survived a near drowning episode 

has implications for the quality and amount of care extended 

to the child. Maternal-child attachment has an important 

function for the survival and well being of the child. In 

circumstances where normal behaviors are compromised, as in 

the case of the survivor of a near drowning with 

neurological damage, attachment behaviors may be difficult 

to recognize. Attachment behavior is defined by Bowlby 

(1982) as "any of various forms of behavior that a child 

cormnonly engages in to attain and/or maintain proximity" 

(p. 371). Encouraging a damaged child in a genuine manner 

necessitates that patterns of behavior be congruent with 
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those seen in basic attachment behaviors. A child can 

display attachment responses by attending to the presence of 

the caregivers, cooing, relaxing, displaying skin changes, 

or many other behaviors which may be particular to the 

child, and must be watched for and learned by his/her 

caregivers (Bowlby, 1982). The development and implication 

of guidelines to assist in guiding families with children 

who have survived a near drowning necessitates a more 

complete understanding of the experience of caring for such 

children. 

Role of Home Health Care Nurses with Families 

The specific purpose of this study was to describe the 

lived experience of mothers who are caring for children with 

neurological deficits due to a near drowning event. The 

long-term goal of this study was to increase the 

effectiveness of nurses in providing home health care for 

families with children who survived a near drowning event. 

The recent trend has been toward shorter hospital stays and 

more home health care for all people. At the same time, 

there has been an increase in funding for treatment for 

children with developmental disabilities, especially with 

regard to home health care. Home health care nurses are in 

a position to provide important support for the families of 
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children who have survived near drowning. Home health care 

nurses become involved with the day-to-day problems of 

management of care, supplies, and appointments, as well as 

emotions and stresses. 

Statement of the Problem 

Nurses have little preparation for providing effective 

nursing care to families caring for children subsequent to 

near drowning. Increasing numbers of families are giving 

care to children who have survived near drowning, and these 

families are facing increasing levels of responsibility for 

their children's care. This responsibility is assumed 

sooner and lasts longer than in years past. There is no 

information in the literature about mothers' experiences in 

caring for children who have survived a near drowning. 

Statement of Purpose 

The goal of this study was to describe the lived 

experience of mothers caring for children who have had a 

near drowning event in order to better understand the unique 

needs of the families of near drowning survivors. 

Research Question 

The research question for this study was: What is the 

lived experience of mothers caring for children who have 

survived a near drowning? 
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Summary 

This chapter described the incidence, consequences, and 

significance of near drowning in Arizona and the United 

States. This study has the potential to expand nurses' 

knowledge of families' experiences of caring for children 

who have survived near drowning. The findings can enable 

nurses to more effectively help other families cope with 

their physical, psychological, emotional, and spiritual 

needs, and the needs of their children. 
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CHAPTER II 

REVIEW OF LITERATURE AND CONCEPTUAL ORIENTATION 

Introduction 

An overview of Jean Watson's conceptual model of 

nursing, a description of the physiology of near-drowning, 

and the guidelines for hospital and home care of a child who · 

has survived a near drowning are presented in this chapter. 

The chapter continues with a review of literature regarding: 

1) theory of attachment and bonding behavior, 2) caring for 

a child with a disability or a chronic illness, and 

3) nursing ·interventions used to affect the future of 

children surviving a near drowning. 

Overview of Jean Watson's Caring Model 

Caring is viewed by Jean Watson as "the moral ideal of 

nursing whereby the end is protection, enhancement, and 

preservation of human dignity" (Watson, 1988, p~29). 

Watson's theory of nursing includes ten carative factors. 

The first three factors are the philosophical foundation for 

Watson's theory of the science of caring: 

1. Humanistic-altruistic system of values: the 

satisfaction one feels from giving and extending oneself. 

2. Faith-hope: the humanistic and altruistic value 

system for the promotion of a more holistic nursing care, 



and the nurse's role in the development of a nurse-client 

relationship which promotes wellness. 
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3. Sensitivity to others: the sensitivity and feelings 

portrayed by nurses become more genuine, authentic, and 

sensitive through self-actualization. 

4. Helping-trusting, human care relationship: 

promoting the expression of both positive and negative 

feelings by the nurse and by the client; promotes empathy, 

warmth, and communication. 

5. Expressing positive and negative feelings: 

encourages ·the .expression of feelings as a risk taking 

experience by both the nurse and client, with an 

intellectual and emotional understanding that differs from 

situation to situation. 

6. Creative problem-solving caring process: the 

nursing process brings a scientific approach to nursing care 

that is systematic and organized. 

7. Transpersonal teaching-learning: separating caring 

from curing with a nurse facilitating a process designed to 

enable a client to take ultimate responsibility for their 

health care. 

8. Supportive, protective, and/or corrective mental, 

physical, societal, and spiritual environment: recognition 
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of the effects of internal and external environments on the 

health or illness of an individual. 

9. Human needs assistance: lower order needs must be 

satisfied before attempting to attain higher ones. 

10. Existential-phenomenological-spiritual forces: 

provides a thought provoking experience leading to a better 

understanding of ourselves and others. 

The importance of an event or actual caring occasion is 

evident when two persons share their unique history and 

phenomenal field in a human care transaction. This occasion 

of human caring is the focal point in present time and 

space, within which the experience takes place. The nurse 

or caregiver and the patient each have a unique causal past; 

this causal past is what each person brings to the present 

event. The events leading up to the involvement of nursing 

care could be one of the primary focal points of a person's 

causal past that the people who are connecting will use in 

developing their relationship. The future is also viewed as 

having potential for change for both caregiver and patient 

as the energy garnered from the experience changes these 

persons' external reality, which is their environment 

(Figure 1). 
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Figure 1. Dynamics of human caring process, including 

nurse-patient transpersonal dimension. 

(Watson, 1988) 

(Illustration by Mel Gabel, University of 

Colorado, Biomedical Communications Dept.) 
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Watson places her theory of nursing at the abstract end 

of a horizontal concept continuum ranging from the concrete, 

which is measurable and observable, to the abstract, which 

contains more theoretical ideals. She further places her 

concept of nursing on a vertical concept continuum where 

concepts are either more or less static or dynamic. This 

places her model of nursing as a human science, and caring 

as a moral ideal of nursing in the lower right quadrant of 

the continuum (Figure 2). 

Watson defines person as a living, growing gestalt 

comprised of mind, body, emotion, and soul. The concept of 

soul is very much derived from an Eastern philosophical 

world view in that a person's soul is capable of 

transcending space and time. Thus, respect for people's 

beliefs is of utmost importance in the care and treatment 

they receive, which must be given with respect, admiration, 

trust, and a sense of harmony (Watson, 1994). 

An actual event of human caring is a focal point in 

space and time from which the experience and the perception 

of it take place. This actual caring occasion is an event 

all its own which produces a field that is greater than the 

occasion itself. This is the existential belief that 



Connete- absolute. opera-
t ion,11. measurable. obsNvable 

Static-Universal laws. truths. 
complete essence 

X 

Abstract-appeals to mind. 
images. imagination. May be 
known by maturation; intersub
jective experience symbolic 

Nursing as human science and 
caring as the moral ideal of 
nursing 

Dynamic-changing in process; 
evolving in time and space 

Figure 2. Concept continua - concrete to abstract and 

static to dynamic. (Watson, 1988) 
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contributes to the enhancing of a deeper, more complex 

pattern of life (Watson, 1988). 
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Watson described health as unity and harmony within the 

mind, body, and soul. The presence or absence of a disease 

process is less of an issue than how a person views their 

soul or existential self. 

Watson's model may provide an appropriate framework for 

the study of the caring relationship between mothers and 

children, and particularly between mothers caring for 

children who have survived near drownings. Children who 

have suffered neurological damage from a near drowning 

experience often display altered or limited capabilities in 

many dimensions. The majority of children who are victims 

of near drowning are quite young; their mothers are usually 

their primary caregivers both before and after the near 

drowning event. The changes in these children subsequent to 

the near drowning can be conceptualized as the causal past 

for the children's present phenomena for the ongoing caring 

relationship with their mothers. 

The transpersonal caring relationship as described by 

Watson (1988) confirms a time of change in both the 

professional caregiver and the patient. It is an 

interesting but uncertain speculation that the caregiving by 
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a mother would have the same type of end result, because of 

the depth and nature of giving care to a child who has 

survived near drowning with neurological deficits. This 

assertion is made with the assumption that the level of 

competence achieved by the mother with regard to nursing 

care procedures is similar to that of the nurse. 

The phenomenal field is the description of the present 

caring process that occurs when a patient interacts with a 

caregiver, producing a transpersonal dimension of care which 

can be described as caring and spirituality. 

Causal Past: The Pathology of Near Drowning 

Watson sees the causal past as the experience that each 

participant brings to the present. Since the events that 

lead up to the necessity for care, professional and maternal 

are often the primary focal points of a person's causal 

past, relevant literature on near-drowning and its outcomes 

are presented. 

Pathophysiology of Near Drowning 

Drowning refers to a submersion injury that results in 

death within twenty-four hours of the event. Near drowning 

is a submersion event in which there is survival for at 

least twenty-four hours, irrespective of the final outcome 

(Kallas & O'Rourke, 1993). A submersion event usually 
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begins with a reaction of panic as the child's face 

unexpectedly goes under water. This reaction is associated 

with dysrhythmic breathing in which the child may or may not 

aspirate water. 

The pathology of near drowning involves the effects of 

water on the pulmonary system and anoxia on the central 

nervous system primarily in relation to abnormal gas 

exchange occurring because of the resulting cerebral hypoxia 

(Layon & Modell, 1992). In a fresh water drowning, the 

aspirated hypotonic fluid rapidly passes thro~gh the lungs, 

into the intra vascular compartment, ·causing massive 

pulmonary edema and a hypertonic serum (Olshaker, 1992). 

Hypoxemia after near drowning is probably the most important 

cause of multiple organ injury and may continue even after 

mechanical ventilation has been instituted and large amounts 

of oxygen have been inspired. Pathophysiologic mechanisms 

may include surfactant washout, ventilation-perfusion 

mismatching, and pulmonary edema. These manifestations may 

occur after even a small amount of water has been aspirated 

(Kallas & O'Rourke, 1993). Victims who initially survive a 

near drowning do not aspirate the volume of water required 

to cause hemodilution or electrolyte changes. The 

detrimental effects of near drowning are intrapulmonary 
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shunting, decreased compliance, and ventilation-perfusion 

mismatching, which are the causes of hypoxia leading to 

diffuse organ pathology (Olshaker, 1992). Often cerebral 

edema and increased intra cranial pressure follow (Layon & 

Modell, 1992). Hypothermia has been found to be detrimental 

in the efforts to resuscitate victims (Fiser, 1993; Kallas & 

O'Rourke, 1993; Olshaker, 1992). 

Pulmonary pathophysiology includes increased peripheral 

airway resistance, laryngospasm, and reflex pulmonary 

vasoconstriction which leads to pulmonary hypertension, 

decreased lung compliance, a fall in ventilation-perfusion 

ratios, a fluid shift across the alveolar membrane, an 

alteration in the properties of the surfactant, foam and 

froth production, and anatomic changes in the alveolar 

epithelial cells . Aspiration of fresh water can cause an 

increase in blood volume because the hypotonic solution is 

absorbed into the circulation when large amounts of fluid 

are aspirated (Levin et al., 1993). Aspiration of fresh 

water changes the surface tension properties of the 

pulmonary surfactant, which results in the alveoli being 

unable to expand properly and a ventilation/perfusion 

mismatch (Layon & Modell, 1992; Levin, et al., 1993). The 

loss of surfactant causes an influx of proteins and fluids 
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into the alveoli. Acidosis and hypoxia also cause the 

respiratory membrane to leak (Olshaker, 1992). Significant 

electrolyte abnormalities are uncorrnnon and of less concern 

than once thought, unless a victim has aspirated very large 

quantities of water or if drowned in hypertonic waters where 

concentrations of electrolytes are many times the normal 

(Layon & Modell, 1992). 

Neurologic pathophysiology is evidenced by the damage 

sustained in 12 to 27 percent of near drowning victims. 

This number has increased recently, possibly because of 

increased survival from improved paramedic and hospital 

resuscitation. Cardiac arrest or hypoxemia secondary to 

pulmonary injury leads to hypoxia of the tissues of the 

brain, cerebral anoxia, and tissue acidosis. The cellular 

damage then experienced by the neurons leads to cerebral 

edema, which causes increased intra cerebral pressure 

(Olshaker, 1992). Metabolic acidosis and hypoxemia rapidly 

alter the blood-brain barrier, causing cerebral edema. 

Edema causes hemispheric swelling and shifting of the brain 

across compartments (Levin et al., 1993). 

The cardiovascular system in most children is 

remarkably healthy and their hearts are able to be 

resuscitated even after prolonged periods of ischemia (Levin 
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et al., 1993). Cardiac arrhythmias are commonly seen 

secondary to hypoxia and hypothermia. Sinus bradycardia and 

atrial fibrillation are sometimes seen, and with very cold 

body temperatures asystole and ventricular fibrillation 

occur (Olshaker, 1992). 

Renal pathophysiology can be normal, but may exhibit 

albuminuria, hemoglobinuria, oliguria, and anuria. These 

dysfunctions are most probably due to ischemia rather than 

tubular damage from free hemoglobin (Levin et al., 1993). 

Factors associated with a poor prognosis include fixed 

and dilated pupils, coma, and the necessity for CPR in the 

emergency room (ER). Of those requiring CPR in the ER, 

approximately 35% to 60% die, and 60% to 100% have severe 

brain damage. Overall, 20% of hospitalized survivors of 

immersion injuries have severe and permanent neurological 

disabilities (Coffman, 1992). 

This pathophysiology of the victim of a near drowning 

provides the rationale for the current treatment and care of 

children who have survived a near drowning event. 

Present Phenomena: Home and Hospital Treatment 

of Children Surviving a Near Drowning 

After the initial immersion, children who are victims 

of near drowning initially come into contact with the health 
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care system in the field, then in the emergency department. 

They are stabilized in the pediatric intensive care unit or 

pediatric floor, and finally are discharged to a home health 

agency for long-term care. They will then receive 

continuous care at home either from nurses or their parents. 

