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Two truths draw nearer each other.
One comes from inside, one comes from outside.

And where they meet we have a chance to see ourselves.

(fromTomas Transtromer, Selected poems 1954-1986)




Abstract

Title: Encountering Parents. Professional Action Styles among Nurses in Pediatric Care

Language: English _

Keywords: Pediatric nursing care, parents in pediatric care, stock of knowledge, encounters,
practical knowing, action styles, social representations, ethnographic methods,
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The primary aim of the study was to provide insights in nurses’ delivering of practical knowing
in encounters with parents. Fieldwork went on during one year at a pediatric unit (0-18 year old
children with various illnesses) in a middle-sized Swedish hospital, where most parents were
living-in with their children. Ethnographic methods were used, including participant observations,
interviews and collection of documents. Thirty nurses were observed during encounters with
parents in different situations. Altogether 370 hours of observation were conducted. The
observations were followed by interviews with the nurses, during which they were asked to reflect
upon situations and events recorded during the observations. Official, local documents concerning
policies and rules for interaction with parents in the care were collected and served as a third source
of data. Data was analyzed according to a hermeneutic interpretation process.

The theoretical perspective was based on social philosophical and social constructivist traditions.
A set of theoretical constructs (stock of knowledge, transformation of meanings, encounters in time
and space, intersubjectivity, actions and socially constructed and shared knowledge) was defined as
theoretical tools throughout the work.

The results showed that the nurses used differentiated patterns of actions when encountering
parents. Through analyzing the observed actions and the nurses reflections on their actions in the
encounter situations, a structure of four qualitatively different action styles were identified;
assumptive style, demanding style, eliciting style, and collaborating style. In the assumptive and
demanding styles, the nurses emphasized parental adaptation and accommodation, and their
approaches in the encounters were task-oriented. In the eliciting and collaborating styles, the nurses
focused on promoting parents’ own resources and stressed mutuality in the joint care. The nurses’
approach in the encounters were both task-oriented and parent-oriented.

Socially constructed and shared knowledge indicated social representations of parents and of the
nursing profession.

The social complexity of encountering parents in nurses’ practice is discussed, particularly issues
related to the assymmetric relationship between nurses and parents. Ways of keeping a balance of
power is pointed at and discussed in terms of the nurses’ organizing, complying and enabling
actions Finally, implications for practice and nursing education as well as future research are
suggested.
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Introduction

Introduction

Parental involvement in pediatric care has undergone great changes during the
last decades. Knowledge of the importance of parental presence while a child is
hospitalized has been generated. Children’s stress when separated from their
parents as the ordinary caregivers, and the importance of keeping a family
intact during changed life circumstances is well documented in the literature
(Spitz, 1945; Bowlby, 1953; Robertsson, 1970). In the recent decades the no-
tion of parents and families being residents in their own right during hospital
care has largely been accepted. Allowing parents access to their hospitalized
child is viewed as a parental right. The present approach in pediatric nursing is
that parents or a whole family might be involved and participate as much as
they want in the care of a hospitalized child. These opportunities for parents to
participate in hospital settings have connections with the increased consumer
participation in health care on the whole, as well as in other social institutions
in the Swedish society. The encouragement of consumers of health care to
participate in decision making and collaboration is anchored in the Swedish
Health and Medical Services Act (SFS1982:763) and is in line with interests in
nursing ethics and humans’ rights. Various codes for nursing ethics, the United
Nation Convention on the Rights of the Child (Ministry of Foreign Affairs,
Sweden, 1991) support these ideas.

Recommendations, standards and directions in Swedish health care use
"participation’ and ’involvement’ as watchwords. These watchwords put strong
emphasis in carrying out nursing care. Nevertheless, involvement and partici-
pation are recognized as being complex issues in nursing. Combining profes-
sionalism and familiarity in health care settings and encouraging consumer
participation at the same time is recognized as challenging (Sundstrém, 1996).
A report on official power in the Swedish society (SOU 1990:44) portrays
medical and health care settings as places where people, as consumers, feel
most powerless. There seem to be contradictions between recommen-dations of
consumer participation and involvement and how the phenomena are carried
out in everyday health care practices.
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In Swedish pediatric practice there are directions from laws, regulations, stan-
dards and policies, which are aimed to guide and encourage parental presence
and involvement. Pediatric care offers open visiting and live-in facilities to
support the opportunities for parents to share the care of their sick child
during hospitalization (SOU 1975:87; Stenbak, 1986). Thus for nurses, paren-
tal presence means parental involvement in everyday care in hospital settings.
However, reviewing earlier research, both Swedish and international,
descriptions of how nurses actually deal with the encounters with parents
during these premises, are lacking.

In pediatric care the implementation of parental participation and involvement
is viewed as more challenging than was first imagined when the rights of
parental presence were introduced (Darbyshire, 1993). Hospitals are complex
contexts, and, for both parents and nurses, the implications of inviting parents
to stay as residents with their child and be involved in the care tend to be
underestimated. Nurses may experience the achievement of participation and
involvement as conflicting with other ideas.

Nurses’ professionalism and familiarity with the hospital context can create
experiences of being ’strangers’ among parents (Darbyshire, 1994a). In addi-
tion, through living-in as a resident with a child in the hospital, parenting
becomes ’public’ in hospital settings. Nurses’ everyday activities also become
‘public’, in the sense that they are judged by families’ observations.
Furthermore, as they are expected to initiate and encourage involvement
(Darbyshire, 1994a; Rowe, 1996; Sundstrém, 1996) the way encounters are
carried out is likely to have pivotal meaning for parental participation.

The study, which is presented here, is aimed at bringing more knowledge
about parental presence and involvement in pediatric hospital care. This has
been done from the nurses’ perspective, by careful observations of their
mastering of everyday encounters with parents, in the context of three
pediatric wards.

Before presenting the outline of the thesis, a brief overview of the present
general policy for hospital care of children, primarily in Sweden, is presented.
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Policies for Hospital Care of Children

Hospitalization of a child is expected to be as short as possible. Because of
medical and technical innovations and increased efficiency in treatments, the
number of admissions during the last twenty years has decreased. This reduc-
tion is due to the fact that children are admitted to hospital only if they require
care that cannot be equally well provided at home or on out-patient basis.

In Sweden, children are hospitalized for an average of four days at a time
(SPRI, 1997). Included in this average are children who are continually or
frequently hospitalized because of chronic diseases or dangerous illnesses. An
essential objective of minimized child hospitalization is the obtaining of
optimal developmental conditions in a lifelong perspective. The goal is to keep
children’s everyday living intact with family, friends, childcare, school, etc.
Dealing with sick children requires institutionalized environments that are
formed to accommodate and promote development. Environmental factors are
fundamental for continuity in all children’s lives and hospitalized children are
no exceptions. Social relationships form a particularly important element in
this continuity (Héigglund, 1999). Such a perspective implies that all activities
and relationships in which children and their families are involved influence
social realities and provide contexts for the child’s development (Bronfen-
brenner, 1979, 1989). From this perspective, all activities during a child’s
hospitalization are likely to influence the structure of a family life and thereby
developmental conditions for the child. Research on hospitalization and
children has shown that a combination of factors, such as kind of illness and
disease, age, personality, and earlier experiences, influence experiences and
outcomes of hospitalization. Also local circumstances in the setting, parents’
presence and other situational factors during hospitalization are known as
influencing children’s development (Robertson, 1970; Lundgren, 1988;
Eenfeldt, 1989; Carlberg, 1989).

Nursing knowledge concerning patients and families is based on a holistic
perspective with normative implications to do something for others in practice
(Kim, 1987, 1998). In Sweden, the Health and Medical Services Act (SFS
1982:763) and recommendations from the National Board of Health and
Welfare (SOU 1975:87; SOFFS 1993:17), guide nurses’ strategies to see to that
patients’ rights to be involved in their own care and participate in decision-
making are met. The statutes of participation in care are of specific signifi-
cance when patients are children and adolescents (SOFES 1995:15).
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The nurses are expected to create good relationships and collaborate with
child-patients and their families to create optimal conditions during
hospitalization. In order to meet children’s rights to receive care directed at
their specific needs, national regulations recommending pediatric hospitals or
units with staff specifically trained in caring for sick children were formulated
in the 1970s (SOU 1975:87). In the 1990s most children in need of hospital
care (63 %) have been admitted to such hospitals or units. In middle-sized
towns, regardless of diagnosis or illness, pediatric units offer combined care.
Combined care means that all children with medical pediatric-, orthopedic-,
surgical- or ophthalmologic diseases etc. are to be cared for at children’s units.
Pediatric medical care aims at serving children’s specific developmental needs
(SPRI, 1997). European recommendations for achieving general standards to
ensure optimal developmental conditions for children during hospitalization
have been agreed upon (NOBAB, 1992; EACH, 1993). These common general
recom-mendations serve as regulations for local hospitals to improve
children’s situations. Among other things guiding principles in these documents
reinforce parents’ possibiliies to stay with their children during
hospitalization, preferably in the same room, and stress the importance of
ensuring continuity in their presence by financial compensation {Alderson,
1993). Governmental policy in Sweden stipulates that small children shall not
be left alone without their parents during hospitalization. The Swedish parental
insurance system provides parents with economic compensation for loss of pay
during a child’s illness (SOFFS 1976:280). Since 1990, the policy allows
parents to stay with a sick child for a total of 60 days per parent during a given
year (if the child is under 16 years of age) while receiving compensation for
loss of income. Another directive is to provide continuous information to
parents in order to support their rights to exercise parental responsibility and
their ability to participate in decision-making concerning treatment and care
(Alderson, 1993). The Swedish legislation states that pediatric hospitals and
pediatric units shall create opportunities for parental presence and support
parent partici-pation in children’s care in order to create a sense of well-being
during hospitalization (SOU 1975:87).

Parents’ involvement in the caring for their child may force nurses to mode-
rate their activities towards them. It may be that normative directives and re-
commendations concerning parental involvement do not always correspond
with the diversity of everyday practice (Darbyshire, 1994a, 1994b).
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The social and professional realities surrounding nurses’ mastering of en-
counters with parents, where the actors may have different interests, are
complex. The ambition of this thesis is to reveal some of the elements in
nurses’ mastering of this complexity.

Outline of the Thesis

The thesis is subdivided into six parts, each with several chapters and sections,
arranged as follows:

Part 1 gives a review of the literature concerning parents, nurses, and pe-
diatric nursing. Here, the first section presents a historical perspective on
parental presence during children’s hospitalization. The next section reviews
common concepts and practical models for parental influences in pediatric
nursing, and is followed by a section where empirical research of parents’ and
nurses’ experiences and relationships in hospital care is presented. Finally, a
section focuses on nurses’ professional dominance in relation to issues of asym-
metric relationships and social and ethical dimensions. The aim of the study is
also presented.

Part 2 comprises methodological considerations. The design of the empirical
study is described and issues of trustworthiness of the empirical study are
discussed.

Part 3 consists of the theoretical perspective including the fundamental
theoretical constructs, which have been guiding the procedures of analysis,
interpretation and conceptualization of the empirical data.

In part 4 the analyses, interpretation and conceptualization process is described
in detail.

In part 5 the results are presented. The structure of four qualitatively different
action styles in the encountering situations is exhaustively described and
illustrated from empirical data. Finally, common themes in the nurses’
communication are presented and discussed as socially shared nursing
knowledge in the pediatric context.

Part 6 consists of a discussion of the results and implications for nursing
practice and education, the quality of the study is discussed followed by a
conclusion and some final recommendations for further research,
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Parents, Nurses, and Pediatric
Care

Historical Context

The presence of parents in hospital care of sick children is a recent pheno-
menon. As mentioned in the introduction, the awareness of the importance of
parental presence during the 20th century reflects social trends and an increa-
sed interest in ethics and humans’ rights. In addition, medical traditions have
influences on children’s hospitalization. The attitudes in the beginning of the
century consisted of stringent restrictions on parents’ visiting rights. Now, in
the last decade of this century, parents are recognized as residents who live-in
with their children during hospitalization. Following a developmental line of
medical and technical innovations and child-care ideologies some explicit steps
toward parents’ access to hospital settings are further described below.

A Closed World

During the first decades of this century, caring for Swedish children in
hospitals took place in a closed world. The children were separated from their
parents for long periods of time. Parents were expected to leave their children
and the responsibility for their care to hospital staff. Visiting hours was non-
existent or severely restricted. One reason for the long hospitalization of
children was the lack of cure for many diseases, such as malnutrition, diabetes,
and different kinds of infections. Tuberculosis was also widespread among the
Swedish population (Ké¢hler & Merrick, 1984; Bishofberger, Dahlqvist &
Elander, 1991). To prevent infections from spreading, visiting was restricted.
The struggle against infectious diseases and destructive illnesses in the
beginning of the twentieth century helped to create a hospital system based
upon asepsis and a rigid following of routines (Kohler et al.,, 1984; Erlov &
Petersson, 1992).
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The absence of effective treatments meant that physical factors, such as fresh
air, cleanliness, and a suitable diet were emphasized. Hospitalization could last
for months. Hospitals were often located in healthy but remote places far from
children’s homes (Kéhler et al., 1984). The children were cared for in a closed
world with hardly any contact with their families. A review of literature from
other Western countries shows similar patterns (Cleary, 1992; Young, 1992).

Since the 1920s, a large number of pharmacological and medical innovations,
which are important with respect to children’s therapy and recovery have
taken place, giving children new chances for better lives (Kohler et al., 1984,
Young, 1992). This development gradually required more trained and skilled
nurses in the hospitals.

However, the ethics of childcare within hospitals was not shaped solely by
physical and epidemiological factors. If that had been the case, separating
children from their parents might have been expected to disappear with the
decline in infectious diseases, the introduction of antibiotics, and the techno-
logical innovations that made restrictions less essential. But contemporary ideas
on child rearing constituted and provided justifications for mechanistic and
regimented care. Childcare experts of the 1920s and 1930s advocated strict
adherence to 'by-the-clock’ routines, and emotional interaction with children
was viewed as sentimental. The prevailing orthodoxy of the time regarding
relationships with children was one of firm, cold detachment. The nursing of
children became a territory for professionals. Parents had to accept and trust
that the sick children 'were in the best place’ at the hospital (Cleary, 1992,
Young, 1992).

Most nurses in hospitals during the 1920s, 1930s, and 1940s were unmarried.
They had their homes at the hospital in which they worked. Rules and
regulations governed both their working and social lives. The nurses’ everyday
life was devoted to child rearing and nursing and children’s reactions of being
separated from their families did not seem to be regarded as a problem.
Visiting time was to be respected by parents. Through interviews Erlov &
Petersson (1992) have investigated retired nurses’ experiences and found that
they ignored parents’ presence because parents were too emotional. Nurses
recommended that parents visit their children as rarely as possible as they
thought children felt distressed by meeting their families. Children should be
cured without coddle. According to a retired nurse:

10
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We grew up thinking that anybody could take care of children, as long as they were
fed and had diapers everything was fine. We didn’t know that the relationship with
one’s parents was so important (Johansson, 1986-04-13).

This predominant belief is important to keep in mind in order to understand
nurses’ professional notions of parent participation in hospital care during
several decades until the 1960-1970s. Children’s isolated hospitalization, with
the legacy of separating children from their parents and families, also
influenced the absence of any relationships between nurses and parents (Young,
1992).

Towards Parental Entry

Though some discussion of parental access began early in the century, such
access was not common until much later. A British pediatric surgeon, James
Spence, advocated the idea of allowing mothers to stay at the hospital with
their children already in the early 20th century. He called for a humane and
satisfactory method of nursing sick children, particularly those under four
years old (Spence, 1951). But his ideas never got published until later when
other researchers gave them credibility. Cleary (1992) and Darbyshire (1993)
argue that it was the pharmaceutical and medical innovations that initiated the
ideas of changing norms concerning children’s developmental and emotional
needs. The development of powerful new medicines, such as sulfanilamides and
antibiotics during the 1940-50s, made many diseases much less dangerous. In
addition, psychological research in the 1940s provided powerful evidence of
traumatic psychological experiences causing symptoms of emotional stress.
Spitz (1945) used the term “hospitalism’ for a certain kind of emotional stress
found in hospitalized children. Bowlby (1953) added further knowledge about
children’s experiences of maternal deprivation and several subsequent psycho-
logical effects. In addition, Robertson (1970) reported effects on children such
as detachment, apathy, restlessness, and failure to thrive caused by separation
from mothers during hospitalization. Although the psychological research
provided strong reason for including families in the care of hospitalized
children, change occurred slowly.

In 1959, the British Ministry of Health presented a report on welfare of
children in hospitals (Platt, 1959). It was recommended that mothers of very
young children requiring hospitalization should be allowed to stay with their
children. Some principles were also formulated under which nurses should

11
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care for children. This was the first guideline in British nursing for how
nurses should attain a relationship with parents of hospitalized children. The
report is frequently cited in British research (Cleary, 1992; Darbyshire,
1994a).

Still, opinions about parents’ presence in hospital care fluctuated during this
time among physicians and nurses in British pediatric care. According to
Young (1992) one reason probably was that psychological re-search on
hospitalization of children appeared to have little impact on the medical and
nursing staff. The nurses were educated in rigid, procedure-oriented, rou-
tinized systems and were not easily willing to change their practice (Young,
1992; Darbyshire, 1993). But attention to children’s needs and the knowledge
of what stresses them gradually influenced hospital settings and nursing
practice (Stenbak, 1986; Cleary, 1992). The emerging psychological research
gradually made both nurses and parents aware of the risks involved in
separating small children from their families.

In Sweden there was no public discussion about children in hospitals during the
1940-50s. However, during these decades the child’s position in the society as a
growing human being got more attention (Bischofberger et al., 1991). Because
of attention to children’s needs, parents’ regular and frequent visits to their
children were more and more accepted. During the 1950s parents could visit
their children about one hour three times a week. During the 1960s visiting
hours every day became increasingly common. In the 1970s most pediatric
units in Sweden had open visiting times for parents and entire families (Johans-
son, 1986; Erlév & Petersson, 1992). This meant that the nurses were forced
to develop some kind of relationship with parents. But still parents were
visitors and had few opportunities to influence or share the care of their child.
However, it was regarded as a benefit if parents could relieve the pressure of
the nurses’ workload by, for example, feeding the small and disabled children
during their visits (Erlov & Petersson, 1992).

Parents as Residents

The psychological research on hospitalism and hospitalization (Spitz, 1945;
Bowlby, 1953; Robertsson, 1970) was accompanied by pedagogical ideologies
put forwards during the 1960-1970s and was inspired by, for example, Neill
(1961), Jonsson (1969), Freire (1968), Kohler (1973), and Liljestrém (1973).

12
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They all spoke of deliberated children and their rights to be respected and
listened to by parents, as well as other important adults in childcare, schools,
and other institutions in the society. At the end of the 1970s the Swedish
Government stated the right of parental influence in both childcare and schools
(SFS 1976:381). Political opinion declared that it was up to parents themselves
to obtain insights about and to influence and participate in their children’s
everyday life.

Knowledge about children’s needs and what stresses them, and their rights to
have parents present with them in hospitals gradually influenced the nurses’
attitudes during the 1970s-1980s. Accommodation now was offered to all
parents during children’s hospitalization so they could participate in the care
(SOU 1975:87). Parents were asked to remain during all kinds of
hospitalization, either as 'long-term’, regular visitors or as residents with their
children. For the sake of the children parents’ presence was accepted in hos-
pital care. According to Brembeck (1995) the parental role since the 1970s is
characterized by “being at their children’s side” (p. 161). This attitude also
seemed to have positively influenced the attitudes towards parents in pediatric
care. In addition, children’s need to play and to be prepared for treatments was
increasingly accepted as essential (Lindqvist, 1973; Ljungstrém, 1985;
Edvinsson, 1984).

The progress towards parental presence seems to be internationally similar in
Europe and North America (Cleary, 1992; Young, 1992; Darbyshire, 1993;
Dunst, Trivette & Deal, 1988). In North America, knowledge about the
importance of contextual and ecological factors for child development
particularly influenced a more family oriented care (Bronfenbrenner, 1979;
Dunst et al,, 1988, 1994).

As a consequence of the increased presence of parents during their children’s
hospitalization, the nurses had to encounter parents in their practice, and to
interact with them in various kinds of daily settings. But hospital buildings and
pediatric units were not built for parents staying during both days and nights.
The wardrooms got crowded. Many parents and children shared the same
room and parents slept on mattresses on the floor during the night (Johansson,
1986). Those problems were common up until the last decade. According to
Darbyshire (1994a), what has not been considered in relation to the gradual
implementation of parents’ presence is in what way nurses and parents ex-
perience and manage to act in the same settings and to share the care of a child.

13
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Taking parents’ presence and interests seriously probably means an influence
on several aspects of nurses’ everyday practice, and it is likely that situations
with conflicting interests occur (Bischofberger et al., 1991; Sundstrom, 1996).

In order to accomplish directives and regulations for parental presence and
interests, several models based on various ideological and theoretical claims
have been suggested for pediatric nursing practice. The most used concepts and
models in the pediatric nursing literature for guiding parental presence will be
described in the next section.

Models forParental Influence

When parental presence became more common in pediatric practice, there
arose many questions about nurses’ relationships with parents and how to deal
with parental interests and involvement in the hospital care. When reviewing
literature in the area it was found that the implication of parents’ presence in
pediatric care asked for models to guide the everyday practice (Stenbak, 1986).
Literature during the 1980-1990s, to a large extent dealt with models and
concepts for parental presence in pediatric care. Particularly common terms
were: "care by parents’, *parental participation’, 'partnership in care’, 'parental
involvement’ and 'family centered care’. The review revealed differences in
the use of concepts and models of nurses’ perspective on parents to a hospi-
talized child.

In the care by parent model the nurses are regarded as situated in the peri-
phery to assist parents (Cleary, 1992; Palmer, 1993). In the use of the other
concepts and models two major viewpoints were possible to discern. First, in
some models parents or a family is seen as the child-patient’s environment in
hospital settings. Secondly, in other models, a family is seen as a 'unit' for
carrying out nursing activities.

In the first way of viewing parental influences, the parents are situated in the
periphery during a child’s hospitalization. Nurses’ focus is expected to be on
professional solutions directed towards the child, who belongs to a family,
which influences the child and is therefore important as a participant in the
care. Here, the concepts parental participation, and partnership in care tended
to be more frequently used (Casey, 1988, 1995; Callery & Smith, 1991;
Farrell, 1992; Nethercott, 1993; Kristensson Hallstrom, 1994, 1998; Coyne,
1995b; Tunstall & Prudhem, 1997).
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The second way of viewing a family with a sick child is as a unit for carrying
out nursing activities. The nurse’s focus is expected to be directed towards ’the
family’, as a coherent system. Professional compensatory models of holistic
helping are utilized here. Models, regarding the entire family as the focus, tend
more frequently to use the concepts parental involvement and family-centered
care (Dunst et al.,1988; Rushton, 1990; Stower, 1992; Ahmann, 1994a, 1994b;
MacPhee, 1995; Coyne, 1996; Shelton, Jeppson, & Johnson, 1987; Shelton,
1995; Bradley, 1996).

However, the content in concepts and models lack in coherence, because diffe-
rent perspectives and definitions are used for the same term. In the sections
below I will present some concepts and models in nursing practice as they have
been described in Swedish and international literature.

Care by Parent

Care by parent, as a theoretical model for pediatric practice, is described in the
literature as parents taking the overriding responsibility for basic care by
living-in as residents with their sick child (Cleary, 1992; Palmer, 1993;
Darbyshire, 1994a). Nursing models for ’care by parent’ are used within
specifically organized units where parents, almost always mothers, have an
active participatory role in the hospital care. Within a context characterized by
care by parent, parents have the vital role of comforting and supporting their
children, thereby adding a dimension to the care that would otherwise be mis-
sing (Palmer, 1993). According to Palmer (1993) the parental role in care by
parent units appears as "the role of provider of direct physical care, teaching
the health care team about 'their’ child’s normal physical, psychological and
social behavior, something about which they have intimate, personal
knowledge”. It appears also as the role of informer, “since parents often are
the first to recognize deviations in these [children’s] behaviors”, and as the role
of intervener, indicating that “parents must also be willing to be taught about
their child’s care by the staff” (Palmer, 1993, p. 187).

Cleary (1992) has conducted an empirical study following the establishment of
a care by parent pediatric unit. She found that, according to such a model,
parents had more confidence when dealing with their child’s illness. She
argued that when parents are given opportunities to gain understanding of their
children over time, they ask for nurses only when they need support and
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guidance. Both Cleary (1992) and Palmer (1993) found increased parental
knowledge and efficiency in hospital care, as outcomes in care by parents units.
Parents were seen to perceive themselves as "useful and important” (Palmer,
1993, p. 188). By using implications of the care by parents model in practice,
parents may perceive increased responsibility for their children during
hospitalization. Consequently it may also influence the nurse’s role of serving
and assisting parents, as parents are the primary care givers towards their
child. Nurses’ assisting of parents, is found to be based in beliefs and values of
parents as the important caregiver for a child, with the nurses in the
environmental periphery. However, Nethercott (1993) has formulated a
critical objection because of the risk that when nurses view parents as the
primary caregivers, and leave the basic care to them, they may abdicate from
their nursing knowledge and avoid organizing activities.

Parental Participation and Partnership

In Sweden 'parental participation’ has been frequently used. It was introduced
by official recommendations to ensure parents’ access and right to stay during
hospitalization with economical compensation (SOU 1975:87; SOU 1976:280).
Likewise, parental participation in other activities involving children and youth
in the Swedish society, such as preschool and school, was strongly advocated
(Stockfelt, 1975; Vi i forskolan, 1979; Ljungdahl, 1985; Flising, 1996). Along
with the discussion of parental influence in official institutions, parents’ inte-
rests and rights to have insight and influence by participating in children’s
everyday life in general became increasingly emphasized during the 1970s
(Brembeck, 1995). However, since parental participation in hospital settings
includes their presence during both days and nights, it is likely to influence
contextual conditions and the relationships in hospitals in more profound ways
than in other institutions.

Until the beginning of the 1990s research on parental participation in Swedish
pediatric care was rare. Knowledge about parental participation was in many
ways taken for granted in nurses’ practice as mandated by state directives and
regulations (SOU 1975:87) and by local polices and guidelines. Only recently a
professional discussion among Swedish nurses concerning organization of
parent participation in everyday practice has appeared. This lack of empirical
research was the primary reason for conducting a previous study of nurses’
conceptions of parental presence and participation in everyday practice
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(Soderbick, 1992). In this study, individual nurses’ conceptions of parental
participation in everyday practice were investigated by means of a pheno-
menographic approach (Larsson, 1986). The results showed that the nurses’
conceptions of parent participation concerned making children feel safe by
their parents’ presence, and by the parents giving the basic care. A third
dimension in the concept was that parents were regarded as advocating their
children’s autonomy and interests during hospitalization. Finally, either the
parents were expected to serve the nurses by giving information about their
child, or it was expected that the nurses had to serve and nurse both a child and
its parents (Stderbick, 1992).

A more recent study elucidated different aspects of parental participation in
Swedish pediatric surgical care (Kristensson Hallstrom, 1998). Here, the
understanding of parental participation was identified from the parents’
perspective. Nurses’ activities were regarded as the link between children and
their parents. Kristensson Hallstrém proclaims that nurses are important actors
in establishing parent participation, by, among other things, being responsible
for taking initiatives in developing routines and guidelines for structuring
parental participation.

Scholars in British pediatric nursing engaged themselves in public discussions
and inquired about parental participation in pediatric care earlier than in
Sweden. In the middle of 1980s Casey (1988, 1995) presented a model for
developing ’partnership’ with parents in practice by suggesting parental
participation in caring for children. The model was based on a view of the
family as the primary caregiver for a child: the care of children, well or sick,
is best carried out by their families, with varying degrees of assistance from
members of a suitably qualified health care team whenever necessary” (1988,
p. 8). A parent is the important environment for a child. Casey does not define
the content of a partnership between a nurse and parents as this relationship
may differ between different children, as well as over time. In order to
establish the partnership however, a process of involvement of parents is
recommended. The model constitutes a general description of how parental
participation can be dealt with by nurses in pediatric practice.

According to Farrell (1992) the flexibility in nurse’s roles in Casey’s model, is
a positive attribute in nursing practice. Through the model nurses can identify
their role as encouraging parent participation within parti-cular situations.
According to Lee (1998), Casey's notion of parental participation as
partnership, and the implementation of the model have enabled nurses’ work
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during the 1990s in British pediatric care. The model has also been used in
nursing education. However, this partnership model has also been criticized,
and its implementation in practice has not yet been evaluated. Practitioners in
British pediatric nursing have displayed conflicting attitudes in the use of the
model. Tunstall and Prudhem (1997) argue that nurses find it difficult to
translate partnership to an operational level. According to them there are no
directives given as to how to create a ’partnership’. They are critical of that
nurses’ activities should only rely on parents’ wishes and opinions. According
to them, this is not a correct way of using professional nursing knowledge,
which contains moral obligations of active acting towards parents,

Darbyshire (1994b) refers 'participation’ to more functional engagement of
parents in their child’s care, as in the carrying out of everyday care. However,
he also refers to ’parental involvement’ as having a more holistic connotation,
with a deeper sense of parents as being an integrated and essential part of a
child’s experiences in hospital care. Some additional definition and use of
parental participation is found in the literature. Callery & Smith (1991) use the
concept as outlining boundaries of partnership according to an amount of
negotiated care. They argue that nursing knowledge requires negotiated skills,
attached to nurses’ and parents’ different roles in sharing the care. The content
of parental participation was also found in the literature as referring to the
nurses’ responsibility. For example, Nethercott (1993) has argued that because
nurses are “experts by their nursing knowledge” (p. 794), they also are
confident in recognizing the special knowledge and skill families have
regarding their children’s care.

Nethercott suggests that:

The concept of parental involvement is to be seen as a hospital philosophy which
acknowledges the rights of families to be present at all times, with nurses remaining
the experts who control the family’s involvement, while parent participation
includes the features of parental involvement in participation, in order to dif-
ferentiate between the types of relationships between parents and nurses (p. 794 ).

In a concept analysis conducted by Coyne (1996), she found that the use of
concepts and models for parent participation has changed in British nursing
over time. From a period in the 1980s, with mother’s 'rooming-in’ and ’care-
by-parent units’, there is a shift during the 1990s to use more ’family centered
models’. According to her the meaning and implication of parental
participation have changed from parental involvement, via partnership in care
and care by parent to family centered care models.
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Family Centered Care

The literature review indicated that the model for family centered care,
developed in North America, was based on recognition of the family as the
constant in a child’s life (Dunst et al. 1988; Shelton et al., 1987, Shelton,
1995). This model was based on Bronfenbrenner’s (1979, 1989) ecological
perspective for human development, according to which the family constitutes
the primary context for the child’s growing understanding of the world and
itself. A model for family centered care assumes a process of care where all
families have “strengths and concems beyond their need for and participation
in specialized services and supports” (Shelton, 1995, p. 362). Children are to
be focused upon in a way that is based on their potential for development. The
implication of this perspective is that the family is the unit in nursing care for
a sick child,

According to Shelton there are several characteristics that are recognized in
family centered care with the family system as central during hospitalization.
These characteristics address nurses’ recognizing, respecting, and providing
diverse strengths and needs within families, through appropriate, flexible, and
accessible services and supports. The incorporation of a family in a central
role and the enablement of a family's diversity are accomplished by nurses
through the exchange of information with parents. The nurses’ communication
weaves the characteristics together in practice. According to Shelton, applying
the characteristics of family centered care meant that the pivotal role of
“families’ was recognized in policies, and respected in practices.

Stower (1992) writes that, as family centered care focuses on caring with the
child and their family as a unit, nurses are expected to create the right
environment for the child in hospital through as many normal, homelike
activities as possible. Nurses ”should be the facilitator for the parents to care;
the enabler, not always the doer” (p. 68). In family centered care nurses are
expected to recognize and strengthen families’ special knowledge and skills
regarding their children’s care (Dunst, 1988; Rushton, 1990; Ahmann, 1994a,
1994b; Shelton 1995, 1996; Bradley, 1996). To practice family centered care
is described in the American literature as a creative process that involves
interchange between nurses, parents, and other family members.

A number of program-evaluations of family centered care have been conducted
in the United States. They have provided some empirical support for benefits
of using family centered care in practices (Rushton, 1990; Ahmann, 1994a,
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1994b; MacPhee, 1995; Shelton, 1995, Bradley 1996; Trivette, Dunst, &
Hamby). However, Darbyshire (1995) criticized a routine-like use of the term
family centered care in British literature on pediatric practice. He argues that
the use of ’parent’ and ’family’ only as words for an obvious kinship with a
child is problematic as the implication of models for family centered care in
practice risks becoming just a cliché:

The concept of family-centered care is such a cherished tenet of pediatric nursing as

to be almost above critique. Yet a close examination of the situation and meaning of

the practice of family-centered care is long overdue if the term is not to lapse into
being a mere cliché or slogan (p. 31).

Furthermore, Darbyshire argues that nurses who use the phrase family
centered care when referring to families as "a physical and possibly meta-
phorical impediment between her [nurse] and the legitimate object of her
nursing practices, the child” (1995 p. 51) are missing the idea of a family
group as the center of caring contacts.

In conclusion, the review of the use of concepts and models for practice
indicate that there is no real consistency in how to incorporate parental
presence and support the involvement of parents during children’s hospi-
talization. Different models are based on divergent beliefs and values about pa-
rents and families and how they should be professionally encountered. Divided
beliefs and values of how to focus upon parents in practice point at distinctions
in family oriented practices. It may be assumed that when nurses try to encou-
rage parental participation in their everyday practice by using models that are
more or less taken for granted, they do not analyze how values and beliefs are
to be translated into particular activities (Coyne, 1995a; Darbyshire, 1995;
Rowe, 1996). Variations in what nurses value and prioritize may imply
different actions when encountering parents in practice. According to Kim
(1998) it is the nurse’s individual knowledge and moral obligation in a
particular situation that determines what is socially recognized, and what
activity that will be carried out.

Additionally, Peavy (1992) suggests that when nurses view parents as having
shortcomings they place them in power-impaired relationships with service
provided by professionals, When nurses focus upon parents’ resources on the
other hand they put themselves in a position of help-givers by enabling parents’
and families’ resources.
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In the next section, a review of empirical research of parents’ and nurses’
experiences regarding their relationships in practice is presented.

Previous Research on Nurse-Parent
Relationships

Early in the 1980s two Swedish pediatricians, Kjellman & Bourdin (1982),
presented a minor study of experiences of parental participation in the care of
hospitalized children. They found an unexpected sympathetic attitude on the
part of parents towards the pediatric unit and the staff. However, apart from
this study there has been scant Swedish, as well as international research before
the 1990s, with focus on parents’ experiences of staying with their hospitalized
child and of pediatric nurses’ experiences of working according to models for
parental presence and participation in care.

Parental Experiences

To follow-up the quality of pediatric care in different regions, the Swedish
Government (The National Board of Health and Welfare, Socialstyrelsen,
1991, 1992, 1993) has carried out some evaluation studies. These studies,
among other things, investigated parents’ experiences of hospital care of their
children. The majority of parents were pleased with their children’s care. But
to a considerable extent they criticized their interactions with nurses and other
professionals as lacking mutual communication. Parents’ felt that their opinions
were not listened to.

Other international empirical studies describe parents’ experiences during their
children’s hospitalization as depending upon parental characteristics, including
personality, emotional state, level of comfort in the provided care, and their
familiarity with hospital environments. Parental uncertainty, regarding
treatment and prognosis of their children, and a changed parental role during
children’s hospitalization were described as exacerbating anxiety (Brown &
Ritchie, 1990; LaMontaigne & Pawlak, 1990; Darbyshire, 1994a; Evans, 1994;
Kristensson Hallstrém, 1994). In several studies, parents’ experiences signified
a wish to participate in hospital care. Parents felt that they had the ability to
participate if they were given instructions and guidance. The studies describe
parents’ need for trust and information (LaMontaigne & Pawlak, 1990; Deitz,
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1991; Cleary, 1992; Evans, 1994; Melnyk, 1994; Kristjinsdéttir, 1992, 1995;
Dixon, 1996; Kawik, 1996; Neill, 1996; Kristensson Hallstrém, 1998).

Kristjansd6ttir (1992) has suggested parental needs to be grouped into six
categories: need to trust, need to be trusted, need for information, need for
support and guidance, needs related to human and physical resources, and
needs related to other family members. She concludes in another study,
(Kristjansdéttir, 1995), that there is a direction in parental needs that gives
priority to the trusting of professionals and to the receiving of information.
Melnyk (1994) specifies two forms of information that parents are particularly
searching for; 'child behavioral information’, focusing on the sick child, and
*parental role information’, focusing on the parent. Other studies have
emphasized discrepancy between nurses’ expectations of parental participation
and parents’ actual experiences of participation in the hospital context (Callery
& Smith, 1991; Coyne 1995b; Farrell, 1995; Evans 1996; Keatenge &
Gilmore, 1996). Expectations, which are meant to influence and come to an
agreement about the parental role, were identified as hidden and not spoken by
nurses. Neill (1996) showed that parents experience problems with un-
satisfactory communication of a ’'paternalistic nature’ on the part of profes-
sionals. Further, that there was a lack of agreement about the parental role in
hospital settings. Parents experienced that they avoided asking nurses for clari-
fications because they did not know what questions to ask, or whom to ask.

Callery (1997) described mothers’ with small children as experiencing
conflicts between their parental knowledge of their child and the nurses’
professional knowledge of conditions concerning the child. Parental knowledge
was experienced as not fully respected by nurses.

In a Swedish study, Kristensson Hallstrém and Elander (1997) noted that many
parents felt that their child’s hospitalization was more demanding upon them
than they expected. Hospitalization required extensive adaptation, due to
insufficient facilities and problematic situations. Finding security in this
environment was an unfamiliar undertaking for parents. There were various
strategies of coping among the parents, and the level of anxiety determined the
strategies they used for feeling secure. Three major strategies emerged
regarding the manner in which parents tried to find security in the hospital.
One strategy was to leave the care to the staff, another involved obtaining a
measure of control over the care and the third was a strategy of depending on
knowing one’s child best. Additionally, Kristensson Hallstrbm and Elander
found that parents’ varied in the extent to which they wished to participate.
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Parents, who felt they lacked information and who were not secure in their
parental role, were less disposed to participate in care. How individual parents
viewed the hospital situation, and their available resources for dealing with
different situations, depended upon to which extent they experienced stress.
What might be stressful for one parent, however, might not be so for another,
even if comparable situations.

Other studies, focusing on family members’ coping with stress due to their
children’s hospitalization, indicated that if nurses can measure and recognize a
family’s needs and stress, they can provide care that encourages and supports
strategies of coping (Dixon, 1996; Enskir, 1997).