Treatment for near-drowning consists first and foremost 

of the immediate initiation of cardiopulmonary resuscitation 

in the field, this being the single most important factor 

influencing survival (Fiser, 1993; Kallas & O'Rourke, 1993; 

Layon & Modell, 1992; Levin et al., 1993). Care should be 

taken to observe precautions for cervical spine injury and 

hypothermia. Oxygen must be administered at 100% even in 

spontaneously breathing patients. Apneic patients, or those 

with minimal respirations, require bagging with a mask or 

the placement of an endotracheal tube (Layon & Modell, 

1992). Vomiting and aspiration of gastric contents are 

common (Kallas & O'Rourke, 1993), and measures should be 

taken to prevent this from happening (Levin et al., 1993). 

Fluid therapy should be instituted using 0.9% saline 

solution to prevent an elevation of increased intra cranial 

pressure. Solutions using glucose are absolutely 

contraindicated because they significantly worsen neurologic 

outcomes (Layon & Modell, 1992). Controversy over the use 
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of the Heimlich maneuver has led to guidelines that advocate 

its use only in cases where there is a foreign object 

obstructing the airway. Many practitioners believe that use 

of the maneuver significantly delays effective CPR (Layon & 

Modell, 1992). An intravenous catheter may be inserted for 

the administration of fluids and medications such as sodium 

bicarbonate and epinephrine. Epinephrine may also be 

administered intratracheally (Levin et al., 1993). 

Emergency department treatment begins with an 

evaluation of the rescue efforts already in place. CPR is 

continued, the cervical spine is checked radiologically, the 

endotracheal tube is checked for proper positioning, and 

oxygen levels are checked. Blood gases and acid base status 

must be quickly evaluated. A pulse oximeter is useful for 

rapidly assessing arterial oxygen saturation. Alert 

patients usually do not require intubation unless their 

lungs are failing to respond to maximum levels of continuous 

positive airway pressure (CPAP) from a mask at approximately 

10-12 cm. of water. Mechanical ventilation may also be 

required to clear carbon dioxide. Comatose children require 

intubation. Their mental status must be evaluated 

individually (Layon & Modell, 1992). CPAP is titrated so as 

to use the lowest inspired fraction of oxygen necessary to 
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maintain adequate saturation (Layon & Modell, 1992). All 

patients must have their stomach contents removed to prevent 

aspiration and reduce the amount of fluid volume (Levin et 

al., 1993). Hypothermia must be treated by passive 

rewarming, such as being in a warm room, removing wet 

clothing, providing warm, dry blankets, and using hot packs. 

In cases where the water was icy, core rewarming may be more 

efficient, using such measures as warmed intravenous fluid 

(36 to 40 degrees C), heated humidified oxygen, and warmed 

gastric, bladder, or peritoneal lavage (Kallas & O'Rourke, 

1993). 

In the pediatric intensive care unit, management of the 

pulmonary system continues (Levin et al., 1993). Antibiotics 

are not routinely given (Levin et al., 1993) even though 

leukocytosis and fever are common after stabilization for 

the first two hospital days. By the third day, hypoxia, 

infiltrates, fever, and white cell count typically improve 

(Fiser, 1993). Steroids and barbiturates have been shown to 

be ineffective in the treatment of near-drowning, with poor 

outcomes associated with their use (Layon & Modell, 1992; 

Levin et al., 1993). 

Home care of the victim of a near drowning requires an 

assessment of the needs and abilities of the child and 
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family, as well as available community resources (Coffman, 

1992). The American Academy of Pediatrics Ad Hoc Task Force 

on Home Care of Chronically Ill Infants and Children (1984) 

outlined several factors which must be evaluated when 

planning for the home care of these children. These factors 

include environmental factors (space, water, electricity, 

and telephone), child factors (benefits, risks, care needs), 

family factors (involvement, training of family members), 

and community factors (medical, social, educational 

resources), as well as financial considerations. 

Children _who have survived a near drowning and who are 

severely compromised require round-the-clock care in the 

home setting. Home health care agencies are often recruited 

to schedule nurses. for respite care at night and for a few 

hours during the day. Families must learn how to manage, 

with help from social service agencies, as they negotiate 

aid for children with developmental disabilities. If these 

children require special education in the public schools, 

coordination of schedules and attention to details will be 

necessary. A great deal of coordination is required between 

families and staff to accommodate physical, occupational, 

and speech therapy in the home (Coffman, 1992). 
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Body Systems 

Following is an assessment of the care needed for 

children who have survived a near drowning, by body systems: 

Pulmonary. Respiratory care is complicated by 

children's difficulty with coughing and/or swallowing. 

These children are prone to respiratory infections, and 

drooling is common. Tracheotomy tubes may be in place. 

Suctioning is often frequent, either orally or via 

tracheotomy tube. Aerosol treatments and chest physical 

therapy treatments are given to aid in bringing up 

secretions (Coffman, 1992). 

Gastrointestinal. Nutrition and elimination present 

special challenges. These children are often dependent on 

gastrostomy feedings. Slow feeds with the head of the bed 

elevated thirty degrees helps to decrease emesis. The 

abdomen must be checked for softness, and the area around 

the tube should be checked for redness, a sign of peritoneal 

infection. Gastrostomy tubes are changed when they occlude. 

Immobile children may experience constipation and require 

stool softeners. Weight needs to be monitored for 

nutritional needs as well as medication dosages. A decrease 

in urinary output may indicate and need for additional water 

or fluids (Coffman, 1992). 
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Nervous System. Sensory stimulation is an important 

part of therapy with children who are compromised by brain 

damage. Even when children who are brain damaged are unable 

to communicate verbally, tension and comfort can be 

communicated through changes in muscle tone, skin color, and 

posturing. Caregivers can learn what particular changes are 

unique to each child. Sensitive caregivers may also 

interpret these signals correctly and convey them to others. 

Most of these children are able to hear what is spoken to 

them and can sense the touch of their caregivers. These 

children will also benefit from having stories read to them, 

and listening to music or singing is often very soothing. 

Visual stimulation in the form of colors, light, and 

patterns is important. Even if a child cannot swallow, 

taste and smell can be stimulated with the smell or taste of 

cooking extracts. Pacifiers can be offered to stimulate 

sucking and swallowing. Therapeutic touch and massage are 

aids in helping to encourage relaxation (Coffman, 1992). 

Skin. Skin care and positioning are important 

considerations because of possible limitations in movement. 

Gentle handling is crucial because many of these children 

develop osteoporosis and are prone to fractures. Skin care 

and hygiene prevent redness and irritation, especially 
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around stoma sites (Coffman, 1992). Shoes and braces for 

hands or feet help to relieve contractures and institute 

proper positioning. These must be placed on and off at two 

hour intervals to prevent chafing. 

Medications 

Medication schedules must be coordinated to correspond 

to feedings and aerosol treatments. Muscle relaxantB and 

anticonvulsants are often prescribed. Medications are 

diluted in water and given via a gastrostomy tube. As 

always, a knowledge of side effects of medications and a 

child's history· of allergies is appropriate for quality 

nursing care (Coffman, 1992). 

Emergency protocol should be carefully discussed and 

clarified, with the family's express desires clearly 

understood. Some families request that their children not 

be resuscitated if respiratory or cardiac arrest should 

occur (Coffman, 1992). Other families request full codes 

and resuscitation of their children. 

Transpersonal Caring Relationships: 

The Relationship of Maternal-Child Attachment 

and the Care of a Near Drowning Victim 

The communication of attachment behaviors is basic in 

the animal kingdom, and is essential to survival of the 



young. The study of communication within individuals, 

families, groups, and cultures in the domain of the 

humanities and social sciences has changed its focus from 

the individual to the group in the last thirty years or so 

(Ruesch & Bateson, 1968). By examining the family as a 

whole, or dyadic relationships (e.g., between mother and 

child), interactions perceived to be attachment behaviors 

can be evaluated (Flick & Mcsweeney, 1987). The 

communication of attachment behaviors is an important 

phenomena in the. assessment of healthy familial 

relationships, especially between mothers and children. 
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When attachment behaviors are occurring between normal 

children and their mothers it is easy enough to observe; 

infants attend to the face of their mothers, toddlers follow 

directions competently and with pride (Mercer & Ferketich, 

1990). In circumstances where normal communication between 

parents and children is disrupted, attachment behaviors may 

be very difficult to recognize, such as in premature infants 

or developmentally disabled children (i.e., Down's 

syndrome), or in children who have survived near drowning 

and have sustained neurological deficits. The importance of 

recognizing attachment behaviors in children and the 



implications for working with their families will be 

explored here. 

Attachment Theory 
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The importance of the theory of attachment has been 

well documented by renowned scientists such as Bowlby (1982 

& 1988) and Ainsworth et al. (1978), and has been studied in 

depth by others (Cranley, 1981; Erikson, 1963; Klaus & 

Kennell, 1982; Mercer, 1986; Muller, 1993, 1994). 

Bowlby, a child psychiatrist who did the original and 

definitive work on attachment theory, proposed that certain 

behaviors in children, such as crying, reaching, and 

smiling, are performed to engender protective, nurturing 

behaviors in their caregivers. He defined attachment as 

"any form of behavior that results in a person attaining or 

retaining proximity to some other differentiated individual, 

who is usually conceived as strong and/or wiser" (Bowlby, 

1982, p.371). Ainsworth et al. (1978) give the relationship 

between peers or others outside of the mother-child dyad 

credence by proposing that any attachment which is stable 

over time may lead the child to seek contact with that 

particular person. Muller (1994) discusses maternal 

affectionate attachment as being a unique, affectionate 
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relationship which usually develops between a mother and her 

infant that will endure over time. 

Klaus and Kennell (1978) studied maternal attachment, 

or "bonding," which begins with the birth of a baby and is 

strongly influenced by interactions between the mother and 

baby during an interval in which it is considered critical 

for contact to be made in a positive manner to prevent the 

attachment and bonding process from being disrupted. This 

"sensitive period" has been studied in depth (Klaus & 

Kennell). 

There has been much controversy and dispute regarding 

critical periods of bonding, as proposed by Klaus and 

Kennell (1978). They proposed that bonding, defined as the 

behaviors of the mother toward the baby, was different from 

attachment, which was defined as the efforts the baby made 

to gain attention. The bonding period was considered a 

critical and sensitive time which, if missed, could be the 

cause of many subsequent relationship problems, according to 

Klaus and Kennell (1982). This proposal has implications 

for children who have been adopted into families, because 

this critical bonding period could have been missed, as well 

as for children whose developmental delays would interfere 

with the bonding period because of deficits in cognition. 
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Cranley (1981) proposed that mothers first develop an 

attachment to their children during pregnancy, and Muller 

(1994), who developed a Fetal Attachment Scale, stated the 

intensity of that attachment increases with the progression 

of the pregnancy. 

Peterson and Mehl (1981), working with families through 

pregnancy and delivery, found that a woman's prenatal 

attitudes have an effect on her attachment to her baby. 

Labor and delivery experiences were found to contribute 

greatly to the development of maternal attachment. 

When looking at communication, a human observer can 

have only one focus at any one time, and depending on 

whether he focuses on small or large interactions, will see 

the various interactions in great or small detail (Ruesch & 

Bateson, 1968). The focus of a human -observer is not fixed. 

Communication of attachment behaviors is an extremely 

dynamic phenomenon with a rapid rate of exchange levels and 

functions (Ruesch & Bateson). Recording attachment 

behaviors, through observation alone, can be tedious and 

lead to erroneous conclusions. This is one way of 

explaining differences in attachment theories. 

Erikson (1963) discusses basic trust versus basic 

mistrust as the first of eight stages in his theory of life 
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development. This is the first task of all maternal care and 

forms the basis of the child's sense of identity. 

Attachment with Regard to Children 

Who Have a Disability 

There is no specific literature on attachment behaviors 

in children who have been victims of near drowning. The 

main source of literature on attachment in children with 

compromised functioning focused on premature infants, where 

it seems that delays in attachment behaviors has caused some 

degree of concern for those conducting the observations. 

One article on toddler-mother attachment in children with 

Down Syndrome was found (Vaughn, B.E., Goldberg, S., 

Atkinson, L., Marcovitch, S., MacGregor, D., & Seifer, R., 

1994). 

Oehler, Hannan, and Catlett (1993) interviewed the 

mothers of forty-seven very low birth weight infants. The 

interviews were conducted at ten days and again at three to 

five weeks after birth. They found that as time progressed, 

most of the mothers exhibited pleasure in interacting with 

their infants, demonstrated knowledge of the infants' cues, 

and had the perception that their infants were responding. 

The behaviors most frequently mentioned were maternal 

talking and touching, and infant eye opening and body 
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activity. The mothers appeared to use the infants' 

behaviors as a guide for their own behaviors and reported 

that the infants' behaviors had special meanings. However, 

half of the mothers did not ascribe meanings to their 

infants' behaviors and also did not appear to be using 

behavioral cues. The conclusion of the author was that 

there was a considerable need to help some mothers attend to 

and respond to their infants' cues. 

Cusson (1993) examined instruments used in neonatal 

research for measuring attachment behavior. She concluded 

that studies of preterm infant attachment usually showed 

that secure relationships developed over time. 

Butcher et al. (1993) explained the relationship 

between a mother's rigidity and sensitivity and the quality 

of attachment. Rigid attitudes toward child rearing were 

found to be related to sensitivity to the responsiveness of 

the infant. The rigid attitudes, however, were not related 

to the security of attachment. The infants who were found 

to be less responsive at three months tended to be less 

securely attached, and a more rigid attitude on the part of 

the mother increased the chance that her infant would have 

an insecure attachment. 
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Vaughn et al. (1994) examined toddler~mother attachment 

in children with Down Syndrome and found that at a twelve to 

twenty-four months developmental age, a Down Syndrome child 

showed signs of being securely attached and used the 

caregiver as a secure base for exploration and a place to 

retreat when stressed. It was not known whether the 

instrument chosen for studying differences in attachment 

behaviors, such as the Strange Situation, was appropriate or 

not, because of the tendency for many children with Down 

Syndrome to show no distress at separation/reunion episodes. 

It was concluded that the Strange Situation instrument was 

measuring different aspects of behavior for normal children 

than for those with Down Syndrome, even when the testing was 

done at similar developmental ages and therefore not valid. 

Kempe and Helfer (1972) recognized that children who 

are different in any way are at risk for abuse. The child 

who is in a compromised state is at risk for overt abuse as 

well as medical and physical neglect. Caretakers in general 

are under obligation to give children who are damaged the 

best of all possible care (Betz, Hunsberger, & Wright, 

1994) . 
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Summary of the Review on Attachment 

The recognition of attachment as being important in the 

care and development of all children is one interpretation 

of these behaviors. By recognizing and encouraging 

attachment behaviors, the victims of near drowning can live 

their lives as fully as possible; if there is someone giving 

them encouragement in a genuine manner, chances are that 

even if these children are unable to respond, they will be 

treated with the utmost in caring and respect. 