Darbyshire (1994a) found that parents’ experience of uncertainty, when living-
in with their hospitalized children, was primarily about what was expected of
them in relation to their child’s care. This uncertainty, plus lack of information
and conflicting advice, resulted in considerable anxiety and hampered parents
ability to participate in sharing the care. He noted that although parents were
uncertain, they felt under pressure to participate in the care in order to
establish their identity as good, useful, and willing parents. Darbyshire also
found that parents expected themselves to take an active part in the care and
viewed themselves as providing physical childcare, play, and emotional sup-
port, performing the role of advocater and protector of their child. He found
indications that parenting in public was frustrating and stressful for families
due to their unfamiliarity with the hospital settings. Parents felt threatened
when criteria for determining the quality of their child’s care were set and
controlled by professionals in the professionals own setting. Parenting was
experienced as public, within an unfamiliar context. The parents’ experiences
represented an extension of the usual parenting role, in a territory where they
interacted with strangers and were strangers themselves.

To summarize, recent research indicate that parents’ experiences of being
present during their children’s hospitalization seem to include wishes to
participate in the care on their own conditions. When entering a hospital ward,
they are likely to perceive that their role as parent is changed, which rises their
stress concerning how to cope and act in the unfamiliar hospital context.
Uncertainty, questions concerning outcomes of medical treatment, lack of
information, loss of parenting role, and inadequate facilities in the hospital
settings seem to contribute to parent’s experiences of stress. Nevertheless, they
seem to express a need to trust the professionals.
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Nurses’ Experiences

A review of earlier research, on nurses’ experiences of relationships with
parents to hospitalized children, indicates that they seem, above all, to
emphasize their function of transferring and exchanging information.
Relationships are primarly regarded as ways for delivering nursing care to
children, and for giving help to parents. For example, it has been shown that
nurses use parents in order to get knowledge about the child to formulate a
nursing care plan (Perkins, 1993). In another study, Brown & Ritchie (1990)
found that nurses’ experience of difficulties in fulfilling their duties toward
parents was related to lack of trust in parents’ ability to care for the sick
children. Dearman (1992), on the other hand, found that nurses assumed
parents to be involved in the care but without ascertaining their wishes. Still
another study (Callery & Smith, 1991) reported that nurses seem to take
parents’ wishes to share the care with them for granted. They found that
sometimes nurses’ 'encouragement’ consisted of expectations of how they
wanted parents to behave. By giving explanations of caring events, parents
were expected to behave in certain ways. In other cases, negotiations with
parents resulted in agreements about the parental role. However, the nurses did
not recognize this as a ’'role-negotiation’, but as a way of coming to an
agreement (Callery & Smith, 1991).

These studies and Kawik (1996) showed that nurses have different conceptions
of their roles in building relationships with parents conducive to involvement
and participation in the care. Darbyshire (1994b) in addition, explains nurses’
experiences of a “good parent” (p. 54) as someone who took her/his time to be
with the child and relieved the pressure on the nurses by providing the basic
care. A good parent was expected to understand that it was a child’s degree of
illness, which determined the level of nursing care. The nurses explained how
they use social and moral criteria about what was expected of parents in the
hospital context. The nurses experienced sharing of care as meeting their
preconditions and demands in different situations.

According to Darbyshire (1994a) the dynamics of relationships and associated
issues of responsibility, status, and power during hospitalization made clear
that nurses were stressed and felt uncertain in the same settings as parents. The
threat of loss of authority and a blurring role seemed to contribute to
inconsistency in sharing the care of a child with the parents.
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Rowe (1996) outlined in her study three themes of nurses’ relationships with
parents by the assignment of nursing activities in settings where both acted.
First, there were relationships based on parallel activities. Nurses and parents
occupied the same geographical space and moved in parallel motions.
Relationships occurred because both nurses and parents had expectations
towards each other. The second theme of relationships was based on
cooperative connections. Here nurses, in the sharing of information, initiated
negotiations with parents. The third theme of relationships constituted missed
connections, or the excluding of experiences. Thus, relationships were
structured by different qualities in nurses’ actions.

To summarize, the review of the literature indicates that nurses experience
role uncertainty in their activities towards parents. The discrepancy between
parents’ and nurses’ familiarity with the hospital context, and implicit expec-
tations of each other as actors in the same situations, appear to produce
complex relationships. The social structure of pediatric nursing practice seem,
by both parents and nurses, to be regarded as characterized by a professional
dominance, despite the dependency on each other for carrying out care to a
hospitalized child. Professional dominance in pediatric nursing care will be
further described in next chapter.

Professional Dominance

Asymmetric Relationships

According to Sundstrdm (1996), hospital settings are likely to create
asymmetric relationships between professionals with authority, power, and
control and uncertain and vulnerable clients. The professional actor dominates,
and is explicitly or implicitly expected to take initiative in varied settings.
Other scholars refer to this problem as an issue of asymmetric power balance
in the relationships between helpers and clients, displayed in interactions where
each professional action is inevitably connected with power (Cochran, 1992;
Skau, 1993). Several empirical studies, relevant for the present one, have
shown hospital settings as creating asymmetric relationships due to
professionals’ familiarity with the context and parents’ or patients’ dependency;
children, adolescents and other sick persons (Silverman, 1987; Elander &
Hermerén, 1989; Taylor, Pickens & Geden, 1989; Olin Lauritzen, 1990;
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Darbyshire, 1994a; Thompson, Melia & Boyd, 1994; Wikander, 1995; Neill,
1996).

When discussing nurse-parent relationships, Darbyshire (1994a) referred to an
earlier study by Silverman (1987), who stated that in pediatric settings, when
parents perceive that functions and responsibilities are handed over to
*experts’, the parents’ sense of moral responsibility and competence may be
threatened. However, according to Silverman, from a medical perspective
there has to be an asymmetrical relationship in hospital settings, since parents
with their children, and other clients, are the consumers or users of care. In
his study, Silverman analyzed relationships between professional physicians
and parents of sick children. He found that between the professional help-
givers and parents, asymmetrical relationships were inevitable and essential for
carrying out medical care, because settings were controlled by time, location,
goals, and directed activities. There were routines for the actors to follow
during the interactions, especially for the professional actors who initiated and
completed events. He also found that help-givers, focusing on clients, could act
in a way so as to let the patients think they influenced decisions. However, he
also described relationships aiming at expanding the interest of clients as
persons.

Obviously, when children are clients, the professional dominance had other
qualities than with adults. There were more open questions as to whether the
professional or the parents was the one to take initiatives. Both had an interest
in the child and in sharing responsibility for the care. According to Silverman
(1987) what actually happens in interactions between professionals and parents
in health care has to do with the institutional context, which gives the space and
sets the bounds for actions. However, the context does not solely determine the
actions of the involved.

Olin Lauritzen (1990) has analyzed professionals in preventive child health
services when encountering parents on routine basis and in establishing
relationships. Her study concerned conditions for understanding encounters
between maternity and child health services and immigrant families. The
patterns of interactions during encounters in the health care settings were
analyzed, among other things, in relation to the tasks of the health
professionals. Based on her results, Olin Lauritzen proposed an overall
structure for health care in terms of ’initiative’ health care, initiated by the
health services and ’receptive’ health care initiated by the families. Initiative of
health care was described as the checking-up of conditions according to a
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program of health surveillance, while receptive health care was described as
various forms of parents’ search for advice. In the patterns of interaction Olin
Lauritzen found that an initiative stance from the professionals was likely to
involve a hidden agenda of health issues and medical doubt. When receptive
health care was at hand, parents’ ideas were uncovered, but only to the extent
that was necessary for the professionals to make their assessment of the health
problem and to give advice. However, when social interaction was intertwined
with the task-oriented sequences, the families’ view and ideas were more
exposed.

In the light of these findings Olin Lauritzen (1990) argued that a professional
dominance creates interactional dilemmas as the professional stance requires
explanations, which imply superiority/inferiority. Further, parental partici-
pation might be interpreted in a passive way, where information is to be
collec-ted by the parents without making their own understanding of the
situation explicit. Finally, Olin Lauritzen’s study indicated that, where there is
asym-metry because of professional dominance, there is a need of social space
for building relationships that can create mutuality.

Social and Ethical Dimensions

Issues of power and authority as dimensions of relationships in health care and
hospitals have also been studied in relation to nursing ethics, and to questions
of parents’ well-being. According to Rowe (1996), professional dominance has
the power to determine the direction parents take during a child’s hospi-
talization. Subsequently, nurses’ interactions with parents are to be viewed as
taking place within power-dependent relationships. Nurses are understood as
the initiators, who are expected to engage parents in the course of their
practice and to determine the extent of parental involvement. Rowe further
argues that nurse-parent relationships highlight an inherent paradox in the
nurses’ expectations of parents’ roles, as the nurses describe parents as both
visitors at the hospital and as partners in caring for their children.

The dynamics of interpersonal relationships and the social structure of an
institution, i.e a hospital ward, give rise to questions about how nurses’ master
their professional dominance when sharing the care with parents in everyday
pediatric nursing. Probably, as parents and nurses are increasingly acting side
by side in caring for sick children during hospitalization, their relationships
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are not free from difficulties, uncertainty, and stress. Dilemmas of power and
dominance in relationships with parents are always present, regardless of the
actors’ awareness or will.

According to Skau (1993), the dualism in a professional relationship, i.e.
helping or caring on one side and power dominance on the other side, has
implications for building relationships and for the social structure of an
institution.

Ethical issues in nursing, expressed by rules, guidelines, standards, principles,
and ideals, are embedded in the organization of an everyday practice. Concepts
and models, as reviewed above (p. 14), can be viewed as conceptualized norms
for how parental issues should be dealt with in nursing practice, It is obvious
that such reference frames will influence nurses’ performance of care. For
example, Andersson (1998) has suggested such written policies to influence
nurses’ perceptions of their moral obligations directing them to follow
ideological objectives and principles written in laws, ethical rules, and
different statutes.

Kim (1998), having declared nursing to be a normative discipline with
intentions of doing something to change a situation for another person, also has
pointed at the difficulties in transferring regulations, standards, and theoretical
or applied models into practice. According to her, normative directives and
obligations have no real capacity for carrying nurses’ activities into the diver-
sity of everyday practices. Further she argues, that since nurses’ practice inclu-
des social dimensions, caring activities are likely to involve processes of trans-
formed personal knowledge, which goes beyond theoretical models and moral
obligations. A practitioner is involved in a set of actions encompassing aspects
pertaining to the clients, the situation, and the nurse her/himself as the
professional actor.

Additionally, Bickman, Malmsten, and Olsson (1998) have suggested that
ethical aspects of nursing care in interactions ultimately concern personal
responsibility in situational relationships. They argue that the asymmetric rela-
tionships in nursing care, make it necessary for nurses to take a personal
approach when encountering particular patients/clients. Written rules and
codes are not sufficient to lean on in concrete situations. The individual nurse’s
ability to reflect on her own actions, alone and in dialogue with others in the
same position is essential. Finally they argue that going beyond abstract, ethical
principals constitutes a major element in a professional stance.
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According to Darbyshire (1994a), the expectations to do things for each other
to achieve good conditions in caring for a child are directed towards nurses, as
well as parents. Nurses’ expectations of parental involvement are likely to be
related to ethical issues with professional and contextual relevance. Nurses
have to consider contextual conditions and dynamic aspects of nursing
children, in accordance with parents’ wishes, opinions, and resources.

The existence of professional dominance, implying asymmetrical relationships
to influence social and ethical dimensions in the encounters, was one important
issue when planning and conducting the present study. Previous studies, such as
those referred to here, indicated that nurses’ knowledge and their own
ambition in promoting parental interests may have bearing on how
involvement of parents is carried out, and on how nurses master various
encounters with parents in hospital settings. Questions, relevant for pediatric
nursing practice, addressed by Kim (1994), were used as an early set of
formulated research enquieries, namely why there are variations in activities
and actions carried out in different situations, why intended actions are not
carried out, and why what nurses’ think they did is different from what they
actually did.

To summarize, encountering parents in hospital contexts are events that occur
frequently in nurses’ pediatric practice. Taken for granted, socially embedded
knowledge seems likely to be hidden in expectations, intertions, and actions.
Social dimensions in mastering encountering situations are therefore expected
to be associated with nurses’ delivering of actions in their everyday nursing
practice (Kim, 1987, 1994, 1998; Hartrick, 1995a, Hartrick & Lindsey, 1995b,
Hartrick, 1998).
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Aim
The aim of this study was to provide insights into nurses’ mastering of every-

day encounters with parents in a pediatric hospital. More specifically the study
was aimed at:

e uncovering and describing nurses’ actions,
e interpreting and describing nurses’ perceived meanings of their actions,

e conceptualizing the content in and perceived meanings of nurses’ actions
in everyday encounters with parents as mediating practical knowing, and

e revealing indications of shared knowledge among the nurses about
encountering parents in the hospital context.
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Methodological Considerations

As the survey in the background indicates, nurses’ practice in pediatric care is
complex. Accordingly, hospital contexts of pediatric care, where nurses
encounter parents in everyday occurrences, needed to be studied within its
multiplicity. This implied a number of methodological considerations, which
will be described in the chapters that follow.

Methodological Approach

The study is conducted within the domain of health care and nursing pedagogy.
Within this research domain a naturalistic' approach has been useful in earlier
empirical inquires of nurses’ competencies in connection with nursing culture
and organization (Johansson, 1989, 1995a, 1996a). Epistemologically, in the
naturalistic approach, the researcher’s relationship towards a field for investi-
gation is inter-active. The research process is a transactional process where
findings are created in close contact with the field and the informants (Lincoln
& Guba, 1985; Guba & Lincoln, 1989, 1994),

A naturalistic approach has some implications for research. First, the research
is carried out "in a natural setting or context of the entity” (Lincoln & Guba,
1985, p. 39). The objective is to obtain a contextual understanding by inter-
preting and describing what is going on in a natural setting without
manipulation of the natural process.

Secondly, focusing on social processes in an institutionalized context assign the
basic ontological assumption that realities are multiple constructions and
holistic. Reality can be seen differently by each participant. The researcher is
the human instrument who "elects to use herself as well as other humans as the
primary data gathering instrument with sufficient adaptability to encompass
and adjust to the variety of realities that will be encountered” (Lincoln &
Guba, 1985, p. 39). Only a human instrument is appropriate for understanding

! Lincoln & Guba (1985) use "naturalism’ derived from the adjective "natural’, In English "naturalism’ in addition
can be derived from the substantive 'nature’, and in this case the meaning is totally different.
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and interpreting the meaning of varying interaction. Lincoln and Guba
emphasize a conscious choice of perspective on the part of the researcher in
search of the ’truth’, to find ’a best formed understanding’ of a social
phenomenon (1985). A third characteristic is the utilization of tacit knowledge
in natural settings. The researcher maintains:

»_.. the legitimating of tacit (intuitive, felt) knowledge in addition to propositional

knowledge (knowledge expressible in language from) because ofien the nuances of
the multiple realities can be appreciated only in this way” (p. 40).

Fourthly, qualitative methods are preferable in studying natural settings:

»... because they [qualitative methods] are more adaptable to dealing with multiple
(and less aggregatable) realities; because such methods expose more direcdy the
nature of the transaction between researcher and respondent and hence make easier
an assessment of the extent to which the phenomenon is described in terms of (is
biased by) the investigator’s own posture; and because qualitative methods are more
sensitive o and adaptable to the many mutually shaping influences and the value
patterns that may be encountered” (Lincoln & Guba, 1985, p. 40).

The recommendation of qualitative methods is extensions of normal human
activities: looking, listening, speaking, reading and the like. The researcher
will therefore tend to use observing, interviewing, and mining available
documents. Finally, a naturalistic approach prefers inductive data analysis
because that process is more likely to identify the multiple realities to be found
in those data. The nature of social processes can only be gained and refined
through interaction between a researcher and respondents and through
interpretations in a dialectical interchange. The analyses make the interaction
between the researcher and informants explicit, recognizable, and accountable
(Lincoln & Guba, 1985).

The characteristics above, grounded in the naturalistic approach, were useful
in designing this study. The process of moving from specific observations of a
specific phenomenon to analysis and interpretation involved different possible
perspectives for attaining reasonable contextual understanding (Lincoln &
Guba, 1985; Guba & Lincoln, 1989, 1994; Alvesson & Skoldberg, 1994;
Johansson, 1989, 1995b).

In the characteristics of a naturalistic approach there are points of agreement
with ethnographic research (Hammersley & Atkinsson, 1994). The present
investigation of how nurses master encounters with parents in natural settings,
was inspired by ethnographically oriented methods (Spradley, 1980; Hammers-
ley & Atkinsson, 1983, 1994; Beach, 1995; Streubert & Carpenter, 1995; Pil-
hammar Andersson, 1996; Prus, 1996). The interpretative position, in search
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of the nurses’ meanings in their everyday world, was moreover inspired and
influenced by an hermeneutic approach (Gadamer, 1975; Odman, 1979, 1992;
Sjostrom, 1994; Gustavsson, 1996). The research interest focused on
interpreting, visualizing, and elucidating individual nurses’ meanings of their
actions and of conditions in certain events and contexts. The hermeneutic
approach offered possibilities to search these meanings for a fuller
understanding and description. Here, pre-understanding was central.
According to Odman (1979), pre-understanding is a structure of personal
feelings and thoughts, which is activated when we regard something as
something. In addition, Gustavsson (1996) has suggested that a theoretical pre-
understanding can assist in making systematic interpretations of empirical data.

Relations between relevant theory and empirical data were explicitly
considered for this study, rooted as it was in a nursing everyday practice that
was viewed as inexhaustible in its multiplicity. The analytical activities needed
to involve a distanced position to the reality, and expressions in the empirical
data needed to be transformed for theoretical understanding and construction.
For this analytical work, it was important to find theoretical tools for the
analyses and interpretation work.

Although Lincoln & Guba (1985) propose a conscious choice of perspective in
searching for the understanding of empirical phenomena, they do not articulate
any strategy for emerging conceptualization of an empirical field. To study
action processes, in order to describe and understand them from certain actors’
premises, this study took in abduction and retroduction in the processes of
analysis and interpretation. Here, "abduction’ is defined as formations of
assumptions drawing on observations and experiences of empirical data, and
'retroduction’, is defined as verifying the assumptions in a reverse manner
against new patterns of expressions in the empirical data (Kim, 1992; Qvarsell,
1996). In the subsequent sections the ethnographically oriented methods, the
hermeneutic interpretation processes and abduction together with retroduction
are further described.

Ethnographically Oriented Methods

Ethnographical methods have been evolved in the field of anthropology in
order to study societies and cultures. The objects for ethnographic studies
extend to all aspects of human life, including biological, social, and cultural
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life. Thus ethnographically oriented methods sometimes are used synony-
mously with fieldwork (Morse, 1989; Ely, 1993; Merriam, 1994). The funda-
mental characteristics are that the researcher is the instrument in the field and
that there is a cyclic nature of data collection and analysis. The methods fit
with the expectations in interpretative approaches in which one strives to know
and understand people in their natural settings. As Spradley remarks:

The essential core of ethnography is this concern with the meaning of actions and
events to the people ethnographers seek to understand (1980, p. 5).

Hammersley & Atkinson’s define the ethnographic research method as:

Ethnography (or participant observation, a cognate term) is simply one social
research method, albeit a somewhat unusual one, drawing as it does on a wide
range of sources of information. The ethnographer participates, overtly or covertly,
in people’s daily lives for an extended period of time, watching what happens, lis-
tening to what is said, asking questions; in fact collecting whatever data are avail-
able to throw light on the issues with which he or she is concerned (1983, p. 2).

The usual strategy in fieldwork is to get as much information as possible
concerning the social phenomenon being studied. The researcher has the role
of an open inquirer and participant who has the opportunity of grasping
implicit and taken for granted contextual understanding. The researcher role is
an outsider role with an interest in and respect for the informants’ inside
experience. The researcher observes actions and perceives possible motives and
meanings to understand what is going on in various settings and situations
(Robertson & Boyle, 1984). Reflective analysis and interpretations form
patterns, or reconstruct puzzles, grounded in a translation of one setting into
another, to generate comprehension of the group which is studied in a
particular context. Selection and interpretation are always included in
uncovering the nature of social phenomena. When exploring and interpreting
natural settings, reflexivity is necessary for a critical view.

Although the performance of ethnographic studies varies depending on science
traditions (Pilhammar Andersson, 1996), common in all ethnographic inspired
research is that the researcher reflects over observations and talks with
informants, Reflexivity refers to the movement back and forth between the re-
searcher and participant roles, using this duality as a source of insight and to
gain a critical distance in the fieldwork. These reflections are the foundation
for theorizing about the collected data (Hammersley & Atkinsson, 1983,
Beach, 1995).
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In nursing science, Leininger (1991, 1992) has used anthropological techniques
since the 1950s to carry out transcultural research of nurses in order to
discover similarities and differences in health care services, with the purpose
of guiding nursing practice. Through studies in medical and social
anthropology, an increased interest has gradually been redirected towards
conducting fieldwork in one’s own culture of professional practices. Recently,
ethnographic oriented nursing research has been conducted with the purpose of
obtaining deeper understanding of oncological hospital settings (Ploug-Hansen,
1995), of clients in health practice (Haugen Bunch, 1983; Townsend, 1992;
Connely, Keele, Kleinbeck, Schneider & Cobb, 1993), of nursing education
and administration (Pilhammar Andersson, 1991; Streubert & Carpenter,
1995), and of clinical nursing training (Mogensen, 1994; Pilhammar
Andersson, 1997).

According to Streubert & Carpenter (1995) the studying of natural settings in
nurses’ practice requires a familiarity with the settings and the participants.
One of the goals, which they emphasize in ethnographic nursing studies, is
making explicit what is implicit within a familiar context:

Cultural knowledge requires an understanding of the people, what they do, what

they say, how they relate to one another, what their customs and beliefs are and
how they derive meaning from their experiences. (p. 91)

In addition, Streubert and Carpenter call attention to reflexivity. Both the
participant and the investigator positions provide opportunities to explore
contexts in nursing, and to reflect on both the affective and subjective nature of
human beings’ striving towards theorizing,

Prus (1996) calls attention to interactionistic ethnography and its focus on
everyday life, as an approach to investigate experiences and activities of
people. It attends to meanings and actions in encounters with others and offers
an approach oriented towards exploration, understanding and conceptualization
of social groups’ interactions and is sensitive to particular contexts.

The ethnographically oriented methods used in this study involve a systematic
process of observing, describing, documenting, and analyzing natural encoun-
ering situations in a particular context. The essence in collecting data was the
observation of situations in nurses’ everyday pediatric practice.

According to Pilhammar Andersson (1996), to ’be there’, making continuous
observations of events and to 'share’ the informants’ view on what is happening
is central. In this study, the observations were followed by interviews where
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the nurses reflected on their actions. In addition, written documents with
relevance for the nursing practice were collected. (See page 55 for an over-
view description of the data production J)

The combination of data sources was helpful in grasping realities in the nurses’
everyday practice and gave possibilities for systematic analysis and reflections
during the fieldwork for as full comprehension as possible. As a researcher [
tried to grasp the nurses’ view of different aspects of particular situations and
the larger context. At the same time, even though I was a participant in the
situations, I always tried to keep a perspective from outside. Information was
drawn both from an insider's view, using information from the group of
nurses’ experiences and beliefs, and an outsider’s view when interpreting
observed actions (Streubert & Carpenter, 1995). By drawing on comparisons
across situations, it was possible to arrive at a richer understanding of each si-
tuation and of similarities or divergences between a range of situations. Con-
scious use of reflexivity supported in evaluations of both the intersubjective
and the methodological levels of my researcher role in the nurses’ practice. 1
will return to issues of maintaining the researcher role during the fieldwork
when discussing issues of trustworthiness in the data production (p. 55).

Hermeneutic Interpretation Process

A hermeneutic stance was used in this study for interpretation of the nurses’
actions and perceived meanings in encounters. Within the hermeneutic inter-
pretation process, focus was concerned with interpretation of various
transcribed texts, as "marks’ from the empirical field (Odman, 1979; Sjostrom,
1994; Gustavsson, 1998).

According to Gustavsson (1998) *understanding’ in a hermeneutic sense means
to grasp and interpret marks from real situations and their meanings for those
who made them. The researcher can be seen as a human instrument, who
forms interpretation and understanding in confrontations with marks from the
reality (Odman 1979, 1992; Alvesson & Skoldberg, 1994). Odman states:

The interpretation of what the research object means in its existential world

corresponds to what some authors call hermeneutical understanding. Ontologically,

this type of understanding is experienced as a meeting of confrontation with

something vivid and vital. It can also be compared with the phenomenon of seeing
something more clearly (1992 p. 172).
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An essence in the interpretational stance is that both personal and theoretical
pre-understanding are necessary in order to attain understanding, of a tran-
scribed text (Odman, 1992). According to Odman:

To interpret is to decipher marks. We impute meanings by relating to something we
see as something (1979, p. 44, my translation).

Personal pre-understanding is central in Gadamer’s (1975) hermeneutic. Pre-
understanding emanates from a tradition or context where the researcher is
familiar, and it may facilitate as well as constrain understanding. Hence,
interpretation emanates from a certain horizon. Gadamer talks about the
essence of experience as “historically effected consciousness” (p. 346). To gain
deepened understanding of certain phenomena, empirical data can be seen as
asking questions to the interpreter. The task for the researcher, who wants to
understand, is to answer what lies behind and beyond, through the horizon of
the question. A horizon may include several possible answers. Considerations
of sense-making of certain phenomena are focused on the asked question.
According to Gadamer:

...the close relation between questioning and understanding is what gives the
hermenutic experience its true dimension (1975 p. 374).

Continuous questioning of my interpretations was of considerable importance
in this study. A dialectical stance towards the empirical data meant moving
back and forth between my understanding, experiences and interpretations of
the occurred and transcribed situations. During the fieldwork and the inductive
research process a theoretical perspective was developed in order to syste-
matically describe, understand and elucidate nurses’ mastering of encounters.

Abduction and Retroduction

In interpretation processes 'abduction’ can be used by adopting a theoretical
perspective as a tool to re-construct and conceptualize empirical data,
Abduction involves proposing theoretical assumptions by abstracting from
observations and experiences in empirical data. It is a reflective activity.
Similarly, retroduction involves reverse processes of using these inferences as
tentative concepts to examine patterns of expressions in the empirical data.
(Kim, 1992; Qvarsell, 1996).

Both Kim (1992), from a nursing perspective, and Qvarsell (1996), from a
pedagogical perspective, are inspired by Pierce’s (1990) alignment of actions
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and the relation between marks, and the interpreter when proposing the con-
cepts "abduction’ and ’retroduction’ as useful in analytical work. According to
Kim (1992), by applying abduction and retroduction, strategies for generating
new knowledge of the nursing practical field are balanced. The process of
explaining already existing theoretical constructs by reconfiguring findings in
empirical data to challenge these constructs, finally arrives at a conceptua-
lization in the studied practical field. Kim (1992) further argues, that as
concepts are cognitive tools, they can be repeatedly used in constructing
different social realities for deeper comprehension.

Additionally, Lofberg (1994) argues that ’abduction’ is a way to understand
how tentative theoretical concepts can evolve as a result of empirical observa-
tions. Also Prus (1996) states that in ethnographic studies the tension between
tentative concepts, exploration and re-conceptualization constitutes concep-
tualization in hermeneutic sense. This is in line with Qvarsell (1996) notion
that the process of 'retroduction’ completes an emerging differentiation of
concepts.

In this study, natural encountering situations were investigated from a
theoretical perspective on the structure of everyday nursing actions. The
theoretical frame assisted in making systematic use of the pre-understanding.
In the abduction processes this led to concept development, in the retroduction
processes it led to concept differentiation. The theoretical perspective is
outlined in part 3 (p. 63).

To summarize the methodological considerations, a naturalistic approach
encompassed ethnographic oriented methods in the collection and reflection of
empirical data. Analyses, anchored in a hermeneutic, interpretative position,led
to a conceptualization of nurses’mastering of encounters with parents in
pediatric practice. The analyses and interpretation procedures are exhaustively
described in part 4 (p. 81). In the next chapter the empirical study is
thoroughly described.
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Empirical Study

The methodological considerations, described above, were the basis upon
which the empirical study was carried out and the analysis performed. The
present chapter deals with the empirical study. After a short presentation of the
pilot study, the main study is more exhaustively described. Subsequently, the
field role and relations are described in a further chapter.

Pilot Study

A minor pilot study was carried out in order to create a basis for the design of
the main field study. The pilot study aimed at getting an overview and making
an inventory of natural settings where nurses’ practice includes encounters
with parents, and of testing observation and documentation techniques. Ethno-
graphic techniques for data collection in a pediatric hospital context were also
tried out.

The study took place in a pediatric ward in a middle-sized Swedish town
during two months in 1994. In this general pediatric ward (which did not
include neonatal care) children, from newborns up to 18 years of age, were
cared for. These children had different kinds of illnesses and diagnosis. A
considerable proportion of the parents lived-in with their children during the
hospitalization period. During the pilot study, I spent two days a week conduc-
ting participant observations of nurses’ activities with parents of the hospi-
talized children. Observations of nurses’ encounters with parents took place in
different kinds of situations. The nurses were observed in 6-8 hours in daytime
as well as night work shifts.

Data was collected in field notes. Different kinds of written techniques were
tested. Some informal talks in connection with the observations were tape
recorded in an attempt to grasp nurses’ view of their encounters with parents
and of co-participation with myself as researcher. Two planned interviews
with observed nurses were also recorded.
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Conclusions and experiences, with implications for the main study drawn from
the pilot study, are described in an earlier report (Séderbick, 1994). The most
important conclusions were related to issues concerning the nurses’ workload
and certain ethical questions, which were incorporated into the design of the
main study.

Main Stody

Selection and Access to Pediatric Settings

The primary objective was to gain access to a nursing pediatric practice which
had *combined care’ in multiple settings. Such a "combined care’ unit cares for
children from newborns to adolescents (0-18 years) with a wide variety of ill-
nesses and injuries. This includes all children within the hospital’s geographical
region who need hospital care with the exception of those requiring intensive
care. This means that nurses encounter parents with children in a great variety
of situations, for example, from children under-going a minor tonsillectomy to
children with leukemia. This also means that parents’ presence can involve
daily visits or live-in up to several weeks. In some cases, children can have a
series of hospitalizations.

An important requirement was to have access to the hospital during all
working hours, days, nights, and weekends, as experiences from the pilot study
indicated that diversified activities appeared during different periods of nurses’
working hours. It was also necessary that the setting to be studied was within a
reasonable commuting distance for the researcher. This limited the choice to
three middle-sized Swedish hospitals. A letter of invitation to be included in
the study was sent to all three of these hospitals.

The hospital, where the head nurses for the wards in the pediatric unit first ex-
pressed willingness to be included in the inquiry, was selected.

This selected hospital had a pediatric unit with three wards accessible for the
fieldwork. Negotiations for the entry into the wards started two months before
beginning the data collection. During this time legitimization from the medical
ethical committee for the actual hospital was applied for and received.
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Initial Entry into the Field

In order to establish relationships with the nurses in the unit and to create a
structure for observations and gathering of other data, a number of meetings
were arranged. The head manager of all nurses in the unit was my initial
contact and functioned as a confidant during the entire data collection period.
She made the first agreements with both the medical manager and the head
nurses of the three wards. These agreements were necessary in order to
negotiate entrance into the nurses’ everyday practice. I presented information
about my study to all the staff at the pediatric unit. These information meetings
included the aim of the inquiry, information about confidentiality, and an
opportunity for the staff to ask questions.

The further negotiating of entry involved developing closer relationships with
the nurses as well as other persons in the staff at the wards. The importance of
being careful and sensitive in this step was clearly pointed out in the pilot study
and concerned decisions about whom could, should, and needed to be informed
about what in the project (Soderbdck, 1994). The obligation to protect
families’ integrity was taken into serious account as they were indirectly
participating in the fieldwork. In order to establish important relationships at
the wards, I spent a few days in the lunch rooms and reception areas, being
generally available for casual conversation and information.

The Pediatric Unit

The pediatric unit consisted of four wards. One of these wards was excluded
from the study since it carried out exclusively neonatal care. The other three
wards were associated with other medical specialities in the hospital. The care
was organized according to a model for 'combined care’. Regardless of what
illnesses and injuries they had, children were admitted to the pediatric unit.
Thus the nurses’ practice was extremely varied, covering children with diffe-
rent medical and surgical diagnoses such as orthopedic, urology, ophthal-
mologic, oto- and pharynx diseases, and certain psychiatric problems such as
anorexia.

The fundamental principle for the care in the pediatric unit was described as
follows:
Children’s and adolescents’ special needs for appropriate surroundings and
professional knowledge are the basis for 'combined care’ /.../
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The foundation for the care is knowledge about children, which means knowledge
about children’s development and needs. (From the Annual Report at the Pediatric
unit, 1994-1996, my translation}

The building where the pediatric unit was located was separated from other
buildings in the hospital area and was built in the middle of the 1980s. It was
connected with the other buildings by a culvert system. All three wards had
ample space for both children and their parents. In most cases a child with
parents/family had a room of their own, or else they shared a room with one
other child with parents. Parents and siblings, relatives and friends, could visit
the wards as much as they wanted, and there were no restrictions on parents,
or their substitutes, to live-in as residents with the sick children or adolescents.

The official policy for the pediatric unit stipulated a family oriented practice
with parental participation in the care (Policy document, 1995). The principle
of encouraging parental involvement and participation was formulated in a
pamphlet, only in Swedish, placed in all ward rooms:

Parents’ participation in the care of their children is a way to continue improving

care. By working as a team with children and parents, our service is to fulfil this.

Our goal is to give good care, which provides a sense of security for the whole
family (Pamphlet to parents at the Pediatric unit, 1995, my translation)

When ‘starting a work shift the nurses got a report on the circumstances at the
ward and were assigned particular children, whom they got necessary
information about. The nurse manager usually was the one who decided about
assignments of children during a work shift. However, the nurses themselves
could also express opinions and reasons for caring for a particular child.
Sometimes, continuity in care or relationships was given as a reason for an
assignment. During a work shift the nurses documented their activities in
casebooks for the sick children. The nurse receptions at the three wards served
as places for co-ordination of their work.

Turnovers in work shifts and different employment conditions among the nur-
ses sometimes led to a discontinuity in the nurses’ relationships with children
and their parents. One way to prevent lack of continuity in relationships with
children and parents towards parents was to appoint a nurse as *contact nurse’
for a family. The nurse manager was responsible for such an arrangement
when, for example, there was a need for a longer residence of a child and
parents. Criteria for being appointed as a 'contact nurse’ could be, for
example, a nurse’s competence in a certain disease, or of being the first nurse a
family met when they arrived to the ward.
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Nevertheless, the normal case among the studied nurses’ was that they cared
for new children and encountered new parents and also had recurrenmt
encounters with familiar children and their parents.

The Nurses

The staff on the wards was composed of both registered nurses, mostly with
special training for pediatric nursing care, and unregistered children’s nurses.
Besides, pediatricians and paramedical staff worked at the wards. This study
embraces only the registered nurses® and their mastering of encounters with
parents. Thirty registered nurses participated in the study. Two registered
nurses did not agree to be observed in their work for ’personal reasons’ but
have contributed with other data. Two of the informants were males, which
corresponds to the proportion of male nurses in Sweden as a whole (about 10
%). In order to protect the identities of the male nurses, all the nurses are
referred to as female in the study and in quotations in the text.

The age of the nurses varied between 24 and 60 years, with an average of 38
years. Table I shows the distribution of age and the number of nurses with
special pediatric training®,

Table I. The nurses’ age and pediatric training.

Nurses without Nurses with
Age Pediatric training Pediatric training Total
<30 3 4 7
30-40 2 8 10
41-50 0 10 10
>50 0 3 3
Total 5 25 30

One of the nurses had a diploma as a nursing instructor and two nurses had
completed undergraduate studies in social sciences.

2'The tenm ‘informants’ is used interchangeably with "nurses’ throughout the study.

? Special training for pediatric nurses has constituted an area of specialization for registered nurses in Sweden
since the 1940s (Erlov & Petersson, 1992). Since the 1980s registered nurses are trained in pediatric nursing in
a supplementary course. For nurses working with children it is not necessary to have the supplementary
courses. However, special training in pediatric nursing care is recommended by the National Board of Health
and Welfare (1985, chap. 5).
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Professional experience prior to the inquiry ranged from half a year to thirty
years. The nurses’ experiences within pediatric nursing also differed. Two of
the nurses had half a year of pediatric nursing experience, while one of them
had 30 years of experience. Caring for sick children according to a family
oriented policy to a certain extent also means caring for adults. Experience of
caring for adults differed as well. Fourteen of the 25 pediatric nurses had
never cared for adult patients in hospital, except during their basic nursing
training, Table II shows the distribution of length of experience of pediatric vs
adult care.

Table IL. Length of professional experience

Length Total experience as  Experience of caring for Experience of caring
(years) registrated nurse (i) sick children (ii) for sick adults (ii)
<5 5 8 9

5-10 8 9 3

11-15 5 4 1

16-20 8 5 1

>20 4 4 0

Total 30 30 14

(i) Average =12,5 years, (ii) Average =10,7 years, (iii) Average =3,1 years

Eleven of the 30 nurses worked full-time. The other 19 worked at least half-
time. The nurses” terms of employment were mostly related to their parent-
hood. Since it was possible to work part-time if one had small children, most
nurses who had did not work full-time. Twenty-two of the nurses had children
between 2 and 18 years old. Most of them had one or two children, but seven
of the nurses had three children each. In addition, three of the nurses had
grandchildren. Only five nurses had no experience of caring for their own
children.

Four of the nurses worked only at night. These nurses worked with the same
colleagues most of the time. But for the other nurses, with various terms of
employment and distribution of working shifts (i.e. mornings, afternoons,
nights and weekends), most of them worked with all the other nurses during
some work shift during the year.

The nurses were not only collaborating with other nursing colleagues, but
wor-ked in teams with the other staff at the ward: pediatricians, unregistered

46




Methodology

child nurses, the social worker, the dietician, playground supervisors, and
teachers. Because of the multiplicity in therapy, treatments, and interventions,
the nurses also worked in teams with physicians from other units in the
hospital and received instructions according to particular children and
situations.

A conclusion of the demographic data was that most nurses participating in the
study had extensive professional and private experience of caring for children,
and to work in teams.

Ethical Considerations and Anonymity

Research in medical contexts requires particularly careful considerations
concerning ethical rules. These must be taken into account, and serve as an
ethical framework when conducting field research in nursing domains. More
explicitly, medical ethical principles demand considerations of the impact of
the study, on informants, or other persons who are directly or indirectly
concerned with the study (Streubert & Carpenter, 1995). Prior to the inquiry,
a customary ethical framework had to be formed in order to get permission
for conducting the research (Medicinska Forskningsradet [Swedish Medical
Research Council], 1993). Such an ethical framework was developed, after
which permission was applied for and obtained from the medical ethics
committee in the region.

The design of the study was discussed with the staff, especially with the nurses
as the informants. The most salient ethical issues here were those of informed
consent, confidentiality, anonymity, and researcher-informant relationship
(Streubert & Carpenter, 1995). The nurses were asked for informed consent
for the periods of participant observation associated with reflecting interviews.
This consent concerned an extension in time and had a processual character as
recommended by Kvale (1996). '

The informants were assured that the study had no covert purpose or hidden
agenda, such as evaluating the nurses’ performance. All informants were
individually informed and signed a written consent form to confirm their
willingness to be involved in the study.

During the fieldwork it was also made clear to the informants, that they could
check field notes and interviews if they wished, and that any questions they had
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in regard to the inquiry would be answered. At any time the nurses could
decline from being observed. A few occasions of discussions of notes in rela-
tion to the reflective interviews occurred.

Ethical issues also concerned not to overload the nurses or to disturb their
distribution of nursing care. For this reason some modifications in the
ethnographic techniques were made, based on experiences from the pilot study
(Soderbick, 1994). Carrying out interviews in direct connection with
participant observations was, in most cases, not possible. The nurses’ workload
and busy days did not allow for questions and talks during or immediately
after the observed situations, unless the situation was at the end of the work
shift. The reflective interviews with the nurses were instead carried out at a
later point in another room, apart from the wards.

To protect the identity and confidentiality of the nurses certain measures were
taken. To maintain their identities, but guarantee confidentiality in the study,
the nurses were assigned capital letters (A-AE) in the transcribed data, which
had nothing to do with their names. Nurses are referred to only as 'nurse’, and
sometimes also by their identifying letter, for example 'nurse G, in quotations
in the presentation of results.

As described earlier, the children and parents were not directly involved in the
study in that they were not the focus of observations, nor were they
interviewed. Therefore they were not viewed as active informants for research
purposes. However, they were important actors with respect to their actions
towards the nurses and thus part of the intersubjectively constructed and shared
experiences in encounters, To protect the children’s and their families’
identities they are described as anonymously as possible. All parents are
referred to in the presentation of the result only as ’parent’, or as the
‘mother’/’father’ to the children and the children have fictitious names. In
descriptions of conditions in situations and contexts, minor modifications are
made in order not to expose the identities of any family. Where a child had a
particularly unusual illness or injury that could easily identify her/him, a
change of gender was sometimes made along with other changes, while trying
to retain the character of the disorder. However, short term acute illnesses and
long term illnesses are kept intact. When children had previously received care
in other hospitals and cities, these hospitals are referred to as ’large city
hospitals’.
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Given the aim of this study, detailed demographic information about children
and parents was of minor importance as the interest in the analysis and
interpretation process focused on the nurses’ mastering of encounters as a
professional group.

Data Production

The fieldwork and acquirement of data took approximately one year (1995),
with a two-months break for reflection. The data is composed of field
descriptions from notes taken during the fieldwork, transcribed reflective
interviews, and documents concerning parents to admitted children at the
wards. An overview of the data is shown in table III (p. 55).

The observations were made during 1 - 3 work shifts with each of the nurses.
These work shifts, a total of 52, involved 6 - 8 hours ’shadowing’ one nurse at
a time in encounters with parents. A reflective interview was held afterwards.
Some of the nurses were shadowed for one period, others for two periods, and
still others for three periods, spread out over the year. As much variation as
possible was strived at. Weekends, holidays, and vacation periods were
expected to influence the nurses’ practice, and was also taken into account
when planning the observation periods. This approach is in line with Sanday’s
(1983) who recommends that to address 'normal’ work shifts and periods,
studies in institutional settings should at the very least span times of the daily
and yearly rhythm. Observation periods therefore also encompassed morning,
afternoon, and night shifts. Data was collected during the week and on
weekends, as well as during the summer and Christmas period when only one
of the wards was open for hospitalized children. During these vacation periods,
nurses from all the wards worked together but with reduced staffing. Apart
from covering the potential variation, this mixing and changing in the nurses’
work was of interest because it was assumed to confront taken for granted
actions and thoughts in the group, in turn regarded as important aspects of the
nurses’ knowledge and experiences.

The role of a participant observer was as a ’shadow’, co-participating in the
encounters but interacting as little as possible. The observations required about
370 hours. A multiplicity of situations was covered, common routine encoun-
ters with parents as well as problematic or critical encountering situations.
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The reflective interviews, not included in the observation time, concerned
events and actions in the observed situations. In this way the nurses’ own
retrospective reflections on their actions provided supplementary information
to the observations and my understanding of the encounter situations. A total
of 62 hours, distributed over 52 interviews, were carried out.

Field Descriptions

Short notes were written during the observation periods. Making the field-
notes was the first level of 'marks’ as textual reproduction of the observed
situations. From these notes, more sequential descriptions of the encounters
were written down. These field descriptions’ transformed the content of the
nurse’s actions into ordered descriptions of sets of actions in a situation.

During the observations a scratch pad was used. When I had observed a
situation I noted what had happened, who was involved, the surrounding
conditions, and what I heard. The notes were written as detailed as possible in
order to have the possibility of detecting slight differences later on. These
notes thus contained information about time and place of situation, participants’
position in the room, activities, talks (what about, who talked, and in what
way), body-language, "atmosphere’, rhythm, and tempo. What the nurses
articulated in the encounter towards the parent or a child was in some cases
written down as a quotation. Quotation marks around the spoken words were
used to make clear whether this was the case or not. I attempted to write notes
on everything that happened. These field notes were made in as close con-
junction to the corresponding occurrence as possible. Sometimes, for example,
when a nurse made her round to assigned children and was writing notes
during the encounter, then I, as 'the shadow’, also could write notes. But
mostly the notes of a situation or part of a situation were written
retrospectively. The nursing reception was a common place for this.

My own reflections, about observed actions and encounter situations, were
written in another section of the scratch pad. The field-notes were condensed
and short and were, as mentioned earlier, re-written into field descriptions as
soon as possible after the work shift where the observation was carried out.
When the observation period took place during a nurse’s evening shift or night
shift, the field descriptions were made the next day.
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One example of how a brief shorthand field-note of a nurse’s encounter with a
parent could be written was: '

Boy Victor 2 years old with his mother in a wardroom at night time ten o’clock. The
nurse (AA) knocks ... know them before ... oesophagus atresi ... aid of syringe on
the stomach ... mother in armchair with the boy ... feeding. Facing the mother ...
asks about treatment, situation, needs, conditions ... mother dissatified ... could
stay at home ... want to know what it is ... nurse doesn’t answer .., shows the
mother what to do ... turns the boy, smiles, plays ... wants the mother to call her if
she wants something ... leaves

The information from the encounter was here condensed into a few impres-
sions, which were written up as soon as possible, The field description trans-
ferred from these shorthand field-notes was:

The nurse knocks on the door and enters Victor's room. Victor is two years old.
The nurse has met him and his mother before. She acknowledges their acquaintance
when she greets the mother who, in her turn, concurs by nodding. The nurse places
herself facing the mother, The mother is sitting in an armchair by the window
holding Victor in her lap. She is feeding him gruel with the aid of a syringe that is
attached to the opening that has been made on his stomach.

The nurse asks the mother if their visit to "the metropolis” has resulted in a date for
surgery. The mother shakes her head. The nurse goes on and asks about the fistula
for saliva on his throat, about how much it smears. "A great deal” the mother
answers. "Have you got tissues?” the nurse asks. "' Yes,” the mother answers. They
g0 on to talk about his present condition and the infection. "He’s better now” the
mother says. "He was worse last night when we were at home. I could just as well
be at home. I can take care of an ordinary cold just as well when I'm at home with
him, but I suppose we had better find out what it really is.”

The nurse does not supply an answer, but delivers syringes filled with medicine
which the mother gives the boy. The nurse chats with the boy, smiles broadly at
him and comments that he is such a good boy to his mother. She doesn’t look at the
mother any more but leaves after asking the mother to say if she needs anything
(AAfd 1 p. 4).

The field descriptions were written in columns, which made it possible also to
add reflective notes in the parallel column during the analysis and interpreting
procedure.

Field-notes were also written on conversations about encountering parents,
which occurred between the nurses. Informal talks during the observation
periods were also noted as detailed as possible in field-notes and transferred
into field descriptions. My subsequent reflections, interpretations and tentative
conceptualization of empirical data were written down as separate documents.
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Reflective Interviews

The reflective interviews were aimed at grasping the nurses’ thoughts and
meanings of their particular actions as well as of the entire situation. The
nurses were usually free from duties during the interviews. But in a few cases
when they left the ward for the interview, they knew that they would be
contacted if anything important happened and they were needed. This occurred
occasionally during interviews with nurses on the night shifts.

The interviews were based on the idea that the nurses’ actions in particular
situations were transformations of their perceived meanings of and what they
wanted to achieve in the encounters. The interviews had the form of open-
ended conversations. Using a conversational tune, I tried to be sensitive to what
the nurses’ wished to speak about concerning the encounters, and to act as a
guide in the interviewing process. The objective was to get as much infor-
mation as possible about the nurses’ thoughts and meanings related to the
encounter situation, including their views of the parents. As a co-participant I
could confront the nurses with what had happened during the encounters and
ask for their reflections. In this way the interviews can be regarded as co-
constructed by the interviewer and the nurse (Ely 1993; Merriam, 1994;
Kvale, 1996). My own interpretations and reflections, written down in the
field-notes were confronted with the nurses’ retrospective reflections on their
actions in order to understand the meaning of the situation from the nurses’
perspective.

The reflective interviews constituted a complementary tool to understand the
observed actions by mirroring transformed meanings. In addition, it was found
during the fieldwork that similar ideas and thoughts about how to deal with
parents were expressed by individual nurses in the interviews. This was taken
as indications of shared collective views in the group of nurses.

A systematic form of questioning was used, which carried the nurses’ thoughts
towards their intentions, intersubjective understanding, emotions, and relation-
ships in the encounters. Spradley’s (1980) suggestion on how to turn conver-
sation into reflection inspired the framing of the questions that guided the
interviews. He identifies five types of questions in interviews namely, descrip-
tive, reflective, structural, and contrasting questions.
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An interview guide was developed including question such as:

* Descriptive questions as

"Tell me about how you acted in the situation?”
“Tell me about your understanding of the parent?”

¢ Reflective questions as

"What is your understanding of your actions in the situation?”
"What do you think about your actions towards the parents in the situation?”
"What do you think about encountering the parents of this child?”

o Structural questions as

"Was the way you acted in the situation successful?”
"Why was your action successful?”

¢ Contrast questions as

"If you weren't successful, how would you act instead?”
"What was the problem?"

Most of the questions were of this descriptive and reflective nature. They were
always followed up by questions such as:

"What do you mean?”
"Can you tell more about that?”
“Do you mean that...?"”

The interviews also included open, descriptive questions, which were aimed at
encouraging the nurses to talk more freely about encountering parents and
dealing with parental concerns, and to provide as much information as possible
from their internal points of view. These questions were directed towards the
nurses’ general ideas about encountering parents in this particular pediatric
context, Such questions were:

"What are your ideas about the nursing of families and parent participation on this
ward?”

"What do you think about dealing with parents in caring for the child/children as a
nurse?”

Altogether 52 reflective interviews with the nurses were carried out. They las-
ted 30 - 90 minutes each for a total of 61 hours. In the final part of the field-
work, two pair interviews were conducted to search for additional information
of shared experiences about how to deal with parental concerns in hospital
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care. All interviews were taperecorded and transcribed. These transcriptions
were carefully made in order to be readable and usable in the further analysis
and interpretation procedures. Either an assistant or myself made the
transcription of an interview as soon as possible after it had been carried out.
The transcribing was done verbatim, using as much notation as possibly to
indicate tune, pauses, etc. The transcriptions were written in columns, making
it possible to add notes in the parallel column during analysis and inter-
pretation procedures.

Documents

Documents, which were collected during the fieldwork, were intended to
inform about recommendations and rules for this group of nurses’ practice in
relation to resident or visiting parents and families. The nurse managers
assisted in finding documents of interest for the study. Only formal and official
documentation relevant for the pediatric unit was collected. This included
annual information, booklets, and pamphlets containing official information
for families receiving pediatric care, job descriptions for nurses, some stan-
dards for nursing procedures with respect to parental participation, and other
less formal documents such as reports and notes found in the nursing offices.

After the year of fieldwork the collected information from documents
consisted of 25 transcribed pages (A4). These documents were mostly included
in the analysis and interpreting procedure to substantiate information of the
pediatric context, conditions in the encounter situations, and content in the
interviews.
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Overview of the Data Production

In table III below, an overview of the different methods to collect information
during the field work is presented.

Table III: Empirical data production

Type of data Number Duration

Each Total
Observations 52 6-8 hours 370 hours
Interviews 52 30-90 minutes 61 hours
Documents 25 pages (Ad)

Trustworthiness in Relation to the Data
Production

Trustworthiness in relation to an empirical study and its findings may be
questioned from several aspects. One general aspect concerns the internal logic
of a study (Larsson, 1993), i.e. whether there is congruence between the
research question, design of data production, and procedures of analysis. The
processes of data production and analysis in this study are described as detailed
as possible throughout the thesis. Hopefully, those descriptions offer enough
information for the reader to judge about the internal logic of the study.

More specifically, trustworthiness can be discussed in terms of validity,
reliability and generalization. Lincoln and Guba (1985) and Streubert and Car-
penter (1995) have suggested other terms as being appropriate for qualitative
and naturalistic studies.

Following their suggestions, credibility is here used for internal validity and
concerns the degree to which the findings are based on ’true’ data in relation to
the studied context and phenomena. Transferability is used for external vali-
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dity, and refers to whether the findings have relevance and significance in
other, similar context. Dependability is related to reliability and concerns
appropriateness of inquiry decisions. Finally, confirmability refers to the ex-
tent to which observed and reported phenomena are verifiable.

Below I will comment upon issues of trustworthiness in relation to data pro-
duction during the field work period. Issues of trustworthiness in the pro-ce-
dures of analyses and interpretation will be discussed in part 4 (p. 107). Final-
ly, trustworthiness in relation to the findings will be discussed in part 6 (p.
197).

Concerning the data production in this study, issues of credibility are essential
since this was the phase where the fundamental information about the nurses’
ways of encounter parents was collected. The lengthy stay in the field, over a
year, allowed extensive observations of encounter situations.

The careful and systematic documentation hopefully contributed to a ’true’
description of what happened during the observations. Triangulation of data is
crucially important in naturalistic studies according to Lincoln & Guba (1985).
As this study unfolds, and information come to light, steps were taken to
confront empirical data from the different sources. When confronting my
descriptions of the situations with the nurses’ reflections and images, a further
step towards a 'true’ picture of reality was taken. In addition comments,
dialogues and conversations that occurred outside the observations and
interviews continuously confronted, confirmed and verified data.

These procedures also influenced the dependability of data. As the observations
took place during entire work shifts and were distributed over the 24 hours as
well as over scasons, the potential variations of the nurses’ actions in
encounters with parents were likely to occur, and thereby observed and docu-
mented. In addition, the field role and relations were of essential importance
for achieving credibility in the data production.

Field-role and Relations

In a field study, like the presented one, the researcher is the primary
instrument for establishing necessary relationships with persons in the research
settings. Of particular importance is to find means to balance research demands
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against an understanding of needs of the persons with whom relationships are
to be developed.

In such situations the researcher and the informants obviously have different
positions and the researcher will never have the insider’s view (Hammersley &
Atkinson, 1983; Beach, 1995). Being a participant observer demands continous
awarcness of this and of the fact that the strength of this role is the
contribution of an outsider’s view in the processes of analysis and interpre-
tation (Streubert & Carpenter, 1995).

In this study the researcher was familiar with the field being studied.
Conducting research in the nursing field meant that I performed a study in a
context where I was conversant with the discipline and the practical field.
Although familiarity with a professional field may legitimize a researcher to
conduct studies in certain sensitive settings, such as pediatric care, this does not
mean neither that the researcher is familiar with the particular context being
studied nor that she can act as a colleague. According to Morse and Field
(1996) the most frequent mistake that researchers make when doing participant
observation is to select a setting in which they already work, or have pre-
viously worked, to conduct observation. A strategy for making the researcher
role distinguished and clear is necessary. Nevertheless, according to Kim
(1998), personal pre-understanding, striving towards self-critique, can bring
knowledge closer to what truly exists in a practice.

Being aware of the fact that I had to establish trustworthy relationships with
the staff at the wards, particularly with the nurses who participated in the
study, I also knew that I had to carry this out by explicitly position myself in
the role of a researcher. Some steps in this strategy are described below.

Maintaining the Researcher Role in this Study

One purpose of the careful introduction of myself and my research, which
were presented earlier, was to facilitate the establishment of relationships with
the nurses and other professionals at the wards. The success of my fieldwork
was dependent upon this. By being sympathetic and friendly, and by showing
sensitivity to the conditions in the hospital, to the nurses as persons, the sick
children, and the parents from a distanced position, I tried to maintain and
make visible my research role at the same time as I showed concern for what
was going on at the wards.
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My familiarity with the field, and my professional experience as a registered
pediatric nurse, probably facilitated the establishment of relationships with the
nurses and legitimated my participation in the encounters with parents. One
advantage might have been that it facilitated my reflections and interpretations
of what actually happened in the encounters. However, my familiarity with this
particularly field of nursing also made it difficult to maintain an outsider’s
view. I had to be aware of my personal pre-understanding during observations
and interviews. My conscious and unconscious values concerning nurses’
encounters with parents had to be critically kept in mind, in order to minimize
inappropriate influence of hidden biases stemming from my own beliefs.

The researcher role involved the role of observer as well as the role of co-
participant. Being a co-participant, close to the nurses in encounters with
parents, was challenging. For the nurses and me to act as co-participants requi-
red trustworthy relationships with respect for one another’s roles. Here, it was
vital to form an accurate appraisal of the situations by observing closely and by
trying to understand what was going on from the nurses’ perspective.

In order not to appear differently and thereby cause unnecessary uncertainty
among child-patients, parents and staff, I was dressed like the nurses. Co-
participation by shadowing’ with minimal interaction was a familiar pheno-
menoen at the wards. The nurses commonly trained nursing students in this
manner in all kinds of everyday activities. It seemed as if the co-participant
researcher role during the observation periods was non-problematic for the
nurses. It was likely that they forgot their *shadow’ as they were engaged in all
kinds of 'doings’. According to Johansson (1989) one reason for why nurses
seem to forget participant observers might be that they normally work
together with other professionals. She further suggests that health care
professionals, being intensively concentrated on their tasks, tend to forget what
is happening around them.

During the interviews, following-up the participant observations, I always
asked a question about the nurses’ experiences of being *shadowed’ during their
work to find out whether and how it had influenced their actions. Commonly
they responded that they were not disturbed by being 'shadowed’. One of the
nurses reflected:

"No, I was a little..., before, I thought about what it d be like, but I don’t think I've
noticed you. You really have been guiet like a shadow, It wasn’t like I'd thought it

58




Methodology

would be. Well, I thought, I don’t know what I thought, but I didn't know what
would happen”. (Tri I p. 16)

Sorme of the nurses said that they had wondered how the co-participation would
influence and alter their actions. But they had performed their activities in the
same way as they normally did in their encounters with parents. Another nurse
responded to the question of being shadowed:

Y It was fine. I've hardly noticed you. That's how I am.

I You haven’t been influenced by my participation?

Y  Ihaven't even thought about your participation during the shift
(laughs). No, I really haven't. (Yri 1 p. 21)

During the observation periods the nurses introduced me to the parents and
children. Usually they made the presentation by saying “she is a researcher
who is following me today”. My researcher role, as a "shadow’, implied no
actions of importance for the nursing care towards children or parents. But in
acting as a human, it was necessary to have brief interactions with both
children and their parents.

Neither parents nor children seemed to experience my co-participation as
unusual. They showed a friendly acceptance. However, if I found a particular
situation to be difficult or problematic with respect to my co-participation, I
left. Such situations occurred within some encounters with adolescents and
their parents.

The researcher role during the fieldwork also included the task to integrate
theoretical reflections with the empirical observations. By exploring the
nurses’ actions and perceived meanings with my theoretical reflections, an
emerging theoretical pre-understanding deepened my insights of the dynamic
in the encounter situations. The theoretical frame as tool for further inter-
pretation and conceptualization emerged during the fieldwork. In a way, the
increased interaction between empirical observations and theoretical reflections
facilitated the maintenance of distance and my role as researcher.
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Theoretical Perspective

Theoretical Constructs

The general assumption in this study is that when nurses encounter parents,
they act according to their own views as to what is meaningful and efficient in
the specific situation, something that in turn is assumed to be based on their
professional experience and knowledge. As the focus of the study is encounter
situations with parents, a limited field of nurses’ daily professional activities is
covered. Although regarded as included in their general professional nursing
knowledge, the nurses’ strategies to involve parents in the care of their child is
assumed to concern a particular area of their professional knowledge.

Views of parents and of their involvement in relation to professional
responsibilities and duties or commitments can, for example, be expected to
play an important role for how encounters are carried out. By carefully
observing what the nurses are doing in encounter situations and by relating this
to their intentions, reasons and motives for acting, as well as to their
perceptions of the whole situation, practical nursing knowing in a particular
context is expected to be revealed. This means that neither nursing knowledge
nor professional actions, per se, are of interest in this study. Rather, the
approach is based on the assumption that there is a dynamic interplay between
actions and intentions in the concrete encounters constituting a particular,
unique, contextualized professional knowing.

In a general sense, this study is conducted within a tradition of nursing
research where several studies have contributed to increased knowledge about
the nursing profession (e.g. Carper, 1978; Kim, 1987, Kramer, & Chinn,
1988; Donaldson, & Crowley, 1992; Chinn, & Kramer, 1995, Silva, Sorrell, &
Sorrell, 1995), involving practical knowledge (Benner, 1984; Johansson &
Pilhammar Andersson, 1985; Johansson, 1995¢c; Benner, Tanner & Chesla,
1996; Rooke, 1994, Sjostrom, 1995).

Concerning a theoretical perspective for this study, the fact that the empirical
focus is on nurses’ actions and intentions in complex and dynamic encounter
situations, call for a frame which combines a broad perspective with relevant,
specified concepts. Following the suggestion from McKenna (1997), new
knowledge for nursing practice can be derived from other theoretical fields.
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For this study a theoretical perspective is composed by theories and concepts,
developed within social philosophical and social constructivist traditions
(Schiitz!, 1962, 1967; Schiitz & Luckmann, 1973, 1989; Blumer, 1969;
Moscovici, 1984, 1998; Jodelet, 1991, 1995; Flick, 1998), and used to support
analysis and interpretation. Although not identical, these traditions imply
related approaches to the complexity and dynamics in situations of encounters
between human beings. The theoretical perspective for the study has been
developed gradually during the data production period and, particularly during
the phases of analysis and interpretation of data where the theoretical con-
structs have been re-conceptualized on basis of empirical observations (see part
4, p. 81)

Schiitz’ (1962, 1967) theory for interpretation and understanding of the struc-
ture of everyday social life has been recognized as particularly relevant for the
study, as it refers to phenomena which are likely to be present in nurses’
encounters with parents. According to Schiitz, human everyday knowledge
mediates and organizes actions in and perceptions of the social world. *Stock of
knowledge’, as presented by Schiitz (1962, 1967), and by Schiitz and
Luckmann (1973, 1989), constitutes a key concept for the study. A stock of
knowledge consists of a person’s collected experiences, including knowledge
and assumptions about other human beings. Here, intersubjective aspects of
encounters are also regarded as having particular importance. A theoretical
formulation of the nature and implications of individual interpretations of
social interactions, based on a symbolic interactionist approach is therefore
complementing (Blumer, 1969). According to this view, a person acts towards
another person in accordance with how she or he perceives and interprets the
meaning of a situation.

The above mentioned theoretical traditions emphasize the individual per-
spective in social interaction. An additional tradition that this study draws
upon, supporting indications of social thinking in the empirical data, is the
theory of social representations (Moscovici, 1984, 1998; Jodelet, 1995; Flick,
1998). This theory is based on a group perspective on social interactions and
focuses on socially constructed and shared knowledge, relevant for everyday
realities that a group has in common.

This brief outline of the theoretical perspective in the study will be elaborated
upon in the following chapters.

* The German spelling is used for uniformity in the text. In the references American spelling, Schutz, is used.
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The traditions and theories per se are not emphasized. Instead, the text is struc-
tured in a way that accents six basic, interrelated concepts. These concepts,
which constitute the basic theoretical constructs for interpreting, understanding
and conceptualizing the empirical data, are the following:

e stock of knowledge

e transformation of meanings
e encounters in time and space
e intersubjective understanding
e actions

e socially constructed and shared knowledge
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Stock of Knowledge

This chapter introduces the theoretical concept ’stock of knowledge’ and the
way it has been utilized in the present study. It is assumed that nurses’ stocks of
knowledge contain elements of everyday general and specific knowledge and
nursing knowledge. When acting in varied encounters with parents, content in
stock of knowledge is assumed to be delivered through practical knowing in
particular situations.

The nurses’ encounters with parents can be understood in light of Schiitz’
(1962, 1967) general theory of the social structure of the everyday world as a
world where individuals are face-to-face related and share social space, time
and experiences. The world around is in potential reach and relations with
other humans are distinguished by indirectness, but have consequences for
understanding and interacting with other people.

According to Schiitz, the everyday world is as a practical and social world in
which an individual actor acquire experiences in interactions with other actors
(1962, p. 208 ff). Schiitz introduces the concept “stock of knowledge” (Schiitz,
1962 p. xxv, 1967, p. 167) for the general and specific knowledge human
beings acquire to interpret actions and experiences. The stock of knowledge is
composed by own experiences, but also by experiences, which have been taken
over from others, for example parents and teachers.

This reality encompasses not only the nature but also the social and cultural
wortld. An individual, living in the everyday world, is an embodied and active
practical human being. The everyday world is taken-for-granted and
constitutes the foundation for all events, problems and mutual understanding
that an actor is confronted with (Schiitz, 1962, p. 227 ff). An individual’s
taken-for-granted knowledge of the everyday world and the human being, also
provides specific taken-for-granted knowledge about other individuals in
encounters, their way to understand, their habits, their way to express oneself
etc.

Human beings "bring a whole stock of previously constituted knowledge”
(Schiitz, 1967, p. 169) into an encounter with another person.
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In interactions, individuals stock of knowledge contribute to the interpretation
of the situation by offering specific knowledge about the particular person as
well as about individuals in general.

This [a stock of knowledge] includes both general knowledge of what another

person is as such and any specific knowledge I may have of the person in question.

It includes knowledge of other people’s interpretive schemes, their habits, and their

language. It includes knowledge of the taken-for-granted in-order-to and because-
motives of others as such and of this person in particular (Schiitz, 1967, p. 169).

During interaction, by interpreting the other’s actions, the conceptions of the
other change and new knowledge about human beings in general, about this
particular person, and about the particular situation develop. In this way an
individual's stock of knowledge develops through interaction with other
people. In any encounter, specific elements of a stock of knowledge come into
use according to their relevance for mastering a particular situation (Schiitz &
Luckmann, 1973, p. 154).

The meaning a person gives to another actor in a given situation, derived from
interests or commitments towards the other and from the other’s actions,
mediates the actions. The content in stocks of knowledge is socially rooted,
socially formed and socially distributed in diverse situations of everyday life,
thus constituting what is referred to as everyday knowledge. In the exchange of
everyday knowledge, reciprocity of perspectives between actors is at hand.
This implies that knowledge of the world is either taken for granted as known
by the other, or is questioned if it means something different for another actor.
Therefore, knowledge of and in everyday life is not a private but social affair
and organizes everyday social experiences (Schiitz, 1962, pp. 13-14).

According to Schiitz (1967) and Schiitz and Luckmann (1973) the activity of
the body can be regarded as a dimension of the stock of knowledge. Activities
such as speech, mimics, gestures and movements transform meaning into
concrete actions. The body is also viewed as experiencing spatial arrangements
in the social life. Schiitz and Luckmann here refer to Merlau-Ponty’s (1995)
conception of human embodiment of perception. An 'embodied subject’ is
acting out meanings in relation to others, thereby occupying both a social and
temporal space.

According to Schiitz, influences from scientific knowledge can be incorporated
as elements in stocks of knowledge (Schiitz, 1962, p. 13 ff). This is of
particular concern for this study as nurses’ professional knowledge, based on
scientific knowledge drawn from nursing science, medical science, and social
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science, was assumed to be an important element in the nurses’ stock of know-
ledge. Professional nursing knowledge, serving as a rationale for nursing
practice, has been suggested to have a particular social emphasis on ways of
thinking about humans (for example: Kim, 1987, 1998; Watson 1988; Chinn &
Kramer, 1995; Dahlberg, 1994; McKenna, 1997, Andersson, 1998).

In the present study, it was assumed that nurses bring their stocks of know-
ledge, acquired through life-experiences, social habits, and professional
knowledge, into situations where they encounter parents. Elements of general
and specific knowledge about parents, included in the nurses’ stocks of know-
ledge, were expected to be involved in their acting in the encounter situations.

Practical Knowing

Practical knowledge is sometimes perceived as applying theoretical, general
knowledge. According to Schon (1983) practical knowledge has mostly been
empirically studied as a process of problem solving in order to understand
cause-effect relations. Professionalism has been viewed as “technical ratio-
nality” based on ” specialized, firmly bound, scientific, and standardized
knowledge” (Schon, 1983, p. 23). However, Schon argues that such a rational
description of what professionals do is incomplete. Instead Schon (1983)
introduces "knowing-in-action” and "'reflection-in-action” as analytical tools to
grasp what actually happens in situations. The ’knowing-in-action’, or to
know-how’ in situations, is different from to "know-that'.

Schén proposes that "knowing-in-action’ have distinctive characteristics in that
a person knows the action but cannot describe the underlying knowledge.
Professionals are likely to reflect in the midst of action. This 'reflection-in-
action’ occurs whenever questions at hand elude ordinary strategies and present
a problematic situation. This is described as a reflective "conversation with the
situation’, which makes experiences grow in a conscious way. Reflection-in-
action is based on a repertoire of theoretical principles and life experiences and
serves to generate new information about the situation and its conditions
(Schén, 1983). During a professional life individual practitioners construct a
repertoire of examples, pictures and actions. The result of every new action
sequence is an extension of the repertoire and thereby it creates a readiness for
an increased variety of actions. Theoretical knowledge is suggested to be incor-
porated in the practical repertoire of actions through reflections in different
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situations. However, Schén (1983) argues, formulating of problems, or what
conditions need to be reflected on, originates from the real situations.

Research in nursing, and health care pedagogic has showed that professional
knowledge, although shared by a collective at a general level, to a large extent
is individually constructed. How individual nurses act in particular situations
and how they solve specific problems has largely been seen as based on their
observations, conclusions and own experiences from earlier situations
(Johansson, 1983, 1989, 1996a; Benner, 1984; Johansson & Pilhammar 1985;
Benner et al., 1996; Sjostrom, 1997).

In the nursing profession Chinn and Kramer (1995) differentiate between
nursing knowledge, which refers to what can be shared and communicated
within the discipline, and practical knowing, which refers to individual,
dynamic acting. Compared to knowledge, which can be articulated and passed
along to others, "knowing” refers to ways of thinking and acting in immediate
situations. According to Chinn and Kramer (1995) nurses often have more
’knowing’ than they can articulate to others,

Polanyi (1958) defines knowledge as related on the function it has in a
practice. He emphasizes two different types of knowing in practice. These
types consist of 'knowing how’, which is known as procedural knowing in
actions, and "knowing that’, which is explicit knowledge articulated by means
of words. He states that it is essential that there are conditions where a
practitioner "know how’ to act without to "know that’. This type of knowledge
Polanyi is denoted 'tacit knowledge’. However, when tacit knowledge is paid
attention to, analyzed or criticized it can become explicit. In contrast, Josefsson
(1988, 1991) proposes that some tacit knowledge probably is impossible to
articulate. It is only in actions a nurse show if she has understood. It seems to
be an open question how much of professional practical knowing can be
articulated.

Molander (1993) has turned the interest of practical knowing towards how
“attention-in-action” is structured. He argues that expressions of knowing are
embodied, cultural, acted out and even visible in language and in articulation
itself. Molander states that to know how to act in situations rests on a conti-
nuous dynamic in moving between insight and distance and between reliance on
theories and criticism of the same.
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Van Manen (1977) argues that *knowing’ can be viewed as a way of 'being
practical’. By using the term ’practical orientation’ he refers to ways in which
individuals look at the world and define relevant actions for particular
situations. Being practical, includes the notions of point of view, perspective, a
person’s way of looking at things, outlook, standpoint, and so on. The ’prac-
tical orientation’ functions as a device for making visible how knowledge
constitutes a way of making sense of situations. According to Van Manen, in
order to get a deeper understanding of practical knowing in situations, herme-
neutic approaches can make experiences, actions and perceptions of actors
visible and understandable.

One further aspect of practical knowing is suggested by Kim (1994), who
proposes that nurses in their practice are involved in situational actions,
encompassing aspects pertaining to a client, a setting and the nurse-herself.
Nurses in practice are “faced with facts of enactments that are time-bound,
possibly have multiple meanings, and are fleeting” (Kim, 1994, p. 152). There-
fore, Kim argues, nurses’ everyday practices need to be studied by means of
how professional enactments are carried out. Silva et al. (1995) call attention
on questions concerning how nurses find meanings in what they know,
perceive, and act in situations.

The theoretical suggestions that have been presented above indicate ways of
interpreting practical knowing in everyday nursing practice. A working
assumption for this study has been that nurses’ individual stocks of knowledge,
including general and specific everyday knowledge, and professional nursing
knowledge, mediate personal practical knowing in encounters with parents.
Practical knowing in turn has been seen as a collection of actions, delivered by
the nurses in particular situations, representing both articulated knowledge and
tacit knowledge.
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Transformation of Meanings

According to Blumer (1969), encountering ’the other’ is about interpretation
and transformation of meaning. The fundamental link between social inter-
action and transformation of meaning is also expressed by Schiitz as: “social
interaction consists of a continuous series of acts of meaning-establishment and
meaning-interpretation (Schiitz, 1967, p. 169). Stocks of knowledge include
meaningful experiences from earlier situations and mediate interpretations of
meanings into new situations, Meanings are transformed and delivered through
intentional actions. Schiitz states that to address oneself in a situation and
transform meaning is a fundamental human activity. Spatial and temporal
space, along with other elements in a situation, contribute to processes of crea-
ting meaning in an encounter (Schiitz, 1967). The range of possible actions in a
particular situation is decided by the meaning perceived by the actor in this
very situation. Such a range of actions “point to a particular style of lived
experience” (Schiitz & Luckmann, 1973, p. 23). Spatial and temporal space,
structuring the interactions in a situation, is a given element in such an
experiential style.

In the present study, these notions implied that the nurses transform their
meaning in encounters with parents into intentional actions. This view of trans-
formations of meaning, emphasizing embodied actions, is in line with Benner
et al,, (1996), who states that in nursing practice, nurses’ social embodiments
are means through which meanings, expectations, skillfulness, styles, and habits
are expressed in courses of actions. One aim for the present study, was to
search for nurses’ perceived meanings of their actions, by means of examining
their attentions and intentions when encountering parents. In accordance with
the perspective presented here nurses’ reflections on their concrete actions
were assumed to give insights into their meanings, and grounds on which they
decided to act. The working assumption has been that nurses transform their
meanings by a range of actions perceived as relevant in encounters with
parents. Schiitz’ and Luckmann’s (1973) concept experiential style, as an ex-
pression for a range of actions, has inspired the search for ’professional styles’
among the nurses, and was an important tool in the process of conceptualizing
nurses’ actions and perceived meanings in encountering situatdons.
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Encounters in Time and Space

In nursing practice, interactions and encounters with patients and their
relatives are central. Different theoretical approaches and perspectives have
been used in research to study aspects of encounters in nursing. Theories,
generated from research on interaction, concern content and quality aspects.
Scholars such as Peplau (1952), Orlando (1961), Travelbee, (1971), and
Peterzon and Zerad (1976), describe the content in interpersonal processes and
the establishment of relationships, when conducted through ’right’ manners.
Quality in encounters has been described as the essence of caring by nursing
theorists such as Watson (1988) and Benner and Wrubel (1989). Halldorsdottir
(1996) calls attention to certain nursing competencies in encounters with
patients, such as ability to “connect with people and to take actions on behalf of
them in order to promote life-sustaining and life-giving care” (1996, p. 88).
Additionally, as has been reviewed earlier in models for practice (p. 14),
quality aspects of encounters were of central interest when involving parents in
hospital care (Casey, 1988; Cleary, 1992; Dunst et al., 1988; Rushton, 1990;
Shelton, 1995). For this study, it was important to exhibit the nurses’ encoun-
ters with parents on premises which focused on the nurses’ own interpretations
and meaning in the encounter situations, as taking place within situations
limited by time and space.

According to Schiitz (1962, 1967), an encounter between human beings is
socially constructed in a face-to-face situation. It creates a community of space
and time where actors can physically reach each other (Schiitz, 1967; Schiitz &
Luckmann, 1973). Further, the face-to-face relationship is fundamental for the
structuring of interactions through a series of acts. Experiences of each other
increase from moment to moment, and ideas about the other undergo
continuous revisions. Thus an encounter can be regarded as a series of
situation-bound interpretations of relatedness. Limited social space and time
however make an encounter ’finite’ and limits the opportunities for
recognition and actions (Schiitz & Luckmann, 1973, p. 65-66).
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A finite encounter situation, can be looked upon as a social space, demanding
priority of actions within a limited temporal space. Temporal space is sug-
gested to direct duration and intensity in the actions (Schiitz & Luckmann,
1973, p. 45-64), and to determine procedures of making arrangements and
rea-lization of concrete projects. Schiitz and Luckmann have suggested a
structure of time by identifying different time dimensions, limited to particular
types of events and acts. "World time” stands for actions which have a fixed,
irreversible course for actions in a situation. World time refers to the funda-
mental motive for action in a situation and can be understood as the outer limit
for someone’s action. "Subjective time” is the second dimension and refers to
an inner duration of personal thoughts, which are articulated and transferred
to particular actions by the use of 'own time’. Considering the fact that
encounters are intersubjective, they are experienced through the social space
created with other actors. The term used by Schiitz and Luckmann for this
intersection between world time and inner time, is “social time”, the third
dimension. Social time refers to events with relevance for several actors where
modifications are motivated from all those involved in the encounters.
Although all three dimensions of time occur together, there is no absolute
balance between them.

Referring to this study, duration of time in an encounter situation has been
assumed to include considerations of conditions for delivering actions. The
working assumption for the nurses’ face-to-face encounters with parents has
been that their interpretations of conditions for actions in particular
encounters, embrace considerations of temporal, spatial and social space.
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Intersubjective Understanding

Intersubjectivity can be regarded as essential for creating comunon experiences
among humans. According to Schiitz everyday life is intersubjective because
we live in it as [wolmen among other [wo]men, bound to them through
common influence and work, understanding others and being understood by
them (1962, p. 10). The requirement to understand others is by inter-actions.

Blumer (1969), from a symbolic interactionistic approach, views encounters in
a similar way. He proposes that the foundation for intersubjectivity is that
persons act toward objects on the basis of their meanings, derived from social
interaction and modified by both actors’ interpretative processes. This involves
mutual transformation of meanings.