Caring for a Child with a Disability 

or a ·Chronic Illness 

There are no articles in the literature which focus on 

the experience of caring for children who have been victims 

of near drowning. Few articles describe the experience of 

caring for the child with a disability or a chronic illness. 

Murphy (1997) described the stress factors experienced 

by families who are caring for technology-assisted infants 

at home. She found that there was a significant adaptation 

to the stressors over time and that the coping skills 

changed with regard to the presence of respite care nurses 

in the home. It was found that although the parents 

received much needed rest, the primary stress of dealing 

with having nurses in the home exacerbated the overall 
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stress level. Murphy also identified stages of adaptation, 

such as changing one's concept of what an "emergency" was. 

The effects of remaining in the home versus getting out on a 

fairly regular basis within the first few months of the 

incident were explored. The parents who remained at home 

tended to become socially isolated. Murphy does not 

describe her data collection procedures, nor what means she 

used for analysis. However, her descriptions are detailed 

and rich. 

Folden and Coffman (1993) described the evolution of 

respite care for families, needs identified by family 

members, the type of respite care services available, the 

benefits of these services, and the essential role nurses 

are playing today in delivering these services to families. 

The article was based on a review of the literature. 

Coffman (1995) conducted a phenomenological study about 

parents' experiences with pediatric nurses caring for 

children in the home. The majority of the families 

interviewed in this study were caring for children who had 

survived near drowning (S. Coffman, personal communication, 

September, 1998). The purpose of the study was to define the 

paradox of the nurse-family relationships. While nurses in 

the home were supportive, their very presence provoked a 
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disruption in the family_ processes. Themes included a lack 

of privacy, gaining support, managing the healthcare system, 

the struggle to have a normal home, having something in 

common with the nurses, sharing the responsibilities for the 

child, and being vulnerable to the attitude of the nurses. 

A study on the quality of home health care was 

conducted by Kalifa (1993) using grounded theory 

methodology. Subjects were adolescents to young adults 

between the ages of fifteen and twenty-nine who had 

experienced spinal cord injuries. The study results support 

the premise that the quality of home health care was 

strongly affected by factors related to care (e.g. self

monitoring, health awareness, and stressful life events). It 

was noted that the study needed to be expanded to include 

the stories of caregivers and health professionals as well. 

Rodriguez and Jones (1996) used grounded theory to 

assess the adaptation of foster parents to the placement of 

a child with developmental disabilities in their home. 

Interviews were conducted in eight foster homes where 

children with developmental disabilities had been placed. 

Many of the children had multiple diagnoses. Using Roy's 

Adaptation Nursing model, the adaptation process was 

evaluated according to criteria such as role functioning 
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mode, interdependence mode, physiological mode, and self

concept mode. Foster parents often described caring for the 

children to the detriment of their own health, the 

predominance of the parenting role in their lives, lessened 

social contacts, but a personal sense of satisfaction. 

Friedrich, Wilturner, and Cohen (1985) sampled one 

hundred and forty mothers of mentally retarded children to 

examine their coping resources. They used four broad 

dimensions to make this assessment: utilitarian resources, 

energy/morale, general and specific beliefs, and social 

support. These dimensions were used to assess the adequacy 

of parental coping. The results showed that persons with 

better education and good incomes had better coping 

resources. Also, the severity of the children's handicaps 

was a factor in the outcome. Mothers who considered 

themselves to be capable experienced less difficulty and 

seemed to have better support systems as well. Families 

with high stress levels had a more difficult time, 

especially when there were marital stressors. 
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Focused on the Caring of a Child with a 

Disability or a Chronic Illness 
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Literature was not found specifically addressing the 

experience of caring for children who had survived near 

drowning. The experience of caring for technology-assisted 

infants was addressed with an emphasis on the stressors 

involved. The use of respite care and the experience of 

being cared for by home health care nurses was discussed, as 

was the experience of foster parents adapting to the 

placement of children with developmental disabilities into 

their homes. 

Future: The Transpersonal Dimension 

Children who have survived near drowning were typically 

"normal" until the time of the immersion event. Children 

who have survived near drowning often come from homes where 

attentive parents have had an unplanned lapse in supervision 

(Kallas & O'Rourke, 1993). The recognition of attachment 

behavior or the lack of it is important for all children. 

Children who have survived near drowning can have a very 

varied course depending on the damage they have sustained, 

but one thing is certain, they will never be the same as 

they once were. The inter-relationships between nurses and 



50 

the families of these children can grow as they find ways to 

care for the children, leading to a greater transpersonal 

dimension of caring. Future study should focus on the 

teaching of caring in a transpersonal caring manner, which 

will greatly benefit these children and lead to personal 

satisfaction for the caregivers, parents, and nurses. 

Summary 

This chapter presented an overview of Watson's Theory 

of the Science of Caring in Nursing, and the pathophysiology 

of near drowning. Current guidelines for care of children 

in the field, in the emergency department, in the pediatric 

intensive care unit or pediatric floor, and in the home were 

outlined. A review and critique of the literature 

available on near drowning was discussed. 

The importance of the recognition of attachment 

behaviors was discussed, and a review of the literature 

pertaining to attachment and children who are compromised 

was presented as an example of how a transpersonal caring 

relationship is recognized. A review of the limited 

literature available on the care of children who are 

disabled or chronically ill was also presented. Implications 

for future study were described. 
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Watson's model of nursing provides a conceptual context 

for a phenomenological study of the lived experience of 

mothers caring for children who have survived a near 

drowning event. Watson asserts that descriptive 

phenomenological methodology is preferred when exploring her 

model (Watson, 1988). 

Phenomenology as a research approach was chosen for 

this study because it is a descriptive design which involves 

an inductive process appropriate for answering the research 

question and discussing the personal experience of the 

phenomenon as lived in the mother-child relationship 

(Streubert & Carpenter, 1995; Watson, 1988). In the study 

of the experience of caring for a child who has been the 

victim of a near drowning, the phenomenological methodology 

permits the nurse researcher to approach the family caring 

for such a child with an open mind in order to clarify and 

understand the family's experience of care. 



Research Design 

Methodology 

52 

Watson (1988) asserts that study of transpersonal 

caring as a human science and art requires a non-traditional 

view of science. Qualitative research presents an approach 

which sees the phenomenon of human experience as one which 

is not accessible using quantitative measures (Streubert & 

Carpenter, 1995). 

A phenomenological methodology will be used for this 

study. In-depth interviews with mothers caring for children 

who have survived a near drowning were analyzed for 

significant statements using Colaizzi's method as described 

by Munhall (1994). These significant statements were 

restated, using language that fully depicted the 

experiences. Meanings were then formulated from these 

restatements in order to simplify the statements so that 

commonalities can be looked at. The formulated meanings 

were aggregated into themes, which are topics which share 

commonalities. They were then distilled further into theme 

clusters and finally theme categories. The results were 

integrated into an exhaustive description which was 

illustrated by quotes from the interviews. Finally the 

essential structure of the experience was described, 
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revealing the nature of the phenomena, and providing a way 

to understand the meaning of the experience (Parse, Coyne, & 

Smith, 1995). Thus, an understanding of the experience of 

near drowning, as it is perceived by the persons living 

through it, was explicated (Munhall, 1994). 

Sampling 

The sample for this study was mothers caring for 

children who have survived a near drowning. These children 

all have neurological deficits severe enough to warrant 

constant care by this parent. Purposive sampling was used to 

seek families who have had this experience, through 

referrals by graduate students at the University of Arizona, 

College of Nursing, who were working with families of 

children who have survived a near drowning. Purposive 

sampling is most commonly used in phenomenological study. 

It is the method of selecting participants based on their 

in-depth knowledge of a phenomenon and their ability and 

willingness to share that knowledge. 

Families whose toddler or preschool age child had 

experienced a near drowning were used because these are the 

ages of the children most at risk for near drowning. The 

study included only the mothers of boys which reflects the 

greater incidence of boys being the victims of near drowning 
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than girls, at a ratio of nine to one (Fiser, 1993; Levin et 

al., 1993). Phenomenologic studies tend to use small 

samples because no comparisons are being made between 

groups, and the purpose of the method is to uncover the 

story and experiences of the individual rather than 

generalize to a population. 

One of the informant dyads was receiving home health 

care by the investigator for four hours per week. Colleagues 

provided the names of the two additional participants who 

were qualified for the study. 

Setting 

Data were collected in a home setting. Two interviews 

were at the home of the mother and child and in one case, 

the one interview took place in the home of the interviewer 

because it was more convenient for the mother. The 

interviews were conducted in a private area of the home at a 

time when respite care was available to ensure the least 

amount of disruption during the interview. 

Protection of Human Subjects 

Following Institutional Review Board (IRB) approval 

from the University of Arizona, (Appendix A) the study was 

explained to potential participants, and they were given a 

written explanation at the time of the initial interview. 
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It was· explained that their participation was voluntary and 

that they could withdraw from the study at any time 

throughout the study. A copy of the Subject's Consent Form 

is provided in Appendix B. The original taped interviews 

were transcribed and then erased. The pseudonyms selected 

were then substituted in the original transcription. 

Confidentiality was respected overall by the use of 

pseudonyms on all written material. 

Data Collection Procedures 

Participants for the study were recruited by personal 

contacts. The initial. contact was by telephone to set up a 

time for an interview. The mothers received an explanation 

of the study. The participants were asked to read and sign 

a Subject's Consent Form (Appendix B). They also completed a 

short Demographic Questionnaire (Appendix C). Interviews 

were audiotaped and the mothers were encouraged to describe 

their experiences as fully as possible. One of the 

interviews was conducted in a combination of English and 

Spanish as both the participant and the interviewer were 

fluent in Spanish. Interviews typically lasted one to one 

and one half hours. Interviews continued until there was a 

redundancy or saturation in the description of the 

experiences. 
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The interviews were transcribed into a written, word 

processor format, and were compared to each tape for 

accuracy. The interview which was conducted in both English 

and Spanish was transcribed by a typist who is also 

bilingual, and this tape was also compared to the 

transcription for accuracy. Observations and field notes 

were kept to facilitate the production of a rich 

description. Following review of the transcript and the 

first iteration of data, a second clarifying and confirming 

interview was conducted by phone with two of the 

participants who were available. 

The Research Question 

The research question for this study was: What is the 

lived experience of mothers caring for children who have 

survived a near drowning? 

This guided the formulation of the question asked of 

all participants to begin the interview. Each interview was 

begun by asking the participant: As fully and completely as 

you can, please tell me about your experience of caring for 

this child who has survived nearly drowning. All supporting 

questions were asked to generate a greater understanding of 

the experience and were based on the participant's previous 

responses. The interview was conducted in a non-leading, 
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non-predetermined manner. All mothers were encouraged to 

tell their story with as little interruption as possible. 

Data Analysis 

The transcribed data were analyzed using Colaizzi's 

method as described by Munhall (1994). The researcher read 

each transcribed interview while listening to the audiotaped 

interview to get a feel for the meanings inherent in the 

participants' description. Significant statements (SS) were 

extracted and assigned a number in order to have a way of 

tracing the data to the original interview. The interviews 

yielded 910 significant statements. The significant 

statements were reformulated into restatements (RS) of the 

original words. Formulated meanings (FM) were then 

identified from the restatements wherein the researcher used 

creative insight to describe the meaning of the significant 

statement. 

The process of developing formulated meanings is 

illustrated here: 

1:46 
SS: He communicates by different cries. 
RS: He communicates with distinctive cries. 
FM: One form of communication is the distinctiveness of 

the child's cries. 
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1:128 
SS: but it's just hard seeing your kid once normal now 

not normal. 
RS: It is very hard to see your child who was once 

normal no longer normal. 
FM: It is difficult to believe that the child is no 

longer the same as he once was. 

The formulated meanings were examined for commonalities 

among them and aggregated into themes. There were 64 themes 

which emerged from this analysis. Themes sharing a common 

essence were placed into clusters. The 16 theme clusters 

were then compared for further commonalities. Four theme 

categories emerged from this process. An example of this 

step in the analysis follows. 

1:46 
FM: One form of communication is the distinctiveness of 

the child's cries 
Theme: Recognition of child's communication 
Theme Cluster: The child's efforts to communicate 

recognized 
Theme Category: Connecting with the Child 

1:228 
FM: It is difficult to believe that the child is no 

longer the same as he once was. 
Theme: Normalcy gone 
Theme Cluster: Taking away 
Theme Category: A Different Life 

The theme categories were then described in a 

comprehensive .exhaustive description, illustrated by the 

theme clusters and themes. The exhaustive description was 



given in narrative format with numerous examples from the 

original text of the interviews. 
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The components most common in the exhaustive 

description of the lived experience were compiled into the 

essential structure, a synthesis of the meanings previously 

recognized in the analysis. 

The researcher then contacted the participants by phone 

to confirm the validity of the description and to assure 

that the participant's story and meaning of the experience 

had been clearly illustrated (Guba & Lincoln, 1989). The 

essential structure was read and explained to two of the 

participants who agreed that their experience was 

appropriately described. The researcher was unable to reach 

one of the participants. 

Trustworthiness 

The issue of trustworthiness in qualitative research 

depends upon the extent to which the experiences of the 

participants is conveyed apart from their general knowledge 

of the subject. Bracketing prior knowledge helps to ensure 

a pure description of the experience as outlined in the data 

gathered (Streubert & Carpenter, 1995). The researcher had 

been working as a home health nurse prior to the study and 

had the bias of her observations and feelings with regard to 
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the quality of care being received by children in their 

homes. This partiality was set aside for the duration of 

the study. Another method that helps to ensure 

trustworthiness is the consistent use of the 

phenomenological method. Colaizzi's method was used 

throughout. Giving permission for the sharing of negative as 

well as positive feelings and experiences was also helpful 

in developing trustworthiness and authenticity of the data. 

Credibility in phenomenology is parallel to internal 

validity. Credibil·i ty was established through confirming 

interviews with the participants and with the agreement 

between the reality of the mothers' experiences and the 

statements in the essential structure (Guba & Lincoln, 

1989) . 

Transferability is parallel to external validity. The 

measure of transferability in this phenomenological study is 

the content of sufficient substance of the essence of the 

experience to provide a rich description so that other 

researchers could relate to the experience from the data 

(Guba & Lincoln, 1989). The data in this study was reviewed 

and verified by two nurse researchers familiar with chronic 

illness, thus assuring transferability. 



Dependability is parallel to reliability and concerns 

itself with the auditability of the data analysis process 

over time and the accuracy of the transcribed information 
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(Guba & Lincoln, 1989). The significant statements from the 

interviews were uniquely numbered to facilitate tracking to 

their source. Auditability was also assessed by research 

mentors to assure dependability in the data analysis 

process. Further, participants confirmed the accuracy of 

the data analyzed. 

Confirmability is parallel to objectivity and occurs if 

the data can be tracked to and understood by the source with 

the interpretations assimilated in a coherent way (Guba & 

Lincoln, 1989). The data generated in this study is 

numbered and auditable and results were confirmed by the 

participants. 

Summary 

Chapter III is a description of the research design 

which was used to conduct the study. This study used a 

qualitative research design following an descriptive 

phenomenological analysis of mothers' experiences of caring 

for children who have survived near drowning. Three mothers 

caring for their children who had survived near drowning 

participated in the study. The research question was: As 
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fully and completely as you can, please tell me about your 

experience of caring for this child who has survived nearly 

drowning. The responses of the participants were audiotaped, 

transcribed, and analyzed using Colaizzi's method as 

described by Munhall (1994). Trustworthiness of the study 

was supported by using the criteria outlined by Guba and 

Lincoln (1989) for credibility, transferability, 

dependability, and confirmability. 



CHAPTER IV 

RESULTS 

Introduction 
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Chapter Four is a presentation of the results of this 

study, including a description of the sample and the 

findings from an analysis of the interview data. Three 

mothers of children who had survived near drowning, with 

neurological deficits severe enough to warrant constant 

care, were interviewed. They narrated their experiences 

beginning with a description of the occurrence of the near 

drowning. The themes, theme clusters, and theme categories 

are presented in a narrative format that generally parallels 

the sequence of the stories the mothers told. The data were 

identified as Case 1, 2, and 3 during the collection and 

analysis of the data. Each mother was then assigned a 

pseudonym for use in presenting the results. The 

participants' pseudonyms are Annie, Beth, and Celina. Their 

children were also given pseudonyms to protect privacy. 

Description of the Sample 

The demographic characteristics of the sample are 

illustrated in Table 1. The three mothers who participated 

in the study ranged in age from 32 to 40 years. Two of the 

mothers were married and one had divorced since the 



Table 1 

Demographic Profile of Participants 

Age 

Marital Status 

Ethnicity 

Number of Children in 
Family 

Sex of Child who survived 
near drowning 

Annie 

33 

Married 

Anglo 

3 

Male 

Beth 

40 

Divorced 

Anglo 

3 

Male 

Current age of Child who 
survived near drowning 

8 9 

Age of the Child when the 
near drowning occurred 

1 ~ yrs. 3 yrs. 

Length of time since 
occurrence 

6 yrs. 6 yrs. 

Place of occurrence: State AZ 

Home Other 

Income level Upper 
Middle 

AZ 

Home 

Upper 
Middle 

Celina 

32 

Married 

Hispanic 

4 

Male 

5 

1 ~ yrs. 

3 ~ yrs. 

AZ 

Home 

Upper 
Middle 

64 
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occurrence of the near drowning. Two of the families had 

three children and one fa~ily had four children. The 

mothers in the study were all caring for male children who 

had survived a near drowning incident. The current ages of 

the survivors of the near drowning ranged from five to nine 

years. Two of the incidents occurred when the child was one 

and one half years old and one occurred when the child was 

three years old. The length of time since the occurrences 

ranged from three and one half to six years. All of the 

near drownings occurred in Arizona. Two of the incidents 

occurred at the homes of ~he children, where the swimming 

pools were not fenced, and one occurred at a neighbor's pool 

which was fenced. All participants were in the upper middle 

class income level, which is consistent with the statistics 

showing that the majority of children who nearly drown come 

from homes affluent enough to afford a swimming pool and 

therefore the children having access to it. 

Resu1ts of Ana1ysis of Interview Data 

The interviews yielded 910 significant statements which 

were restated using more generalizable language. Formulated 

meanings were then identified from these restatements. The 

formulated meanings revealed 64 themes. Themes which shared 

common topics were aggregated as 16 theme clusters from 
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which four theme categories emerged. The four theme 

categories are listed in Table 2. The exhaustive description 

of the lived experience of mothers caring for a child who 

survived near drowning follows. 

Exhaustive Description 

The exhaustive description is a presentation of the 

themes, theme clusters, and theme categories. The topics of 

the theme categories determined which theme clusters and 

themes would be presented within that category. Direct 

quotes, from the interviews with the mothers caring for the 

children who had survived near drowning, are used to 

illustrate the themes and theme clusters that form the theme 

categories. 

Theme Category: A Different Life 

The mothers all des8ribed the differences in their 

lives since the near drowning incident. These changes were 

related in a time-sequenced process beginning with the 

initial incident. Their individual initial responses varied 

and ranged from having premonitions about the accident to 

total shock. This was followed by a sense that the old life 

was being taken away and replaced by a new world. The 

newness was reinforced by coming home and all that had 
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Table 2 

Theme Categories 

Theme Categories 

1. A Different Life 

2. The Paradox in Living 

3. The Obligation of Caring 

4. Connecting with the Child 



changed. The three theme clusters and eleven themes are 

listed in Table 3. A presentation of each theme cluster 

follows . . 
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A momentary lapse. Each of the mothers recounted the 

momentary lapse in supervision when the small child managed 

to slip out of their sight and into the pool. The mothers 

each related the story of the occurrence of the near 

drowning incident. In two of the cases, the near drowning 

occurred at the family's home. In both of these instances, 

the family pool was not fenced and the child was in the care 

of the parents. In one instance, the child slipped by the 

parents and was found in the pool; in the other instance the 

child was left in the care of a sibling for a few moments. 

The third incident occurred at a neighbor's house. In this 

instance, it is not known how the child got into the pool 

area since he was found within a pool area that was properly 

fenced and no one was able to determine how the child got 

there. Annie said, "We don't even know how he got into their 

pool. Not to say outside because they were inside the house. 

They don't know how he got outside the door not to say into 

the pool because the pool was locked. So we had that thing 

checked by everybody and their mother and nobody could 

figure out how he got in." Beth's husband was cleaning the 



Table 3 

Theme Category: A Different Life 

Theme Cluster 

Momentary lapse 

Taking away 

Coming home 

Themes 

The occurrence 

Initial reactions 

Normalcy gone 

Lives transported to the 
medical community 

Learning a new language 

Special bonds disrupted 

Loss of control 

Being ready 

Necessary intruders 

Endless routines 

No previous experience 
necessary 

69 
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pool and left the three year old in the care of the six year 

old. He left the pool area for a moment to get a 

wheelbarrow. The six year old immediately left her brother 

by the pool. When Beth looked out the window, "all of a 

sudden it looked like [my husband] fell in the pool." She 

went outside and watched her husband come up on the other 

side of the , pool with the child. The third incident occurred 

during a period of confusion when the small child managed to 

slip away from his parents' watchful eyes, through a sliding 

glass door which was open. Celina relates, "After a while we 

realized that we had not seen the baby and so my husband 

went into the bedrooms to look for him and I went out to the 

patio. I found the baby in the pool and I screamed and got 

into the pool and carried him out to the edge. My husband 

heard me scream and says he knew exactly what had happened." 

The initial reactions to the near drowning were varied. 

Annie had previously had premonitions about her child 

drowning and so her initial reaction was, "I knew what had 

happened right when I opened the door." Beth thought, "Oh, 

Bart is just going to jump up and be fine." Celina expresses 

that she is still upset over finding the child in the pool. 

Taking away. The participants all talked about the 

normalcy of their lives being taken from them. Their lives 



were changed forevermore from the time the emergency 

services were called. "Who would have ever thought in our 

life we would have to experience all of this." 
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The children were all stabilized and then transported 

to a local hospital and, in effect, · into an entirely new 

environment. Mothers told the story of their children first 

being in the energency department and then being transferred 

to critical care units and later to the pediatric ward. Each 

related how their lives had moved to a medically oriented 

world of care. 

Two of the mothers explained · that their children were 

in a coma for a few days following the near drowning. Beth 

says, " ... he was in a coma for probably close to four days 

with his eyes closed. He finally opened them, but he was 

still in just a dead stare into space." 

The children were all placed in rehabilitation services 

for a period of time following hospitalization. The average 

length of time the children spent at the rehabilitation 

centers was about three months. This reinforced the 

perception that their former lives were not to be reclaimed, 

but they had been transported to a different place. Beth 

states, " ... it was quite a learning experience because they 

do all the coma stimulation therapy." Annie feels that the 
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rehabilitation has continued even until today because they 

continue to help the child regain use of his right arm, 

"It's getting better and better. I don't think it will ever 

be 100% but he's gotten a little bit better." 

The difference in the lives of the mothers is also 

characterized by the difference in their language. They 

talk the talk of a medical world, of a nursing world. This 

is seen clearly in the experience of Beth, whose child had 

several surgeries. "The reason that Bart had the trach is 

because at that time the ambulance was not equipped with a 

pediatric tube and when they intubated Bart in the ambulance 

they put an adult tube down and they stretched his trachea 

and damaged it." Beth talked about the family's desire to 

have the child's trach removed, "We really wanted it 

removed ..... They did an operation where they put a stint in 

there." Their lives, including their language, had become 

different. 

Annie described that a former special bond that she had 

with her children was disrupted when the near drowning 

occurred. She had previously experienced premonitions about 

her children. She had had a premonition about her daughter 

running into a busy street and that had occurred, and she 

had been having nightmares about her son falling into a 
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pool. On the day of the accident, she had just had a 

nightmare about him falling into the pool. "I can tell you 

one thing about them. I used to have with all my kids a 

greater attachment than I do now. Where I would have ... I 

don't know what you call it ... I had premonitions, nightmares 

about what would happen to them. After Aaron's accident I 

don't have anything. Everything left me. All that 

premonition stuff." 

The mothers realized that with the taking away of the 

child a certain sense of control was also lost. It was 

described as a sense of not knowing and not caring what 

would happen next. Annie related that she had stopped 

wearing her seatbelt for a time. She would buckle the 

children in, but never herself, "I thought if something was 

going to happen then it's going to happen ... that slowly 

diminished as time goes on." Beth said, "I don't know how I 

made it through any of it ... We were handling it but I don't 

know how. I don't know how we did it." 

Corning home. Each mother described the process of 

corning home as a time when the changes in their lives became 

evident and very real. Being ready to take on the care of 

the child was one of the primary aspects of corning home. 

Beth's comments illustrated: "So we came home with Bart. 
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When we got home everything was ready for us. I mean we had 

equipment. When we got home we got physical therapy for 

Bart. We got speech and everything came here to the house. 

Everything." 

It was also necessary to have help in the home for 

things to run smoothly. Help included physical therapists, 

care assistants, medical equipment suppliers, and nurses. It 

was often perceived as a necessary intrusion. This care 

provided mothers their time to sleep or do anything out of 

the home alone. Celina stated, "The nurses come for respite 

care for six hours at night and for three or four hours 

during the day." Respite care enables this mother to take a 

morning shower, get groceries, and take care of other needs 

for the family. But the help could also be an intrusion, as 

Celina relates, "[The nurses] try to take over instead of 

working with us. They do not want to help us with keeping 

track of supplies, and they do not want to help with the 

therapies." 

The routines of care necessary for the child are 

endless. There is always someone in the home to help with 

care, to do the physical therapy, and for each activity of 

care there is a quantity of time invested, which is followed 

by yet another routine. The routines of physical therapy and 
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of feeding were corrunonly identified. Two of the mothers 

talked about physical therapy. Beth had the most to say on 

the matte~. " ... it's very important that you get a pediatric 

physical therapist and one that's ... [a special] neurological 

trained therapist." Celina's child also received a lot of 

physical therapy: " ... I also do a lot of physical therapy. 

We do [the physical] therapy on the mats on the floor." All 

of the children have medical problems that require constant 

scheduling and attentiveness. "We have had to take Christian 

to a lot of doctors and everyone has something else for us 

to do. He goes to the pediatrician ... He also sees a 

neurologist ... for his seizures and he had to have an EEG at 

[the hospital] not too long ago. He saw ... a pediatric 

ophthalmologist. We had to take him to a special supply 

house to get fitted for his wheelchair." This description 

illustrated perfectly the amount of organization that the 

mother would need to get to so many caretaking appointments 

with a neurologically damaged child. Two of the mothers have 

to pay special attention to feeding, watching for reflux. 

Annie related the lengthy feeding routine she faces. " ... he 

is so hard to feed. He eats and then he has to sit up in his 

chair for one half hour because he gets a little bit of 

reflux." Celina stated, "I feed him, because he gets fed 



76 

through the G-tube and he has to be watched for reflux." 

Annie stated that: "Those little breathing treatments take 

20 minutes." Beth began by saying " ... Bart's care to me is 

very easy," but ended by saying, "It's tough." Celina 

explained, "He has to be turned and watched constantly." 

The mothers explained how they had no previous 

knowledge of what it took to care for a child who had 

survived near drowning. They stressed that they had never 

been in any situation that would prepare them in any way for 

the challenge of caring for the child. Beth stated, "I mean 

I didn't know a thing about any of this." And Celina said, 

"We did not know anything about how to take care of him at 

all. We didn't know how to suction him and we didn't know 

how to do any of his care." 

Theme Category: The Paradox in Living 

Four theme clusters and fifteen themes shared 

commonalities leading to the definition of the theme 

category The Paradox in Living (Table 4). This theme 

category described the mothers' common recognition of both 

the good and the bad of their lives. The theme clusters and 

themes illustrate the continuous process of evaluating past, 

present, and future within a context of hopeful reality. 
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Table 4 

Theme Category: The Paradox in Living 

Theme Cluster 

Preparing for the worst 
while looking for the 
best 

Finding self in another's 
story 

Normal yet not normal 

Trying to understand the 
incomprehensible 

Themes 

Worst case scenario/hope in 
future 

Recognition of child's worth 
Mother's optimism 

Comparing the incident 
Comparing the child 
Comparing reactions 
Comparing decisions 

Recognition of limitations 
Regaining control 
Lack of normalcy emphasized by 

medical community 
Normalizing the home 
Normaliz~ng activities 

Searching for meaning 
Meaning through giving 
Spiritual understanding 
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They seem to recognize simultaneously both sides of the coin 

presented to them. 