According to Schiitz and Luckmann (1973, p. 67) the development of a
relationship, from one actor’s point of view, consists of intentional social acts
towards another person. Mirroring self in the experience of the other is a
constitutive element of a relationship, and of intersubjective understanding.
The inter-looking of expressions are attributes of the face-to-face situation in a
common environment. Furthermore, the fact that an encounter occurs in a
context, with a certain intention, influences the social orientation towards
another person (Schiitz & Luckmann 1989, p. 67 ff).

The presence of intersubjectivity in the situations where nurses encounter
parents has been regarded as essential for the nurses judgement of situational
conditions and experiences. Social orientation and typifications of others are
important elements of intersubjectivity and will be further outlined below.

Social Orientation

According to Schiitz (1967), social orientation towards a person includes
motive and intentions in a particular situation and therefore affects the other.
The primary way of affecting the other is by verbal and non-verbal
communication. Schiitz and Luckmann (1989, p. 70 ff) define social action as
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“action whose meaning relates to the other by its very project”. The motive for
interaction is important, for it indicates the actions which are used. Any
“affection” of the other within a relationship presupposes that an actor is
oriented in a special way (Schiitz, 1967, p. 162).

Important for the course of action is the ’sidedness’ of the orientation, i.e.
whether an act is wunilateral or reciprocal. Even if boundaries toward each
other may not be clearly recognizable in concrete cases, social actions can be
either the one or the other. An action where the other person does not
'respond’ is defined as unilateral. Only when actions are responded to is there
reciprocity. Courses of actions aimed at unilaterally influencing others can be
differentiated from courses of actions with reciprocal orientation, aimed at
searching the other’s response.

The principle of reciprocity implies each person to ’see’ the other act as she
does and to ’see’ that the other treats her as an actor. Regardless of motives and
intentions in an encounter, actions that are not intended to be unilateral may
still be unilateral, and actions designed to be unilateral can become reciprocal.
During interactions, perceptions of the other person undergo continuous
revisions. Actions immediately affect the other and intentional motives towards
each other are complemented and validated by reciprocal attention.
Additionally, depending on whether an action is reflected upon in advance or
afterwards, “in-order-to motives” vs "because-motives” for the actions are
present (Schiitz’s, 1967, (p. 169). These motives are linked with the actions and
whether they are intended to be delivered or have been delivered, and concern
the interpretation of the entire encounter situation,

Social orientation has been of interest in this study as nurses were expected to
achieve intersubjective understanding on conditions given by their professional
interests. The motives 'in-order-to’ and ’because of’ in their actions as how
they oriented themselves towards parents was used for interpreting the nurses’
motives and intentions towards parents; i.e. whether their orientation revealed
a wish to achieve something or a response to parents’ actions.

The working assumption of social orientation has been that any attempt to
affect parents presupposed that a nurse is oriented toward a parent. Diffe-
rentiating nurses’ unilateral actions from their reciprocal actions were assumed
to be essential for interpretations of nurses’ understanding of themselves and
the parents, and for conceptualizing intersubjectivity from the nurses’ positions
in the encounters.
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Typifications of Others

Social relationships in the everyday world vary in terms of anonymity and
closeness, and have consequences for receptivity of each other and actions
toward others. According to Schiitz (1962, p. 15) "typifications” of others are
based on earlier experiences, which tend to be used as schemes for
interpretation of others. Stocks of knowledge contain typifications in the form
of general and specific knowledge about how to interpret others and their
actions, If experiences of other actors in encounters become taken-for-granted
knowledge, specific taken-for-granted understanding of the other’s thinking,
habits, and expressions of themselves follows. In interactions, an individual’s
stock of knowledge contributes to interpreting other’s actions, because of expe-
riences of other persons in general and of this particular person.

Crossley (1996), referring to Schiitz’ concepts ’types’ and 'typification’,
suggests that everyday social life is a construction of routinized life. Situations
are approached as replications of earlier experiences. In encounters the acting
partners tend to rely upon habits and pre-judgments of each other. Attention is
directed towards the other person as a bearer of a particular social role, of a
"type’, rather than being a particular person. Persons can be apprehended as
‘types’ also when they are well-known and familiar in a certain context. As
‘types’ they are predictable, taken-for-granted and their actions are expected. If
a person is perceived primarly as a "type’ s/he is likely to be seen and referred
to as a ’'they’. Eventually, a relationship may be developed into a 'thou-
orientation’. A ’thou-orientation’ occurs when the actor is directing the
attention to a particular person as unique (Schiitz, 1967). Applied in the
present study, this may imply ’parents’ to be recognized by the nurses as
"typifications’.

Encounters characterized by a social orientation towards a particular parent in
a particular situation are assumed to differ from encounters with a 'type’ of
parent. Even though a nurse initially may perceive a parent as a 'type’, she
could change her orientation towards the parent into a particular and known
person later on. The working assumption here has been that nurses’ stocks of
knowledge contain expectations of 'types’ and 'typifications’ with significance
for their understanding of parents and of themselves as professionals,

To summarize, the working assumption of intersubjective understanding in this
study has been that nurses and parents act towards each other on the basis of
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their meanings, derived during social interaction and modified by both actors
in interpretative processes. Further, the nurses’ have been assumed to have
differentiated social orientation towards parents; i.e. unilateral or reciprocal
actions, Finally, taken-for-granted knowledge about parents in general has
been assumed to generate expectations of parents as ’types’, with significance
for the nurses’ understanding of parents and of themselves as professionals.

Actions

According to Schiitz (1967) actions have the character of mastering a situation
to achieve something. As an undertaking, actions consist of a past and a future.
An individual interprets a situation in relation to previous experiences, con-
siders various conditions and acts according to what is perceived as meaningful
and possible to achieve. Schiitz and Luckmann (1973, p. 114), propose that in
order to act, the actor must consider the conditions of a situation. This relates
actions to some kind of planning, where images ’in the mind’ direct the actor’s
attention to particular circumstances, which call for a choice of actions.
Performed actions thus involve the interaction of the actors’ intentions and
transformed meanings mediated by stocks of knowledge as they occur in a
particular situation.

The concept of action is, in a way, embracing the concepts introduced in the
previous chapters. As was mentioned in the description of practical knowing
(p. 68), the delivery of 'knowing’ is presumed to be individually included in
actions. It has also been suggested (p. 77) that encounters consist of actions
conducted within spatial and temporal space limits. Further, it has been
proposed (p. 74) that the actors’ interests and intentions in a particular situa-
tion contribute to the social orientation towards the other.

According to Schiitz and Luckmann (1973), "to be able to act in the situation I
must determine it” (p. 114). Such an act of determination requires more or less
consciousness by the actors in choosing concrete actions. More conscious use of
a stock of know-ledge is required in situations with more problematic, unusual
conditions (Schiitz & Luckmann, 1973, p. 115).

71




Theoretical perspective

In this study, the nurse’s actions were assumed to be coordinated with a
parent’s actions, and to be related to how the nurse perceived the parent as a
person. Verbal and non-verbal communication was expected to be a central
element in the nurses’ actions. Embodied actions, such as movements, facial
expressions, gestures, thythm and intonation of speech, were regarded as parti-
cularly important when interpreting the nurses’ transformation of meanings.

The working assumption has been that the grounds for the nurses’ decisions to
act in a certain way mediate practical knowing as displayed in concrete actions,
Apart from earlier experiences, stored in stock of knowledge, the nurses’
attention and intentions in a particular situation have been regarded as im-
portant directors for actions.
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Socially Constructed and Shared
Knowledge

According to Schiitz’ (1967), members of social groups are likely to share
representations of certain phenomena which are collectively perceived by the
group members. According to Flick (1998) this perspective is similar to one of
the fundamental ideas behind the theory of social representations (Moscovici,
1984, 1998), which is based on the idea of shared knowledge as a form of
social thinking. The development of socially shared knowledge requires a
shared cultural or social context, e.g. profession, a working team or a
neighborhood. Social representations are defined as shared sets of knowledge,
beliefs, norms, ideas, images, and actions in a group where the members’
interests and intentions are developed within shared contextual conditions
(Moscovici, 1998, p. 243). Social representations appear as thoughts and
premises, which enable persons or things to be classified, and expressions and
actions to be predicted and explained. Social representations thus concern
implicit and explicit forms of socially shared everyday knowledge.

This study concerns a particular professional group in a particular, shared
professional context, Indications of common patterns in the individual nurses’
actions and reflections in the empirical data called for interpretations and
descriptions at a group level. The theory of social representations offers a
perspective on the social construction of professional knowledge, which was
useful in the steps of the research process. Its approach implies a dynamic view
of shared knowledge where social representations are assumed to constitute
practical and communicable ways of thinking and acting, oriented towards
understanding and mastering the environment:
[Social representations on] ... forms of social thinking used to communicate,

understand, and master the social, material, and intelligent environment. (Jodelet,
1991, p. 184)

A professional practice such as pediatric nursing can be regarded as an
occupational field in which a group of nurses deliver a variety of actions based
on the content and meaning of individual as well as shared stock of knowledge.
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In the present study, an earlier presented, working assumption has been that
nurses’ stocks of knowledge mediate practical knowing (p. 70). Practical
knowing in a particular encounter situation, is however also regarded as
socially embedded. By adding a theoretical perspective, according to which
shared professional knowledge constitutes a dynamic contextual dimension in
the nurses’ practical knowing, the notion of social embeddedness was possible
to explore more explicitly in the empirical data. The main purpose of using the
theory of social representations in this study was to shed some light on the
social dimension in the nurses’ practical knowing. The working assumption has
been that the nurses developed social representations of parental involvement,
which consti-tuted an essential element in their professional knowledge and a
social dimension in their practical knowing.

Summary of the Theoretical Perspective

The six theoretical constructs presented above have been used as tools for con-
ceptualization of nurses’ encounters with parents, as displayed in actions and
reflective interviews. Practical knowing in the encounter situations was
assumed to be mediated through individual stocks of knowledge (Schiitz, 1962,
1967; Schiitz & Luckmann, 1973, 1989). The nurses’ concrete actions in
encounter situations were expected to involve elements of intersubjectivity and
situation bound conditions, particularly social and temporal space. In addition,
socially shared knowledge was assumed to be at hand among the nurses in this
particular context (Farr & Moscovici, 1984; Jodelet, 1991; Flick, 1998).

The theoretical perspective has been central for the analysis, interpretation and
conceptualization of the empirical data. However, it should not be regarded as
a fixed ’theoretical model’ for the investigation. Rather it has been developed
during the working process and gradually increased the understanding of the
complexity in the data.

In the next part of this thesis the interpretation and conceptualization
procedures are more thoroughly described.

80




PART 4

Analysis, Interpretation
and Conceptualization







Analysis, Interpretation and Conceptualization

Overview of the Procedure

The research process did not follow a linear pattern. Rather, the procedure
was a back and forth process of observing, recording, analyzing and inter-
preting the empirical data. This process involved comparing and contras-ting
contents in the nurses’ actions and meanings. Repeated acts of judgement within
and across different situations were made. An emerging theoretical perspective
supported this inductive process. One essential element in the analytical
proceedings was identification and examination of empirically derived,
tentative abstractions as expressions of the content of actions and the nurses’
perceived meanings of actions.

During the analysis and interpretation processes, abduction and retroduction
were used as analytical tools to develop, refine, differentiate and structure the
empirical data (Kim, 1992; Lofgren, 1994; Qvarsell, 1996).

The analysis procedures finally arrived at a conceptualization of nurses’ actions
and perceived meanings in the encounter situations with parents. Although the
process of analysis was dialectical, circular, and recursive, various steps in the
interpretations and conceptualizations of the encounter situations can be distin-
guished.

These steps are presented below as six sequential phases in the process of
analysis.

Phase 1: Defining situations where encounters occurred.

Phase 2: Identifying preliminary patterns of actions as
tentative 'styles’.

Phase 3: Interpreting and differentiating actions by verifying and refining
tentative concepts with support from theoretical constructs.

Phase 4: Interpreting and differentiating perceived meanings of actions by
verifying and refining tentative concepts with support from
theoretical constructs. ‘
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Phase 5: Searching for correspondence between content in actions and
perceived meanings in actions. Developing, structuring and
conceptualizing nurses’ ’action styles’.

Phase 6: Finding indications of socially shared knowledge among the nurses.

Phases 1 and 2 occurred during the fieldwork and phases 3 - 6 after leaving the
field.

The entire research process can be described as the spiral on the next page,
which illustrates how the empirical data was systematically described, inter-
preted, analyzed and conceptualized,

A detailed description of each phase in the research process follows.
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Further research questions

Conclusion and discussion

Phase 6: Finding indications of socially
shared knowledge among the nurses

Phase 5: Searching for correspondence between
concepts of content and perceived meanings in actions.
Developing, structuring and conceptualizing nurses’

*action styles’
Phase 4: Interpreting and differentiating
perceived meanings of actions by verifying and
refining tentative concepts with support from

LEAVING THE ANALYSES
theoretical constructs
FIELD AND
- INTERPRETATION
Phase 3: Interpreting and differentiating
actions by verifying and refining tentative
concepts with support from theoretical
constructs
Phase 2: Identifying preliminary
patterns of actions of tentative ’styles’
FIELD WORK REFLEXIVITY
Phase I: Defining situations
where encounters occurred
Entrance to the field

Figure 1. Conceptualization process

85




Analysis, Interpretation and Conceptualization

Conceptualization Process

Defining Situations in the
Pediatric Context

From the beginning of my fieldwork I made complete observations, trying to
note down exactly what took place in nurses’ encounters with parents. Defining
when and where encounters occurred was the first analytical step in the field.
In accordance with Schiitz and Luckmann (1973, p. 113) an encounter situation
was defined as a "face-to-face situation”, limited in time and space and deli-
mited by a beginning and an end. The criteria for defining a beginning and an
end of a situation were the following. A situation could start when a nurse
openly called for a parent’s attention, or when a parent called for a nurse. The
situation ended when the nurse or parent left the common space.

A situation could also start with a nurse trying indirectly to get a parent’s
attention, or vice versa. Such a situation ended when either the initiator gave
up trying to get attention or after attention had been gained, and one of the
actors left the common space. If the breaks were only temporary within an
ongoing series of encounters between a nurse and a parent, as for example
when a nurse left to get a syringe, this was still defined as a single situation. As
the study proceeded, a set of different kinds of encounters was defined.

The encountering situations occurred in different locations at the pediatric
wards and varied in terms of content and meaning. It was recognized that the
nurses settled routine situations in another way than problematic situations.
Routine situations were defined as those where the nurses seemed to be fami-
liar with their functions and tasks. In problematic situations unfamiliar com-
ponents entered into a situation. However, it was obvious that routine situations
and problematic situations were frequently intertwined. Both planned and
unplanned actions occurred during the observed situations.
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The nurses’ were usually involved in situations with partly unpredictable
conditions and were more or less prepared for new circumstances to occur and
to act accordingly. During the interviews, after the observation periods, the
nurses added information about the encounter situations. Their interest, motive
and intention in a situation seemed to determine not only what they had paid
attention to, but also the point at which the encounter was interrupted, and thus
the situation was ended.

Five distinguished kinds of encounter situations were defined. Largély, they
cover the range of situational variation in the observed encounters. The types
of encounter situations were:

e Entrance to the wards/admissions: nurses encountered parents accom-
panying their children during admission to the hospital. These encounters
took place in the reception area, a waiting room, a play room, a ward
room, or the ward’s hallway.

e Leaving the ward/turnover: nurses encountered parents in conjunction
with the children’s leaving the hospital. These encounters took place in the
reception area, a waiting room, a play room, a ward room or the ward’s
hallway. '

e Taking of specimens: parents were usually with their children when
different kinds of specimens were taken. Different kinds of specimens
were taken in the ward room, a treatment room or another place in the
hospital.

e Treatments: parents normally were with their children when different
kinds of treatments were carried out. Treatments of different kinds took
place in a special treatment room or another place in the hospital.

e General and specific nursing care: encounters with parents were
associated with nursing activities towards children or parents. These
usually took place in a ward-room, dining-room, or in a playroom.

Within each type of encounter situation a number of finite situations were
defined. The observations during the fieldwork were categorized into 186
finite encounter situations. The 186 situations were the basic units for further
analyses and interpretations. The length of the situations varied from 2-5
minutes to about two hours. No attempt has been made to have equal numbers
of each type of situation in the collection of data, neither has the analyses been
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systematically conducted according to type of situation. All encounters, regard-
less of type of encounter situation, had several conditions in common with re-
gards to how the nurses mastered parental interests and involvement in the
care. Common for all situations was that a nurse had to pay attention to and
determine the situational conditions in order to be able to deliver any action.

Identifying Pattems of Actions
as ’Styles’

Having defined the 'finite situations’ in the field descriptions the analyses
concentrated on the nurses’ social actions, i.e. actions, which were directed
towards parents or responding to parents’ actions. This step in the analysis
process, still during the fieldwork, focused on actions, or combinations of
actions and on similarities and diversities across encountering situations. My
written reflections in the field-notes guided the transforming of data and the
emergence of preliminary ideas for identifying range and combinations of
actions. In addition, the reflective interviews gave further opportunities to
come closer to the nurses’ intentions, what they paid attention to, and how they
understood themselves as professional actors, the parents as responding actors,
and the nurse-parent relationships.

The theoretical constructs, guiding the interpretation of social dimensions in
the encounters, emerged during this inductive procedure. The ’affecting’
(Schiitz, 1967, p. 162) of parents, as being oriented towards them in a special
way, was actualized as it seemed to correspond to a professional stance in the
nurses’ actions. This was particularly clear in the nurses’ general view of
involving parents:

"The fact that parents are here implies an interest to involve them”. (B fd 1 p. 4)

A frequently expressed idea was that parents were oriented towards the nurse
through the hospitalized child. Indications of nurses’ social positioning towards
parents, led to a search for their intentions in the encounter situations by
explicitly paying attention to articulated and hidden meanings in reflections on
situational conditions and their motives for action. This in turn, led to an
awareness of the nurses’ use of 'typifications’ of parents.

The explorative use of theoretical constructs for interpreting social processes
led to the ’working assumptions’ (see part 3) which allowed for developing

88




Analysis, Interpretation and Conceptualization

tentative abstractions and concepts for the content and perceived meanings in
the nurses’ actions and reflections. The tentative concepts were used to exhibit,
verify and differentiate how activities were carried out in terms of
communication, arrangement, use of time, and sociality towards parents.
Intensified and selective observations in order to identify combinations of
actions, by contrasting and verifying the nurses’ distinguished actions were
carried out during this phase. By contrasting actions, as well as the nurses’
reflections about their actions, a more complete view of the encounters
emerged, which gave important insights as to how the actions and perceived
meanings were related to each other. The balancing between openness toward
the nurses’ articulated intention, meaning, and ideas in certain situations, and
of my detailed notes from the observations demanded continuous reflecting. As
the amount of data increased, the nurses’ actions gradually appeared as more
authenticated and distingunished.

During this period of the field work, a conceptual analyses of the
empowerment concept was made (Soderbidck, 1996). Other concepts, relevant
to different aspects of the nurses’ actions, e.g. assimilation, integration and
collaboration, were also worked through. The concept analyses were based on
a literature review of the use of the concepts in other contexts, and a
comparison with the data from my field descriptions (Schwartz-Barcott &
Kim, 1986). These analyses were carried out to verify, distinguish and
differentiate combinations of actions in the encountering situations.

During the final period of field work, the analysis led to an emerging synthesis
of range of actions, where particular patterns were identified as constituting an
’experiential style’ in encounter situations (Schiitz & Luckmann, 1973). An
experiential style was interpreted as carrying content from a nurse’s stock of
knowledge, exhibiting her sociality towards the parent.

The ’styles’ seemed to contain a distinguishing range of actions according to
suggested tentative concepts as; communication, arrangement, use of time, and
social positions. In the nurses’ reflections on their actions, ’attentions/
intentions’, ‘choice of actions’, and ’'understanding of nurse-parent relation-
ships’ were discerned as tentative concepts differentiating their perceived mea-
nings, At this stage tentative categories of 'styles’ were explored. These were
termed according to the main orientation in the actions: ’implying’,
"interfering’ and 'empowering’ actions.
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This categorization was more expounded, verified, or exchanged later on,
during the conceptualization process.

During the fieldwork, indications of socially shared knowledge among the
nurses were observed, particularly in conversations and during interviews. Of
particular interest were indications of shared views on parents and the nursing
profession. Such ‘shared knmowledge’ seemed to be present in the nurses’
actions, Here, the theory of social representations (Moscovici, 1984; Jodelet,
1991; Flick, 1998) contributed with a useful perspective on the social dynamics
in the nurses’ actions and reflections. Some questions were added in the
interviews during the end of the field work, in order to further reveal shared
ideas and beliefs. The nurses seemingly agreed upon ideas and beliefs of
parents, of relationships between nurses and parents and of nursing. Themes
were revealed which were more thoroughly analyzed later on in the analysis
procedure.

After one year I had reached the point in the field work where no new events
and situations which added any additional information to the collected data
seemed to appear in the nurses’ encounters with parents. The produced data
signified saturation according to this criteria proposed by Streubert and
Carpenter (1995, p. 24). At this stage the production of empirical data was
viewed as ‘marks’ from a pediatric nursing practice for describing nurses’
actions and perceived meanings in encounters with parents.

To sum up, the two phases of interpretations and analyses, which have been
described above, constituted a basis for the subsequent work. The preliminary
categorization of combinations of actions and perceived meanings in encounter
situations into implying, interfering and empowering styles served as a first
step towards a refined and more complete description of content and structure
in the data.

The two phases that followed the field work encompassed analyses and
interpretation, focusing on differentiation of actions and perceived meanings.
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Interpreting and
Differentiating Actions

The field descriptions contained close descriptions of nurses’ actions towards
parents and their responding to parents’ actions in the encounters. As a first
step, in the further analyses and interpretation procedure, it was necessary to
identify the qualities in the actions in order to verify and refine differences in
the nurses’ range of actions in a situation. Each encounter situation was
analyzed by using a matrix, structured according to the tentative concepts of
the content in actions, which had been developed during the field work:
communication, arrangement, use of time and social position towards parents.
Each situation was analyzed with respect to what characterized the range of
actions in the situation for each concept. Verifications, refinements and
differentiation were made by comparing content in the action between and
within the tentative concepts. The dynamic way in the delivery of actions was
taken into account by following the nurses’ actions from one situation to
another in the field descriptions. Actions were also compared within and
between encounter situations. The interpretations were based on the assumption
that if a range of actions occurred in one situation, then they would probably
occur in other situations and with other nurses. These procedures led to the
insight that the nurses’ actions were altered and changed when the grounds for
acting changed.

This search for various details and differences in the nurses’ actions led to a
description and understanding of how they structured the encounters. A final
identification and verification of content related concepts led to differentiation
of the actions, namely: verbal and non-verbal communication, arrangement,
use of time, social orientation and atmosphere. The main features in the
proceedings that led to differentiation of the concepts are described in the
sections that follow.

Communication

A first concept to be identified, verified and differentiated was communication.
It was primarily recognized as verbal communication. Using words, e.g.
giving information, instructions, or in order to search information about the
situation, was a frequent element in the nurses’ actions. Sentences, identified in
different situations, were here contrasted with one another and verified in
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order to refine "descriptors’, as distinguished expressions representative for the
verbal communication in defined encounter situations. For example verbal
commu-nication, which indicated various kinds of directing and informing,
were cate-gorized in a ’descriptor’ formulated as:

‘Answering and directing. Making instrumental information and task-related talks’.

in contrast to a ’descriptor’ that labeled more elaborated verbal commu-
nication:

’Exchange of questions and comprehensible answers. Concerns for shared under-
standing and choice of alternative’.

These descriptors illustrate that in some encounters the nurses passed on
information or gave instructions seemingly without taking notice of the
particular parent, while in other situations, they made efforts to listen and
create a dialogue with the parent. Other descriptors were formulated, distin-
guishing, for example between verbal messages, containing formal information
vs. informal social talks, "fo learn to know each other” (L fd 1 p. 6).

As the encounter situations were defined as face-to-face events, the nurses
’stood bodily before a parent’, in a position that could be described as from
above or below, to the right or the left, behind, beside or in front of the
parents. Body movements were interpreted as important in the nurses’ actions.
They used their bodies as a center of coordination in all actions. In addition,
sounds and noise of different kinds emphasized or undermined verbal
expressions of communication. Such non-verbal communication seemed to help
the nurses to regulate the flow of verbal communication towards parents. In
the reflective interviews the nurses’ indicated that movements of both their
own and the parents’ bodies directed turns in their dialogues with parents.
Non-verbal communication seemed to be an integrated dimension of their
actions by underlining verbal messages. This kind of communication was
interpreted as co-created actions or ’joint actions’. In addition, the nurses
seemed to evaluate parents’ actions through their body movements. Finally,
non-verbal communication served as cues for initiating interaction between the
nurse and a parent. In the field descriptions, non-verbal communication in the
actions was identified for example, through a descriptor as:

"Distanced outlook and occasional brief eye contacts’.

in contrast with:

"Close body positions and frequent sustained eye contact’ .
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There were several occasions when the nurses used particular non-verbal
communication to strengthening or illustrating a message more expressively.
For example, some nurses “squat down in front of a sitting parent” (P fd 2 p.
15) while talking. This particular kind of non-verbal communication was inter-
preted as a conscious act to balance the professional dominance with parents’
opinions and thoughts and as an expression for emphasizing equality in the
nurse-parent relationship.

In addition, non-verbal communication seemed to be helpful in the nurses’
conveying of codes to parents about what to do or not to do in particular
situations. If, for example, parents portrayed an unexpected behavior, the
nurses’ directed them by non-verbally “putting a communicative brake” (AA fd

1p. 8).

The nurses’ embodied communicative actions, such as words, mimics, gestures
and movements, were found so integrated and intertwined in the encounter
situations that they seemed to be taken for granted in transforming meanings.

Arrangement

The nurses’ determination of particular conditions in a situation implied
relevant actions. Therefore, all activities in an encounter situation were inter-
preted as particular arrangements for the concrete situation and were identified
as concerned with all measures, both task related and social ones, that were
taken by the nurses. Some arrangements were based on routine duties in
nursing care, such as admitting new children and their parents, presenting
different kinds of information and preparing treatments. Other arrangements
were organized around less familiar or unexpected events, such as a very ill
child and worried parents, a situation in question and critical incidents. When
conducting arrangements for a particular situation, the nurses took into
account various directives embodied by regulations at the pediatric unit, the
children’s care plans or ordinations given by physicians as well as other
considerations.

Types of encounter situations, as defined earlier (p. 86), and location influen-
ced the organization of arrangement to a large extent. The spatial limitation of
a ward room displayed different arrangements compared to situations that
occurred in the ward corridor or in the children’s playroom. In a wardroom,
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arrangements were likely to include medical treatment, injections, information,
advice or other kinds of prepared activities.

In the ward corridor, unplanned arrangements were created when, for
example, the nurse or a parent asked for information or advice. In situations in
the children’s playroom, arrangements typically involved informal social com-
munication "to get to know each other"(L fd 1 p. 6).

Differentiation of actions, based on variations in activities as arrangement,
rested on descriptors such as:

"Actions of effecting tasks’.

in contrast with:

’Creating a structure of activities which encourage parents to act by themselves’.

Discerning various content and structure in the nurses’ arrangements, inter-
preted as a quality aspect of the actions, contributed to a deeper understanding
of their complexity.

Use of time

The nurses’ ways of organizing arrangement of the encounter situations were
closely linked with their use of time. The nurses’ use of time was easier to
identify than to refine and differentiate. Guided by Schiitz and Luckmann
(1973) and their suggestions concerning temporal space in finite situations, I
found a way to describe the nurses’ use of time in particular encounters. While
the nurses’ use of time at a general level was identified as following the regular
course of events at the pediatric wards, the structuring of time in particular
encounters differed. By using Schiitz’ and Luckmann's terms ’world time’
’subjective time’ and ’'social time’ (1973, p. 45 ff), the organization of arran-
gements could be identified according to the nurses’ use of temporal space in
concrete activities in the encounter situations.

Routine activities and tasks were identified as using world time implying that
the time needed for the nurses to complete what was to be accomplished in
terms of particular tasks. The nurses’ use of subjective time or inner time was
interpreted and refined as the personal or ’own’ time that they used, for
example, in searching and considering conditions in a particular situation,
including different actions along with the interaction with a particular parent.

94




Analysis, Interpretation and Conceptualization

The social time, was interpreted and refined as used when nurses’ and parents’
joint actions for building or keeping a relationship were at hand. As social time
was identified as the intersection of inner time and world time in the
encounters, the extent to which it was used indicated a particular social quality
in the encounter situation.

Differentiation of the nurses’ use of time in encounter situations can be
illustrated by the descriptor: -

'Time together is determined by time required to complete tasks and arrangements’.

in contrast with:

"More time is spent with parents than what is required simply to complete tasks’ .

To a large extent world-time, inner time and social time were used in the same
sitnation. The nurses’ use of space of time in the encounters was closely
connected with their use of spatial space in their social orientation towards
parent, which will be further described in the subsection that follows.

Social Orientation

The nurses acted towards parents with various forms of sociality. As
mentioned earlier, the nurses were assumed to affect a parent in an encounter
situation as they were professionally motivated to deal with parental concerns
in the hospital context, Nurses’ ’social orientation’ was refined and
differentiated through interpretations of the extent to which the nurses related
to parents and how they used ’typifications’ of them.

A typification of parents, which were used by the nurses, was ’parents in
general’. This social they-orientation was verified in nurses’ actions towards
parents as similar in different encounters, distinguished from a thou-relation,
verified in encounters where the nurses showed more concern for the parent as
a particular person. A ‘typified’ parent could become a ’particular parent’
during an encounter situation when there was a motive 'to learn to know each
other’. The nurses’ social orientation towards a parent, as a typification of
parents in general or as a particular parent, seemed to be fundamental for what
situational conditions the nurses paid attention to in the encounters.

However, it was also obvious that when relating to a parent as a particular
person, the nurses also used typifications of parents in general, based on views
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of parents in relation to, for example, a child’s diagnosis or whether they were
short or long-term resident parents.

Furthermore, a differentiation was based on whether the nurses’ social position
toward a parent was characterized as unilateral or reciprocal ( Schiitz, 1967;
Schiitz & Luckmann, 1973). A nurse’s social orientation was defined as
unilateral when she did not follow up parents’ thoughts or ideas but showed a
distanced position, or show no interest in a parent’s responses as a particular
person. The social orientation was defined as reciprocal when a nurse oriented
herself closer to a particular parent by listening to and reflecting upon the
parent as a particular person with own opinions and wishes. Situations with a
reciprocal orientation were likely to coincide with a social thouvelation. In
such a situation a nurse and a particular parent also constituted an 'Us’ in a
reciprocal and mutual relationship.

Differentiation in the nurses’ social orientation in encounter situations can be
illustrated by the descriptor:

'Assimilating by a forcing unilateral position’.

in contrast with:

"Reflecting and enabling in a reciprocal position’.

The nurses’ social orientation towards parents was identified as an important
element in the actions as it "set the stage’ for the encounters. The nurses’ social
position transferred their motives and intentions toward parents and what they
wanted to achieve in professional terms. In the process of discerning various
qualities in the nurses’ social orientation, the concepts ’in-order-to and
because-motives of others’ (Schiitz’s (1967, p. 169) were helpful as they indi-
cate two main orientations toward parents: to achieve something in contrast to
responding to parents’ actions.

Nurses’ social orientation as social positions seemed to influence the atmo-
sphere in the encountering situation, which will be further described in the
subsection that follows.

Atmosphere

Identifying and differentiating the atmosphere during the encounter situations
concerned the entirety of the situation. The atmosphere was identified and

96




Analysis, Interpretation and Conceptualization

differentiated through a combination of all identified elements in the content of
actions. Emotions and affections in the encounters were interpreted as a major
constituent in the social dimensions of the actions. The nurses’ cognitive pro-
cesses seemed to play a crucial part in their emotional and affective
experiences of parents. Affective and thinking processes, along with time and
spatial space were intertwined, constituting a particular atmosphere in the
social space that an encounter constitute.

The atmosphere was interpreted as being closely related to the nurses’ sociality
towards parents and was identified by descriptors which recognized two major
dimensions. One concerned distance vs. closeness, the other concerned whether
the nurse showed a positive, sympathetic or a negative, reluctant approach to a
parent. Examples of descriptors were:

'Professional cold kindness’.

in contrast with:

*Interest in parents as individual persons’.

To summarize, this phase of interpreting and differentiating actions was
characterized by the repeating exposition of all the situations, relating parts of
expressions in particular actions to the wholeness in the range of actions, using
support from reflections written down during the field work. The descriptive
concepts, presented in this section, served as tools for identification and diffe-
rentiation of actions conducted by the nurses during the observed encountering
sitnations. At this stage they offered a reasonable understanding of the nurses’
encounters with parents. When leaving the observational data and turning to
the reflective interviews, I knew that this was only the first step towards a
complete picture and that the content in actions had to be further analyzed in a
later phase.

Interpreting and Differentiating Perceived
Meanings of Actions

During the interviews in close connection with the observations, the nurses had
reflected upon the meanings of their actions in the encounters. Transcriptions
of these interviews were used in this phase of interpretation and conceptual
differentiation of data. All verbalizations, which concerned parents were taken
as articulated "marks’ from the field, and were interpreted as relevant for the
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nurses’ perceived meanings and for the grounds on which they decided to act
upon in the particular encounter situations.

As a first step, in the analyses and interpretations, it was necessary to identify
the essence in the nurses’ expressions of their perceived meanings in particular
encounters for verification and refinement of differences. The theoretical
perspective, proposing stock of knowledge as mediating practical knowing,
transformation of intentions into actions and intersubjectivity as present in the
encounter situation, guided the interpretation process.

The nurses’ reflections were analyzed by using a matrix based on the tentative
concepts, developed during the field work, i.e. atttention/intentions, choice of
actions and intersubjective understanding. Verbal expressions were identified,
verified, refined and differentiated according to the concepts. The procedure
was similar to the one used for the observation data, i.e. expressions of
perceived meanings concerning particular actions were contrasted with the
totality of the situation. By confronting perceived meanings, as interpreted in
one nurse’s reflections with other nurses’ perceived meanings of other
situations, a differentiation gradually emerged. Verbal cues such as the use of a
certain terminology or metaphors were paid attention to in particular.

Attention and Intention in Actions

The nurses’ intentions were interpreted by focusing on what they said they
wanted to achieve in an encounter.

Following Schiitz (1967), specific elements in the nurses’ stocks of knowledge
were assumed to come into use in the encounters according to the particular
situation. According to the content in their reflections, the nurses acted on ba-
sis of their interests, intentions, and perceived duties or commitments towards
parents. Far-reaching intentions, directing the nursing care in a general sense,
were referred to in terms of visionary intentions. When referring to written
prescriptions in a child’s care plan, as goals and interventions, the nurses more
easy could verbally express what they wanted to achieve in a situation.
However, how they transformed the written prescriptions and its intentions
into actions seemed to be more complicated to formulate. When the nurses
were asked what they paid attention to, focused on and had in mind in a
particular situation they used expressions which indicated that implicit
intentions and motives, or even feelings, rather than explicitly formulated

98




Analysis, Interpretation and Conceptualization

strategies were directing their actions. Metaphors such as, "I can feel it in the
air” (Yri 1 p. 7) or "I feel it in my body” (Ari 2 p. 5) were frequently used.
These and similar expressions for attention and intentions in the encounter
situations were interpreted as embodied experiences of how conditions and
actions were determined.

The nurses’ attention and intentions in routinized situations were referred to as
a "habitual knowing” (Uri 1 p. 11). Here, the nurses’ intentions were to make
regular interventions by, for example, checking meals and sleep, despite
expectations of parental involvement. These kinds of intentions were identified
as mediating standardized elements in the stocks of knowledge, along with
Schiitz’ and Luckmann’s (1973) thoughts.

Concerning attention and intentions in problematic, non-routine situations,
some nurses described how they determined the conditions by "reading the
situation” (J ri 2 p. 9), or by "reading the needs in a parent's face” (R i 1 p.
11). In addition, these expressions were identified and interpreted as illustra-
tions of embodied experiences of the situation as determining conditions and
choice of actions. The nurses’ reflections on their attentions and intentions also
involved a temporal component. They frequently referred to the encounters
with parents as a matter of using adequate time, both to carry out tasks and in
giving parents of their own time. Thus the nurses’ use of time was verified
both in the observational data and in the reflecting interviews.

It was articulated, as:
"1 just did what I had to do in the situation”. (Cri 2 p. 6)

in contrast with:

"I took af my own time to achieve what I wanted”. (Tri 2 p. 21).-

As a consequence of how the nurses used social space and performed activities
the differentiation of their intentions were interpreted through their perceived
meanings of the whole encounter situation, as well as of certain actions.

Perceived meanings of intentions were differentiated through, for example,
descriptors, as:

"Inviting parents as residents and get the job done’.

in contrast with:

'Familiarizing and associating parents, Enabling and empowering’.
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In some encounters, a nurse’s intentions were understood as a receptivity to
carry out particular actions. In these situations the nurses’ reflections revealed
considerations of readiness and timing as “a kind of tacit practical knowing” (A
ri 1 p. 5). In other encounters the nurses had difficulties in making their
attentions and intentions explicit. It was difficult for them to articulate what
they paid attention to and what they intended in a situation. It was fairly
common that the nurses described their intentions in the encounters as: "7 just
act” (Dri1p. 12).

Choice of Actions

The reflective interviews were also used for identifying how the nurses
decided to act in an encounter situation. The nurses’ appraisal of their actions
was identified through their conscious articulations of recognition of a
situation, what they paid attention to and why they delivered certain actions.
Following Schiitz (1967), determination of conditions and choice of actions in
an encounter was interpreted as being dependent upon a combination of two
circumstances. The first concerned what importance the consequences of the
nurses’ actions had in the actual encounter, as "in-order-to motives” (p. 169).
The second concerned whether the actions were routinely oriented, demanding
habitual skills, or if they were more diffuse or problematic. In case of the
latter the nurses were likely to choose actions step by step to arrive at a fuller
understanding of what a situation was about. Such “because-motives” (Schiitz,
1967, p. 169), seemed mostly to occur as a response to parents’ actions.

Two specific verbal metaphors, in the nurses’ articulations, were identified as
being of particular interest. One of them was interpreted as carrying an
interest in trying to understand a particular parent or family. Here a nurse
acted in order "to see the lay of the land” (K ri 1 p. 19). This and similar
expressions were used in the reflections when the nurses articulated a
particular intention to involve a parent or a family in the care. The other
metaphor was interpreted as an expression for how the nurses’ perceived non-
verbal communication, such as frequent eye contact and approval nods:

"We [the nurse and a parent] are on the same wavelength”. (Kri 1 p. 4)

Through verifications of the nurses’ choice of actions, through the content in
the reflections, descriptors was discerned and differentiated as:

"To serve and help’.
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in contrast with:

"Interested in parents’ opinions and wishes’.