Preparing for the worst while looking for the best. 

The grim future that was often presented to these mothers 

was mostly rejected as not being a perspective on which to 

focus. Rather, these mothers tended to view the future 

through an optimistic lens while recognizing that there was 

an equally viable alternative for their son's future. Beth 

related being offered the worst case scenario by the 

doctors, yet suggests that this reality be softened by 

optimism and hope. "They tell you that your child will not 

be any better ... When we got into that neurological center a 

lot of families said the same thing ... The doctors gave us no 

hope ... They'll be a vegetable for the rest of their 

life ... Think of the worst scenario that you can and I think 

that is sad ... I think they should [have said], "We don't 

know what is going to happen. Good luck. It's up to you the 

routes that you want to take." 

At the same time that the participants were preparing 

for the worst that they could imagine, they also talked of 

the recognition of their child's worth. Annie said, "He's 

my handsome little thing. He's beautiful and he's happy .... " 

She stated further, "I would never give him up ... He's a cool 
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kid." Beth commented, "He's precious ... He's beautiful ... I 

thank G-d that I had Bart." And Celina explained, "I look at 

him and he is so beautiful and I think, "My G-d. This is 

such a beautiful child and I love him so much and I thank 

G-d for him and I am proud of him ... but we are so glad to 

have him around that it does not seem any different. 
,, 

The mothers also expressed their feeling that the child 

would get better. Beth explained that she felt that her 

child was already able to understand, but that he just 

needed to learn how to connect it all. "The thing with Bart 

now is that I ; think he understands now what is going on and 

it's a matter of making his brain react. He can, it's just 

slow, just the channels are not all connected. But we've 

come a long way." And Celina shared "We are hoping that he 

will be able to eat someday and not always have tube 

feedings." And, "I can see him in my mind walking and 

running and talking. I really believe that." And Beth 

stated many times her good fortune that her son was in basic 

good health. "So we are very lucky in that way that he's 

very healthy." Celina related that she had a belief that her 

care was helping the child. "I know that it will take a lot 

of work, and maybe he will not be just as he was, but I want 

to believe that he will be better someday, and that is what 



I think when I care for him each day. I think that it is 

helping him to get just a little bit better each day." 
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Finding self in another's story. Each of the mothers 

recognized that their situation was unique and different. 

Yet, they all told of identifying with and comparing 

themselves to similar cases. Beth related that she had 

heard horror stories about children who had nearly drowned. 

"We heard horror stories. Horror stories about near 

drowning. Spa babies, that have fallen in spas." 

Mothers often compared the characteristics of their 

child with the one irr the other's story. Two of the mothers 

related that they had noticed that when they heard of a near 

drowning, it was usually a boy, like their's. "Most of the 

near drownings you hear about are boys. I hear every day 

about near drownings. Like the mother that lost both her 

[baby boys]." 

One of the mothers commented on her experience of 

talking to another mother who was caring for a child who was 

born with disabilities. Annie felt, "We are experiencing 

the same things. I don't think she ever got over 

hers ... You'd think it would be the other way around. She 

doesn't understand how I'm dealing with it." 

Beth is also saddened by parents who place their nearly 
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drowned children into extended care facilities. "It's really 

sad that a lot of parents the first month after they are 

stabilized say that you need to put them in a home. It's sad 

that a lot of families say, "OK. Where do we put them? What 

do we do?"." 

Normal yet not normal. The mothers seem to be able to 

view the child as normal and yet not. Annie commented, "I 

know he'll never be normal, but it's just hard seeing your 

kid once normal now not normal ... One day I was happy that he 

was alive and then the next day it was like, what am I 

talking about, this kid is nothing. But now I look at him 

and think. My G-d. This is your son look at him. He's happy 

and beautiful." Beth said, " ... I mean I can't say I treat 

Bart like a normal child ... but I try to incorporate 

everything that I can with Bart and then some." 

Two of the mothers talked about their recognition of 

the limitations of the child's ability to improve. Yet at 

the same time they expressed their belief and thankfulness 

for what they did have. "He will never be 100%. Never ... " 

but, "I'm just so happy that he's so healthy." 

The mothers also claimed that they had gained some 

feeling of control in this situation that seemed 

uncontrollable. Annie related that she had stopped wearing 
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her seatbelt for a time but that slowly as time went on she 

felt more in control again. Beth said, "I don't know how I 

made it through any of it ... We were handling it but I don't 

know how. I don't know how we did it." 

Two of the mothers felt their child had more abilities 

than recognized by the medical community, as illustrated by 

Celina's thoughts: "The doctors say that he is blind and 

that he cannot see, but there are times that I am sure that 

he is looking right into my eyes and then I am sure that he 

can see sometimes." 

Annie commented on the difficulty of making things 

normal in the home, while she is aware of the impossibility 

of normalcy. "I try to make the whole house as normal as 

possible because it's been so abnormal for so long. A lot 

happens after the drowning. There is so much that goes on." 

The mothers recognize that over time there is a tendency to 

find normalcy in the world of change. Annie said, "It took 

me forever to get over it ... I don't know how that 

happens ... [I was] happy and then all of a sudden everything 

got demolished. But you know I'm still happy although it 

wasn't like that all the time." And Beth related, " ... the 

first three years my husband and I did all of Bart's 

care ... we did it and it's been almost six years later ... I 
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think we lead a pretty normal life. As normal as normal can 

be. We've adjusted to it. We are all pretty happy right 

now .... " 

The mothers try to find a way to normalize activities 

and accommodate for the physical changes in the child. Two 

of them discussed their efforts to take the child out for 

varied experiences. Beth reported, "He rides horses ... He 

goes a lot of places with us now if it's appropriate. Like 

we junior rodeo and sometimes I'll take him to the rodeos 

with us. He does a lot with the family. When we go outside 

and ride and we go outside and do yardwork, he's right with 

us." Celina said, "I take him everywhere that it seems good 

for him to go. The other day we took him to his brother's 

football game, and he sat in his wheelchair in the wind and 

the children all came up and talked to him and he loved it. 

And he was so exhausted that by the time we got home he was 

sound asleep." 

Trying to understand the incomprehensible. All of the 

mothers discussed their search for meaning. They all seemed 

to have a need to understand the incomprehensible. Celina 

felt certain that there was a reason for the near drowning. 

She said, "One of the things is that I feel that there is a 

reason for all of this ... One thing that has happened is that 
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my husband has changed a lot. Before the accident he was not 

a very nice person .. very demanding and always yelling and 

not nice at all. He has changed the most. He is really a 

nice person now ... I don't know if that is why this had to 

happen to Christian or not .. " 

In the quest for understanding, one mother helps others 

who are facing the same situation. Beth volunteers at a 

local hospital to be a support to other parents experiencing 

near drownings. She is able to empathize with them. A lot of 

times she will just go in and be with them because they are 

not ready to talk. She remembers how she felt also. "I 

didn't want to talk to them. How can they even relate with 

me?" was the overwhelming feeling at that time. 

The mothers also seem to have come to their own· 

spiritual understanding. Annie stated, "I think before the 

accident we used to go to church a lot ... and then after the 

accident it was like, "What G-d would do this?" Beth said, 

"I'm not sure about having a spiritual feeling about it. I 

know that somebody has helped me get through this. I mean 

there would be days that I would be there and I'd be eight 

months pregnant and I would be in ICU with Bart laying there 

in a coma. I think somebody helped me through. Though we are 

not religious but somebody helped Bart get this much 
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better." And Celina stated simply, "I pray for only the 

strength and patience to care for him." Celina had 

consulted a healer in her quest for understanding and hope: 

"I went to a healer and he told me that it would take a very 

long time, but that Christian would be okay someday. The 

healer thought that I should get into the pool ... he felt 

that it would be very good for me, very healing to get into 

the pool, but I haven't been able to bring myself around to 

do that." 

Theme Category: The Obligation of Caring 

All of the participants talked about their obligation 

to care for their child to the best of their abilities; to 

fight for their children's rigSti to education, care, and 

status in the medical community; and of their feelings with 

regard to their acceptance of the role of caregiver. 

Obligation is defined (Barnhart & Barnhart, 1990) as a 

responsibility or a sense of duty, which has a binding 

power. This sense of duty is captured by, "I would never 

give him up. He's my man." This duty binds them forever to 

the challenges of care which they accept without question. 

The theme category The Obligation of Care contains seven 

theme clusters and 31 themes, which are listed in Table 5. 
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Table 5 

Theme Category: The Obligation of Caring 

Theme Clusters 

Constant vigilance 

Feeling overwhelmed 

Fighting for care 

Competing obligations 

Caregiving activities 

Enlisting the family 

Seeking professional 
caregivers 

Themes 

Fiercely protective 
Comrnitment in others 

Constant care 
Multifaceted care 
Competing demands 
Organizing need 

Issues with quality care 
Issues with the medical system 
Issues with education 

Finding time for siblings 
Finding time for husband 
Finding time for self 
Occupational demands 
Financial demands 

Holding 
Music 
Reading 
Swimming 
Play 
Teaching/learning 
Upper respiratory care 
Medication management 

Assistance from siblings 
Assistance from father 
Assistance from family friends 

Schools and camp 
Experiences with nurses 
Expectation of professionalism 
Nurses as teachers 
Expectation of compassion 
Expectation of common sense 
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Constant vigilance. The obligation to care for the 

children mandates a perceived need to be constantly 

watchful, always vigilant. All of the participants stated 

that they felt a certain protectiveness toward their child. 

Annie said, "I get really nervous when other people care for 

him ... ". Beth stated, "I mean I did.n' t even leave the house. 

I didn't even have a nanny because I didn't think anyone 

could take care of Bart as well as I could ... I was very 

protective of Bart. Very protective. The first year I took 

him to school and made sure that it was, you know, going to 

work. Now I have a nanny, actually a couple of nannies, but 

I have a nanny that comes in and takes him to school and 

stays with him. I don't think I could ever, without the 

nanny, take him to school and leave him." Celina also 

related going to school with her child for a time: "At first 

I went with him every day and I even followed the van to 

make sure that he was going to be safe and everything .... " 

She also had had an experience where a nurse had accidently 

burned her child: "It was horrible and we felt so 

helpless ... And now we are so much more careful with him." 

Two of the mothers expressed difficulty in finding and 

getting help that would be provided with an acceptable level 

of commitment. They felt that they were responsible for 
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finding people with this sense of duty to their child, or 

would need to instill that sense within the other. This was 

true with other caretakers, with schools, and with doctors. 

Beth stated, "At the hospital when a doctor would come in 

and start analyzing Bart and say something that I didn't 

like I wouldn't have him back." Beth also worked hard to 

have quality people work with her child. "We got some 

occupational therapists and then we got (the physical 

therapist who had cared for Bart in the hospital) to come 

back and work with (him) ... My nannies are excellent. They 

are. They are very good with Bart." 

Feeling overwhelmed. All of the participants in the 

study expressed how: difficult and time consuming the care 

could be and how emotionally and physically overwhelming it 

could feel. Annie encountered difficulty finding time to 

accomplish everyday tasks such as feeding because of the 

difficulty which the child presents: "Sometimes he's real 

hard to feed because he'll clamp his teeth together when 

he's messing with you ... but we have to feed him before we 

send him off to whoever he is going to be with .... " 

The mothers recognized the need for constant care. For 

Annie it was, "He continuously wants to play. He gets bored 

at home because he is at camp all day. So when he gets home 
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he gets bored really easy. So we have to do a lot with him. 

I played on the floor with him all day long yesterday ... as 

long as you are with him he's happy." And Celina's comments 

were, "He takes some naps, but you still have to watch him 

because he could need to be suctioned at any time." The 

mothers provide the majority of care for the children. 

Annie related, "I did it all. I did it all at home myself. I 

still do it all myself." And Celina agreed, "I take care of 

Christian all the time ... And I still do most of his care 

myself." Celina described taking over the care of the child 

as soon as she awakened in ·the morning. 

The care of the children is multidimensional. Two of the 

mothers spoke of there being numerous aspects of the 

children's care that must be considered at any one time. As 

Annie stated, "There are so many things I don't know what to 

tell you. A lot happens after the drowning. There is so 

much that goes on. Fights with schools. Different programs 

to put him in. Medical problems. There are so many." 

Competing demands contribute greatly to the mother's 

feelings of being inundated and overwhelmed. "I start to 

cook dinner because it is very hard to get it done after the 

nurse leaves ... Then the kids get home from school ... and I 

try to help [with their homework]." The care of all of the 



90 

children gets bumped around to get all the needs met. "So I 

fed him and [my daughter] was getting his toothbrush for me 

and I brushed his teeth and while I was getting in the 

shower and getting dressed she was giving him his inhaler." 

The women all expressed a need to find a way to 

organize in order to manage. One of the things that Beth 

does to address the overwhelming nature of the situation is 

to be very organized and follow routines. "I think now it's 

just routine. I mean for all his supplies and everything ... I 

just I guess have a process of each month and now actually, 

I mean, people call me and check with me as far as supplies 

so they come on a frequent basis." 

Fighting for care. All of the mothers have had the 

experience of having to fight for the proper care for the 

child. There are fights to obtain quality care, fights with 

the hospital, and fights with schools for admission as well 

as accessibility. The mothers were experienced at standing 

up for their child's right to have the best of care. "Every 

new medicine I have to get ... the doctor put him on new 

medicine and the nurse said it wasn't good for my son so the 

doctor had to write a note to the nurse to tell her to give 

him the medicine ... We've been fighting and fighting." Beth 

stated her case succinctly when she said, "I've had so many 
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different doctors and people tell me things. They are 

entitled to their opinions. Everybody is but I don't have to 

agree with their opinions ... We were very determined that we 

were going to go elsewhere for help." And Celina said, "We 

are always having to fight for Christian to have proper 

care." 

Celina's family in particular had a major altercation 

with the hospital when they tried to discharge the child 

after only ten days of care: "My husband was very angry and 

he went to the hospital administrator and made an 

appointment with him. He told him and the insurance man to 

come and see our son and that if they felt that they would 

be able to take the child home and care for him that he 

would do the same. The men came and saw Christian with all 

his tubes and everything and they gave us more time to 

figure out what to do." 

Two of the mothers commented on the experience of 

having to fight with the schools. Annie primarily had 

problems with the school district that she is in. She had 

problems with admission and accessibility. "Well the school 

district where we live doesn't really care about the 

handicapped children. So we have been fighting for years and 

years ... they don't want to make the room accessible to him. 
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They put up new playground equipment and didn't make it 

accessible for any of the handicapped children ... They don't 

seem to care. Why would you put a handicapped child in a 

mainstream environment and not make it accessible for 

him? ... it just seems that the school never helped out with 

anything. Everything we need to do with him they fight." 

Celina's family had to fight to get their child into school 

also after they found out that he had certain rights. "We 

discovered that he had a right to education and the school 

district that we are in did not want to help us and so we 

had to fight for him to get into the right program. We 

finally got it all set up." 

Competing obligations. The mothers stretched their 

personal resourcefulness to find enough time to devote to 

the other obligations in their lives. They found the time 

to devote to all their children, their husbands, their jobs, 

as well as themselves. All of the mothers talked about 

obligations to care for the other children in the family. 

Annie talked about taking time "so that my daughter and I 

can do things." She also talked about the child who had 

survived the near drowning needing care, " ... but so do the 

other kids. I got the two other kids. [I] try to spend equal 

time." When Beth's family had gone with her child for 
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rehabilitation for three months she said, "Then it was time 

to get back with Bee because she had to go to school." 

Celina has a housekeeper, "so that I ... have time for 

Christian and the other children." She also makes time to 

help the children with their homework. 

Two of the mothers talked about needing to take a break 

from the routine of care. Annie tries to go out with her 

husband: "Every once in a while, like last night we went 

out." 

Annie will also take a break by herself: "I love my son 

but I watch him day in and day out and day in and day out 

and I start getting depressed because I can't get out. What 

will happen usually is that my husband will stay home with 

him and I'll go out and do something." In fact she and her 

husband take turns giving each other time to get away. 

Celina spoke of making the effort: "I know that I need to 

get out more and I try to spend some time with some of my 

friends, but it does not always work out." 

Two of the mothers felt confident enough in their 

routines to go back to work. Annie stated, "Sometimes I go 

to work because I work three days a week ... Sometimes I end 

up taking off work because he gets so sick with his asthma." 

Beth said, "I just started back to work." 
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Financial concerns were voiced by all, both positive 

and negative. Annie's family " ... got a settlement from the 

pool insurance and we ended up losing all of his state funds 

and actually had to pay the state back for everything that 

we got from them ... So we are hoping to never need money." 

Beth stated that her family had very good insurance, but it 

was a different story for Celina. She said, "The hospital 

said that our insurance ran out." And that was when the 

hospital asked the family to take the child home 

prematurely. The family fought for the continuing care as 

discussed previously. "We get some money from the state for 

him." 

Caregivinq activities. The mothers participated in 

numerous caregiving activities while providing their child 

with attention. All of the mothers described holding the 

child. Annie said, "Generally I sit with him more than I sit 

with my other kids. For the most part we'll sit there and 

we'll hold [each other]. Beth also stated, " ... we do rock 

and hold Bart. I hold him a lot." But for Celina's family 

holding was an imperative. Indeed, they had a sign on the 

wall asking the nurses to hold the child whenever possible. 

"We like to have him held ... he needs to be held a lot. He is 

still only a baby." 
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Music played a major role in all of the children's 

care. Annie says, "We sing ... and we put on MTV ... and I was 

sitting on the floor· with our other son and we were dancing. 

Of course he was laughing his head off over that. He loves 

singing and he doesn't care what kind of music it is. He 

doesn't care how bad your voice is he loves it. He'll be 

all, "Yeahhhh ... " trying to sing." And Beth related, "We 

sing to him. He loves to be sung to. He has a two-way switch 

plate and he'll hit it and sing and he'll just laugh." And 

Celina agreed, "I turn on the music for him to listen 

to ... and sing to him ... and dance for him." 

All three. mothers stated that they read to the 

children. "We read." "We read to him. The kids read to him." 

Beth related her experience with taking the child 

swimming. "We swim him all summer. We just started swimming 

Bart. It's been three summers ago. It's very good therapy ... 

He loves it." 

Annie talked about playing with the child. "I'll put 

him on my stomach and roll back and forth with him like I'm 

wrestling him and he thinks that is the greatest thing on 

earth." 

A lot of thoughtfulness and planning is put into 

teaching/learning activities. Celina is attempting to teach 
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her child to suck and swallow. "We give him a pacifier to 

try to get him to learn to suck again." Annie is trying to 

potty train her son since he is often dry through the night. 

"[We] put him on the potty if he hasn't already peed. He 

doesn't walk so he has a potty chair but he hasn't peed 

during the night and we are trying to potty him." 

The children also require upper respiratory care on a 

regular basis. One of the children requires trach care and 

two of the children require suctioning. Beth stated, " ... he 

has a very deep cough and there is no deep suctioning." And 

Celina stated, " ... and he needs to have oral suctioning 

because he does not swallow very well." 

Medical management of the child is one example where 

critical decisions are handled by the family. Celina's 

child suffered from seizures and had been given a medication 

which left him very drowsy. The family made the decision to 

have the medication withheld so that the child could have 

some time to be responsive. It was still "difficult for him 

to keep up ... and he was not able to learn or communicate 

with us at all. He still has seizures but he is at least 

awake." 

Enlisting the family. Although the obligation to care 

fell primarily to the mothers, each mother did describe 
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others who were willing and able to help with the caring 

work. By far, mothers primarily discussed additional care 

being provided by the siblings of the child who had survived 

the near drowning. These children were willing recruits in 

the care of the child. Every participant in the study 

discussed the siblings involvement in the day to day care. 

Annie revealed, "The kids will help give him his breathing 

treatments. [The youngest child] turns the machine on and 

helps us hook it up. My daughter will help [with postural 

drainage]. My daughter will help put him in equipment like 

hold his hands or hold him up and talk to him while I'm 

putting him in because when he starts to laugh while he's 

standing up his legs will co1lapse and down he goes and it 

creates a mess. They [will sit] there playing with each 

other while she is giving him this treatment so that is 

pretty fun. They'll be laying ·here on the floor reading 

books and stuff so she is really good with him. She is a 

very compassionate kid and she knows ... she knows things that 

kids wouldn't normally know as far as compassion goes and 

making sure that nobody is getting hurt or into the wrong 

thing and stuff like that." Beth also stated, "The kids are 

good with Bart. Bee is now getting big enough to where she 

can pick him up. They know all of his care. She feeds him. 
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Even my littlest, Bobby, ... They all know how to suction him 

and care for him." Celina reported, "[The older children] 

can also help with Christian. They have learned how to 

suction him and they will sit with him and talk to him and 

sing to him ... they really like to see him smile for them. 

The older children are always bringing him art work to hang 

in his room .... " 

The mothers who were currently married commented on the 

fathers' help with care. Annie's husband helped by picking 

the child up from school, feeding him, and putting him to 

bed. Annie added, "If [father's] home then it's a lot 

different." Annie's husband will also volunteer to stay home 

with the children to give her a break. In fact they trade 

off break times when they are not able to go out together. 

Celina also related, "My husband helps me a lot ... [he] gets 

up to watch the baby until about seven thirty or so, and 

then he gets ready to go to work." This allows Celina a 

little extra rest. 

Others in the family and friends are also called upon 

to help with care. Annie's story reveals this aspect of 

caring best: "We handed him off to a friend who knows him 

well enough," and "My sister-in-law used to take care of him 

sometimes and she ... she was a nurse's aide in an old folks 
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home but she never had taken care of a handicapped kid. She 

took him one day and fed him the whole day, all three meals. 

She even showed me some things about feeding my son." 

Seeking professional caregivers. The mothers all had 

some of the children's care provided by someone outside the 

home. One child attends camp. All of the children attend 

public school. There was a need for the children to have 

care provided in another setting, although this did entail 

the giving over of some of the mothers' responsibilities. 

Annie discussed the school's role mainly in terms of having 

to fight with them, which was discussed previously. And Beth 

related her _protectiveness by sending a nanny to school with 

her child, which was also discussed previously. Celina's 

child had just begun to attend school. "He just started in 

school about four months ago ... a van picks him up ... and 

takes him to school ... They do a lot of therapy with him 

there. Now we are excited about the school because he is 

learning so much and they do so much with him there." 

Annie's child is involved in after school care. It took her 

quite a while to find after school care that was acceptable 

to her but now she feels that he is in a safe place. "I 

don't have to go over there and check on him every day ... and 

they get his homework done and let him play games with the 
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other kids while I'm at work or I'm getting dinner ready. So 

we found a place for him that takes care of him and loves 

him finally." Annie's child also attends camp in the 

summertime. "Today he is at the [center] where he goes to 

summer camp ... so it's good to have him at camp ... and they 

are doing art work and music and all this stuff ... They love 

him over there which is nice. He gets a lot of attention." 

The mothers related their experiences with nurses. 

Some nurses were perceived to be helpful and the mothers 

were grateful to gain this support. At the time of the 

study only Celina was using professional nurses in her home 

and her words ·are most descriptive: " ... we have a sign on 

the wall to remind the nurses to hold him. Some of the 

nurses hold him more than others, but most of them will hold 

him and we try to request those nurses. The nurses do the 

bathing and some of the baby's therapy. Once in a while a 

nurse will come with me to help, and one went with me to 

[some of the child's appointments]." The mothers also 

experienced difficulties with some nurses. Celina stated, 

"Some of them even seem like they are afraid to suction him 

and do not like to be near him. They should learn compassion 

... because some of the nurses are very rude and very brusque 

and they try to take over instead of working with us." Beth 
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tried to be understanding: "I'm sure there is a burn out 

period for nurses." Celina's child had had the experience 

of being vulnerable to the carelessness of a nurse who 

accidently burned the child with his bath water. " ... She 

turned the hot water on when he was in the bathtub and 

burned his feet. He screamed when it happened and I ran to 

him and the nurse felt bad. It was horrible." 

The mothers in this study were fiercely protective of 

their children and also demanding of the nurses entrusted 

with the care of their children. There was an expectation of 

professionalism in that the nurses would be competent, 

compassionate, and knowledgeable about the special needs of 

providing care in the home. Celina explained that the 

nurses needed to help with the therapies that were 

prescribed. 

Beth wanted the nurses to help by automatically 

teaching the parents how to do the care they would need to 

know once they arrived at home. "I think therapy is very 

important and really incorporating the parent with all the 

care ... there are a few nurses that wouldn't even 

really ... help me much or show me much ... I mean this child is 

going to be going home with us or something in the future 

and I think they just need to [help]." 
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Beth also wanted the nurses to learn compassion. She 

stated, "Compassion is a big deal. It really is because 

these nurses get to go home at night to their family and we 

are left here with our child and I think compassion ... I've 

had wonderful nurses and I've had nurses that I have 

requested not to come back to my child and I've gone right 

to the head nurse." 

All of the participants talked about the need to learn 

to use common sense in the care of children who had survived 

near drowning. Annie said, " ... I can tell you one of the 

biggest things is to _use your common sense. These kids are 

common sense type of people. If you would just use your 

basic common sense ... I mean he is kind of hard to take care 

of, I suppose, but if you just use, you just use your common 

sense you can take care of him ... If you think it's right 

then just do it. If it's going to harm the child then 

obviously you don't want to do it, but if you think it's 

right and the kid is going to like it or it's going to work 

then do it." And Celina said, " ... [nurses] need to learn to 

use their head and not lose it like the nurse that burned 

Christian. That was just a nurse who was not using common 

sense ... and that is what they should learn to do." 
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Theme Category: Connecting with the Child 

All of the participants were able to identify that 

connecting with their child was essential to their 

experiences of caring for the child who had survived nearly 

drowning. Each of the mothers discussed their attempts to 

assign meaning to and interpretation for their behaviors 

with their sons. The child's efforts to communicate as well 

as the mother's recognition of the child's needs were 

aggregated into two theme clusters and five themes, which 

are presented in Table 6. 

Child's efforts to communicate recognized. Each 

participant described efforts by her child to communicate 

with her. "He gets real emotional and usually I'll ask him 

if he's hungry and we put our thumbs up and he'll grab a 

thumb yes or no. That is kind of how we communicate. He has 

a device to communicate with; with pictures and stuff like 

that ... He just brightens his eyes ... or I'll sit in front of 

him and let him touch my face. I sit there and try to have 

him talk. He'll watch my mouth and touch my sides to feel 

the vibrations ... It's really the only thing special that I 

do with him. His arms are all over the place, especially 

when he's happy." Celina shared, "He breathes faster when 

he is trying to tell us something. He will coo when he 
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Table 6 

Theme Category: Connecting with the Child 

Theme Clusters 

Child's efforts to 

communicate recognized 

Recognition of the child's 

needs 

Themes 

Recognition of child's 

communication 

Recognition of meaning in cry 

Recognition of changes 

Recognition when the child is 

tired 

Recognition of the child's 

need to be around the family 
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wants to tell us something is good and he will groan when he 

does not like something. He will coo for a long time if he 

is very happy and it is a very soft and gentle sound." 

The mothers recognized different meanings in the 

children's cries. "He communicates by different cries. Like 

you can see in an infant, I can just pick them up ... he gets 

a real emotional cry if he's hungry or thirsty. It's just a 

cry different from anything else. I call it an emotional cry 

because that is what it sounds like to me. If he's bored 

he'll just kind of groan and cry. If he's hurt he starts to 

giggle and then he cries." 

The mothers were also able to identify other changes in 

their children through changes in their state of being. 

Annie said, "When he's happy his skin is a normal color. 

When he's upset he mottles. His tone fluctuates so wildly." 

Beth's experience was: "I would say maybe if he's not 

feeling well and he's sick he has a tendency to get a higher 

tone in his body. He is so full of expression. He is full of 

expression in his face." And Celina stated, "I can always 

notice that he seems to relax as soon as I come in and talk 

to him. His breathing will change. His breathing is very 

quiet when he is happy and relaxed about things. When he is 
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very upset he gets goose bumps, but when he is relaxed his 

skin is smooth." 

Recognition of the child's needs. The mothers related 

their recognition of the child's various needs. The mothers' 

efforts to fulfill their child's perceived communications 

with regard to various aspects of care was noted. Beth 

noticed that her son is more fidgety when he is tired. "When 

he's tired he's more fidgety ... Like right now he is getting 

a little tired sitting in his chair, but he has to have 

dinner though." 

All of the mothers recognized that their children 

needed to be around others in the family and that some of 

the child's efforts at mobility were used toward that end. 

Annie said, "His cry lately has been because he's bored. 