This differentiation of the nurses’ articulated reflections brought their per-
ceived meanings and the observed actions together. At this stage of the ana-
lysis, the interpretations of the nurses’ reflections proposed a distinction
between actions perceived as focusing on establishment of a relationship with a
parent, while others did not.

Intersubjective Understanding

Reflections on the nurse-parent communication in the encounter situations
were interpreted as identifying the nurses’ perceptions of parents and them-
selves. Here the nurses expressed their views of a parent in an encounter, and
of themselves as professionals in the same situation. This made it possible for
me to identify and differentiate their intersubjective understanding.

When the nurses were asked as to their view of a parent in a particular
encounter, they used expressions that indicated that the way they looked at a
parent, listened to a parent and how they felt in a particular encounter, made
them attuned to what they could expect of a parent, who the parent was, and
what they expected of themselves as professionals in this particular situation.

This interpretation led to the insight that the way nurses understood parents
were linked to their views of themselves. Here, the nurses’ qualitatively
different way of viewing parents in particular encounters mirrored their
understanding of themselves as professionals towards parents. For example, in
some situations, the nurses’ descriptions of parents as users of help and con-
sumers were linked to an understanding of themselves as professional nurses
that are to be accountable.

Identified and differentiated expressions of how the nurses understood parents
in different situations, were formulated in descriptors such as:

"Parents take own initiatives and want an own territory’.

in contrast with:

"Parents want to comply through directives’.
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The differentiating expressions for how the nurses’ understanding of them-
selves as professionals were based on descriptors such as:

"Being superior as a professional in the situation’.

in contrast with:

’Being a facilitator in the situation, the professional knowledge is used to enable
parental knowledge’.

To summarize, the phase of interpreting and differentiating the nurses’ inten-
tions, attentions, choice of actions and intersubjective understanding gradually
led to a reasonable understanding of the nurses’ perceived meanings of their
actions in mastering the encounters with parents. Further verification and
refinement of the content in the nurses’ reflections on their actions was
however needed in order to confirm and further develop the tentative
identification of distinguished patterns of actions in encounters as described in
a previous analysis phase, which occured during the field work.

In the subsequent phase, a deeper analysis of data aimed at identifying and
verifying the correspondence between content and perceived meanings in the
nurses’ actions.

Cormrespondence between Content and
Perceived Meanings in Actions

The purpose of this phase was to verify the correspondence between observed
content in and reflected meanings of actions in order to gain a more holistic
and contextually based comprehension of nurses’ mastering of the encounters,
as well as refine the conceptualization,

A re-analysis of all empirical data was made by critically reviewing the field
descriptions and by re-listening to the interviews and rereading the tran-
scribed texts. By listening to the taperecorded interviews again, additional in-
formation about nurses’ perceived meanings and intentions, in connection to
the observed situations was attained. The information in its entirety was exa-
mined in relation to parts of information from particular situations. This ana-
Iytical step was largely concerned with a critical examination of all earlier in-
terpretations and the correspondence between content of actions and perceived
meanings of actions. The abduction and retroduction processes (see p. 39) sup-
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ported confirmation, verification and refinement of the conceptualization. All
the encountering situations were elucidated by critically re-viewing expres-
sions, which had been differentiated according to the concepts, tentatively sug-
gested in the previous phases. Actions and perceived meanings in particular en-
counters were compared and contrasted with all the other situations in the data,
in order to further explore the structure of variation in the range of actions,
tentatively identified earlier, as a ’pattern of actions’ in an encounter situation.

These procedures revealed dimensions in the empirical data, indicating
interpretations beyond what was earlier identified. These dimensions, which
will be presented below, concerned the nurses’ foci and their social approach
during the encounter. Finally, a description of distinguished ’patterns of
actions’ in encounter situations, where different ’styles’ were identified, was
arrived at. These styles, with particular range and combinations of actions and
perceived meanings of the actions were possible to categorize as a structure of
different action styles. Thereby, a long process of interpretation had reached a
stage where the revealing of how nurses mastered the encounter situations was
possible to describe.

Overall Focus and Relationships with Parents in
Encounter Situations

When interpreting and defining the correspondence between range of actions
and perceived meanings in the encounters, some dimensions were identified
which deepened the understanding of the nurses’ actions. There seemed to be
an overall focus for each encounter, displayed in a range of actions combined
with the perceived meaning of the actions, While some encounters were
interpreted as having an overall focus on "parental maintenance’, others were
interpreted as focusing on ’integration of families by promoting own re-
sources’ or on 'collaboration in a partnership’ with parents.

Apart from a general focus, the encounter situations also were interpreted as
displaying a general social approach to parents as revealed in the complex
totality of content in actions and perceived meanings. The presence of uni-
lateral vs reciprocal approaches to parents, as were earlier defined in the data,
seemed to be related to the nurses’ views on how important it was to learn to
know the parent,
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If there was a conscious wish to affect parents, this obviosly implied a con-
scious choice of actions, which were embodied in a particular manner. But
even non-conscious actions seemed to imply actions to establish relationships.
These insights led to a verification of the nurses’ affecting orientation as being
unilateral or reciprocal.

In unilateral affecting orientation the nurses did not show an interest of parents
as particular ’persons’. this orientation was characterized by descriptors as:

'Organizing their [child and parent/s] existence on the wards’.

or
"To look after them [child and parent/s]".

In reciprocal affecting orientation the nurses turned to parents with more con-
scious attention to their existence, and parents turned to nurses in the same
way. These relationships were characterized by descriptors as:

’Showing interest of parents as persons and to enable them [child and parent/s]’.

or

*Share the care with parents as equal persons with different kinds of knowledge of
the child’.

Further, unilateral orientation was interpreted as more likely being linked with
a formal, task-oriented approach, while reciprocal orientation rather was
connected with an informal, parent-oriented approach.

Identifying Action Styles

During the analyses, divergences between the nurses’ range and combinations
of actions and perceived meanings were found to constitute different ’patterns
of actions’ in the encounter situations. These originated from the tentative idea
of different professional ’styles’ (see p. 88), indicating “particular styles of
lived experience” (Schiitz & Luckmann, 1973, p. 23). Repeated use of the
empirical data in a holistic interpretative way, challenged the earlier developed
concepts for describing content in actions and reflections (see p. 91 and 97).

In this final conceptualization of encounter situations, summarized in Tableau
A, the concepts for content of actions and the concepts for perceived meanings
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of actions were constructed on basis of their correspondence in the empirical
data.

Tableau A. Conceptualization of the encountering situations

Observed Content of Actions Perceived Meanings of Actions
Communication: Verbal and Non-verbal | Intention
Armrangements Definition
Atmosphere Attention
Time Intersubjectivity: as understanding of self
as understanding of parents
Social Orientation Relationships
Focus

The theoretical constructs guided the continuous differentiation of the
empirical developed concepts. Starting from details in the actions and
reflections, the encounter situations were contrasted with each other to gain a
comprehension of how nurses’ professional styles were mediated from
individual stocks of knowledge, and revealed as practical knowing.

In this search, for a complete picture of what ’patterns of actions’ could be dis-
tinguished in the encounters, the conceptualization process generated a con-
struction of four qualitatively different action styles.

The differences between these action styles were defined according to four
different scopes of characteristics, identified in the patterns of actions. These
action styles, assumptive, demanding, eliciting and collaborating styles, will be
exhaustively described in the result chapters.

To summarize, the conceptualization process was carried out through
examination of all information in the empirical data. Identified and differen-
tiated content in the observed actions was compared with the content in the
nurses’ reflections during the interviews. First, the focus of analyses and inter-
pretations alternated between the observed actions as the outer reality and the
reflecting interviews as the inner reality of the encounter situations.
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Thereafter the interchange between these two realities was focused upon, in
order to conceptualize an empirical structure of the nurses’ mastering of the
encounters.

Finally, by recognizing distinguished scopes of characteristics among the
actions and perceived meanings of actions, as patterns of actions, a repertoire
of four qualitatively different action styles was identified. Here, the analysis
and interpretation process led to a differentiated conceptualization of particular
action styles, forming a more contextualized understanding of nurses” encoun-
ters with parents.

Indications of Socially Shared Knowledge

During the process of analyses and interpretations that have been described in
previous sections, indications of shared knowledge among the nurses,
preliminary noticed during the fieldwork, were paid attention to and to some
extent confirmed. Attentions, intentions and actions conducted by individual
nurses revealed themes which were similarly repeated among the other nurses
in the group. Drawing on the assumption that social representations of parents
and nursing practice constituted an essential dimension in the nurses’ practical
knowing, some common themes in their actions and reflections were identified,

Although these analyses were not as carefully conducted as the earlier
described procedures, they contributed to a deeper understanding of the data,
When communicating with each other at the wards, the nurses expressed ideas
about parents and about encountering them, which they seemed largely to
agree upon, In their reflections during the interviews, they also frequently
mirrored each others’ thinking about encountering parents.

Particularly common were ideas of what parents could be expected to do or
not to do during their child’s hospitalization, and of different parental types,
such as "excellent’, ’disinterested’ or ’'extraordinary’ parents.

Further, the nurses’ use of “we” [as a professional group] when responding to
questions about their own ideas, thoughts and reflections during the interviews,
indicated that they perceived themselves as belonging to a professional
collective with shared views of parents and themselves as professionals.
Concerning views of themselves as professionals, the nurses commonly
expressed that in the everyday practice the children always came first. A final
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theme that was identified as a shared idea was that the nurses regarded each
other as being ’interchangeable’. )

These indications of socially shared knowledge among the nurses will be
described in the final result chapter (p. 169).

Trustworthiness in Relation to Interpretation
and Conceptualization

In order to comment on issues of trustworthiness in the analysis and
interpretation process, a brief review of the methods and procedures, as docu-
mented in the descriptions of the analytical steps towards conceptualization, is
needed. The terms related to trustworthiness (Lincoln & Guba, 1985; Streubert
& Carpenter, 1995) have been described earlier when discussing issues of
trustworthiness in relation to data production (see p. 55).

A major condition for judging the confirmability of this study concerns the
fact that the analysis and interpretation procedures were grounded in the
empirical data. Confirmability refers to establishing verifiability of the studied
phenomena. Both the collection and analyses of data were to a great extent de-
pendent upon what I myself brought to the study, and how I carried out the
treatment of data. The acceptance of pre-understanding provided opportunities
to gain insights into the nurses’ practice. Interpretations were made in dialec-
tical confrontation with the encountering situations.

But how then can I know that my interpretations of what manifests nurses’
delivering of practical knowing in encounters with parents correspond to what
is true?

One approach here is to acknowledge that the nurses’ mastering of encounters
can be described and understood in more than one way. According to Kim
(1992), applying analytic rigor assures confirmability and comprehensiveness
in developing arguments and making inferences of findings as well as
awareness of theoretical concepts applied to a new context. The term credi-
bility here stands for trustworthiness of the findings related to what have been
established by me as the researcher and refers to the truth-in-context (Lincoln
& Guba, 1985).
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My familiarity with and personal experiences of pediatric contexts largely
contributed to making this study possible. Hopefully by thoroughly describing
the analytical and interpretation procedures in identifying and differentiating
the nurses’ actions and perceived meanings in actions, I have documented a
process which fulfills the criteria of analytical rigor.

Further, I have tried to follow two essential principles in the interpretation
process (Odman, 1979). First, internal logic required that the interpretations
were not contradictory and that the parts confirmed interpretation of the
entirety. Secondly, the principle of external logic demanded my findings and
conclusions to be grounded in the empirical data.

The research process of this study was characterized by ongoing reflections
and interpretations during the fieldwork and, later on, of the transcribed data,
Development, verifications, differentiation and refinements of theoretical
concepts were grounded in the empirical data. Through continuous critical
elaboration of concepts and expressions for conceptualizing the nurses’ encoun-
ters with parents, efforts were made to reach credible interpretations and
conclusions. Dependability, as the stability in the interpretations, was met
through securing the credibility. It has been suggested that if a study demon-
strates credibility and appropriateness, it also has confirmability (Lincoln &
Guba 1985; Guba & Lincoln, 1989; Streubert & Carpenter, 1995). However,
according to Robertsson & Boyle (1984), confirmability is more difficult to
establish than credibility.

The conceptualized structure of various 'action styles’ was developed to pro-
vide insights into a group of nurses’ mastering of encounters with parents. The
identification of these ’action styles” relied not only on the nature of
correspondence between actions and perceived meanings that emerged from
the empirical field work, but also on the theoretical constructs which were
successively decided upon to serve as a frame for the analysis, interpretation
and conceptualization. All these procedures had a dialectic character and were
based on a holistic view, implying that all information was important.

The result was based on 186 identified situations and the nurses’ reflections
connected to these situations. The approach was explicitly inductive. Observed
actions and reflected meanings were largely documented ’in the field’. The
interpretations of field descriptions and transcripts focused on the entire
situations.
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Differences and similarities in the totality of empirical data gradually led to the
establishment and confirmation of the qualitatively different action styles. The
content and structure of these styles are presented as the result of this study. In
line with the methodological approach, the way they are described was
regarded as the best formed understanding of nurses’ delivering of practical
knowing in mastering of encounters with parents in pediatric hospital care.
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Results

Structure and Content
of Action Styles

As was showen in the previous chapter, the outcome of the conceptualization
process is formulated as a repertoire of four distinguished action styles:

e Assumptive Style. Actions characterized by intentions to invite parents’ to
take their own initiatives in undertaking of the basic care of their child.
Focus in encounters is on parenting maintenance.

o Demanding Style. Actions characterized by intentions to assimilate
parents into the hospital care. Focus in encounters is on parental
accommodation.

e Eliciting Style. Actions characterized by intentions to enable parents’ own
wishes and resources in the care of their child. Focus in encounters is on
parental integration.

o Collaborating Style. Actions characterized by intentions to cooperate with
parents from their knowing of caring the child. Focus in encounters is on
active collaboration with parents.

In the following sections exhaustive descriptions of each action style with
illustrations from the empirical situations will be presented. Extracts from
field descriptions, interview transcripts and documents will be used. Attempts
are made to quote from purposeful and explicit occurrences in the empirical
data to verify the justification of the differentiated patterns of actions delivered
by the nurses.

The extracts and quotations from empirical situations vary in length because of
fair description of the action styles. The extracts from field descriptions are
marked with (fd). The capital letter of the nurse, number of observation
period, and page in the field description are denoted.
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A selection from field descriptions denoted as (R fd 2 p. 23) means the nurse,
assigned the capital letter R in the transcribed data, second observation period,
on page 23. Quotations obtained from the reflective interviews that are used in
the result presentation are denoted (ri). The capital letter of the nurse, number
of observation periods, and the page in the transcribed interview, are denoted
as (Rri 2 p. 16). The interviewer is assigned the capital letter L.

Sensitizing sentences are cited, and so are phrases from everyday language, for
example as metaphors for essential expressions of transforming meanings into
actions. Some words and sentences are excluded because they are not relevant.
Such exclusions are marked /../. Exclusions within extracts from field
descriptions are marked in the same way.

The description of an action style concludes with a summary of the essential
elements and an overview of the characteristics in content and perceived
meanings of actions.
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Assumptive Style

The first action style is identified as the assumptive style. Here, the nurses’
actions are interpreted as assumptive, as they are linked with the intention to
invite parents to take their own initiative in caring for their child. The nurses
take the parents’ presence, beliefs, and wish to care for their children for
granted. The main theme of the assumptive style is the nurses’ focus on
parenting maintenance. After inviting for questions and giving information,
they expect parents to take their own initiatives in caring for their child as
residents in the ward. Their verbalized meanings of the actions contain
attempts to please parents, effectuate wishes, and legitimate their requests.
Their intentions are to achieve a good practice by "organizing the care’ and
'doing what they have to do’ towards parents.

The following illustration is from an encounter with the mother of a baby. The
nurse has been told before that the mother thinks that her baby has difficulties
in breathing.
The mother is sitting on her bed, crocheting. The baby is sleeping in a little bed
beside. The nurse walks to the baby’s bed, looks at the baby and asks the mother

how it is going. The mother answers that now she (the baby) has been sleeping for
a while, but she coughs sometimes.

The nurse, still looking at the baby, asks if she (the baby) has thrown up. No, the
mother answers, but I have a child at home who also has got a cold and has croup.
The mother lifts up the baby and starts breast-feeding, The nurse doesn’t say
anything more, just leaves the room. (B fd 2 p. 1)

Two hours later the nurse returns to the room because the mother has asked
another nurse to help her to give the baby nose drops. Since it is 'nurse B’ who
organizes the care of this baby and her mother, she is the one who responds to
the request.

The nurse returns to the room. She directly asks the mother to take the baby in her
arms, so she (the nurse) can help the mother to manage the nose drops.

The nurse reads the instruction on the package of the nose drops. The mother holds
the baby and the nurse gives the drops in the nose. Afterwards the nurse says to the
mother that next time she (the mother) can manage it herself. The mother is quiet
and the nurse leaves the room. (B fd 2 p. 5)

Typical in the assumptive style is that the nurses indirectly suggest parental
participation in the care rather than mentioning it directly. They also anticipate
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parents to be interested and engaged and to wish to perform the basic care of
the child and participate in the treatment:

"The fact that parents are here assures a degree of interest and involvement”.
(Bri2p.3)
Among the analyzed situations there are a number of entrance situations where
nurses show the assumptive style. However, the style does not characterize all
entrance situations. Nor does the assumptive style occur only in entrance
situations. Arrangements concerning parental care upon their arrival on the
ward involve mainly actions of instrumental information, In such situations the
nurses’ actions sometimes indirectly expect parents to carry out the basic daily
care without explicitly talk about it with the parents. Instead verbal commu-
nications are limited to answering and directing parents, mostly as routine and
task-oriented information. The nurses have a distanced outlook with distanced
body positions where eye contacts are brief and occasional. A nurse describes:

B /./1have no real picture of her. She is a little bit negative.
I How can you see that? :
B Well, I don't know. She acts like 'don’t come too close here’ in some way.
(Bri2p. 17)
Also typical for this style is that the nurses’ organize the care and their serving
of parents’ wishes by carrying out instrumental tasks. The nurses’ intentions
are to please parents by inviting them to participate in the care of their child

and have the parents think of them as nice nurses:

"That you try to make things as good as possible, that you feel like you're needed.
Yes. That, well, you make things as nice, make it as nice as possible for the kids
and parents, to organize the care”. (Dri 1 p. 21)

The nurses talk about their relationships with parents in terms of ’organizing
them’, perceiving an obligation to organize the admission to hospital care of
the sick children with their parents as enclosures. The focus is on maintaining
parenthood during the hospitalization. The intention is outspoken as to ’please
parents’ in the daily life at the hospital by handing over initiative to parents as
a way to define their relationship. The nurses’ expect parents to take their own
initiative for getting help, if they give them essential information and invite
them to ask questions. A common statement among the nurses towards parents
in the encounters is to be available:

"They (the parents) know we re here, that they can call and ask if there's something
they want or need, that we tell them that we're here, don't hesitate to call if you
wonder about anything or want to know something”. (Bri 2 p. 11)
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The nurses think that parents’ participation in the care of their child is a logical
consequence of parenthood By reading parental cues and habits they determine
the parental willingness to undertake basic care of their child. If they recognize
a "normal parent - child relation”, they choose to “leave the basic care to the
parents” (Uri 1 p. 9) and just organize the care at the ward.

Parents’ presence as residents at the ward is legitimated by offering a room for
both the child and the parent. This room is viewed as the family's own
territory. The nurses almost always knock on the door before entering
wardrooms, as the families are respected and expected to carry out “fhe
parenting in their own way” (Qri 1 p. 5). In her report, when changing work-
shifts, a nurse describes the importance of the wardroom as parents’ territory.
She talks about an 11-year-old girl who has been hospitalized for a month
because of a fracture of her leg:

"They have to take care of themselves, they seem to enjoy each other's company.
They’re content”. (Lfd 1 p. 3}

Another nurse talks about her understanding of the family’s situation as:

“We soon won't be able to see them. There are so many belongings and other
things in the room. One parent, sometimes two, have lived there for a month now!”
(Ffdl1p 11)

Still another nurse expresses her understanding of parents’ residence on the
ward:

"I'mean just because they are in the hospital doesn’t in any way mean that we can
Jjust tramp right in any old way. Its their room. We can’t just rush right in. I don’t
think so”. (Drilp. 9)

The nurses’ assumption of parents’ involvement in the care and the right to live
with their child in the hospital is expressed in this way:

“I don’t think you should direct parents in that way, You shouldnt take anything
away from them, how can I put it? They’re responsible for their children and as a
caregiver I shouldn't have that, they have to take responsibility for their children
themselves. I think we took over a little too much before. I think so, thats what I
think”. (Qri I p. 12)

Parents thus are perceived as ‘experts’ on their own children and therefore left
in charge of them. However, parents are not only valued by the nurses as
experts in caring for their own child, but also as persons who reduce their
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workload; parents’ residence seem to be perceived as a guarantee to carry out
their professional actions.

The atmosphere in encounters performed by actions according ti the
assumptive style is well-meant, but has a streak of professional coldness. A
distanced social position towards parents, as showed in the nurses’ body
positions and brief eye contacts, makes clear that they are going to leave the
situation as soon as possible. Typical descriptions of the nurses’ body positions
in relation to parents are: ’standing beside', ’in front of’ or ’sitting in the
reception area’. The time that is used in typical assumptive style encounters is
limited to 'world time’ (see p. 73). The length of the encounters depends upon
how much time is required to effect the task, mostly recognized as routine
tasks by the nurses, such as giving of information, taking measurements,
checking things, or just demonstrating their *good will’ by being available.

A more extensive illustration of the assumptive style is illustrated below. After
giving a specimen in a treatment room a nurse and the mother carry Anne, 5
years old, back to her bed.

The nurse follows the mother into Anne’s room. The mother is red-eyed from
crying. She is busy with Anne. The nurse doesn’t say anything while she observes
the mother cover the girl with a blanket. The mother busies herself with the child.

The nurse stands at the bottom of the bed. She is quiet.

After a little while the father arrives. After he takes off his coat he lies down on the
adult bed which is right next to Anne’s bed. He pats her. Asks the girl and mother
how it went. They talk quietly and calmly to each other. Anne dozes. The mother
goes to the bathroom. The father looks at a newspaper,

The nurse is still standing quietly at the bottom of the bed. When the mother comes
back from the bathroom the nurse asks if it is okay if she leaves. She encourages
the parents to let her know if they need or want anything. The parents nod and the
nurse leaves the room. (G fd 2 p. 3)

In the nurse’s reflection about this situation she says that her intention was to
be available for the mother. The nurse just wanted to be present in the room
because she thought the parents might need her for something. She describes:

" Well, I didn’t think I needed to talk, just that I should be available because the
mother was a little uneasy, and then when the father came I felt superfluous because
it seemed like things were stable. Ifs so phony when you just stand there and
watch. ... She didn't dare tell the father how frightful and horrible she thought it
was and that they stuck her in the back, bur that Anne was a good girl. The feeling
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in the room sort of seemed to change when the father came. They needed to talk,
since he thought that it hadn’t been done”. (Gri2 p. 11)

Nurses’ mastering of situations by the assumptive style anticipates under-
standing of themselves as someone whom parents are ’in need of, just as a pro-
fessional’. It is a request towards parents to be used as a complement regarding
nursing of the children. The nurses’ opinion is that a balance between parents’
will and wishes and the nurses will to carry out tasks by their professional
knowing is most beneficial:

"But I (if I was the parent) see to what's best for my child and if the staff also does
so then things usually function. Then there’s a harmony between the parents’ will
and our will. That's why we're here, so they do well”. (Fri 1 p. 13)

There are both expressed and unexpressed expectations that parents’ reside on
the ward and are involved in the daily caring of their children. The nurses’
focus is on organizing the hospital care and maintaining the parenting role,
both of which facilitate the nurses’ workload. In a short report talk in the hall-
way, a nurse asks a colleague about the caring situation of a three years old
disabled girl who is admitted to the ward because of an infection:

"She (the mother) knows very well that this ward is not like the relief ward with all
the resources they have there for parents”. (X fd 3 p. 8)

To sum up, the nurses’ actions within the assumptive style are concentrated on
delivering instrumental tasks related to the nursing care of the children. The
effectuating of nursing tasks gives them authority and reasons for entering and
leaving situations. Moreover, the actions express a distanced sociality towards
parents, where the relationship is based on the nurses’ responsibility to
organize the care to parents and children. The nurses reflect on their intentions
in the encounters as to just *get their job done’ and "to do what you have to do’
as authoritative professionals. When the nurses perceive situations as “gefting
their job done”, they have, however, slightly divergent social position towards
parents. In one situation they want parents to be their supervisor in caring for
a child. In another situation the nurses avoid encountering parents. In still
other situations they say that they wish parents to take all the initiatives and
matters into their own hands, but when parents act in this way, the nurses
sometimes act resolutely as someone who know what is best. Hence, within the
assumptive style, the nurses’ sociality show slightly distinguished forms defined
as acquiescent, evasive and resolute. They will be further described in the sub-
sections that follow.
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Acquiescent Actions

It is common that parents and their children use their own territory in the
wardrooms and live ”as if they were at home” (F ri 1 p. 3). The nurses legi-
timate this type of residence life if it does not disturb the nursing care and the
routines on the wards. They want parents to “manage themselves and "do as
they usually do at home” (B ri 2 p. 6). The nurses therefore emphasize their
availability and invite parents to call on them if they want help, as has already
been described. Some parents do as they are invited to do.

There are a number of encounter situations where parents ask for services of
diverse kinds. Some parents are very forward in requesting service and the
nurses do as requested by serving them. An illustration of nurses’ actions in
these situations can be illustrated by an encounter with the parents to Aron, 2
years old. The boy is isolated in a wardroom because of the risk of trans-
mission of infection,

It is 10.30 on a Tuesday moming. The call-light goes on from one of the patient’s
rooms. The nurse goes to the room. Aron’s parents have rung. The parents are
reclining on two beds, with Aron between them.

They say they have been asked to remain in the room because of a contagion on the
ward and ask that food be brought in for their son. The nurse stands at the door and
asks what they want him to have. After the given dircctive she goes directly out to
the kitchen to prepare it.

When she returns to the wardroom with the boy’s food, the father asks if the
restrictions of isolation also include the parents. "They probably do,” answers the
nurse and laugh (in an unsteady voice?). "In that case, may we have some coffee?”’
asks the father. The parents joke about ordering something good with the coffee.
The nurse is quiet, leaves the room, and enters the kitchen to prepare a tray with
coffee and a few cookies which she takes back to the parents and hands over at the
door. (B fd 1 p. 4)

The distanced body position of the nurse, by her just standing at the door and
talking, is typical in these encounters. The nurse serves and effects the task.
She does not use many words while standing at the door and she uses only
those minutes that are necessary to give the parents what they want. The nurse
agrees with the parents without questioning or bargaining:

“Ifs best to do what the parents want us as nurses to do. Then there won’t be any
conflicts”. (Bri2 p. 12)

The nurse relate that they ("we nurses”) perceive parents as being "experts on
their child” (B i 2 p. 12). Parents also are expected to know the situation best.
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By standing beside their child in the care they are expected to know what is
best for the child and what they want to request as parents. Familiar with the
hospital context, the nurses are 'willing to help and serve them’:

I You were really obliging, a little like a waitress.

B Well that's how it is with those who are here a long time, you want to try to be
that way. /.../

I Making things easier for the parents, being service-minded, are these things

important?

Yes, Because that's what they need help with, /.../

On the whole, is being willing to help important in your contacts with parents ?

Sometimes if's hard when there are many of them. If you have many of them to

organize it's really hard. (Bri 2 p. 6)

W~ oW

The nurses’ social position appears as a major wish to assist and please parents.
Their intention is ’to be asked for’. Parents’ requests are seen as evidence that
they are fulfilling the nurses’ obligations to inform parents that it is their duty
to be available, serve, and effect wishes on the wards. But, in turn the nurses
point out that receiving requests from parents also gives them the possibility to
get in touch with the parents in their territory in the wardrooms. A nurse
describes:

“You have a natural reason for going in, you could say, not going in and disturbing
them but going in and asking if they want anything”. (Bri 1 p. 21)

Evasive Actions

The nurses’ wish to be a professional complement to the parents’ general
parenting and to prepare them before treatments is not free from conflicts.
The imparting of routine and task-oriented information, answering questions
and ’doing what they have to do’ towards parents are described earlier.
However, in some encounters, where the actions constitute the assumptive
style, the nurses’ show great uncertainty. The atmosphere reflects an
unassertive distanced manner and an evasive position towards parents.

An example is when a nurse has to prepare Anders, an eight-year-old boy, for
a planned operation. The boy has an undescended testicle that will be operated
upon the next day. He has been called to the ward today from the waiting list.
A health care assistant has guided the parent and child around the ward.
Informing the boy and his mother is a routine situation for the nurse.
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The nurse has the task of informing the boy about what will take place during the
rest of the day. She goes to the playroom and meets the boy and his mother. They
are sitting on a sofa in the playroom. The nurse sits down on a chair beside them,
looking in the chart. She first asks the mother’s whether the surgeon has seen them.
The mother says yes. The nurse informs them that the anesthetist will come in the
afternoon. She informs Anders that he should take a shower tonight and that he is
not allowed to eat anything after midnight. The talk is short, and she has been
looking at the chart in her [ap the whole time. She finishes the communication by
saying, " After that nothing will happen, 50 you can go home this evening.”

It is quiet for a moment. “"That’s tough,” the mother responds. She says that they
live too far away to go home this evening and come back tomorrow morning.

*Oh, no, of course you shouldn’t. I's too far’” the nurse excuses herself. "I didn’t
notice that you live so far from here,” the nurse says. Then she is quiet again.

The mother again says: "It's difficult”. No more is said and the nurse hurries to the
nursing office and writes in the chart. (D fd 1 p. 2)

Providing information in preparation for surgery is a routine situation for the
nurses when they follow a pattern of acting which is in accord with the policy
of the ward. The nurse, in the illustrated situation above, uses a pamphlet when
giving the information. When the talk progressed in another direction than the
nurse expected she became quiet, make no eye contact with the mother and
leave the situation as soon as possible in an evasive manner. In reflection she
describes feelings of uncertainty. She reflects on her difficulties to talk with
the parent and refers to feelings of insecurity because she does not have
anything to say, only the memorized information. The nurse describes her
uncertainty towards parents in general as caused by her lack of interest in
talking more than necessary to parents:

I What is it that makes it difficult to talk with parents?

D If they're a bit quiet and don’t say very much then I think if's so hard to just
pull something out of the air and talk about it. I'm not all that talkative myself,
and don’t talk just for the sake of talking. (Dri 1l p. 4)

This nurse is aware of her reasons for showing an evasive position and why
she waits for the parent to take initiatives for her continuing actions. She
describes difficulties in talking with parents and lack of time as the causes of
her failure:

I Do you think you got your message over the way you wanted when You
informed them about what would happen during the day?

D No, it didn’t really work out that way. It was so abrupt because then I had to
leave. Something else happened.

I Whatwasn’t good?
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D Ithink it was that I didn’t talk with them properly. (D ri 1 p. 11}

In similar encounters, where the nurses perceive that they failed to perform
the encounters properly, they reflect on their actions with feelings of distrust.

An evasive orientation is tend to be speechless. The nurses avoid verbal com-
munication with parents unless the parents themselves take initiative and call
for them in some way. Further, there is a general willingness to please parents,
but when this fails there is always an excuse to avoid further contact because of
the nurses’ busy workload. If there is any ’social time’ it is handed over to
parents:

"If a parent is 'special’ in some way, one avoids contact. /../
They [parents] don't want contact, and we [nurses] don’t have so much time to
spend with them”, (X ri 1 p. 5) '

In encounter situations with an evasive position the nurses seem to perceive
their relationships with parents as not being especially important. Instead they
emphasize their relationships with the children, as their patients; parents are
just accompanying them. A nurse describes it as:

“If it doesn’t work with the parents, the children always come in the first place in
anyway”. (Nrilp. 17)

Combined Acquiescent and Evasive Actions

An even more complex differentiation of nurses’ assumptive style is when a
combination of actions makes their sociality towards parents both acquiescent
and evasive. This will be illustrated by an encounter with a parent in a
treatment situation where a small child needs inhalation therapy. During a
coffee break on the night shift, a nurse talks about a parent she will meet who
always is "dominating” and “demanding in a strange manner” (AE fd 1 p. 4).
This mother always wants to have everyone follow her commands, and, accor-
ding to the nurses, she orders people around. The nurse thinks that it is easier
to “let this mother continue” with her own way of handling situations. She
decides "just to do what she has to do and not be attacked by the parent” (AA
fd 1 p. 6).

Before the encounter with the parent the nurse decided to use the action of
distancing and "keep a low profile”, because her intention was to attune herself
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to the situation and only serve the parent and "do what she has to do” (AA fd 1
p- 6).

At 11.30 pm the nurse is called to the emergency ward. She is expected to give the
daughter of the mother in question an inhalation treatment with Ventoline,

She greets the mother and they both confirm that they know each other since before.
The nurse staris the inhalation treatment of the child.

The first thing the mother says during the treatment situation is that she has called
the father of the child and asked him to pick them up within half an hour. "If I'm
not ready by then, one of you must go and tell him or he’ll leave again™ she says.

"You'll probably be ready,” the nurse says evasively. She does not look at the
mother, but just at the child,

During the entire treatment, while the child is half-asleep, the mother keeps talking
about her children and her job at the day care center. She says that she always tells
the children that the nurses at the hospital are nice.

The nurse is quiet and makes few comments during the whole situation.

The mother asks for "stickers” for the children. She tells the nurse where to find
them. She knows where they are and which ones she wants, both for this child and
the sister at home.

The nurse is impassive and vague and lets the mother find the stickers by herself.
The nurse writes in the chart.

The mother hurries away with her child when everything is finished at the
emergency ward. The nurse makes no further comment concerning the incident.
She just sighs and goes to another situation. (AAfd 1 p. 7)

The nurse’s position, in this encounter, not only has the acquiescent orien-
tation, but is also evasive to avoid getting herself hurt, as she has told in her
planning of the encounter. She describes her actions by relating to her
knowledge of the conditions and her intention to make it easier for herself and
preferably “ignore the parent and let her behave in this way”.

The nurse states, however, that if this situation had arisen at another time and

in another setting at the hospital she would have "put a brake” (AAri 1 p. 10)
on the parent’s actions and chosen other actions instead. This kind of com-

ments, that other kinds of actions might have been decided upon if conditions

were otherwise, is fairly common in the nurses’ reflections.
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Resolute Actions

Although having invited the parents to take own initiative in the care of their
children, the nurses sometimes, when parents do so, act resolute from a supe-
rior position.

An illustration of this is a nurse’s encounter with the mother of a one-year-old
boy, Adam, who has been on the ward since the previous day because of
gastroenteritis, and received IV fluids® during the night.

The nurse knocks on the door and goes through the sluice system into the room.
She greets the mother, who is sitting on a chair by the window. The TV is on. The
boy is playing on the floor. The nurse tells the mother she wants to see what the
boy has had to drink and also what his temperature is.

The mother comes over to the changing table where the intake list is. Fluids that
have been taken into the room have been written on the list. "I haven’t been able to
write because I don’t have a pen,” says the mother in broken Swedish.

The nurse says that she’ll leave one of her pens so that the mother can make
notations on the list herself. The nurse goes over how much of the fluids Adam has
drunken. ”He doesn’t want to eat,” says the mother. The nurse says several times
that what is most important is that the child drinks. Then the mother says that she
also breast-feeds him. The first time the mother says this, the nurse does not
indicate that she has heard. The second time the mother says the same thing, the
nurse asks how much milk she has, "or maybe it's just a few drops.” The mother
nods.

The nurse says that they may have to put in an IV during this night too. The mother
doesn’t say anything in response, but looks hesitant. "Maybe I can get more into
him,” she says. "We'll wait and see until this evening,” nurse says. Before she
goes she comments that she is leaving a pen for the mother. (C fd p. 8)

The nurse acts as taking the parent’s engagement in the care of the child for
granted but at the same time she resolutely determines activities:

C I'want to show the mother which one of us who has the knowing to determine
what kind of activities, related to the child's illness, which can be considered
later on. /.../

1 How do you think she reacted when you said we might have to give him IV
fluids during the coming night?

C  Well, you know... No, she definitely didn't want that, or I don’t know. Some
parents want it and some don’t, and sometimes it can be good to say it, because
then maybe they’ll really work at it, because if's hard to sit in a room and try to
force fluids into someone the whole time /.../

* IV fluids = intra veoese treatment because of dehydration.
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1 said it simply as information, so that she wouldn’t be shocked if I go in at 8
pm and say that now we’re going to put in an IV, I think... I think ifs good
that you can check a little and see what she thinks about this issue. (C ri 2 pp,
11-15)

By her authority the nurse wants and expects the parent to care for her child
during certain activities, decided by her.

Another nurse reflects over her using of a resolute orientation in a similar
situation:
One insists that more professional care should be given by you (a nurse) yourself

to be available. You want to know more then them (parents). It can hurt sometimes
when they know more about their child’s treatment and care”. (AEri 1 p, 18)
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Assumptive Style:
Summary and Overview

The assumptive style focuses on parental maintenance. The nurses’ intention is
to be available and identify themselves as professionals who are needed. They
act by inviting, serving and helping. Typically, the sociality towards parents is
distanced and unilateral. The amount of time in encounters is limited to the
time required to effect the task. It is significant for the nurses’ relationship
with parents that they just organize the care. Within the assumptive style the
approach towards parents is task oriented and can include acquiescent, evasive,
or resolute actions, or combinations of these.

Content in actions and perceived meanings of actions categorized as belonging
to the assumptive style are outlined in tableau B.

Tableau B. Assumptive style: Content and Meaning

Content of Actions Perceived Meanings of Actions
Verbal Intention Please parents as residents
Communication Answering and directing "To get job done and do
Task-oriented information : what you have to do'
Non-verbal Attention Inaugurating and
Communication Distanced outlook effectuating
Occasional and brief eye ’To be available’
contact
Arrangements Effectuating work tasks Definition To serve and help
Inviting
Atmosphere Kind but cool Intersubjectivity:
Understanding ~ Being needed as a
of self professional
Time Time together determined | Understanding Take own initiative
by time required to effect of parents and want own territory
a task
Social
Orientation Distanced: acquiescent Relationship 'Organizing them’
evasive (child and parents)
resolute
Focus Parenting maintenance
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Demanding Style

The second action style is the demanding style, where the nurses actively aim at
coercing the parents to participate in the care of their child and the everyday
life on the wards. Here, the nurses describe an obligation to prepare and
instruct the parents to follow plans and procedures involved in the caring for
their children. Routines in encounters and arrangements are typically referred
to, as in the following interview transcript concerning preparing for a planned
surgery:
G  The parents of "ear children” whom I admit so often, with them I don’t plan
what I'm going to say....I'm so used to admitting them.
I What is it you want to say when you admit these children?
G First and foremost to tell them whats going to happen during the day, a listle
bit, so they also have a chance to ask questions, who they're going to meet and
why they’re going to meet them, and then I think ifs important to show the
children that, for example, here’s where you can lie down when they're going
to put in an IV needle®, because this sounds very frightening, that they have a
chance to see what if's like and... ... So I think especially 10 show them the
ward and tell them a little about who we are and what's going to happen and
that they have a chance to ask questions /.../ and I usually tell them that they
can go home and sleep, but the mother had already decided that they were
going to do this, so therefore I didn’t talk about how they could also stay on
the ward, that they could choose, because otherwise you can choose.,
(Grilp.5)

Typical actions in the demanding style is illustrated in the following situation.

The nurse goes up to a mother who sits in one of the sofas in the playroom. Her
son is driving around in a toy car in the corridor. The nurse asks the boy if he wants
to come and hear her talk to his mother. He shows no interest.

The nurse squats in front of the mother. She informs her that the boy and his
mother will meet two doctors, the ear doctor and the anesthetist. /.../ She also asks
the mother if there is anything particular about food. The mother answers that David
has a bit of a cold and wonders whether he can have the operation.

The anesthetist will have to decide about that, the nurse answers. She asks whether
the boy has fever. The mother answers that she has not checked but /.../ The nurse
also informs the mother that they can go home when they have met both doctors,

¢ IV needle = needle for intra veoese treatment.
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/.../ In any case, the operation will not take place before 9.00 am. "Good, then we
can sleep a little longer,” the mother answers.

The nurse then informs that she will show them what things will be like tomorrow
so "let's go into the surgery room.” /.../The nurse pulls out a chair and asks the
mother to sit down with David in her lap. She sits down on the bunk next to them.
Facing the boy the nurse now informs the boy that he is to take a shower and is not
allowed to eat anything after tonight. She shows him that tomorrow an anesthetic
lotion will be put on his hand because a little plastic tube will be placed there to give
him medicine and soda pop.”

The nurse takes a needle from the table beside them which is filled with articles for
blood sampling and infusion injections. David observes closely. The nurse asks if
they wonder about anything. She looks briefly on them. The mother shakes her
head. The nurse then wants to prick David’s finger. He folds his arms, puts a piece
of paper in his lap. "Here’s an apron,” she says. "We’d better fetch the teddy-bear,”
the mother exclaims. The nurse leaves her chair and goes to the playroom to fetch
David's small backpack and gives it to mother. The mother takes out a teddy-bear
and a pacifier. "Let’s prick the teddy-bear first,” the nurse says. She pricks the
teddy-bear and puts on a Band-Aid.

She pricks the boy and say "But you have red blood” she says to the boy. "T'll give
each of you a bookmark from the little black box on the counter. You are so brave!”

She holds out the box to him. The boy quickly selects two bookmarks. Then he
wants to go out and play in the playroom. His mother accompanies him and the
nurse stays. (G fd 1 p. 7)

In this example the demanding style is illustrated by the nurses’ verbal com-
munication in information of the overall planning about the care. There are
questions and answers from both parties. This kind of interaction, when the
nurse asks questions about the child, and answers parents’ questions about her
child and how to act on the ward, is typical for the demanding style .

Nevertheless, the dominating social orientation in the demanding style is uni-
lateral, because it is more of a one-way dialogue where the nurse informs the
mother, asks questions, gives answers, and gives instructions. The non-verbal
communication contains frequent eye contact. Nurses are likely to turn towards
parents, to point and show. They come to parents’ assistance by ’standing in
front of parents’, 'sitting on a chair beside parent or child’ or ’sitting on the
bedside’. In situations of instructing, leaning towards the parents is common.

In the demanding style, parental participation is typically encouraged through
actions of giving information and preparing for treatments. The intention is to
assimilate parents and their children into the hospital care through well-
organized actions to influence for parental participation. Among the analyzed
situations where nurses show the demanding style, many concern preparation
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of particular activities, as taken of specimen or treatments. But the demanding
style does occur in all types of situations.

Another situation is the following where a nurse in the recovery room calls the
nurse to say that 8-year-old Dick can be picked up and taken to the ward. The
nurse receives information about the boy’s condition over the phone and goes
to the recovery room to admit him to the ward.

The nurse greets the boy lying in the bed and the mother sitting next to him. She
pushes the bed through the corridors to the ward. On the way to the ward she asks
the mother how the day has been. How they came in acute to the hospital.

She shows them into the ward and pushes the bed into a large room with four
patient beds and beds alongside for parents. Dick’s bed is placed right next to a
window. There is an adult-sized bed next to it intended for a parent.

There is a curtain that can be pulled in order to partition these two beds from the
other beds. The nurse looks at the boy’s wound. Then she asks the mother about
staying. The mother asks how long the nurse thinks Dick will be staying at the
ward. The nurse responds that she doesn’t know. It can be one or two nights. The
mother answers that she’ll be working tomorrow afternoon. She needs to phone
home and talk to the father about plans for tomorrow.

The nurse shows her the telephone out in the hall. At the same time the nurse shows
the kitchen for parents and explains about available food. She also shows the
nursing office and tells the mother that she can find her there. (T fd 1 pp. 10-11)

This nurse defines her choice of actions as one of surveying the situation:

* .. to make a survey, and arrange activity and give information in the most practical
way in order for the parent to participate in the care”. (Tri 1 p. 5)

Nurses' arrangements in the encounter situations meet parents’ needs and
requests. They seek opportunities to inform and arrange for parents as well as
to support them whenever they call for help. However, giving assistance,
helping, comforting and instructing parents and children are managed and
controlled by the nurses. Their actions do not involve asking for any per-
mission from parents. The nurses’ attention in these encounters is directed
towards to have control of the care. Parents are viewed as capable and the nur-
ses expect them to be active, to comply and to assist the nurses in the care for
the children as well as to assist and advocate their children during the during
the hospital care.

The time the nurses spend with parents correspond to what is required for
completing tasks, giving information, or making arrangements, ie. 'world
time’. Depending on the nursing activity, however, it can also involve social
time’. In these cases, the interaction has the structure of "businesslike’ exchange
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of information. While the nurses tend to actively encourage parents to go along
with them, they make clear what they as professionals are doing and why they
make different kinds of interventions. The relationship is characterized by a
professional responsibility for children and parents by "looking after and taking
care of them” (U ri 1 p. 8).

The nurses consciously seek to involve parents actively in the care. The focus
on accommodation of both parents and children into the ward creates relation-
ships which are indicative of the nurses’ authority to demand parental parti-
cipation. There is an expectation towards both parties, themselves and the
parent, to make demands on each other. Parents are expected to ask and search
for information, to learn new skills, and attune themselves to the new
conditions. In the care of the children there is an alliance, while the nurses still
keep a distance from the parents. They are telling, advising, inviting, teaching,
coaching, explaining, suggesting, assigning, refusing, confirming, and guiding
parents to attune to the circumstances of their child and on the ward. In the
situation illustrated earlier (p. 128) , the nurse describes her intention to "talk
them over to my side” (G ri 1 p. 5). This phrase is commonly used within the
demanding style.

While the nurses’ describe their relationships in these encounters by using
expressions such as "looking after and taking care of them’ (parents), they use
either confirming actions by ’getting them on the same wavelength’ or forcing
actions by ’struggling for parental compliance’. Hence, within the demanding
style two kinds of social orientation towards parents are found, namely in
confirming actions or in forcing actions. These will be further described
below.

Confirming Actions

In encounters where the demanding style has a confirming orientation the
nurses’ actions establish ways of maintaining parents’ wish to be engaged and to
actively assimilate them to participate by ”"getting them on the same wave-
length” (N 1i 1 p. 15) as the nurses activities.

An illustration of a confirming orientation is shown by a nurse preparing
Daniel (seven years of age) for surgery.
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The nurse knocks on the door to the room before entering. Daniel is sitting on his
bed with a game of Memory spread out in front of him. His father is sitting on the
edge of the bed next to him. They joke about who the winner will be.

(Commentary: The family is immigrants. They speak Swedish with the nurse but
communicate between themselves in their native tongue).

While holding the plastic ID band with the boy’s name and birth date, which is to be
put around Daniel’s wrist, the nurse asks the father if the facts are correct. She puts
the ID band around his wrist and places a name tag on the bed, "So that they’ll send
the right bed back with you to the ward.” The nurse gives Daniel a pill and tells him
to drink as little water as possible. The boy has difficulty swallowing it. The father
says that he has difficulty taking pills. Eventually he swallows his pill and the father
stops him from drinking too much. The nurse tells the father that when Daniel is
tired he can crawl back to bed. The nurse leaves the room and says that she will
come back when there is a call from the surgery ward. (Commentary: In the office I
read in the files: Do not understand much Swedish. Make sure they have under-
stood the information™).

/... At 10.40 there is a call from the surgery room saying that Daniel may come.
The nurse once again knocks on the door, enters, and says that now it is time.
Daniel has crawled into bed. The father says that Daniel is feeling tired now.
Together they pull out the bed and walk along the corridor towards the elevators to
the operating rooms. The father walks next to the bed. No one talks. Outside the
operating department the nurse shows the father into a small room where he can
change into clean "surgical clothes”. She waits outside while the father changes.
‘When he comes out in the green clothes, the nurse says to Daniel that his father
looks like the doctor Daniel met yesterday (the anesthetist).

They enter the operating area. The father puts on a surgical cap and slippers. The
nurse shows him where he can put them to be sent to the laundry when he leaves.
""You can be here until Daniel has fallen asleep. When you come back to the ward,
one of those green coats will be enough”. The nurse informs and points at the same
time. Then they stand quietly for a while and when the operating room personnel
come to get the boy and his father, the nurse retumns to her ward. (R fd 1 pp.5-7)

The nurse in this situation acts according to the parent’s capability, and she
confirms the father’s participation by showing things and giving instructions.
When reflecting on this and similar situations she refers to her intention of
“getting the parent on my side” (R1i 1 p. 18), as a strategy to influence parents
in the right direction:

"Of course the children are so little that you don’t really know, maybe you don't

really feel you're dealing with the children in this respect, but then I've shown the

parents anyway, and then the parents have seen it and become part of it too. And

then at least I've done what I could and at least I've shown it to them”.
(Rri1p.20)

This nurse’s arrangements in the encounter situation is also associated with a
confirming orientation towards the parent’s actions as a result of her instruc-
tions:
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I Did you think the father got involved in what you did?

R Yes, I think he was. He also told me that the boy had trouble swallowing pills
and tried to help. He also watched how much water he drank, so it wouldn't be
too much. So then I felt that he understood about fasting and what the boy
should drink. So I felt that, but then when I had to ask the father then, he was a
little, you know, he wasn't really prepared for the question, but he answered
anyway. (Rril p. 21)

It is obvious that by confirming parents’ active participation in caring for their
children, the nurses’ workload becomes less heavy, as what parents do for their
children might be more difficult and time-consuming for the nurses. The
nurses intentions are recognized as if they can tell and learn parents what is
going on and what to do, they can be helpful and assist the nurses in their
work. There seems to be a wish to achieve benefits in terms of a reduced
workload during their shift,

The following situation illustrates a nurse’s actions when giving information
about clinical conditions, and wishing for parental activity to thereby save her
time. Dorrit is a disabled girl who is hospitalized because of an infection. The
girl has been nursed on this ward several times in connection with infections.
At 1 pm on a Friday a nurse sees Dorrit’s mother arrive on the ward.

The nurse accompanies the mother to the wardroom. The mother is quiet but seems
used to being with her disabled daughter on the ward.

The nurse gives information to the mother about the girl's condition the last 24
hours, what the doctor has said, and what has been done so far. They talk about
what it is like to take care of Dorrit, e.g. difficulties when they feed her, what she
likes to eat.

The mother informs the nurse that she can remain with Dorrit until 2.30 pm. At that
time she has to pick up a son at the day-care center and she has no baby-sitter until 6
pm. tonight. Then she can be on the ward with Dorrit the whole weekend,

The nurse responds that that's great. She adds "Perhaps you could feed her some
porridge while you're here, before 2.307” The mother agrees and the nurse leaves
the room, (X fd 1 p. 5)

Here, the nurse confirms the mother’s competence to carry out basic care for
her daughter, something which also reduces the nurse’s own work:
X  She wants to be with her, but it's hard being here and taking care of her around
the clock. "We’ (the nurses) no longer have the resources to take care of these
disabled children.
I She's used to being here and has been here a lot?
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X Yes, she takes care of her daughter and tells us when she needs something or
when she wants to go out to eat or something. She tells us then if we can help
her.

I You asked her to give the child some cereal during the afternoon, before she
had to leave. Why did you do that?

X  Because she's the one who is most used to feeding her the cereal if there is
something special, since no one else has fed it to her yet, and she said it goes
up and down. If it doesn't work when she feeds her then there isn’t much
reason for us to try either, because she's the one who is best and knows her
child best. That was my thinking. (X ri 1 p. 17)

Within the confirming orientation, the nurses exhibit professional superiority
with the authority to demand parental participation by delegating tasks. The
nurses’ reflections express perceived obligations to inform and persuade pa-
rents to acquiesce, with the focus on accommodating parents into the hospital
context.

Forcing Actions

Within the demanding style the nurses’ expressions in communication with
parents sometimes have a forcing orientation. In these cases, the communi-
cation includes exhortations and imperative directions in an explicitly mani-
pulative way. The nurses choose instructional actions with a clear control in
directions given to parents, so that "parents are doing the right thing” (Q ri 1
p- 15) In these particular situations the nurses actions involve control and
manipulation. They temporarily use strong power to influence parents’
participating by instructing and teaching parents how to manage specific care
by themselves, related to their child’s illness. The actions indicate both pro-
fessional and personal accountability.

The following illustration is from a sitnation where a nurse made rounds with
a pediatrician. A little boy Danny, one year old, has breathing problems.

When the doctor finishes talking and stands next to the chart rack to write the
prescription, the nurse goes over to the side of the crib, where the mother is
standing on the other side.

The nurse informs once again what the doctor already has told the parents. She talks
slowly and distinctly, at the same time as she gestures with her hands to emphasize
what she’s saying, namely that, "First Danny is going to get an inhalation before he
can go home, The doctor is writing a prescription for a medication that will be given
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'I,)y mouth at home.” She asks again if the mother has understood. The mother nods.
ol

Later on: The nurse is going to take a capillary blood sample from lLitle Danny’s
finger. She gets what she needs and goes back into Danny’s wardroom. She asks
the mother to hold him in her lap while sitting on the big bed.

The nurse tells the mother what she’s going to do and tells the mother what she
should do in order to help the nurse and the boy. The nurse gives directions and
encouragement to the mother during the whole situation, which takes about 5
minutes, about how she should hold him and what she is expected to do during the
taking of the specimen, (Q fd 1 p. 6)

The atmosphere in this encounter situation tends to be more and more anxious
and tense. The nurse’s intention is to attune the parent to the situation, to
comply through giving instructions. The nurse’s reflection on the situation is
typical for a forcing orientation:

"So then I tried to explain to the mother by using very simple language so that she’d
understand. That I didn’t talk so fast. But I took it sentence by sentence, so to
speak. So that she'd understand our thinking. /../ I think ifs important for these
mothers to get instructions, because she probably understood, but still not always.
The mother’'s still the one who's responsible for her child”. (Qril p. 12)

Worthwhile noting is that the nurse first uses a typification of mothers as 'these
mothers’, then changes to this particular mother, ’she’. This is quite usual in
the demanding style with a forcing orientation, as is the tendency to, at one
hand expect parents to be involved and undertake the basic care because of
their parenthood, and on the other act in a 'mothering’ way in giving advice
and instructions:

"I wanted to teach and give instructions on the right way to hold the child”.
(Qrilp. 12)

When showing a forcing orientation the nurses typically state that it is their
duty to teach parents, since they do not understand the situation and need help.
The nurse above talks about her authority in the actions as based on her
professional knowledge and experiences:

"... Yes, you can interfere too much. You can do that and (laughing), sometimes I
find myself giving a lecture. Yes, that's what it is. But I think I have the experience
that these young mothers don’t have, so telling them the right way to do things is ...
what I think is the best. But I know I am too mothering (laughing)”. (Q ri 1 p. 14)

In encounters with a forcing orientation, the sociality in demonstrating nurses
with the situation, it is the nurse who knows best, and who has a mandate to
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control and look after children and parents. This means asymmetric and un-
equal relationships between nurses and parents.

Another situation with a forcing position toward a parent is illustrated below.
A nurse has been told, in a report from a nursing colleague, that Douglas, a
five-month-old boy, doesn’t get sufficient nourishment. His mother probably
does not make his formula in the right way. The situation starts by the nurse
who knocks on the door and enters the room.

The mother stands by the adult bed close to the window with Douglas, five months,
in her arms. The TV set is tumed on.

The nurse approaches and stands beside the mother. She speaks slowly with the
mother in short sentences, stressing every word talking about preparation of the
food. She makes certain gestures when she asks about how the mother is doing in
her preparation of the formula.

The mother answers curtly and nods or shakes her head in response. She says that
Douglas will be fed now at 5 p.m. and that she is waiting for this, keeping him in
his arms, as he is hungry and unhappy.

"You can show me how you make the formula now, so lef's go out to the kitchen,”
the nurse says. The mother puts Douglas in the pram that is placed in the room and
they go out to the kitchen. The nurse looks in the refrigerator to see if there is any
pre-boiled water. As this is not the case, she takes a pot, which she gives to the
mother at the same time as she takes out a bottle, which she places, on the counter.

Douglas is a little grampy. The nurse asks the mother if she may pick him up. The
mother nods. The nurse lifts up Douglas in her arms, rocks him and chats with him,
Meanwhile she watches the mother pour water from the tap into the pot, about half
the pot, puts the pot on the stove and turns it on. When this is done the nurse walks
up to the mother with Douglas, saying, "It's best to be with mother,” as she lifts
him over to his mother’s arms. Then she leaves the kitchen without any more
comments. (O fd 1 p. 3-4) ’

The nurse reflects upon this situation by describing her intentions as follows:

"Well, my thought was a linlle that we would look a little at how she made this
formula. Then that to be able to make this formula you have to have boiled water,
boiled and cooled water, and there wasn’t any. So we had to settle for her just
getting the water ready so it could be boiled. At the same time I didn’t want to make
her feel she was sort of being checked on either, and amounts and such things can
be checked afterward. I picked up the baby instead, so that the mother could busy
herself with that a linle”. (O ri 1 p. 13}

The forcing position in the nurse’s actions is illustrated by her wish to
influence the mother to follow earlier instructions and check if she has learned
what to do, because as professionals 'we’ [nurses] have an authority to control
her actions:
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"Well, it was to boost her up a litle”. (O ri 1 p. 14)

Actions and reflections in encounters with a forcing orientation indicate a view
of the professional position as being superior and a forced 'mothering’
orientation in order to teach parents the right, or best way, of mastering a
situation. Intentions are typically described as to make parents accept the
purses’ way of thinking, to “really gets parents involved on my side in a
situation” (B ri 2 p. 5). Another nurse describes:

“Well, if you don't have the parents on your side, then I think you're treading on
thin ice. I work better with them if I get along well with them. I really do. I don't
say: 'This is how itll be during this period’, but instead we [nurses] talk, discuss it.
/... Well, we usually do like this because if's best, then I have a little authority
behind what I say, too. Then they [parents] understand that: *Yes okey, that's how
itis." £../ 1 think I can decide what I think is right, so ifs, well, it usually isn’t any
big problem. It really isn’t”. (Qril p. 24)
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Demanding Style:
Summary and Overview

The demanding style focuses on accommodating parents into the hospital
context. The nurses identify themselves as professionals and authoritative
superiors. Their intention is to assimilate parents into the basic care of their
children and other tasks included in the nursing and medical care, or how to
carry out and understand an entire situation. They use a two-way communi-
cation, and have a unilateral social orientation towards parents. The amount of
time in encounters is limited to the time required to complete tasks and instruct
parents how to carry out demanded tasks. Within the demanding style, the
approach is task oriented and can include confirming or forcing actions.

Content in actions and perceived meanings of actions categorized as belonging
to the assumptive style are outlined in tableau C.
Tableau C. Demanding style: Content and Meaning

Content of Actions Perceived Meanings of Actions

Verbal Intention Assimilation of parents
Communication Questioning and answering
Information, Teaching
Non-verbal Attention Instructing
Communication Frequent eye contact Teaching
Body positions as in Directing
assistance Suggesting
Arrangements Working tasks: instructions | Definition Survey situations
teaching Preparing
preparation Controlling
Atmosphere Sympathetic in confirming | Intersubjectivity:
situations or Understanding  Superior as professional
reluctant in struggling for of self
parental compliance
Time Time required to complete | Understanding ~ Want them to participate
tasks of parents and comply
Social
Orientation Assimilative by Relationships ’Looking after them’
confirming or forcing (child and parents)
Focus Accommodation
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Eliciting Style

In the third action style parent’'s cooperation is elicited by making them
familiar with the hospital environment. Actions are based on the parent’s per-
sonal situation, their wishes and opportunities. The nurse’s actions are care-
fully considered. They choose actions after having thought seriously step by
step and they arrive at a determination of the situational conditions. In this
style the nurses’ focus is on integrating parents by promoting their divergent
resources. They show interest in parents as particular persons:

"That you should be observant and sensitive, and you should be able to give a little
of yourself and talk with the parents. You have to create a form of communication
together with the parents and in some way it's on their terms. You have to found out
what they think and what they want and ...” (Rri 1 p. 22)

The situation below illustrates the style. The encounter occurs at 7.25 p.m.
when a nurse deals with the acute admission of Eddie, 9 years old, to the ward.
His parents and an older brother, 9 years old, are accompanying him.,

The nurse introduces herself and welcomes the family. The family introduces
themselves in turn and in response to the nurse’s inquiry the mother says that she is
the one who will stay. The others will be leaving shortly. They go together to the
ward. Eddie says that he hasn’t slept in a hospital before. In the room there are two
adult beds. The nurse asks Eddie if he thinks the bed is too big. He thinks it's fine.
The father responds by saying he hopes Eddie won't fall out of it.

The nurse says that usually the beds are placed close together, "so you’ll be really
cozy.” The mother says to the father that it's time for them to leave now. The family
exchange hugs and the father and the older brother leave.

Eddie sits on the bed and the mother sits down on the edge beside him. The nurse
sits down on a chair beside the bed, elbows resting on the bed and supporting her
head in her hands while talking to them. She starts to ask them about Eddie’s
ailments (which she has had reported to her on the phone earlier).

The mother tells about his stomach pains and about looking up the doctor of a small
town some distance away. /../ By asking various questions the nurse learns about
what had happened during the day and what both the mother and the boy think
about it.

When they have talked about what happened during the day and about Eddie’s
present condition, the nurse informs them about the ward; their routines, her
collaboration with a children’s nurse whom they'll meet soon, and the procedures
when the doctors make rounds. She indicates the bell on the bedside table and
encourages them to call for a nurse if the stomach pains should retumn during the
night, She tells them that the doctor has ordered them to take a blood sugar test once
tonight at 9pm, and tomorrow moming before breakfast. There are no restrictions
as to his diet. He can eat what he likes. She informs them about meal hours and
how the mother can go about getting her meals. The nurse points to the folder on
the table and tells them that it contains a great deal of information about the ward
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and how they work there. Then she takes them out to the comridor and shows them
the playroom with magazines and games. She also shows them the kitchen and asks
what Eddie wants to eat now. /.../

Carrying the tray with her she shows them that they can sit in the dining room next
to the playroom while Eddie is eating. Then the nurse leaves them alone for a while.
Five minutes later the mother comes to the officc with the tray. The mother
expresses her delight in the boy’s hunger and that he wanted to eat and the
association to the care. (O fd 1 p. 15)

Typical for actions in the eliciting style is that they involve reciprocal
communication. There are dialogues with mutual questioning and answering.
The nurses actively elicit parental activities by questions. They show interest
and enable parents to tell their stories and describe circumstances in the
current situation. They allow parents to choose from different alternatives in
the present situation or for future situations. Based on parents’ choice the
nurses plan the integration of the family into the ward.

Non-verbal communication is frequently informal and unconventional. In the
illustration above the nurse sits on a chair beside the bed with her elbows
resting on the bed and her head in her hands. This actions are interpreted as
the nurse creates an atmosphere and a structure in the encounter where the
parents can feel secure. According to the nurses reflections on eliciting actions
the intention is typically directed towards encouragement of the parents to act
by themselves as well as along with the nurses.

Within the eliciting style informal talk in combination with formal tasks create
an atmosphere in the encounters that shows interest in parents as particular
persons. The nurses try to come close to the parents. The nurses’ actions are
directed at parental resources and thereby then enable parents to act on their
own. By enabling parents to act according to their wishes and opinions their
own resources are elicited. This is illustrated by the retrospective reflection on
the situation above:

"I wished they would get a positive opinion of the ward right from the beginning. I
think ifs important to treat them well right from the beginning, because I believe
that's important concerning the rest of the hospitalization, treating them well. The
same thing, that you check things out a little, see how you should receive them,
depending on what type of family they are”. (O ri I p. 24}

She defines her actions by checking things out and informing the mother by
familiarizing, in a sensitive way, both her and the boy with what is going to
happen further on in the hospital setting:
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"You want to try to see how things are with the family, what kind of people they

are, so that you sort of know how to present the information. Check out whether

they are very anxious about what they were told down in the pediatric clinic”.
(Orilp.26)

Eliciting parental actions by creating opportunities for them and their sick
child to become integrated at the ward is important for the nurses:

I What is it that's important to know when you come to the ward?

O To know what is planned during this hospitalization, why we're here at all,
how long we're going to be here, what's going to happen, and at the same time
to tell them what it's like here and the way we work, so that they get sort of an
overall picture of the whole thing, know which people they're going to be
involved with and that we care about how they feel and. (O ri 1 p. 26)

Among the analyzed situations where nurses show the eliciting style, all types
of encounters occurred. An essential characteristic is that in the nurses’ choice
of actions they place "subjective time’, or ’personal inner time’ to the parents’
disposal. They spend more time together than is required to simply complete
the work tasks. Time is used both for instrumental information and for
informal social talk to "learn to know each other” (R ri 1 p. 9) or for other
communications about problems. They use the time needed to get to know the
parents, the family’s background and to understand their actual situation.

The importance of learning to know each other is indicated by the use of the
metaphor to ’see the lay of the land’. The nurses show attention by sensitivity
to parents’ conditions and ways of cope. Verbal and non-verbal communication
encourages dialogues to bring out parents’ questions and wishes. The eliciting
style is characterized by communication with the parents and the intention to
"walk side by side with parents” (Z i 1 p. 5).

The following illustration is from a treatment and caring situation on the day
care ward. A nurse is responsible for a one-day treatment of Erik, a three-
year-old boy who has been at the hospital many times. He is very short of
stature, partly due to his illness. Moreover, his abdomen is big as a result of an
enlarged liver and he has difficulties to walk. He is waiting to receive a liver
transplant. The boy’s mother and little brother are with him. The situation
occurs at lunchtime,

The encounter starts when the nurse finds Erik and his mother and younger brother
in the dining area. The mother and Erik are sitting opposite each other at one end of
the middle table. The little brother, 9 months old, is sitting in a baby chair at the
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corner, They are all having spaghetti and meat sauce. The nurse cheerfully greets
Erik and the others. She receives happy talkative greetings in return. You can eat
before we start the Albumin infusion,” she says. /.../ Meanwhile she has sat down
on the chair next to the mother at the table. They talk about fruits and vegetables.
The mother is from an Asian country, and sometimes the nurse shows that she does
not quite hear her or understand what she is saying and then she asks the mother to
repeat. Suddenly the nurse asks the mother: "How are you today then?”

The mother answers that her sleep was better last night as the little brother also slept
better having recovered from his cold. While the nurse sits by the table she asks the
mother more about practical things according to the hospital care /.../ Meanwhile the
nurse peals a pear for Erik and cuts it into pieces. After a while the nurse and Erik’s
mother straighten up in the kitchen. The mother clears the table and wipes it off with
a cloth, She wants to go and fetch something and asks the nurse to watch the litde
brother. When the mother comes back the nurse says that she cannot baby-sit any
longer as she has to prepare Erik’s infusion. She goes to the room where medicines
are prepared and gets things ready. /.../

The nurse rolls out the infusion set-up while Erik is sitting by the table. Erik asks
for his book about "The Lion King.” The nurse fetches it. They talk about the Lion
King while the nurse attaches the infusion.

Meanwhile the mother and the little brother have left the table to go to the playroom
comner next to the dining area.

‘When the nurse has started the infusion in Erik’s hand, he wants to get down on the
floor and he walks over to the playroom.

The boy sits down in front of a garage on the floor, keeping the infusion stand next
to him. The mother sits down next to his brother for a while until he wants to play
too. Then the mother goes straight ahead to the nurse. She has taken off her glasses
and asks the nurse to help her with a sore caused by the glasses. The nurse fetches
compresses and helps her. At the same time she says, *You have to be careful with
your sores so you don’t get an infection, in case Erik has surgery. You must see an
optician and have your glasses adjusted”, The nurse helps her pad the bows’, /../

After a while the nurse takes out a cart from the supply room. While the mother
takes the little brother into their room to liec down with him until he falls asleep, the
nurse takes Erik down to the therapy room where he can play. /.../

Back on the ward again the mother has risen from bed. She has made sure the litile
brother cannot fall out of bed. She asks the nurse if there is a room where she can
watch "Dallas” on TV. The nurse shows her to a room where she can sit, Then the
nurse leaves the mother alone. (J fd 1 p. 6-10)

It is significant for the eliciting style that the nurse carries out actions
concerning the daily life at the ward, as well as actions related to specific treat-
ments under circumstances as similar to normal everyday life as possible. In
the situation above this is illustrated by the nurse’s respect for the family’s
cultural background and her willingness to relieve the mother of certain tasks.
By these actions the nurse is enhancing the mother’s integration into the ward,
as they signify a relationship which enables the mother's own resources and

7 Observation Comment; The mother will not be allowed to be at her son's operation to receive a liver transplant
if she has any sores, because of the risk of infection.
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elicits her involvement in whatever is going on. The nurse’s intention to inte-
grate the mother into both the actual situation and the daily life at the hospital
is illustrated in her actions which reinforce the mother's place on the ward and
elicits her to act by herself. The nurse reflects:

“Parents are happy when you give their child a little extra attention and remember
small things. That you sit down and talk with them. Sometimes this mother has a
newspaper with her from her native country. And we usually talk about that
newspaper. We talk about ... not exactly about her problems, we have the social
worker for that, but about everyday things and how things go at home with the
children and things like that. Erik is very lonely at home. Small confidences like
that. Its through small things that you can give the child a little extra special
attention”. (Jri 1 p. 5)

The intention to familiarize the parent with the situation is referred to in the
nurse’s reflections:

"Of course the mother really knows a lot, even if she doesn’t understand
everything, and what she doesn’t understand maybe she’ll come back and ask about
later. And she knows a lot about her son’s illness. We're very open about
information and contacts and so on. I think pediatric medical care is really good.
The parents are involved in everything”. (Jri 1 p. 8)

This nurse also stresses her intention to create confidence in the hospital ward
by being sensitive in everyday situations and by making sure that the parent
knows what the nurse, as a professional, is doing for the child:

"I mean Erik’s mother, she doesn’t feel like a nurse, and I don't want her to either.
But she should be included and know what we're doing. They [parents] should be
able to trust us, and I feel as she [this mother] does”. (Jri 1 p. 10)

By being professional, knowing about the child’s care, the nurse believes that
she creates situations where the parents feels comfortable and can learn how to
care for the child:

"When you're doing things, then you can ... well, the mother is often involved,
with her eyes, and her manner if she has time, and she watches what you do and the
like,....that the mother is involved and sees what's going on. The mother has
watched so many times when we've done this and been involved and always asks
why we do things”. (Jri 1 p. 8)

In the eliciting style parents’ conditions are emphasized. The nurses spend
enough time with the parents so that they can get to know each other as per-
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sons. In the reciprocal acting, side by side with inter-reflections, the nurses
seem to strive for deliberating parents’ own resources to better care for their
children.

There are to distinguished patterns of actions, within the eliciting style;
empowering actions and guided participation. These will be further described
in the following sections.

Empowering Actions

Within the eliciting style, being sensitive to parents’ conditions in order to
enable parental involvement and joint efforts in the care of children, the
nurses sometimes explicitly reflect on their actions in terms of empowering
parents’ own resources, and strengths. They describe their attention to parents’
conditions from a holistic perspective and their intentions as to impart power
to parents to do something by themselves:

“A goal in the encounter is to empower the resources every family has on their
own”. (Pri2p.7)

It seems clear that empowering actions by the nurses enable and give parents
ability to participate in the care by promoting their resources. Typically, ar-
rangements are actively carried out in order to transfer power to parents and
is referred to as "a need to persistently ask parents to live-as-at-home” (P 1i 1
p. 15). An intention to facilitate the actual situation is common:

So small things can make big differences, both for a child and a family and for the
ward”. (Pri2p. 18)

Empowering actions are illustrated in the encounter situation below. Ebbe is a
4-month-old boy who has had surgery for congenital glaucoma in a larger
hospital in another town. During the operation he suffered anaphylactic shock.
Due to his poor condition and exhaustion he has lost weight. In order to
improve his general condition and help the parents with feeding routines, he
has been taken into the ward with both his mother and father. Several en-
counters take place during three hours with several interruptions, during the
night. The first attention by the nurse towards the parents is at 10.15 pm when
she makes her evening round to all wardrooms,
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The nurse knocks on the door of Ebbe’s room and opens it. She says good evening
and enters. She shakes hands with the parents and reminds them that they met the
previous week.

In the room there are two adult beds, one on either side of the baby’s crib. A pram
is placed inside the door. The mother, who is of Asian origin, sits with legs crossed
on her bed.

The father is standing by the nursing table with Ebbe. /.../ Both greet the nurse in a
friendly and cheerful tone. The father asks at once whether the tape on Ebbe’s cheek
should be changed as it has become a little wet. The nurse replies that that isn’t
necessary. It would hurt the boy to remove the tape and only cause him pain. "It
doesn’t matter if the tape is a little wet.”

The nurse stands at the bottom of the bed where the mother is sitting, She asks how
the feeding is coming along,

The mother expresses her happiness at having managed to breast-feed Ebbe his
entire 9 pm meal of 80 ml. No supplement was required. Her Swedish is difficult to
understand, but she keeps talking a preat deal. -

The nurse starts a long communication. Sometimes she turns to the father, who
either clarifies or adds his own comments. She asks questions to find out whether
the mother prefers to breast-feed. The mother nods and confirms that this is what
she wants most of all, but she has so little milk and has to wait for it to come when
Ebbe wants to eat.

The nurse tells her that the more Ebbe nurses, the more milk her breasts will give. If
Ebbe is too weak to nurse, she can pump them to start the production of milk.
Turning toward both of the parents she repeats this several times and in the same
way. Then the mother tells the nurse that at home they have woken Ebbe up every
hour to give him formula from a spoon. He hasn’t had the energy to nurse.

The nurse asks them how they would like things tonight. She gives some
suggestions. She can, for instance, come in at midnight to weigh Ebbe. Then they
can let him nurse, weigh him again, and finally, if needed, they can give some extra
formula through the feeding tube, up to 90 gr. The mother and the father agree that
they need to sleep, and that Ebbe can sleep with the nurses after he has been breast
fed to allow them to sleep by themselves in the room, But in case he whines and
cries the mother wants him with her in the room.

"We'll try to comfort him and if it doesn’t work we'll bring him”, the nurse says.
Several times the nurse has turned toward the father who is holding the boy to say:
“He’s such a wonderful baby.” The father talks to the boy, who stretches out his
arms and gurgles a little. After repeating what has already been mentioned about
breast-feeding and sleeping, they agree that the nurse should return around midnight
when it is time for breast-feeding. "We’ll do whatever suits you best,” the nurse
says before she leaves the room. (R fd 1 pp. 10-12)

The nurse’s orientation towards both parents is engaged, intimate, and reflec-
ting. She supports and enables both of them. Her body position, by sitting
down on the chair beside the bed and talking and facing both parents with
frequent, sustained eye contact creates a pleasant and cozy atmosphere. She
shows interest in the parents as persons and tries to 'read’ how they want to
arrange the situation. In the verbal communication there is an interplay
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between parental knowing and the nurse’s professional knowing which elicits
the parents’ reflections and give them opportunities to make their own choices.
The nurse spend as much time with the parents as is needed for her to reach
shared understanding of the situation and to integrate the parents in the care.

Later on, during this nurse’s shift, another situation with the same parents ta-
kes place. At midnight she knocks on the door and enters the wardroom again.

The father lies between the sheets in the adult bed by the window. The mother sits
at the end of the bed. Ebbe lies sleeping next to the pillow.

The nurse asks how things are going. The mother says that Ebbe has been grumpy
and didn’t fall asleep until 11.30 pm, but that now he’s sleeping soundly. The nurse
responds that in that case he’s probably too tired to nurse now. "I wouldn’t want to
wake him up when he’s just gone to sleep.” That's what they did at home the
mother says, as he has to eat. "But he just falls asleep, he’s too tired.” The nurse
sits down in the chair beside the bed and talks to both the mother and the father
again about starting the breast milk production by having Ebbe nurse every three
hours or by the mother’s pumping her breasts.

She turns to the mother and the father alternately. The father has turned around in
his bed to face the nurse. The nurse encourages the mother to pump now instead, to
allow the boy to sleep while they are giving him the formula through the feeding
tube.

The mother says that she thinks she has so litle milk because she doesn’t eat
enough rice, "there’s just potatoes.” The nurse replies: *Of course you can eat rice,
but what's most important is that you eat and drink a lot.” The mother agrees. /.../

Aquarter of an hour later the nurse returns to the room. The mother is holding the
pump against her left breast. The nurse sits down on the edge of the bed next to the
mother, She watches the mother and assists her. Several times she stresses the
importance of regular breast feeding or pumping in order to get the milk production
started. The nurse urges the mother to sit comfortably and try to relax, and tells her
that she can alternate breasts after a while. The nurse and mother observe together
that there are 30 ml in the bottle. "That's good” the nurse comments, “then I'll give
the baby that through the feeding tube at 3 o’clock. There isn’t as much in the other
breast. The mother says that her left breast is best. "Babies often have a favorite
breast,” the nurse replics. "Let him nurse at the other one when he is most eager,”
she continues. After a few more minutes the mother stops pumping. The nurse
takes the bottle and the pump with her when she leaves, bidding them a good night.
"Promise to bring the baby if he whines,” the mother says. (R fd 1 p. 13)

The nurse’s reflections concerning ber intention of what she wants to achieve
is:
% what I wanted to do was to see how things had gone at home over the weekend
with respect to feeding. And hear a little, check out, find out what the mother had
planned, what she wanted, if she wanted to breast-feed or if she wanted to use a

spoon for feeding. And try to support her in what she wanted to do, what she
wanted then, and help her so that it would work”. (R ri 1 p. 3)
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And when reflecting on her actions she declares:

“Hmm, I think it's important, because what I think and how I want things doesn’t
matter. You have to be sensitive and listen, because if's the mother, after all, who's
going to breast-feed and its her decision, and ifs her baby, and if's her situation. I
don't know anything about her home situation or what they really want. I have to
ask so that it suits her, because she's the one who should decide how she’s going to
handle things with her baby”. (R ri 1 p. 6)

Eliciting, empowering situations typically are reflected upon by the nurses as
situations where parents’ strengths and resources are in focus. The nurse above
demonstrates this by expressing her intention to understand the parents’,
especially the mother’s, personal ways of living. Here she regards herself as a
facilitator who can use her professional knowledge in empowering the mother:

R I'think that as a caregiver you shouldn't take over so much, but that you should
still see the child as the mother’s child. It was really such a trifle, but that you
don’t do it, because it's so easy just to do it, completely mechanically, you take
the child and lift it over, but, well, that the child knows that its mother is lifting
it. Maybe you don't think it matters, but I think that for both the child and the
mother, I think that i¢s just these small things that can be important.