There is not enough activity at home for him and he can't 

get around as well. He can roll but it's not fun for 

him ... so I'll try to put him where I am." Celina also 

stated, "Sometimes I bring him into the kitchen in his 

wheelchair while I'm cooking." 

Essentia1 Structure 

The essential structure of the lived experience of 

mothers caring for children who have survived near drowning 

reflects a synthesis of the elements that emerged from the 



analysis of the data. These elements gave structure and 

definition to the lived experience as expressed by the 

mothers. 
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The lived experience of a mother caring for a child who 

has survived a near drowning begins with the initial 

incident. This begins with a momentary lapse in supervision 

when a toddler boy slips silently past the watchful eyes of 

his caring parents and gets himself into trouble. The child 

is found unconscious in the pool and emergency services are 

dispatched to take him to the hospital. The mother is in 

shock and overwhelmed with the prospect of assuming the 

child's care. All normalcy in the lives of the mother and 

her family is taken away. The lives of the mother and the 

child are transported to the medical community where she 

becomes competent in the specialized care that the child 

needs as well as fluent in the medical language she is 

immersed in. The special bonds which the mother once felt 

with her children are gone and she feels out of control of 

her family's destiny. 

The mother does all she can to ready the home for the 

child's care. She takes the child home and the family adapts 

to the new routines of care, intrusions by nurses and other 



caregivers, and the endless routines that must be carried 

out for the survival of the child. 
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The mother finds many a paradox in the new life she 

embarks on. She agonizes but comes to terms with the facts 

of the incident in her own way. She feels out of control of 

the situation, but that, too, slowly evolves into a greater 

appreciation for the child. The mother caring for a child 

who has survived a near drowning in the home is optimistic 

and accepts the challenges that are given to her. The mother 

tries to come to a better understanding of the situation by 

comparing her story to that of others in similar 

circumstances. She gains inner strength and support for her 

decision to care for the child in her home. While 

recognizing her limitations, she forges ahead to do all that 

she can to have a normal life. She tries to understand the 

incomprehensible meaning of the changes in her life through 

spiritual understanding and giving to others in similar 

circumstances. 

The mother also recognizes the difficulties that she 

encounters with care, especially regarding the consumption 

of time. She becomes incredibly organized and is able to 

accomplish a lot. When the time comes for the child to have 

outside care she is like a mother lion, fiercely protective 



and abundantly providing. The child attends school with 

special provisions for care and rehabilitation. 
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The siblings in the family devote a great deal of 

cheerful volunteerism to the caring of their brother. And 

the mother learns to turn to this tiny army for her main 

source of support when an extra hand or warm body is needed 

to provide care or even simple entertainment of the child. 

The brothers and sisters seem to have a boundless compassion 

for their brother who survived near drowning, and the 

mothers worry that they are not getting their fair share of 

time, but it is a mute point because the mother has a 

limited amount of time and energy anyway. 

The mother is fortunate to have a support system that 

allows her to take small amounts of time for herself. She 

grieves through anniversaries and prays for patience. 

The mother has a somewhat cynical view of nurses. She 

has had varied experiences with them and is skeptical when 

they are new to the routines of care. She respects nurses 

whose professionalism she can trust as judged by their 

taking the time to teach her something new. The mother is 

demanding of the quality of the care that is given to her 

child. She demands that the nurse use both compassion and 

common sense. The nurse is a necessary intruder, but one 
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whose role can also be usurped by others in the caregiving 

professions. 

The mother's caring experience allows for her to 

communicate and connect with the child. The mother 

recognizes the efforts of the child to corrununicate with her 

and she makes an effort not only to understand this effort 

but to respond to it as well. She is finely tuned to his 

coos and cries. She notices differences in his muscle tone 

and skin. She attempts to anticipate his needs. She rocks 

and holds the child, sings and reads to him, provides 

physical therapy, and a multitude of other tasks too 

numerous to list. She does all this with the belief that 

this care will help the child get better. She revels in the 

delights the child shows when she has a new idea that 

produces results or even simple joy. And all the time there 

is the tremendous amount of work and caring. 

Summary 

Chapter Four is a_presentation of the results of the 

analysis of the data generated from the interviews with 

three mothers caring for children who survived near drowning 

with neurological deficits severe enough to warrant altered 

needs for care. An analysis of 910 significant statements 

yielded 64 themes, 16 theme clusters and four theme 



111 

categories. These results formed the basis of the Essential 

Structure. The Essential Structure of the lived experience 

of mothers caring for children who survived near drowning 

reflects an adaptation from a normal life, through the 

period of time of the initial incident, to a time when 

normal life for her has incorporated the care of the child 

who was damaged. The mother accepts the obligation of 

caring and continues to care for her family as well. She 

has definite feelings about the compassion, common sense, 

and caring that is needed from nurses and is willing to 

share those feelings. The mother recognizes her child's 

attempts to communicate with her and also her responsiveness 

to him. 



CHAPTER V 

DISCUSSION 

Introduction 
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Chapter Five is a presentation and discussion of the 

findings of the study in the context of the literature 

reviewed on the relationship of maternal-child attachment 

and the care of a near drowning victim and the literature 

reviewed regarding the care of a child with a disability or 

a chronic illness. The findings will also be discussed in 

relation to the conceptual orientation. The chapter 

concludes with limitations and strengths of the study, 

implications for nursing, and recommendations for further 

research. 

Relationship of Findings to Review 

of the Literature 

The results of the study of the experiences of mothers 

caring for children who survived near drowning were compared 

to the review of literature with regard to the attachment 

behavior of children who have a disability, and to 

literature about families caring for a child with a 

disability or a chronic illness. The findings were compared 
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to five studies where the attachment of children who have a 

disability was investigated. The findings were further 

compared to six studies which focused on families caring for 

children with a disability or a chronic illness. 

Attachment with Regard to Children 

Who Have a Disability 

Participants in this study described their experiences 

of caring for children who survived near drowning with 

significant neurological defects so as to need constant 

care. The findings of Oehler, Hannan, and Catlett (1993) 

were descriptive of mothers' interactions with very low 

birth weight infants. The participants in both studies 

agreed that they had found changes in their attitudes as 

time progressed. The mothers participating in the study of 

the nearly drowned exhibited pleasure in finding connections 

with their children, were able to demonstrate a knowledge of 

the children's cues, and perceived that their children were 

responsive. The mothers of nearly drowned children were 

able to detect differences in the children's cries and 

interpret them. They were able to tell the difference 

between a coo and a groan, and they were able to discern 

boredom in the children. The mothers frequently mentioned 

talking, singing, holding, observing the widening of the 
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child's eyes, and changes in bodily responses such as skin 

changes. Most of the mothers in the study by Oehler, et al. 

(1993) mentioned talking and touching their children often, 

and watching for the infant to open their eyes, and body 

movement in response to mothers' activity as the prevalent 

behaviors observed. Both groups used the children's 

behaviors as a guide for their behaviors and also reported 

the children's behaviors to have special meaning. All of 

the participants in the current study appeared to respond to 

the children's cues; however, about half of the Oehler group 

of forty-seven did not ascribe meanings to their children's 

behaviors. 

The children in the study of the nearly drowned 

children appeared to have secure attachments with their 

mothers at the time of the study, in the years after the 

near drowning. Cusson (1993) had found, in studies of 

preterm infants, that attachment was usually demonstrated to 

be secure over time. It is not possible to know whether the 

mothers of the nearly drowned children had any previous 

problems with attachment, though all demonstrated secure 

attachments at the time of the study. 

Literature on attachment discusses the relationship 

between the rigidity and sensitivity exhibited by a mother 
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and the quality of attachment. For example, Butcher et al. 

(1993) found infants who were less securely attached to be 

less responsive and increasingly rigid, while the mothers 

contributed to that attitude. The mothers in this study 

were openly demonstrative in their shows of affection and 

caring and didn't show any rigidity, which supports the 

correlation with the Butcher study. 

The toddler-mother attachment in children with Down 

Syndrome, which was examined by Vaughn et al. (1994), showed 

the children using the mothers as a secure base for 

exploration and a place to retreat to when stressed. Only 

the two older children in this study were mobile enough to 

observe as such. Both of them did make efforts to play and 

explore, and retreated to the vicinity of their mothers when 

they were tired or upset. 

Kempe and Helfer (1972) described children who were 

different in any way as being at risk for overt abuse, 

either physical or medical. The mothers of the children in 

this study took their obligations for caring seriously and 

spent a great deal of time in the physical and emotional 

caretaking of the children. This attention to caring with 

no evidence of abuse suggests that they had strong 

attachments during the "sensitive period," long before the 



near drowning. This was required in order to develop a 

strong bond with a child so that changes in the need for 

caretaking would not disrupt the commitment to care. 

Evidence of connecting, attachment and attachment 

behaviors in the near drowning families were generally 

consistent with the results of the other studies of 

attachment with regard to children who had special needs. 

Caring for a Child with a Disability 

or a Chronic Illness 

116 

The experience of mothers caring for children who 

survived near drowning was compared to findings in the 

literature which looked at the care of children with a 

disability or a chronic illness. In 1997, Murphy described 

stress factors which were experienced by families caring for 

technology-assisted infants in the home. The participants 

of the study of mothers caring for children who were nearly 

drowned were in agreement with Murphy's studies which showed 

the mothers having significant adaptation to the stressors 

over time. The mothers of the nearly drowned children 

agreed that receiving much needed rest relieved a lot of 

stress, but dealing with the nurses added to overall stress. 

For these mothers, the nurses were generally viewed as a 

necessary intrusion borne out of a sense of obligation to 
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provide care for their child. The mothers in the current 

study also fell into line with Murphy's findings that 

mothers who made an effort to get out on a fairly regular 

basis faired better with regard to coping and stress levels. 

Folden and Coffman (1995) used a review of the 

literature to describe the evolution of respite care in the 

home, the needs identified by the family, the type of 

respite care services available today, and the essential 

role of nurses in that care. Two of the near drowning 

families had used nurses for respite care and only one of 

the near drowning families continued to do so. One of the 

mothers had gone out of her way to hire nannies and 

pediatric occupational therapists to work with the child as 

opposed to nurses. In contrast to the article reviewed, the 

mothers of the nearly drowned children had found ways to get 

help with care, other than respite care offered by nurses. 

In one case, the nurses were withdrawn after the state 

discontinued its aid. In another case, it was the mother's 

choice to use other caregivers such as nannies and pediatric 

occupational therapists because it was there that she had 

been able to find the level of compassion and commitment to 

caring that she demanded. 
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Coffman (1995) described the experiences of parents 

with pediatric nurses caring for children in their homes. 

The majority of these children were survivors of a near 

drowning. She found a paradox in the nurse-family 

relationship which was also described by the mothers in this 

study. There is agreement between the Coffman study and the 

mothers of the nearly drowned children in the current study, 

that while the nurses in the home were supportive, there was 

a disruption in the family processes. Mothers appreciated 

the support gained from the nurses, but lamented the loss of 

normalcy in their homes. They felt vulnerable to the 

attitude of any given nurse and protective of the child. 

The mothers in this study related their stories which 

were a result of stressful life events and health awareness 

much the same as the findings of Kalifa (1993) which found 

· that the quality of home health care was strongly affected 

by these factors. The mothers of the nearly drowned children 

involved in this study were not affected by factors of self

monitoring. 

Rodriguez and Jones (1996) assessed the adaptation of 

foster parents to the placement of a child with 

developmental disabilities in their home, using grounded 

theory. The descriptions paralleled some of the findings of 
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this study, such as the predominance of the parenting or 

caretaking role in their lives, and a personal sense of 

satisfaction. The one finding which the mothers agreed upon 

was the recognition of lessened social contacts in their 

lives, but for the most part the mothers of the nearly 

drowned children made a concerted effort to have contact 

with others. None of the mothers in the near drowning study 

described caring as taking a toll on their own health. 

Friedrich, Wilturner, and Cohen (1985) looked at the 

coping resources of mothers of mentally retarded children. 

The results were congruent with the mothers caring for 

children who were nearly drowned in that mothers who have a 

better education demonstrate better coping. Although the 

actual educational level of the mothers was not known, the 

more verbal and assertive mothers appeared to be better 

educated. The two mothers who had returned to work part 

time had more education than the minority mother who spoke 

only broken English and fluent Spanish to the bilingual 

researcher. All mothers were in upper middle class socio

economic income brackets and had adequate monetary resources 

to care for the children comfortably. The severity of the 

children's handicaps in both studies was a main source of 

stress for the mothers. Also in agreement with the 
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Friedrich study, the mothers of nearly drowned children who 

seemed to consider themselves capable experienced less 

difficulty and designed the bettir support systems. The 

mothers of the nearly drowned children sought out support 

from family and friends, took some breaks from the routines 

of care, realized the importance of caring for themselves, 

and found personal space and time. These are some of the 

factors which were found to contribute to a greater 

satisfaction with caregiving activities. 

Relationship of Findings to the 

Conceptual Orientation 

The conceptual orientation for this study was derived 

from Watson's (1988) theory of caring as the moral ideal of 

nursing. The following is a review of the findings in 

relation to the conceptual orientation. 

The carative factors as laid out by Watson's (1988) 

theory are interventions related to the care of the patient 

by a professional nurse. In this instance, the 

transpersonal caring relationship is extended to include the 

mother's caring since she is the primary caregiver. Seven 

carative factors (Factors 4-10) were selected for analysis. 

What is the helping-caring, human care relationship 

that is described in the mother's experience of caring for 
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her child, who has survived near drowning? The recognition 

of the expression of both positive and negative feelings is 

addressed (Factors 4 and 5). 

The mothers describe a life that was completely 

different after the incident of the near drowning. One day 

their lives were normal, and the next moment not, but they 

had no thoughts but the obligation to care for their child 

who was entrusted to them. In fact, the sense of duty was 

so all-encompassing that they have no comprehension of 

factors that would lead them to the decision to do 

otherwise. The mothers rose to the challenge of caring for 

their child in the home and embarked on a quest to find the 

best of all possible care for that child. The families 

described fighting for fairness in the continuing care of 

the child. 

What creative problem-solving caring processes do 

mothers describe in their human care relationship with their 

child who has survived a near drowning event? (Factor 6). 

The mothers describe a constant thirst for knowledge 

about rehabilitation processes which will make a difference 

in the outcome of their caring. They put considerable time 

and effort into the performance of any care or procedures 

which work toward that effort. They do physical therapy 
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exercises, take the child to acupuncture and numerous 

medical appointments, stimulate the child with exposure to 

new environments, and send him to school. They problem 

solve to accomplish the mundane tasks, such as keeping a 

stock of supplies, as well as the more complex action of 

teaching a disabled child to suck a pacifier. 