I What do you think is important to be careful about in this way?

Well, that the mother feels like she’s participating. Ifs her child, so that we
don’t just go in and do things and, well, something like that. (R ri I p. 24)

To a follow up question she continued:

"I think if's important to try to get the parents to see that he's a really terrific baby
despite the fact that feeding is a problem and that they're having a hard time and
such, /.../ 50 you select the good points and tell them to the parents so that you sornt
of, that they'll be proud of those things. If you say that he's a terrific baby and
that's how it is, because it's important to the mother and father, they nawrally want
to hear that they have a great child. I believe that. And then if there are feeding
problems and it's troublesome and the like, then you have even more of a need to
hear that you have a great baby”. (R ri 1 p. 24)

Reflections on similar encounters reveal the nurses intentions with their actions
as "getting the other's bearings” (Jri 2 p. 6). It is an active endeavor to 'be
there’, which makes them use more time in the encounters than what is
required to complete instrumental work tasks. The nurses typically take the
initiative to interactions by informal talks and by showing an interest in what
parents and children want to say and to offer her view.
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The informal way of learning to know one another, nurse and parent, is based
on the nurses’ holistic view of the situation. This commonly involves the
nurses’ tendency to be personal to some extent;

"I sort of open up a little and tell them about things I've done and so on, not too
much, but just a little so that I get some contact, that they have a little confidence in
me”. (Trilp. 12)

Various proposals, encouragment of divergent possibilities of procedures or
arrangements and supporting the ability to negotiate in situations, are typical
for empowering actions.

The following situation illustrates a nurse’s readiness to make proposals and
offer choices with respect to parental thinking and problems. Elina is two
years old, and her mother and little sister are on the ward. Elina has leukemia
and receives chemotherapy every third week. During the other weeks she is
cared for at home by her parents. The girl has received her medicine on the
ward. Elina’s mother is sitting on a chair in a far corner of the playroom. The
little sister is sitting in a carriage in front of her. Elina is standing next to her
mother, She is wearing a thermal coverall. The mother’s coat lies on another
chair next to her. (This indicates that they are just making a short visit on the
ward.)

The nurse sits on some drawers beside them. She busies herself with the litde
sister’s cap and jokes and talks with her.

Then suddenly the mother turns to the nurse and says: "What do other parents do
who have children like Elina, who can’t meet other children, so they can let off
some steam? I'm going crazy. The way she flies around at home.”

The nurse says that some parents make use of play therapy, and then of course they
have siblings. She jokes with Elina’s little sister and says we’ll have to give you
growth hormone. The mother says no, she’s at such a cute age.

Now the nurse changes her voice and starts to talk in a serious tone of voice. They
share talking about the fact that there aren’t any appropriate children living near
them, /.../ The nurse gives the mother an alternative, that play therapy may perhaps
be a good solution for them. She can decide on several hours per week with the
play therapist. Then she'll have fixed times. The mother looks interested. She has
nothing against prearranged times, quite the opposite, she says.

The nurse and the mother together agree that they should come back tomorrow and
get the medicine here on the ward again. Then the mother says that she wants to try
to give the medicine herself over the weekend.

‘When they go to play therapy a while, the nurse again encourages the mother to talk
with the play therapist about whether Elina can be there on a regular basis.

(T fd2p. 4)
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The way the nurses position their body is characteristic in the empowering,
eliciting style. It is common that they squat down in front of parents and child-
ren. The nurses also quite often use humor and make jokes in the encounters,
as the nurse in the illustration above does. Joking is described as a good way to
elicit a relationship with parents:

" Joking can lead to good contact between us. Especially some of the fathers are that
way”. (Aril p.7)

The focus in the empowering actions is on promoting families’ coping skills:

“As a nurse I have to support parents own power and mobilize their resources. I
have to coach the strength they have and reinforce them. I have to make room for
the parents, both the mother and the father to act. /../ It takes a litile time to see
parents’ power and resources. But you can get to know the power by listening and
looking at how the parents act together and with the child”. (Pfd 3 p. 7)

Guided Participation

Within the eliciting style, the nurses’ intentions of guiding parents in specific
and advanced care of their children are also expressed. Having children with
illnesses places stress on all members in families. Some encounters contain
arrangements to authorize parents to cope with changed and difficult
circumstances and to teach them to carry out advanced tasks in the care of their
child. This is particularly common when parents leave the hospital and need
support and help to prepare to care for a child at home. Here, guided parti-
cipation, where the nurses help parents to become able and skilled at settling
new circumstances in everyday life by obtaining the knowledge that is needed.
The arrangements are directed at accomplishing a recurring goal of encoura-
ging parents’ own resources to take care of their child.

This way of acting has similarities with Rogoff’s (1990) ideas about appren-
ticeship, as a methaphor for circumstances through which individuals can
learn. In guided participation, individuals take part in skilled and socially
meaningful activities in an apprentice-like process. In this process, less expe-
rienced but resourceful parents are engaged with nurses who have professional
knowledge about the activities. The encouraging of parents can be either tacitly
addressed through social actions or explicitly structured through conscious
teaching activities. Guided participation encompasses an intensive training with
instructions that correspond to the parents’ resources.
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The guided participation occurs in arrangements where the relationship with
the parents need to be enough established in order for the nurses to have
sufficient knowledge about parents’ activities.

An illustration of guided participation is given below. A mother lives-in with
her son, 13-year-old Edmund, who has newly discovered diabetes. The
following situation takes place in a wardroom during the nurse’s afternoon
shift. The intent of the caring is to have the parents accept the new conditions
and what it will mean to the family. A colleague has reported to the nurse that
the mother and the boy want to train injections this afternoon. The nurse has
met the mother and Edmund briefly earlier.

At 4 pm the nurse goes to Edmund to take a blood sugar test. The mother and
Edmund are lying on their respective beds, which are placed close together. On the
counter, which is intended as a treatment table, there is equipment for the injection
of insulin and blood sampling. The mother has a bedside table by her bed with a
phone that has been connected. /.../

When the nurse comes the mother tells her that they have tried using an insulin pen
several times. It worked well she thinks, and she asks Edmund for his opinion. The
boy nods his head in agreement. "Okey,” Edmund has pricked mother.

”Good that you keep at it,” the nurse says. The nurse talks to them about practicing
using the pen, stressing that it is good to do so many times. /../ Edmund is
preparing the blood sugar apparatus with the needle. The nurse asks him to tell her
how to do it, and Edmund explains as she proceeds. The nurse chats with him
while she takes blood samples from the cannula on his right hand. She encourages
the three of them to guess the blood sugar count. Edmund guesses 8, the mother 6
and nurse L guesses 5.6. It proves to be 3.6. They laugh together. The nurse talks
to them about learning to fill a syringe. She explains that even if you use an insulin
pen, you must know how to fill an insulin syringe from an insulin bottle. "You can
practice with salt solution.” Mother looks at Edmund and laughs, "Then we'll have
a water war. Wrap up the bed in plastic.” The nurse agrees and laughs. When the
test is done and the nurse has put away the insulin, she leaves them. (L fd 1 p. 3)

Half an hour later Edmund’s mother comes out to the nurses’ office with a cup
of urine. The nurse is writing on the chart, but looks up when the mother
comes.

The mother asks the nurse what to do with the urine sample. The nurse accom-
panies her out to the utility room. At the very back of the room, behind trash bags, a
washing machine and rinsing machine there is a sink and cupboards. The nurse
indicates the sheet of paper that is posted there for Edmund’s tests. She demon-
strates the test stick, Then she hands over the urine test stick to the mother and says,
"You do it, you've done it before.” The mother dips the stick.

The nurse tells her to wait one minute. The timer that is supposed to be on the
counter is gone, so the nurse uses her watch but stresses that there should be a timer
here. "Edmund will enjoy this. He likes to time things,” the mother says. The
mother compares the stick to the chart on the container and reads the results. The
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nurse confirms this and shows the mother where to make the entry. Then she
shows the mother where to put the trash. /../ An hour later Edmund’s mother
comes to the nursing office again to find the nurse because the infusion pump
squeaks. The nurse accompanies her to the room to adjust it. The mother is
interested and asks several questions. The nurse shows her where to press to adjust
it so that she can manage it herself if it happens again. (Lfd 1p.4)

Later on another blood sugar test is taken and a new situation visualizes the
enabling guiding, teaching, and supporting of the new conditions for both the
boy and the mother.

These illustrations describe a common complex form of sociality in the
eliciting style as it reveals both empowering actions and guided participation.
The pattern of actions contains informal social talks running parallel with
repeated information and teaching of new skills. The nurse comes up with
frequent proposals and choices according to the parent’s concerns. The nurses’
experience of themselves in these advanced care situations is as professionals
with specific practical knowing and experience. Their actions appear as guided
participation with nurses as ’facilitators’ to enable increased and entirely new
knowing with respect to the children’s illness. The empowering dimension in
the action is, however, also obvious.

Typical for the empowering and guided participation actions is that the care of
children is viewed as a common concern and it is a matter of concern for all
actors to get involved in the care. The attention in nurses’ actions is directed
towards sensitivity for the 'readiness’ of parents, and the way families cope in
troublesome life situations. If there are more family members, attention is
directed to the entire family:

”...that the whole family is involved in this, that all of them have been here, that all
of them have seen how he gets his injections and his tests, and they’re old enough
so that all of them can learn, because if's the concern of the whole family”.

(Lri2p. 21)

Also typical for empowering and guided participation actions is that parents
are viewed as particular individuals with different strengths and resources
which are positively valued and elicited. Relationships with parents are
perceived as a kind of developing partnership, with a reciprocal and equal
orientation:

" As much as possible parents are to decide about their own life. I have to listen to
them, what they have to say. If it not will be medically dangerous, I want them to
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choose. I have to listen what they want. You can do things in many different
ways”. (Pri2p. 5)

A further illustration of guided participation is taken from an encounter with a
mother and her adolescent son, Evert. The son needs gavage feedings of a
nutritional solution for several weeks in the home. The mother and a nurse had
tried earlier to come up with a practical and appropriate way of giving the
nutrition solution more quickly, in an adequate and practical way at home and
in school. They have made agreements that it is important that it works well
for both him and the family.

Later on in the afternoon the nurse meets Evert's mother at the door to the
wardroom.

Referring to their communication the day before, the nurse asks how they have
done today with injecting the food’. The mother responds that they have done quite
well, and that they probably can go home tomorrow.

The nurse takes a peek into the room where Evert is sitting on the bed and says,
We'll talk a little here first and then we’ll come in to see you.” She asks the mother
more questions about how long each meal has taken and how they feel about it.
They share thoughts of the treatment. A few minutes later the nurse and the mother
go into the wardroom.

The mother sits down on the bed, which is placed next to Evert's. The boy is sitting
cross-legged in his bed reading - leafing through a paper during the entire
communication. The nurse sits down on a chair next to Evert's bed so she can see
both Evert and his mother while they are talking.

The nurse asks about the practical situation at home. How they can manage the
schedule for giving the nutritional feeding and the long time it takes to inject the
nutritional solution through the probe. "It fecls like having a baby in the house
again,” the mother says.

Evert keeps looking down at the paper. He confirms by nodding that he’ll probably
do fine, and shakes his head to say that he does not want to drink the solution. The
nurse stresses several times that it is primarily the family and most of all "you,
Evert, who should decide what hours and amounts are best in order to make things
work out for everyone at home.” She leans towards the boy saying this. He does
not look up.

The mother tells the nurse that the entire family is going to talk with a physician
tomorrow. The father and the younger sister are also going to come to the hospital
to take part. The nurse asks the mother if she may be present at the meeting. The
mother would like her to. They confirm their agreement about the talk with the
physician, and the nurse leaves the room. (O fd 1 p. 4)

This nurse describes her choice of actions to find proposals for a best solution
for the boy and family. She reflects in terms of guiding the family:
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I You emphasized a number of times how important it is that they find a way that
works for everyone in the family. Then you turned to the boy and said:
"especially that it works for you". You repeated that on a number of occasions.
What were you thinking ?

O I wanted some response. /.../ that he said what he thought and felt. Then ifs
once again that idea about two, that they should also take a little responsibility

for the decision, help them make a decision they think is good.

I What are your thoughts when you express yourself this way?

O Hmm .., Mostly it's that they'll feel that together we can find the best solution,
not that we nurses say and decide that this is how it is. In some situations you
sometimes have to do so in order to help the parents if you see that they can’t
make such a decision. But I think that many times you can decide together and
then I think it may feel better for them to sort of get a little help in reaching a
solution. /.../ You have to listen and check the lay of the land. (O ri I p. 20)

The two patterns of actions within the eliciting style, empowering and guided
participation, frequently occur together in the encounters. As empowering
actions may occur without guided participation (more rarely vice versa), the
two patterns of action have been described as distinguished. In all encounters,
interpreted as dominated by the eliciting style, the nurses view themselves as
facilitators in eliciting parents’ strengths and resources and to make conditions
for care familiar. This is done by "check the lay of the land”, listen, guiding
parents by apprenticeship in actual situations and to prepare for the future.
When using the eliciting style the nurses reflect on themselves as professionals,
using both general human abilities and practical knowing to empower parents
and guide them to learn new skills.
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Eliciting Style:
Summary and Overview

The eliciting style focuses on integrating parents in the hospital context. The
nurses identify themselves as professional facilitators. The intentions are
directed at enabling and empowering parents to use their own resources and
articulate their wishes and opinions. Reciprocal communication in learning to
know parents and families is essential. The nurses use more time than needed
for complementing tasks and spend time for informal talk. Within the eliciting
style, the approach is both task oriented and parent oriented and can include
empowering actions and guided participation.

Content in actions and perceived meanings of actions categorized as belonging
to the eliciting style are outlined in tableau D.

Tableau D. Eliciting style; Content and Meaning

Content of Actions

Perceived Meanings of Actions

Verbal
Communication

Non-verbal
Communication

Arrangement

Atmosphere

Time

Social
Orientation

Focus

Questioning and answering
Concern for shared
understanding

Joking

Frequent eye contact
Close and encouraging body
positions

Encouraging parents to act
by themselves by guided
participation

Interest in parents as
persons and being personal
informal related to daily life

More time spent with parents
than required simply to
complete tasks

Reflecting, and enabling

Integration

Intention

Definition

Attention

Intersubjectivity:
Understanding
of self
Understanding
of

parents

Relationship
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Familiarizing and integrating
Enabling and empowering
Promotion of resources

Interested in parents’
thinking
'See the lay of the land’

Sensitive to parents’ coping,
resources and what they
mean

Professional facilitator to
enable parental involvement
and knowledge

Respect differences
Every parent has strengths
and resources

'Enabling them’
(child and parents)
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Collaborating Style

The fourth action style is the collaborating style. This style contains conscious
reciprocal actions for and collaborating with parents and finding agreements
on equal basis. Actions in this style focus on equal partnership and united
efforts, The nurses’ attention is directed towards parents’ opinions and
knowing with reference to the care of their child:

"To hear their ideas and thoughts in situations and what we can help them with and
work together with them”. (Y ri I p. 16)

When the nurses’ patterns of action constitute a collaborating style they usually
know the parents during earlier encounters. Actions within the eliciting style
had lead to a collaborating style. Through learning to know each other the
nurse searches for shared understanding and co-operation.

The following illustration describes a situation where a nurse acts in a colla-
borating style towards a father with a 10-month-old daughter Charlotte. The
girl was born with a too short intestinal tract. She is fed by gavage. On this
particular day Charlotte is to undergo an examination of her small intestine. A
pediatrician is going to do a biopsy. The day starts with preparations for the
procedure and continues with the examination in another area of the hospital.

It is nine o’clock in the morning. The nurse meets Charlotte and her father in the
doorway to the nurses’ office. The father is carrying the girl in his arms. He is also
wearing a backpack. The nurse shows them into the room that is at their disposal
during the day. The girl is to be weighed and measured at once and then prepared
for the examination. The father puts Charlotte on the bed and takes off all her
clothes except her diaper. Meanwhile the nurse has gone to the supply room to fetch
a towel. When Charlotte is undressed the father picks her up and joins the nurse in
the room where measurements are taken. The nurse and father are not talking to
each other, The father scems to have been through this before and knows how to
place Charlotte on the scales. On the step of the scales, which are on the floor, the
nurse has placed a towel.

The father lifts Charlotte up when the scales have indicated a weight and walks over
to the bunk where the measuring stick is. The nurse stands at one end holding
Charlotte’s feet against the part, which is adjustable. The father holds the girl's head
against the wooden support at the other end.

‘When all the measurements have been done, the father goes to the wardroom with

Charlotte. The nurse enters the treatment room and fetches the rolling cart, which
she has prepared with equipment for dressings, and starts an IV.
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When she returns to the wardroom, Charlotte is lying on the bed. The father has Jput
on a pair of pants, but her torso, where the central venous catheter (CVK)' is
placed, is exposed.

The nurse removes the old dressing on the tube and taps. She cleans and redresses
the area. Meanwhile the father is holding Charlotte’s arms lightly so she cannot get
at the tubes. He stands beside the bed. He speaks lovingly to his daughter. She
touches his face, babbling a great deal, “da,da,da.” She utters no words but is
happy all along.

The father and the nurse act side by side. The nurse looks frequently at the father.
She makes a few comments about the dressing. Residue must be removed by means
of a special solution. She asks whether they have problems with the dressing at
home. The father comments that they now have this medical solution at home too.
Charlotte kicks her heels against the bed, seeming to like the sound it makes. Her
movements put her in a crooked position on the bed and now and then the father
adjusts her position, moving her closer to the nurse.

Now and again the nurse asks the father if he thinks she should do "this or that”.
She talks about the sedative that will be given during the examination - the child
may be a litfle drowsy afterwards. The father replies that she is usnally drowsy the
following day as well.

With her hands Charlotte finds the protective papers that were removed from the
dressings when they are put in place and places them against her chest in imitation
of the nurse. The nurse attaches the infusion to the tube when she has made sure
that the central venous catheter works as it should. The feeding tube in Charlotte’s
nose has apparently been in place for a month. The nurse asks the father if they
shouldn’t remove it in preparation for the examination, after which a new one will
be inserted. The father removes the tape attaching it to her cheek himself, pulls out
the tube from her nose and gives it to the nurse”. Some mucous comes with it and
he asks for a tissue to wipe her nose with. Then he puts a shirt on the child and
removes the diaper.

Charlotte has moved her bowels. The father fetches a cloth and a new diaper from
the backpack, while the nurse keeps the girl’s bottom still. She comments that it is
red.“;lhe father responds that right now it is fine compared to what it used to be
like™.

The girl is unhappy and cries. The nurse does not intervene but comforts her by
saying that her father will be back soon.

The father wets a cloth and cleans the girl’s bottom. Then he holds Charlotte’s body
still while the nurse gives her the encma. Charlotte demonstrates that this is
uncomfortable and is a little unhappy.

The nurse says: "Let’s put on the diaper right away so you can pick her up and
comfort her.” When this is done the father puts on Charlotte’s panties and picks her
up in his arms. The tubing has now been attached and the nutritional solution is
hanging on a mobile stand.

The nurse asks if the father wants to stay in the room with the girl or move around
on the ward, as she wants to know if the infusion should be regulated manually or

® CVK = A central venous catheter for giving flnids of foodstuff.

® Observational Comment: The child receives TPN (Total Parenteral Nutrition), and at home the parents feed
their child through the probe themselves,

19 Observational Comment: Charlotte’s illness gives her corrosive and watery feces.
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run on batteries. The father hangs up the tubing cord on the stand, showing that is
the way he wants it. The nurse leaves the room saying that she’ll be back when it's
time to leave. (IA fd 1 pp. 4-6)

The typical expressions in this nurse’s actions, and in the collaborating style in
general are identified in the communication. The nurse’s verbal talk contains
an exchange of questions and answers concerned with shared understanding
and reciprocal agreements. The nurse and the father exchange opinions and
wishes with each other in a negotiating manner. The nurse initiates
arrangements by questions and the father shows his opinions and wishes by
making decisions. In the non-verbal communication there is frequent eye
contact between nurse and the father. They do not talk very much but the nurse
stays close to the father and follows his actions and recognizes signs and cues
by sensitive attention in order to grasp his opinions, wishes, and parental
knowing. The nurse’s activities occur in joint actions with the father’s
activities, with respect to shared resources and knowing concerning the little
girl. Their co-actions indicate an atmosphere of both closeness and distance in
an air of respecting each other’s knowing and integrity.

The situation above went on for forty-five minutes. The amount of time that
the nurse spend with the parent and child is determined by the time that is
required to reach the agreements and to complete the task together in a socially
open sphere of confidence. A new encounter, with the father and the little girl,
occurred half an hour later, and illustrates the nurse’s intention of reaching
agreements.

The nurse, the father and the little girl arrive at the examination room. The father
puts the girl on the examination table on his own initiative. The father stands next to
her. The nurse gets the items that are needed. The doctor comes in to say hello and
then starts his own preparations. While doing so he asks the father how they have
been doing at home since the last appointment and about Charlotte’s health. Since x-
ray will be used, they all put on lead aprons. A lead apron is placed on the table next
to the father, and he puts it on. The doctor says to the nurse that Charlotte will now
be "’drunk on sleep.” .

The nurse takes out the syringe with Dormicum and attaches it to one of the
stopcocks by the infusion. The father holds Charlotte. When she has stopped
prattling and her body is slack, the nurse tells the father to put her down. /.../

During the entire examination ! the nurse stands at the head of Charlotte’s bed,
checking her breathing and giving her oxygen when she needs it. The father and the
nurse co-operate in holding Charlotte in the best position for the examination. The
father takes many initiatives now as well. He wants to put the girl on her back. The
nurse wants her on her side, which is done. /.../

" When the physician inserts the biopsy tube through a mouthpiece her mouth and down through her throat,
esophagus and down via the stomach to the small intestine where x-rays and samples are taken, and during
the sigmoidoscopy.
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When the examination has been completed, the doctor inserts a feeding tube down
through Charlotte’s nose. The nurse is about to fasten it to her cheek and intends to
put a soft compress between the skin and the taper. The father protests sharply: "No
damn tissue.” The nurse excludes it and uses only the tape. The nurse then gives
Charlotte an antidote to the sedative. When she is about to wake up, the nurse asks
the father to put his daughter on her side. Soon Charlotte starts crawling, and then
the father lifts her up and says that he will carry her back to the ward. (IA fd 1 pp.
10-14)

There are several encounters between this nurse and the father during a period
of six hours. The nurse’s collaborative style is shown in different co-operative
actions during the subsequent situations. Her intentions and attention in
choosing actions are:

.. to be obliging concerning parents differences and to fulfill this father’s
wishes”. (IAri 1 p. 4)

Her choice of co-operative actions is delivered in viewing the father as an
equal actor. She respects his parental knowing and his opinions of
arrangements. The nurse defines this co-operation as a kind of negotiation:

IA He's so determined, he wants things his way. And things should go fast and
then be finished with. That's how he wants things.

I On several occasions during the day you asked, "What does Dad think?"

IA Ithink he should think something. He has to be involved in the way he wants
things. It s not important to me if I do exactly as I would like. If he wants me
to do things in another way, I will. (Iri I p. 7)

This nurse declares her understanding of parent’s actions as parental knowing,
equal to professional knowing. This does not mean, however, that she regard
herself as responsible for setting limits if necessary:

IA The father takes a lot of initiative, That's not negative. But then you have to be
able to set limits.
I Are there limits to flexibility?
IA VYes, there have to be, if I see that the child isn’t breathing, or that she's
supposed to lie on her side for the biopsy, then I have to do something.
(Irilp. 8)

In all kinds of encounters with parents the sick children’s well-being always
comes in first place for the nurses. From the nurse’s point of view both actors
know enough to make agreements to secure optimal care.
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The nurse’s intention, in the situation above, is to collaborate with the father
by making agreements through negotiations:

"... I'want the parent to cooperate and be as involved as possible, but I also want to
have some necessary control of the child's well being”. (IArip. 9)

Negotiations as a means to reach common understanding are of great signifi-
cance in the collaborating style. Verbal and non-verbal communication indicate
the nurses’ sensitive attention to parents’ opinions and wishes, and their striving
to reach concordance in understanding each other’s viewpoints, within an
atmosphere signifying respect for the situation and all actors.

In my search for information about explicit intentions of negotiating actions
among the nurses who used a collaborative style, I found that they consistently
denied having negotiated but instead referred to agreements. There seem to be
no consciously planned negotiations. Answers such as ”it is bad to use such
actions” (Ari 2 p. 4) are common, but to make "agreements with parents are
good and necessary” (A ri 2 p. 4). Despite being confronted with examples of
what appeared to be negotiations, the nurses consistently maintained this
position. To make agreements in a collaborating perspective is experienced as
essential:

“Because in some way the parents are always the ones who know their child best,
who know a lot about what things mean, and especially when you have children
who are chronically ill and seriously ill. /.../ Then I think ifs really important to try
to work with the mother or father or whoever it is who's there, because they have an
unbelievable amount of information to give. And you notice rather clearly if they
think that no, I don't really agree with this or if they believe you're on the right
track”. (AAri 1 p. 11)

Another nurse using the collaborating style, reflects on her establishing a
relationship of reciprocity and joint actions with a child’s parents:

I How have you established such contact for working in collaboration?
A I'mustsay that that's a hard question. Since the child got sick I've talked with
them and told them what's being done and what can happen. We've gone
through things bit by bit and got to know one another., (Ari 1 p. 3)
She also refers to the necessity to develop a close contact with the parents:

I What is it you observe and see in them to get to know them?
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A Well (sighs), you're with the child the whole time when you're giving
treatments and medicine, so the child is the center of things the whole time, so
in some way you're close to them the whole time.

I Because you're busy with the child the whole time, then you have the parents
there the whole time?

A Yes, explaining what you're doing and talking about it. (Ari I p. 5)

In the collaborating style, parents are viewed as equals, delivering parental
knowing to the situation. Accordingly, both actors negotiate with concern for
understanding one another in making agreements and obtaining agreement
concerning the best care of the child, The power is balanced between the nurse
and the parent by join efforts in the care. Both parties express opinions and
wishes with respect to their knowing in different situations. Sharing of
feelings, experiences, and knowing is negotiated in order to reach agreements
for restructuring of both partners’ actions. Typically, the nurses refer to their
meanings of actions as joint and collaborative and emphasize the importance of
achieving concordance.

The negotiating verbal communication transfers opinions and wishes to reach
agreements where both sides compromise and promise to do something for one
another. These actions are combined with non-verbal communication of
frequent eye contact and other kinds of signs of common understanding.
Nurses who use collaborating actions try to respect parent’s positions and give
attention to signs and cues for making agreements. Verbal communication in
the collaborative style includes informal social talks,

The amount of time, typically correspond to time needed to reach necessary
agreements and complete tasks together. The reciprocity in the relationship is
expressed as "working together’, and the joint actions signify close associated
relationships regarding commitments towards each other. The nurses’ knowing
in the situations is delivered closely associated with parental knowing, which
makes an atmosphere of two interrelated action processes of closeness and
distance. The nurses maintain a professional distance towards parents and
deliver knowing in nursing care in accordance with children’s needs and
parents’ wishes and opinions. The professional distance includes respect for
parents and their knowing and thoughts.

The following encounter illustrates the complex conditions in several situations
where nurses act according to the collaborating style. It is a situation where a
nurse prepares a cart for medical treatments. The cart contains medicines and
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supplies for changing Clara’s infusion bag and infusion setup. The girl is two
and a half years old. She has leukemia, and receives cytostatic treatment in the
hospital. She is staying at the hospital and her mother takes care of her. Her
little brother is with them too. The nurse has been the contact nurse™ for Clara
and her family for the past year and their communication, containing a streak
of humor, is indicative of the perception of a confident relationship where both
partners respect the other's position. The nurse expresses it this way:

"Knowing each other allows us to joke together in situations”. (Ari 2 p. 5)

The following situation illustrates respect and reciprocity in nurses’ co-
operative orientation towards both the parent and her children. It starts at 9 am
when the nurse walks into Clara's room.

Clara is sitting on the edge of an open daily paper on the bed. The infusion is
standing next to the bed. The junior bed has been pulled out into the comidor
outside the room. "Hello honey,” the nurse says to Clara. "Lef’s look at your chest
(where the Porta Cath. is placed) and your tummy” (where the stopcock is). She
lifts up her shirt. ”Should I tickle your tummy too?”

Clara looks at her and laughs. The nurse laughs and looks at how the tubing is
placed inside Clara’s panties. The mother approaches and laughs when she sees
how the tubing comes out at the bottom of the panties. "She has put on the panties
herself as you can see,” she says to the nurse.

"But where are you?” the nurse says to the younger brother, who crawls out from
under the bed, almost. "Aha, there you are,” the nurse says, "I didn’t see you at
first.” The younger brother, around ten months old, can crawl a little and pulls
himself forward to examine the floor.

The infusion stand on wheels looks like great fun to touch. The mother moves him
out a little on the floor and shows him some toys.

The mother tells the nurse, who is removing tape to get at the stopcock in order to
take samples and pive medication, that they may be able to go home today if a
certain blood count has sunk below ('°. "I know I shouldn’t count on it
beforehand,” the mother says. The nurse agrees by nodding approval. She grabs
the paper on the bed, and asks Clara to lift her bottom so that she can take the paper,
and sits down in the chair by the window to read. /.../ The mother is reading the
paper. Sometimes she looks at the nurse and smiles. The nurse looks over
frequently at the mother.

When the nurse is finished with the infusion, she helps Clara stand up in bed so she
can remove the old tube that is all mixed up in Clara’s panties. "What have you
done?” the nurse laughs. The mother also chuckles. /.../ Clara crosses the floor
pulling the infusion, which she calls "the squeak,” with her. She drops the pacifier
on the floor. /.../

"2 To keep continuity in nursing for a child who stays at the ward for a long time or stays frequently, there is a
particular contact nurse for that child and the family.
12 Observer’s comment: Concerns the concentration of Methrotrexate in the blood.
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Meanwhile the nurse has assembled her gear on the cart and as she leaves the room
she says, "We'll see what the test results show in a while.” The mother nods. When
the nurse is leaving the room the mother takes out some knitting from a bag. The little
brother is on the floor and Clara is on her way to the playroom. (A fd 2 pp. 2-9)

By the attention to parents’ signs and cues negotiations can be carried out to
achieve agreements. The relationship signifies reciprocity and mutual respect:

I When you were going to attach the IV and give the medicine, you sat Clara on
the bed and you two handled things. What are your thoughts in such a situa-
tion?

A The mother is calm and secure. She could relax. She knows that Clara and T
can take care of this, she knows that.

I You believe that this means that if s nice to relax and that you can do this with
Clara yourself?

A Yes. Its only those times when Clara is unhappy or, well, if she's not in a
good mood or doesn’t want to do it, then she can resist, but usually it goes all
right. If Clara wants to sit in her mother’s lap, she can do that. (A ri 2 pp. 8-9)

Such a vulnerable situation occurs later on. The nurse still chooses collabora-
tive actions with respect to the arrangement to remove the infusion, including
the needle in the Porta Cath, from Clara.

When Clara learns that the needle in the Porta Cath is to be removed she is worried
and starts squirming. Both the mother and the nurse comment that they know she
does not like this, that it is troublesome and that she thinks it hurts, especially
removing the tape that has been sitting around the needle for several days.

The mother places Clara in her lap and sits down in the chair by the window. First
the nurse has to take a blood sample from the stopcock. Clara calms down a little.

Meanwhile they talk about the family’s car problems. One is being repaired and the
family needs two cars, as the mother brings both children when they go to take tests
at the hospital. "You could take mine,” the nurse jokes, “but there wouldn't be
room in it for all of you.”

The nurse comments that her nose runs when she stoops, although she does not
have a cold. The mother replies that here at the hospital she is not worried about
infections. "I know you think about that yourselves” she says. Then they talk about
the nice weather outside and say that it would be nice for the family to be outside
when they come home. "But the doctor is going to call about test results so we’d
better be inside,” the mother says. The nurse encourages them to be outdoors.
"Either he will call again, or you'll Jet us know you're out and then you can call
us,” she tells the mother.

When it's time to remove the dressing and the needle again, the mother tries to bribe
Clara with a visit to McDonald's afterwards. The nurse asks the girl about their
dog. She would like them to bring a picture of it so she can see what it looks like.
Then nurse and the mother look at each other. The mother says, "Now we’ll have to
hold you and do it so it goes fast.” The mother hugs Clara and holds her arms in a
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fixed position. The nurse removes tape and the needle from the porta cath. *'She’s
so strong,” the mother says. Clara is sad afterwards. She sits leaning her face
towards her mother’s bosom. The nurse sits facing Clara and her mother for a
while.

After a while she says to the mother that she has wondered whether they should
give Clara a sedative spray in her nose next time the needle is to be placed in the
skin by the porta cath. The nurse does not like seeing Clara suffers so.

She explains to the mother that Clara will be tired for a while after the sedative spray
but it may be better anyway. It will be more difficult to remove it before they go
home, because then they must wait a while for her to come round before they can
leave the hospital.

The mother listens and nods. Maybe it would be good for Clara to do it that way, as
she finds it so hard, she says. At the same time the nurse and the mother ask
themselves for whom it is worst; Clara, the mother, or the nurse? They will both
think it over until next time so they can make a joint decision. The nurse rerains
seated next to them for a moment. The mother is going to straighten things up in the
room before they leave, and Clara says that she wants spaghetti and meat sauce
first. The nurse leaves them. The little brother sleeps in the pram outside and the
nurse leaves the door open. (A fd 2 pp. 10-11)

The arrangement is expressed by their joint actions. Informal social talks and
some joking make the difficult situation and activity easier:

I You brought up Dormicum™ with the mother. Is this an idea thats developed
since you put in that IV needles in the beginning of the week?

A Yes, I've thought about it. About if things could be a little calmer then.

I Tell me about why you've taken it up now with the mother?

A So that she can think a little about it...if she wants it that way. /../ what she
thinks about it is important.

I Why?

It sedates her and she gets tired and drowsy and the like, and if's important that
the mother agrees about giving the sedatives. Not everyone does.

I Are you going to bring it up next time the situation arises?
If everything goes well, itll be 4 weeks from now when we put in the needle
again. I'll bring it up again then. (Ari 2 p. 12)

This transcript illustrates how agreements, as a kind of negotiations, is used by
the nurse to reach shared understanding and find the best solution for pain
reduction and to reach agreement with the mother, an intention typically
referred to by the nurses in the collaborative style.

“ Dormicum is a anesthetic used for pain reduction.
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Collaborating Style:
Summary and Overview

The collaborating style focuses on co-operation to achieve a confident partner-
ship. The nurses’ identify themselves as professional partners and equals in
joint actions with parents. Their intentions are to make agreements, recognized
as negotiations, to restructure their actions. Reciprocal communication and
sensitive attention based on both actors’ knowing. The time is used for
considering and negotiating conditions in a situation. Informal social talks
confirm a partnership. Within the collaborating style the approach is both task
oriented and parent oriented.

Content in actions and perceived meanings of actions categorized as belonging
to the collaborating style are outlined in tableau E.

Tableau E. Collaborating style: Content and Meaning

Content of Actions

Perceived Meanings of Actions

Verbal
Communication

Non-verbal
Communication

Arrangement

Atmosphere

Time

Social
Orientation

Focus

Questioning and Answering
Concern for shared
understanding and
agreements

Negotiations

Frequent sustained eye
contact and other cues

Joining structure
Co-acting

Both closeness and distance

Respecting
Mutuality

Time required to reach
agreement and complete
tasks in reciprocity

Reciprocity

Collaboration

Intention

Definition

Attention

Intersubjectivity:
Understanding
of self

Understanding
of parents

Relationship
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Collaborating through
agreements

Co-operating and
re-structuring of actions

Sensitive to parents’
knowing, opinions

Professional knowing as
equal but different to
parental knowing

As equal party bringing
parental knowing

*Collaborate with them’
(child and parent)
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Approaches in Encounters

Concerns of parental interests, involvement, participation or mutuality are co-
created by nurses and parents. Both actors have possibilities for alternative
actions or non-actions. As professionals, familiar with the hospital context, the
nurses have a given authority in recognizing conditions and selecting actions,
but of course they cannot deliver actions isolated from parents.

An overview of focus, social orientation and relationships in the proposed
action styles exhibits distinguishable approaches in the encounter situations.

In the assumptive and demanding styles the dominating focus is on parents’
adaptation and accommodation to situations where task oriented arrangements
are requested as a professional duty. The nurses’ focus towards parents involve
complying parental actions. In the assumptive style, focus is on parental
maintenance and expectations on parents’ own initiatives. This implies coping
with parents and their participation through effecting work tasks as dimensions
of professional interventions. The nurses’ perceived meanings are transformed
by intentions to ’organize them’ - the child and parent - in a distanced
relationship. In the nurses’ arrangement inaugurations, serving, effecting, and
pleasing parents are task oriented. In the demanding style, focus is on active
accommodation of parents. Professional interventions here means assimilating
parents into hospital care. Also in this style, the nurses’ approach to parents is
task oriented. However, a more explicit use of the nurses’ professional
superiority is shown. The perceived meanings are transformed by intentions to
"look after them’ - the child and parent - in a controlling relationship linked to
their duty. The task oriented approach in assumptive and demanding styles is
linked with a unilateral social orientation.

In the eliciting and collaborating styles, focus is on enabling the parental
resources and knowing, and on sensitivity to co-operate as equals in sharing the
care of a child. This indicates an integration of the parents’ view into the
situation. In the eliciting style focus is on pfomotion of parental wishes and
opinions. The actions assert to empower parents to be involved in the hospital
care. Professional interventions in this style include parent orientation, and
arrangement typically concern information helping, comforting, giving
assistance to parents, and empowering through guided participation. The focus
in the collaborating style appears as actions on an equal basis. This indicates a
respectful, mutual commitment from the actors. Through negotiations, the
nurses’ arrangements respond to parents’ wishes and opinions. The inter-
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ventions are structured by joint actions with equal respect, sharing resources
and competence. Both nurses and parents take initiatives towards each other to
co-operate. The nurses’ intention of parental involvement occurs via informal
on-going nurse-parent exchange of talk and cues. The informal talk-sessions,
during the activities, facilitate to achieve agreements in complicated decision-
makings.