What transpersonal teaching-learning experiences are 

described, that further caring, such as holding, rocking, 

singing, reading stories, music? Do the mothers interpret 

how the child might feel by observing his mood, body 

language, skin tone, and other cues? (Factor 7). 

All of the mothers in the study describe caregiving 

activities such as holding, rocking, playing music, singing, 

reading, swimming, teaching, and playing with the child. 

The mothers vividly describe their attempts to connect with 

the child and give interpretations of the child's coos and 

cries, as well as his body language and changes in skin 

tone. They are keenly aware of how well they know the child 

and his physical and emotional needs, as well as his need to 

communicate. The mother is deeply satisfied with her level 

of caring and the scope of her involvement in the care of 

the child. 
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What is described in terms of a supportive, protective, 

and/or corrective mental, physical, societal, and spiritual 

environment on the health of the child? (Factor 8). 

The mothers describe the environment of their child in 

terms of many aspects. The actual physical caring is either 

direct care or supervised with the goal of working toward 

observable changes in the outcomes of the therapies. The 

children are protected, watched and worried over and offered 

the most comprehensive care. The mothers each had their own 

spiritual understanding of the situation. 

What human needs are being described as being satisfied 

for these children? (Factor 9). 

The mothers describe basic human needs such as food, 

shelter, and safety, as being met, as well as existential 

needs such as the need to be appreciated and cared for in a 

loving and protective environment. The mothers themselves 

are satisfied with their level of care and indeed there is a 

noticeable lack of terms that would tend to look at the 

situation otherwise. Although the level of difficulty in 

the care is described, there is no talk of disappointment, 

discouragement, or frustration, and there is a distinct lack 

of a sense of the tragic. 
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What spiritual forces do mothers describe in their care 

relationship with their children? (Factor 10). 

The mothers had separate and distinct descriptions of 

their spiritual understanding of the situation. They 

included one mother who explained it as necessary for the 

positive changes and evolution which had come about in her 

husband, one mother who felt that it was a personal 

challenge given to her, and one mother who claimed disbelief 

and disappointment in a spiritual explanation for the event. 

Limitations and Strengths of the Study 

The primary limitation of the study was the small 

number of study participants. The three participants 

provided lengthy and detailed interviews rich in data, but 

the limitation of the size of the study does not assure 

saturation of information in all of the categories which 

were generated. A larger sample could have further 

strengthened the findings of the study. 

The second limitation in the study was a prior 

relationship between the researcher and one of the study 

participants. The researcher advised the participant of the 

importance of describing the experience as fully as 

possible, but there could have been certain aspects which 

may have been inadvertently omitted if the participant 
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assumed prior knowledge by the interviewer. The researcher 

bracketed her prior biases with regard to the quality of 

home health care the children were receiving. 

Also, ultimately locating enough participants for the 

study proved to be an arduous task. The original two 

participants were available, but the third was located 

through extensive efforts of colleagues at the university. 

The researcher was only able to reach two of the three 

participants to confirm the data compiled into the synthesis 

of the data recognized as the essential structure of the 

interviews. 

Finally, the interview process used by the researcher 

limited the study to a thematic analysis of the data and did 

not extend to the full range of interview which is demanded 

in the process of research using phenomenology. This 

researcher read the Essential Structure to two of the 

participants for affirmation of the data, but they were not 

queried enough times or in enough depth to truly achieve 

saturation of the data categories. 

The primary strength of the study is its applicability 

to the population of children who are most affected by the 

statistics surrounding near drownings. The children of the 

mothers in the study were all male, reflecting the ratio of 
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10:1, boys to girls, in the nearly drowned population. The 

ethnic diversity represented by the inclusion of a Hispanic 

mother speaks to the ethnic diversity in the states with the 

highest incidence of near drowning. Most near drowning 

victims are children from upper class homes, because of the 

greater access to a private swimming pool where no life 

guards are on duty. All of the participants declared that 

they were from upper middle class homes. On the other hand, 

that fact also gave these mothers more resources to use in 

the care of the children, thus encouraging them to proceed 

with their decision to keep the child at home in a 

comfortable manner. 

Implications for Nursing 

This study identified the lived experiences of mothers 

caring for children who survived near drowning. The 

implications fo,r nursing focuses on the role of the nurse as 

a support to the mother who is assuming the primary 

caregiving role in the provision of care to her child. The 

mother will have contact with nurses both in the critical 

care areas of the hospital and at home for respite care. 

Nurses will have the opportunity to help the mother, who is 

looking at her child as normal and yet not normal, and can 

help her work through the decisions she can live with as 
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they are presented with both the best and the worst case 

scenarios. Nurses who can learn to watch for opportunities 

to teach as well as empathize will be invaluable. Nurses 

must realize that a mother who is caring for her child who 

survived near drowning in their home is looking for nurses 

who have the same commitment to care that she has. At the 

same time, a nurse must acknowledge that she is viewed as an 

intruder in the home and she must work at developing a 

relationship with the family. A nurse should not expect the 

child's mother to view her presence as a partnership, but 

rather as a necessary option for care. The nurse may even 

be used only as a last resort. Mothers caring for children 

who survived near drowning want nurses to know the 

importance of sharing their knowledge of all procedures as 

well as the rationqle behind them. A patient and caring 

nurse will intertwine a new dimension into the concept of 

transpersonal caring if she is able to give wholeheartedly 

to the teaching of procedures that the mothers will need 

and offer answers to questions the mothers will have. The 

efficiency of a well thought out supply list will help. The 

child's schedule needs to take advantage of the nurse's time 

in the home. The nurse needs to be respectful of the 

sanctity of the family's home and enforce an expectation of 
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protected. 

128 

The realization of the economics and the politics of 

the healthcare delivery system as it is dictates that many 

more children will be cared for in their homes. The 

statistics which show drowning to be a leading cause of 

mortality and morbidity lend credence to the relevance of 

this topic for today's nursing care education. 

Recommendations for Further Research 

Nursing, as a science and an art, requires research to 

identify and study the relevance of care to the outcomes of 

that care in terms of human value. 

Paraphrasing some guidelines set out by Coffman (1995), 

the recommendations for further nursing research are to seek 

answers to the following: 

1. What are the characteristics of nurses who work 

most efficiently in the home care of children who have 

survived near drowning? 

2. How do the nurses and the families of children who 

have survived near drowning form partnerships? 

3. How do the nurses and the families of the child who 

survived near drowning perceive boundaries in home care? 
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4. What are the control issues that frequently affect 

the nurses and families caring for a child who has survived 

near drowning? 

The researcher recommends that further studies using 

the conceptual framework designed by Watson (1988) be used 

to continue looking at mothers' experiences of caring for a 

child who has survived near drowning. Since phenomenology 

is the preferred method of research to use with Watson's 

conceptual framework, further research to expand the 

knowledge begun here should be done using this approach. 

A more in-depth study could help the mothers caring for 

children who survived near drowning find meaning in their 

chosen lifestyle. Support groups monitored by a nurse 

researcher could be offered. A study looking at the role of 

siblings in the care of their brother or sister who has 

survived a near drowning could be expanded from this study. 

Families who have had experiences with caring for children 

who survived near drowning but from a different 

socioeconomic status could be compared to the current study 

for differences in care with differing resources. Families 

with different time frames from the one used in this study 

could be used. It would be valuable to study families who 

have had more recent experiences, as well as contrasting and 
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comparing them with families who have had more long-term 

experiences. A descriptive longitudinal qualitative study 

could reveal the overall course of events the families go 

through in choosing the paths they take. 

Summary 

Chapter Five was a presentation of the discussion of 

the findings and their relationship to existing literature 

and the conceptual orientation. The data as reported by the 

participants was congruent with the research found in the 

search of the literature, although no literature was found 

specifically detailing the lived experience of mothers 

caring for a child who survived near drowning. However, 

there were positive correlations with the literature on 

attachment with regard to children who have a disability and 

the literature on caring for a child with a disability or 

chronic illness. 

Watson's Conceptual Model for Nursing (1988) was the 

conceptual orientation used to report on the data with 

regard to the carative factors as outlined. 

Limitations of the study were small sample size, prior 

familiarity of one of the study participants, the difficulty 

in eventually gathering enough participants for the study, 

and the use of thematic analysis as the last step of the 
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study. Strengths of the study included the generalizability 

to the near drowning population, and the ethnic diversity of 

the study group. 

Implications for nursing primarily includes nurses 

adapting a process for transferring knowledge to the mothers 

involved in their child's care. 

Recommendations for further nursing research includes 

primarily an evaluation of how to help the nurses and 

families caring for children who have survived near drowning 

to develop a partnership, with respect and boundaries of 

professionalism clearly given through sensitivity as well as 

creativity. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL 



THE UNIVERSITY OF 

Human Subjects Committee ARIZONA9 
HEALTH S0ENCES CENTER 

10 July 1998 

Audrey I. Russell-Ruben, RN, BS 
Elaine Jones, Ph.D. 
College of Nursing 
PO BOX 210203 

lci22 E. '.\.!.1~! St. 
P.O . Box :~; 13~ 
T ucwn .. \:i=,ma :-5~ ~.;. ; 13 ~ 
(520) 62~721 

RE: THE LIVED EXPERIENCE OF MOTHERS CARING FOR CHILDREN WHO 
SURVIVED NEAR DROWNING 

Dear Ms. Russell-Ruben: 

We have received documents concerning your above cited project. 
Regulations published by the U.S. Department of Health and Human 
Services [45 CFR Part 46.lOl(b) {2)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

w·1.h01..,.,F~eiwr 
William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:js 
cc: Departmental/College Review Committee 
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University of Arizona Health Science Center 
Subject's Consent Form 

The Lived Experience of Mothers Caring for Children who Survived Near Drowning 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSWffi THAT I AM 
INFORMED OF THE NATURE OF TIIlS RESEARCH STUDY AND OF HOW I WILL 
PARTICIPATE IN' IT, IF I CONSENT TO DO SO. SIGNING THIS FORM WILL INDICATE 
THAT I HA VE BEEN SO INFORMED AND THAT I GIVE MY CONSENT. FEDERAL 
REGULATIONS REQUIRE WRITrEN INF0&\,1ED CONSENT PRIOR TO 
PARTICIPATION IN TIIlS RESEARCH STIJDY SO THAT I CAN KNOW THE NATIJRE 
OF THE RISKS OF MY PARTICIPATION AND CAN DECIDE TO PARTICIPATE IN A 
FREE AND INFORMED MANNER · 

PURPOSE 

I am being invited to voluntarily participate in the above titled research project. The purpose of 
this project is to describe the lived experience of mothers caring for children subsequent to a near 
drowning event. 

SELECTION CRITERIA 

I am being invited to participate in this study because 'I am a mother, over the age of eighteen, 
who is caring for a child who has survived a near drowning as a toddler or a preschooler, and this 
child sustained significant neurological damage so as to have altered needs for care, and is being 
cared for at home and is 1-5 years post near drowning. There will be approximately three 
mothers included in this study. · · 

PROCEDURE 

If! agree to participate, I will be asked to consent to the following: 
A taped interview of my experiences in caring for a child who has survived a near drowning. 

RISKS 

There are no risks anticipated with this study. 

BENEFITS 

There are no potential benefits associated with this study. 

CONFIDENTIALITY 

All information associated with this study will be held in confidence and only Audrey I. Russell
Ruben, the principle investigator and her thesis committee , Elaine Jones, Donna McArthur, and 
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Connie Trice will have access to the information. Each subject will be assigned a number, and 
that number will be on all documents rather than his/her name. Only Audrey I. Russell-Ruben will 
know the identity of the subject. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 

There will be no cost for me to panicipate in this study. I understand that I ~11 not be 
compensated for my participation. One cost to me will be time, which will be approximately 1- 2 
hours. 

I can obtain further information from Audrey I. Russell-Ruben at 626-6209. IfI have questions 
concerning my rights as research subject, I may call the Human Subjects Committee office at 626-
6721. 

AUTifORIZATION 

BEFORE GIVING MY CONSENT BY SIGNING nns FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEFITS HA VE BEEN EXPLAINED TO ME AND 
MY QUESTIONS HA VE BEEN ANSWERED. I UNDERSTAND THAT I MAY ASK 
QUESTIONS AT ANY TIME AND THAT I AM FREE TO WITHDRAW FROM THE 
PROJECT AT ANY TIME WITHOUT CAUSING BAD FEELINGS. MY PARTICIPATION 
IN nns PROJECT MA y BE ENDED BY THE INVESTIGATOR FOR REASONS THAT 
WOULD BE EXPLAINED. NEW INFORMATION DEVELOPED DURING THE COURSE 
OF THIS STUDY WIDCH MAY AFFECT MY Wll.LINGNESS WO CONTINUE IN THIS 
RESEARCH PROJECT WILL BE GIVEN TO ME AS IT BECOMES AVAILABLE. I 
UNDERSTAND THAT nns CONSENT FORM "WILL BE FILED IN AN AREA 
DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE WITH ACCESS RESTRICTED 
TO THE PRINCIPAL INVESTIGATOR, AUDREY I. RUSSELL-RUBEN, OR AUTHORIZED 
REPRESENTATIVE OF THE COLLEGE OF NURSING. I UNDERSTAND THAT I DO 
NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING nns FORM. A COPY OF 
THIS SIGNED CONSENT FROM WILL BE GIVEN TO ME. 

Subject's Signature Date 

INVESTIGATOR'S AFFIDAVIT 

I have carefully explained to the subject the nature of the above project. I hereby certify that to 
the best of my knowledge the person who is signing this consent form understands clearly the 
nature, demands, and risks involved in her participation and her signature is legally valid. A 
medical problem or language or educational barrier has not precluded this understanding. 

Signature of Investigator Date 
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The Lived Experience of Mothers Caring for 

Children who Survived Near Drowning 

A Demographic Questionnaire 
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Pseudonym .................................................. . 

Age .......................................... · · · · . · · · · · · · · · · 

Married or Single .......................................... . 

Ethnicity .................................................. . 

Number of children in the family ........................... . 

Sex of the child who survived the near drowning ............ . 

Current age of the child who is the survivor 

of a near drowning .................................... . 

Age of the child when the near drowning occurred ........... . 

Length of time since the occurrence ........................ . 

Place of occurrence: State ................................. . 

Horne .......... Other ................... . 

Income level ............................................... . 
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