The constitution of a parent oriented approach, in the eliciting and
collaborating styles, appears typically as a response to parents’ needs and
wishes during talk-sessions in ongoing nurse-parent exchanges and is linked
with a reciprocal social orientation. The nurses create a structure in the
encounters of joint efforts for reciprocity, through questioning answering,
social talk and a kind of joking with each other. Typically, formal
interventions are combined with informal talks and comments, referring to
what is going on, what is happening to the child or parent, or what might
happen in the future. These actions can be visualized metaphorically as
"dripping water”.

When analyzing and interpreting focus and social orientation in the action
styles, two distinguished dimensions are found. One concerns task orientation,
the other concerns parent orientation. When the encounter is characterized by
a task oriented approach, activiries are carried out as a professional duty to
adapt and accommodate parents into the hospital context. When the encounter
is characterized by both a task oriented and parent oriented approach, effecting
nursing tasks is combined with actions to assign parents and to establish
commited relationships with them by turning families’ conditions and requests
into the hospital context.

Mastering encounters by focusing on tasks includes social actions as
"undertakings' and superior authoritative professional actions. The nurses’
perceived meanings are concerned with professional habits, routines, and
trained skills. Mastering encounters by focusing on parents includes informal
social actions as integrated in professional actions. The nurses’ perceived
meanings are concerned with mutuality and equality in a ’partnership’.

A complete description of the content and structure of the action styles is
outlined in two tableaus, The differentiated content of actions is outlined in
tableau E, and the differentiated perceived meanings of actions in tableau F.
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Results

Common Themes in Nurses’
Communication

Besides the individual practical knowing in encounters with parents it is
revealed that the nurses, as a professional group in the pediatric context, have
constructed shared knowledge of encountering parents, Identified as social
representations of encountering parents, they appear as thoughts ordered
around predicted and common themes, that enable them to classify and
describe expressions or explain actions of parents and of their professional
identity towards parents. These thoughts serve as socially embedded knowing
concerning implicit and explicit forms of everyday social thinking and support
and normalize their interaction with parents and their interaction as colleagues.
Such ’socially shared practical knowing’, therefore is likely to support the
nurses’ mastering and evaluating of encounters with parents in general as well
as of particular situations.

It is not a coincidence that the nurses display shared knowing in encountering
parents. They move and work as a social, professional group at the pediatric
wards, sharing everyday practical activities. Ideas and beliefs of encountering
parents proceed over time in all kinds of communication, as reports, talks,
discussions and debates, and in actions related to more or less similar
encounters with parents,

The identified social representations, revealed as socially shared knowledge,
among the nurses in this pediatric context contain common themes in their
communication of:

e Ideas of parents, parental activities and parental types.

e Ideas of the nursing profession, particularly expressed in terms of being
a ’children’s nurse’, and ideas of uniformity and interchangeability in the
nursing care,

These themes will be further described below.
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Common Ideas of Parents

Parental Activities

A dominant and common theme, circulating in the nurses’ communication, is
that 'parents are the experts on their own children’. To ’help themelves’ (in
Swedish ’ta fér sig’) is a frequent metaphoric phrase in the nurses common
talks. When the nurses talk about parents, they mention honesty, trust,
creativity, and acceptance of differences among parents as they are, and of
*parental knowing’ as 'expertise knowing’ concerning their own children.
Therefore, parents are expected to act and to 'help themselves’ to take own
initiatives in different situations in the hospital context. The nurses talk about
parents as the ordinary care givers, expected to act ’as if they are at home’, by
using parental skills in the basic care of their children:

»...parents will take their own initiative when they get the chance, and they help
themselves like at home”. (Fril p. 5)

A common idea of parental activities is based on a wish to encourage parents’
involvement:

AA "... many parents who are used to being here at the hospital, on a ward, they
learn how to be and act if we [nurses] show them [parentsJhow to participate in
the care. It is the parents’ child. You want them to be there and they learn that
they can use their opinions and wishes in accordance with the situations. They
learn that they can act in that way, the parents who have been enabled in that
style of care.

I Soitis something that you [nurses] have taught the parents?

AA Yes, I think so. I think so. I think you can see that with parents who have been
here as residents for a long time. (AAri 1 pp. 19-21)

However, it seems as if there is a limit to the extent to which parents should
help themselves. Dissimilarities arise between the ideas of expecting parents to
*help themselves’, and ’act on their own’. On one hand, the nurses expect
parents to act on their own, to insist that something will be done, and take own
initiative of what they need. On the other hand there are thoughts that "parents
can make unreasonable demands” (C fd 2 p. 3). The idea that parents should
feel and activate themselves like at home, can be contrasted through the
opposite idea of parental activities as being 'too much at home’. If parents act
as too familiar with the hospital, the nurses think that they are ’'used’ as
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professionals, and that parents are "exploiting their methods” (C ri 2 p. 3). The
nurse describes later on:

"Such institutionalized parents formalize specific ways of being demanding in their
activities towards us”. (Cri2 p. 4)

The nurses also have common views about parents "who do not take the oppor-
tunity to help themselves”. If so, the idea that parents are satisfied consumers
of care is commonly expressed:

"Parents are satisfied if we provide everything they need for their own good.They
are parents, no more, and if they look after what is best for the child and the
professionals also do so, then things will work out. Then the wishes of both the
parents and us are in accord, and that's why we’re there”. (Nri 2 p. 12)

A shared belief among the nurses seems to be that in every situation there is a
correct middle way for parents ’to help oneself’. The Swedish word used by
the nurses to describe this 'right’, moderate condition is "lagom”. This little
word means ‘just the right way’ of parental activities in different situations.
Not too little, not too much, but just the right amount in the specific context.
Why the idea of a "right way” of parental activities seems to be important for
the nurses, is illustrated in the conversation below:

I You perceived that some parents helped themselves more than others do?

B Oh, yes, yes.

I What's best? Working with parents who are demanding or with parents who
don’t act?

B It's atough job if they act too much. The right way (lagom) is always the best,

typical Swedish, but if the parents tear and pull at you the whole time, then

that's a source of irritation. You can understand that they’re worried, and you

try to talk to them, but they have that worry, and that's trying. The mornings

are stressful, and we have so many patients' who are withdrawing from other

people and want food and the like.

Then what's the right way of actions?

Well, only calling when there really is something, not asking the same question

ten times even though you've explained it. Then you get irritated and don't

aeate good relationships. But they know we're available and ask when they

think it's necessary. Unfortunately we have no time for the worried mother who

is running after us and pulling at us. She’s the parent who'll get the worst care

by ™~

because there's no time to sit down as she wants to talk and listen.
I Then the right way for parents to act is to do the basic care on their own?
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B Yes, it's sort of necessary with the available workforce of nurses and the kind
of children we have here. (Bri 2 p. 13)

The shared ideas of parental activities, seem to be based on beliefs that either
are parents eccentric when their children are sick and will "help themselves’,
or parents 'help them-selves’ because they have abilities concerning their sick
child. These ideas in turn, seem to indicate different action styles in en-
counters and to influence what the nurses pay attention to in their delivering of
actions.

Parental Types

The nurses commonly declare that they cannot deliver nursing care to the
children without parents’ presence and help. Their presumption is that;

"Parents are interested and motivated in the hospital care of their children”.
(Bfd2p. 9).

However, another common theme concerns parental types. It is apparent that
the nurses always had a readiness for unexpected encounters with parents.
They express that they always have to keep in mind that: "You never know
what parent it is” (B £d 2 p. 9). Different parental types are referred to in their
communication as argument for different actions. Some parents are “easy to
read in face-to-face” and understand as "inferested and ready”, other parents
are “trying and cumbersome” (U fd p. 4). The different possibilities to ‘read’
and interpret parents’ needs, stress, and wishes, determine priority and bring
possibilities or obstacles into encounters. To moderate and normalize what
happens in encounters with parents it seems as the nurses have developed
common ideas of parents as being excellent parents, disinterested parents and
extraordinary parents’.

The idea of excellent parents refers to parents who take of their own time to be
with the hospitalized child and who relieve the pressure on the nurses by
performing the basic care by their own. An excellent and capable parent can
understand that it is a child’s grade of illness, which determines the level of
nursing care. Excellent parents are involved in the care during a
hospitalization, and continue with the basic care of their child from their
preconditions, and they help themselves in a ’good and right manner’. A usual
comment in the nurses talks, referring to an excellent parent, is "that is really a
good and capable parent” (K fd 1 p. 5). However, in the account of parental
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involvement in the care the nurses may also question their own actions in
encounters. In their talks of excellent parents they sometimes put thoughts into
words as:

"It is true that the capable parents don’t get the same attention on the ward”.
(Lri2p.7)

The other type of parents is the parent who lacks interest of being involved in
the care. As the nurses deal with the face-to-face situation with parents, choice
of actions becomes more difficult if the parent is disinterested. It is parents’
feedback that the nurses act upon to create a relationship. Parents who do not
want to be involved, or are not capable of being involved, are thought of as
’strangers’. When parents lack interest in being involved, the nurses seem to
evaluate their actions in relation to the common idea of disinterest parents. The
importance of parental participation in the care of disabled children is deeply
incorporated in the hospital policy. Normally this is done by accommodating
or integrating them into the hospital ward.

An illustration from the field describes nurses’ evaluation of their actions
towards disinterested parents. The illustration is from a communication
between two nurses, which took place in the nursing office, concerning a
newly arrived family with a child who was an accident victim, and who has
been cared for earlier in the intensive care unit at another large hospital. The
family consists of the father, the mother, the 2-year-old, and an 8-month-old
little brother. In the earlier encounter, in a wardroom, the nurses felt
uncertain about the boy’s nursing needs. The nurses describe what happens
during the encounter.

Imagine that when I said to the parents, "The boy looks like he’s comfortable.
Don’t you think he looks content?” Then the parents answered, ”You know better
than that!”

The other nurse says that she had asked if the parents wanted to change the diaper
and take care of the child. The father had then responded: "That's your job.”

In the nursing office the nurses looked confused at one another, made grimaces
using their mouths, eyes and faces, shook their heads, but made no further
comment. M fd3p. 1)

In this case the nurses’ intentions of parental accommodation to the hospital
care was met by lack of interest. The account from this encounter was that the
nurses hesitate in further encounters with these parents during this work shift
(M fn 3 p. 3). The idea of disinterested parents normalized the nurses’ non-
actions. However, besides non-actions toward disinterested parents, the nurses
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also communicated another approach towards disinterested parents to be per-
sistent in the efforts to involve:

“You have to work hard for getting parents involved sometimes”. (P fd 2 p. 18)

Typically, parents who show lack of interest to be involved in the care is
commonly viewed as; either a frustrating situation, from which one should
keep away, or a challenging one, where the resistance should be met by efforts
to work harder in the encounter. Both ways of mastering encounters with
disinterested parents are respected and understandable in the nurses’
communication.

A third type of parent is the extraordinary one. These parents are talked about
as difficult to encounter as they have extraordinary expectations. This is the
case when sometimes, things just 'happen’ and the nurses become frustrated
because of lack of control:

"What shall I do, the parent just went on with his critical questions /.../ I had to
follow the doctors' advice”. (Cri2 p. 25)

A parent with extraordinary expectations can influence a nurse to feel very
uncertain and frustrated:

*] just can't meet that parent. She made me feel so crazy”. (Ufd 1 p. 13)

To normalize their own actions in encounters with these parents the nurses talk
about families who require extraordinary expectations conceming nursing care
as troublesome. Sometimes these parents are referred to as knowing "too much’
and being ’too familiar’ with the hospital context. "They are a litle to0
institutionalized” (K ri 1 p. 9). One nurse describes an extraordinary parent in
this way:

H  They aren’t your ordinary family, they aren’t, they aren’t one of the most usual
families we have.

I Inwhat way are they not ordinary?

H  First of all, I think the family becomes special when they have a very ill child.
There are certain demands and they, or the demands, they have a right to certain
things, too, but, well, maybe they're a lile too institutionalized. They know
just a little too much about how things work here.

I Theparents?

H  Yes, the parents become too institutionalized, which can be both good and bad.

If's great that they're here and for them to be involved in the care is a necessity,
but if's, well, sometimes there can be a little too much of the family. (H ri 1p.9)
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The nurses describe this type of parents as the ones who give orders and acts as
superior, in the place of the nurses, and professional authority:

C  They direct things quite a lot, these parents. Of course they’re used to hospital
staff and hospital care. /.../ They are extremely, how should I put it, involved
in the care, almost a little too much. They have a lot of opinions and they
contemplate a lot and they think for themselves and they want to change things.

I Canthey be too involved in the care?

C  Ithink I could be that kind of parent myself. I can understand them in a way,
and it happens a lot with children who have problems like earlier with certain
congenital conditions, that the parents know their child very well and we don’t
know them in the same way. We are knowledgeable about the medical aspects,
but we don’t know them, how they react to certain things. I don’t think, I don’t
think we should say that we always know best when its not a maner of
medical facts. But sometimes it can be hard. (Cri 1 p. 6)

The extraordinary parents, who are often familiar with the hospital and the
wards and claim extreme expectations, are frustrating for the nurses to
encounter. In dealing with such parents their shared knowledge seems to
support actions to put a brake in the parents’ actions and turn them towards a
'right’ involvement in the wards, or to normalize non-actions.

Common Ideas of the Nursing Profession

The overall common idea of the nursing profession among the nurses seem to
be that they are 'working with children’. The nurses also communicate shared
ideas of uniformity and interchangeability.

Children’s Nurse

The most common and all-embracing statement in the nurses’ communication
with each other is that they above all are *working with children and a child’s
interest during a hospitalization’. This implies a professional obligation to take
the children’s perspectives. A common expression among the nurses is that “the
children always come first in our work” (J fd I p. 5). They emphasize that the
main position in their everyday work is to be on the children’s side.
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The nurses refer to their education in pediatric nursing care during which they
dealt with issues such as psychological development, well-being, symptoms,
treatment and the course of diseases in children. In their communications they
also state, at the same time, that to care for babies and small children is also to
take care for parents and involve them during hospitalizations and in changed
life circumstances. As professionals they cannot overlook parents and families,
because “parents are important for the sake of children” (AA ri p. 8).

The nurses also communicate common ideas about limits for parents’
involvement and that conflicts may occur when these limits are overstepped:

"Caring for the children mostly works quite well. When there are sometimes
conflicts in the care on the ward, then they are between parents and nurses. I don'’t
say ifs wrong, because they are naturally protecting their territory”. (U ri 1 p. 16)

Uniformity

The nurses have important collaboration and 'we-relations’ towards each other
as a professional group. As co-existing colleagues the nurses seem to share the
idea of an ideal type of each other — a typification, who acts in the same way in
encounters with parents. “To do the same in situations” (S i 1 p. 12) is highly
valued. This idea appears a strongly emphasized in the pediatric unit.
Relationships between a nurse and a parent appear as subordinated to a we-
relationship among the nurses working at the same ward. The following
illustration is an example of the tendency to refer to the professional group’s
way of acting the normal:

"We [nurses] always do the preparation of surgery in this way. I [this specific
nurse] want to change it a bit, but they [parents]have to get it in the same way
because they all have to know the same things™. (C ri 2 p. 6)

Common arguments for doing the same as colleagues, is that parents will get
confused otherwise:

"It is important that we try to do the same thing. Otherwise parents and children get
very confused if things are not the same in situations”. (Ari 2 p. 16)

By not following shared ideas and views when giving information or arranging
things the nurses’ professional trustworthiness is perceived as threatened.
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However, the nurses are aware that to do the same is impossible. A nurse
comments:

"If you do things differently it is disturbing for the other nurses. But at the same
time it is impossible to do everything in the same way”. (Gril p. 9)

Common ideas concerning the value of imitate colleagues who have more
experience, and "back up each other’ are also expressed:

"We work along the same line. ... We try to back each other up in every way. No
one is better than anyone else, so we can all do things in the right way. Even if
someone has more experience than the others we still try, because then families feel
safer and more secure. And if's better for those of us working with the families if
they can trust us. It is a requirement for us to be able to do a good job. To create a
good relationship both actors have to trust each other”. (K ri 1 p. 16)

The outmost responsibility, however, is regarded as the individual nurse’s:

"I can willingly tell them [the colleagues] how I would act, but they have to do it on

their own, and I don’t take something over which another nurse has started”.
(Srilp. 17)

The nurses describe total agreement about the importance of one another, both
as individuals and as a professional collective, with respect to support and
progress in the practical knowing of encountering parents. A nurse comments
it like: "Sharing experiences is the way we support and learn from each other”
(G ri 1 p. 12). The communication with colleagues in everyday occasions,
during verbal reports or in work groups, confirms and corrects the nurses’
thinking and knowing of routine or problematic situations. There is explicit
consensus that they need this communication to transfer shared experiences and
knowing of how to master parental concerns, and to develop uniformity in
actions. A nurse, in a leadership position, summarize the importance of shared
collective talks;

"Reports about the interplay with parents and families make nurses to leam from the
confirming and correcting dialogues”. (Af1ri1p. 8)

To conclude, it seems vital for the nurses to transfer ideas, experiences and
knowing to each other. They commonly refer to both tacit and outspoken sup-
port and assistance from the nursing collective:

"I manage and like this complex and tough work with parents because of support
and assistance from the other nurses”. ( Kri 1 p. 27)
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Interchangeability

Through the shared idea of 'doing the same in situations’ it is understandable
that the nurses commonly refer to each other as having “interchangeable
positions” (L fd 2 p. 5). Because of different work shifts, working at night,
during the day and all over the pediatric unit, the nurses have to count on
replacement by the nurses they collaborate with. This organization of work
means that the nurses actually are viewed by the nurse manager and themselves
to be interchangeable. Even during work shifts when one nurse is responsible
for caring for a family, the other nurses have to be prepared to replace her so
that she, for example, can be relieved for lunch. When a nurse goes off duty,
another nurse will be able to care for the child and encounter the parents or a
family. The nurses seem to agree about the importance to transfer ’as much
knowing as possible to the nurse colleagues':

"You never know what will happen. That's why we all have to deliver actions of a
similar kind in situations”. (Ari 1 p. 16)

The shared idea of interchangeability seem to be linked with a view of the
identity of the nurse as insignificant. It does not matter which nurse who
encounter which parents. However, the principle of interchangeability requires
organized means to transfer information about children and parents between
the nurses. In the studied unit this was not always done, something which cause
problems:

"She [the mother] wants some special routines to be followed with her child, This
wasn’t in our documentation. It could actually have been written, and then she’d get
irritated. When you'd come to her in the morning, she'd be annoyed and angry and
would complain about it. This had happened at night, and yesterday they didn’t do
things the right way. /.../ I think it's tough. You don’t want to say anything about
your colleague either. Ifs not that easy when you have an encounter when you
haven't cared for them before so as to know exactly what they want. The mother
understood this and also thought it was hard to make demands. Then we wrote
down the routines that she wants for her child so it could be transfarred to all
nurses”. (Tri2 p. 6)

The idea of interchangeability implies, by definition that it is not possible for
parents to request a particular nurse to care for their child. In the studied unit,
the idea of interchangeability was formulated in a document to support nurses
in their encounters with parents.
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All of them [the nurses] have the same knowledge and want to do their best in all
situations. (Report document from the pediatric unit.)

This common shared idea was also made explicit to parents so “parents can feel
safe and get the best of them all” (Af2 ri I p. 6). A nurse manager formulates
the idea of interchangeability:

"... although families are their [nurses] patients, they are residents and we all have
to treat them in the best and similar kind of way, the way the family wants, and be
sensitive to the way they want things to be here with us”. (Af2ri 1 p. 7)
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Discussion, Implications, Conclusion

Discussion

The revealed practical knowing in encounters with parents, as described and
conceptualized in this study, implies some particularly important aspects of
joint care and mutuality, which will be discussed in the sections that follow.
First, issues of joint care and mutuality as socially embedded knowing are
discussed, emphasizing the fact that in order to fulfill the task of involving
parents in the care of a child, the nurse inevitably need to establish a relation-
ship by means of a combined professional and personal stance. This section is
followed by a discussion of the presence of asymmetric relationships origi-
nating in the nurses’ professional authority. Finally, socially shared knowledge
as a basis for confirmation and predictability in a professional group is
discussed.

Joint Care, Mutuality,
and Professional Stances

Nurses in pediatric practice are required to establish professional social
relationships in encounters with parents. Maintaining the sense of parenting
while joining the care of a hospitalized child, prescribes symmetric relation-
ships and mutuality in encounters between nurses and parents. The prospect of
joining each other on a mutual basis has been identified as a central but
problematic issue in this study. Even if mutuality is recognized as an important
condition in order to facilitate parents’ perceptions of being able to take
initiatives and act themselves, the nurses’ actions do not always convey this
message. Although the nurses expressed a wish to support mutuality and par-
ticipation, their actions sometimes announced something else.

One crucial core of professionality is the 'one-sidedness’ caused by a profes-
sional dominance in relationships (Qvarsell & Linden, 1994). By means of
using authoritative and/or committed actions in particular situations, the nurses
in this study mastered the one-sidedness differently. An encounter offers a
number of alternative actions, which, taken together, result in better or worse
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possibilities to attain mutuality. Having defined mutual practice as an
interpersonal structure, where both actors take initiative in order to com-
plement each other in attaining joint care, mutuality between nurses and
parents in a pediatric context is not easy to attain. To reach balance, between
professional knowing and parental knowing, it seems necessary to overcome
the inbuilt asymmetric relationship in the fundamental condition for the
encounter between a nurse and a parent.

According to this study, the nurses’ interpretations of joint care and mutuality
implying the articulation of a nurse-parent relationship, seemed to constitute an
important element in the nurses’ professional stances. Here, the structure of
action styles reveals distinctions in how nurses understand joint care and
mutuality, with respect to relationships with parents. In this sense, the action
styles can be regarded as an outline of differentiated practical knowing in a
variety of situations. An essential question concerns how individual nurses’
professional stances influence skills and perceptions in relation to parental
involvement, realization of joint care, and mutuality, As was shown in the
empirical data, individual nurses’ intentions seemed to differ in terms of
commitment to search for intersubjective understanding vs offering profes-
sional service, i.e. "getting the job done’ by giving information, taking speci-
mens, etc.

Generally speaking a nurse’s task of achieving mutuality and joint care with
parents is doubtless recognized as being both difficult and challenging.
However, a professional position implying dominance and asymmetric
relation-ships with parents, provides certain opportunities and power to
influence the situation. It is significant from this study that asymmetric
relationships arose under particular conditions, where the nurses’ approaches
to involvement differed in terms of reciprocity.

In the assumptive and demanding action styles, characterized by a task oriented
approach, the nurses seemed to ground the conditions for mutuality and
parental involvement unilaterally by means of offering professional duties.
Predetermined routines and skills were expected to involve mutuality in the
sense of mutual goals, e.g. a healthy child, rather than involvement in means to
reach the goal. In these situations moral obligations were referred to and see-
med to evoke feelings that one "ought’ to carry out certain actions and that one
needed permission from colleagues and management to act otherwise. Further,
lack of adequate time, to fulfill all expected duties, was a commonly used
explanation given by the nurses when reflecting upon restricted social actions.
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Here, the notion of professional duties comprised in carrying out certain
activities as a professional expert, by means of norms, directives and standards
within the hospital context, seemed crucial.

On the other hand, in situations where the nurses acted in a reciprocal way
through sensitively trying to find out ’how the land lies’, their actions were
oriented to learn to know a parent as a person. The eliciting and collaborating
action styles comprise an approach, which are both task oriented in carrying
out actions, and parent oriented involving personal informal social talks. In
these situations, the nurses explicitly expressed that they wanted and had to
carry out certain actions in accordance with a parent’s wishes, opinions, and
knowing. Here, the nurses’ professional stance seemed to include a personal
commitment with a conscious use of individual time and choice of actions with
the parent/s in focus.

In this study the nurses’ professional stance seemed to permit divergent
practices for conducting joint care and mutuality, covering ’authoritarian
professionalism’ as well as ’committed professionalism’. When acting accor-
ding to a committed professionalism, the nurses seemed to regard themselves
as problem-solvers from the perspective of the parents, rather than from
general professional duties. Further, committed actions seemed to involve a
sense of meanings in the actions that directed nurses to transform and develop
skills from thoughtfully weighed and reflected experiences of parental
involvement. Actions interpreted as based on committed professionalism seem
to constitute a base for empowering processes and guided participation.

Asymmetric Relationships

Policy documents, directing professional activities in the studied pediatric
context, emphasize concordance in caring practice. These documents state that
the professional orientation towards parents shall be grounded on an
egalitarian basis. Parents are expected to participate by taking initiative, by
performing basic care of their children, by participating in preparation of
treatments, and by sometimes also performing rather advanced technical tasks
in their children’s care. The official policy for involving parents thus makes
explicit that although the nurses are to establish an egalitarian relationship with
parents, it is the nurses themselves who have the ultimate responsibility for the
care,
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This policy leaves the nurses to deal with inevitable asymmetric relationships
with parents. Most of the nurses in this study expected themselves to be aware
of and to keep a balance of power in the encounters. They regarded this as an
obvious consequence of the fact that they were familiar with the hospital
context and that they had professional knowledge of pediatric nursing. In line
with what has been said, asymmetric relationships between nurses and parents
thus was recognized and legitimated by the nurses, and by the hospital policy
for nursing care and by patients.

The nurses in this study, when referring to all nurses ’doing the same thing'
with respect to parents, emphasized the importance of maintaining "uniformity’
and interchangeability between themselves and their colleagues. This view,
interpreted as shared thinking in the group, and verbalized in the nurses’ use of
the term “we” as a collective concept for their professional group, was fre-
quently found in phrases such as, for example, “we always do it this way”. The
support within the group of nurses thus seemed to be an important contextual
factor which, in addition to the ones mentioned earlier, may be regarded as
influencing the professional power in particular situations

When the nurses perceived a need to defend their professional context, or
when they wanted to act as advocates for children, parents or even colleagues,
they found themselves in more or less open troublesome and challenging
situations with respect to how they should deal with the asymmetric
relationship between themselves and the parents. In the structure of action
styles, three kinds of actions are suggested: organizing actions, complying
actions and enabling actions. These will be discussed below from the
perspective of keeping a power balance in encounter situations.

Keeping a Balance of Power by Means of
Actions

Organizing Actions

In the first kind of actions the nurses in this study seemed to facilitate a balance
of power by "organizing the care’ in a way that assumed parental involvement.
Behind these actions, there is an expectation that parents will take the initiative
to further social engagements and interaction if the nurses invite them to do so
and confirm that they are available as professionals.
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The consequences of this kind of professional dominance, in this study charac-
terized by actions in the assumptive style, can be proposed as creating a space
of 'freedom for parental engagement in order to prevent parents from
remaining uninvolved during the hospitalization of their child. This organized
'freedom’ in the encounters can be used as an arena for parents’ own actions to
join in the care. However, such spaces of freedom may also cause parents to
feel deserted in a hospital context. Ultimately, the consequences of organized
arenas of freedom for the parents to act are likely to depend on nurses’ and
parents’ determination of conditions in subsequent encounters and interactions.

Complying Actions

A second kind of actions, in keeping the balance of power within the
professional dominance, is recognized in the demanding action style where the
nurses take initiative by means of an authoritarian professional dominance,
with active accommodation of parents into situational contexts and hospital life.
Here, the nurses acted as professional superiors through in-order-to motives to
control and assimilate parents by ’looking after them’. Such actions may
confirm parents’ wishes to participate in the care and the nurses in the study
referred to them as means to balance their power in the relationships by
facilitating assimilation of parents into the hospital context.

However, this participation and involvement in the care is based on the nurses’
conditions. It is possible that some parents are content when supervised by
nurses’ controlling directions. But, there are situations in this study where the
nurses had to act in an explicit authoritarian way to obtain parental
compliance. In their reflections the nurses referred to these actions as used in
situations where “the professional authority gives me the power to tell what is
best” (Qrilp. 7).

In these situations, accommodation of parents seemed to be identical with
'compliance’. Compliance’, in this study concerns a view of parental adap-
tation in relation to control and authorized power conducted by the nurses in
order to reinforce a professional view of what is the right and the best way of
mastering a situation. In this study, accommodation and compliance seemed to
be attained by allowing parents to undertake a vital role of comforting and

5 The concept of compliance is defined in medical research as to what extension a patient’s behavior is in accor-
dance with medical ordinations, referring to medication as well as way of life. Research of compliance from
this perspective is extensive but is not particularly referred to here (for example Richt, 1992).
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supporting their children provided they were willing to be taught by the nurses
about their child’s care.

From the nurses’ horizons the relationships within complying actions can be
discussed as aiming at information and instruction without coming too close to
parents in terms of sharing their meanings and wishes. From the nurses’
perspective, it was obvious that professional knowledge and expertize was
superior to parental expertise in institutionalized joint care. One may question
whether such forcing and restricted actions contribute to parents’ feelings of
security in their parental role, or if they bring about discouragement and
uneasiness.

The organization of parental presence by positioning them in a situation that
demands compliance is similar to models of self-care in health and health
promotion as presented in literature (Orem, 1985). Such models have exten-
sively influenced health and nursing care as they, as collaborative models, are
expected to reduce hospitalization costs and shorten length of stay. By means of
routinized instructions and preparation of specific care, the philosophy of self-
care acknowledges technical skills under the assumption that clients want
control over things. However, criticism has been directed at this kind of self-
care and models of involvement by complying actions (Leininger, 1991, 1992;
Katim, 1995), because these actions do not account for either contextual or
cultural differences. Further, as these models are largely directed towards
patients as individuals, they do not, encourage a family orientated practice.
Nor do these models acknowledge an interactionistic approach where learning
to know one another’s wishes, opinions and experiences need to be articulated.

In this study, the nurses confirmed an authoritarian position by referring to
their professional superiority. According to Parmee (1995), compliance based
on a professional superiority occurs through a medical mode of ’paternalism’.
Wikander (1995) describes nurses’ paternalistic actions towards parents in hos-
pital care as being partly a response to parents’ expectations in a situation
where nurses take over the responsibility by doing things and giving advice to
worried parents. Also Neill (1996) has noticed communication of a
*paternalistic nature’ on the part of the professionals in pediatric contexts. In
addition, Taylor, Pickens and Geden (1989) have described authoritarian in-
structions, involving consequences and control by means of locking after, as
being “weak paternalism” (p. 50). These authors propose the concept of weak
paternalism to be replaced by 'maternalism’, as being more appropriate in a
nursing context. In this study, situations where actions can be looked upon as
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being maternalistic appeared when the nurses encountered parents in order ’to
look after them’ and to instruct them as performers of tasks as useful and
competent parents. Although it may be regarded as necessary for the nurses to
expect parents to help themselves in order to decrease their workload, there
may also be risks with this approach. For example, Halldorsdottir (1996) has
argued that it is important not to ignore nurses’ maternalistic tendencies to
control situations by putting themselves in a position of being responsible.
Instead she suggests showing superiority, in terms of practical knowing, as
more likely to improve nursing care (Halldorsdottir, 1996).

Enabling Actions

A third kind of actions in keeping the balance of power within the professional
dominance was used within the eliciting action style. Here, the nurse acted as a
facilitator to involve parents. By actively trying to associate a parent with the
situation, by "checking the lay of the land”, using informal social talks, as
continuous "waterdrops’, the nurses encouraged parents to take part in the care
of the child and to take their own initiatives. This kind of eliciting and enabling
actions was also recognized to prepare for the collaborating action style.

In the context of children's hospitalization, the key element in a nurse-parent-
relationship is likely to be the idea that parents are capable of assessing their
own needs and the needs of their young children. Acknowledging parents as
being experts on their own way of living, i.e. circumstances, aspirations, and
requirements, may sound as an obvious policy in strategies for involving
parents in the care of their children. Mutuality and intersubjective under-
standing from the nurses’ perspective were revealed in this study as being
strengthened by the use of inter-active reflections. Such interreflections for
enabling and collaborating can be regarded as a kind of ’'social negotiations’
(Morse, 1991; Scannell, 1993; Kramer & Messick, 1995).

Morse (1991) argues that a process of negotiations in nurses’ relationships with
patients is connected with a degree of commitment towards each other.
Furthermore, negotiations are suggested as important in empowering processes
(Cochran, 1992; Connely et al., 1993; Stderbiick, 1996). By social negotiations
a nurse can approximate the equality and cooperate in joint care of a child to
give the parent/s an important position. In such encounter situations the nurse
acts more as a resource mobilizer. According to Messick and Kramer (1995)
everyday realities and emotions in institutionalized contexts are recognized as
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mediators in negotiations and have impact on actions. The ways different
participators in an encounter are affectively committed towards each other
trace negotiations. To keep a power balance through negotiations, in
asymmetric relationships, is likely to fluctuate over time depending on parents
varying amount of information and skills.

The nurses’ use of enabling actions in this study was mostly linked with a
holistic family oriented perspective of pediatric care. Such a perspective is in
accordance with the ecological theory for human development, proposed by
Bronfenbrenner (1979, 1989) and used in family cenetered care approaches
and models. Also assumptions derived from humanistic nursing knowledge set
forth by Watson (1988) and Kim (1983, 1987, 1994, 1998), and dynamic
views of a context as proposed by Hartrick (1995, 1998) is in line with this
approach in encounters.

A holistic perspective on the part of the nurses involves actions to guide
parents’ self-awareness and self-helping as well as promoting their resources.
The professional role on this explicitly intersubjective level, is that of
'moderator’.

Enabling actions as a way to establish power balance, correspond with Larner,
Halpern and Harkavy’s (1992) description of how social workers use trans-
mitting actions which are responsive to a family’s wants and preferences.
According to Lamer et al., such actions can be described along five
dimensions. The first dimension concerns the balance between nurturing and
guiding. The second dimension concerns the amount of time and attention
devoted to families' and children’s basic needs and personal adjustment. The
third dimension is related to the dynamic balance between 'doing for' and
enabling. The fourth dimension concerns support and practical help so as to
create conditions that will permit parents to risk new ways of thinking, coping,
and relating to others. Finally, the fifth dimension concerns parents’
willingness to be empowered and to take responsibility for their involvement.

It is essential to have in mind that in this study the parental perspective is not
investigated. The focus is limited to nurses’ dealing with and mastering
parental involvement. The parents can of course only evaluate their expe-
riences of the nurses’ actions themselves. However, it is likely to believe that if
parents are forced into mutuality and collaboration, and if they are unable to
handle the situation, disempowering barriers will probably emerge. There may
be parents for whom certain circumstances mean that both time and consi-
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derable repair work are required before eliciting their own resources becomes
an option.

Someatimes strengths must be built in before they can be built on, (Lamer et al. 1992
p- 253)

In a relationship, inevitably based on professional dominance, actions oriented
towards organization, compliance and enabling were used in the purpose of
attuning parents to joint care in the hospital context. Considering the location
of these strategies in the conceptualized structure of action styles, they can be
used one by one or in combination in order to meet difficulties caused by the
a-symmetric relationship between nurses and parents. When successfully used,
parental involvement on professional as well as parental conditions probably
will occur. However, this study has shown that the step from a general policy
how to perform parental involvement into encounter situations is a difficult
one. In order to initiate parental involvement, practical knowing about how to
empower parents, how to recognize and encourage cultural and contextual
issues and how to negotiate, is probably essential. According to Smeltzer
(1991) nurses cannot attend encounters in hospital care or make any decisions
without using negotiation. Smeltzer suggests minimized time of hospitalization,
active participation in the care and nurses’ availability as imperative to skills of
negotiation. How nurses negotiate for clarification and agreement in different
situations, when there is a stress on involvement and joint care certainly
requires further research. Here, a contextual perspective is essential since the
level of sociality vary (Messick & Kramer, 1995).

Socially Shared Knowledge
in a Professional Group

When investigating the nurses’ actions, in their mastering of encounters in
different situations, it was obvious that certain ideas and beliefs of parents and
of their professional position towards parents were shared and could be
regarded as a particular dimension in the nurses’ ‘language of practice’.
Considering these common themes in the nurses’ reflections, it was assumed
that this shared knowledge had developed in this particular professional group
and their common professional context. The shared views, arguments, and
knowledge can be regarded as a social ’cement’, which maintained a sense of
professional belonging among the nurses. In both routinized and problematic
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encounters, collective ideas and beliefs seemed to bridge normative directives
in policy documents, regulations and other information into the nurses’
practical knowing. This way of looking at the complexity of practical knowing
in a certain context is somewhat intricate. If shared knowledge means that the
nurses carried out actions that were taken-for-granted in the particular context,
they participated in a dynamic, collective process of interpreting and
communicating conditions and meanings. Accordingly the nurses’ ideas of
acting in a moderate 'right way’, delivering duties, or becoming committed
and engaged in the relationships with parents, might be recognized as a
collective dimension in the nurses’ practical knowing. As such, it might have
the function of sustaining collective agreements inside the professional group,
i.e. by dissociating contradictive information from outside the group.

This study has indicated that practical knowing, as delivered by individual
nurses, and collectively shared ideas of how to approach parents and how to
perform nursing care may mirror one another. The complementing per-
spectives have pointed at a dynamic perspective of practical knowing in a
pediatric field. This perspective implies that directives and regulations for a
nursing practice are received and interpreted not only by individual nurses, but
also at a group level. The fact that everyday practical knowing is socially
constructed, through processes of transforming and conventionalizing
knowledge, is not always taken into consideration. Although this study did not
primarily look for collective dimensions in the nurses’ encounters with
parents, the importance of shared professional knowledge in the nurses’ actions
and reflections seemed clear.

Encounters as Pedagogical Situations

Encounter situations can be looked upon as constituting more or less obvious
pedagogical arenas. Combinations of clear and distinct information,
instructions and hidden agendas, emanating from directives and artifacts guide
nurses’ actions in everyday practice. Pedagogical processes in practical
situations outside explicit educational settings, has been suggested to be implicit
and ’immanent (Odman, 1995). According to Odman, institutionalized con-
texts are likely to mediate such immanent pedagogy. When nurses enter into
various encounters with parents and families,the situation can be looked upon
as such an implicit pedagogical context.
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The encounter situations are never the same, as child-patients, their families,
social conditions, time and space change. In other words, nurses’ professional
conditions include variation and unanticipated situations, which requires an
ability to pay attention to hidden alternatives and possibilities. It is likely that
explicit and implicit pedagogical ideas transform intentions regarding how to
approach parents and families in a relevant manner. Included in these
considerations, a nurse also has to clarify what should be achieved in the en-
counter. In this study I have suggested a distinction between authoritarian and
committed professional stances. These two approaches seemed to imply
different pedagogical strategies. Using my conceptualization in the structure of
action styles, two qualitatively different pedagogical principles are suggested.
One principle emphasizes adaptation and accommodation of parents and
families to task oriented circumstances at the wards. The other principle
stresses parents and their resources and wishes. This implies eliciting and
enabling actions in order to establish collaboration with parents. Here, a more
explicit parent orientation in the nurses’ actions was found.

These approaches may be regarded as two ways of socializing parents in
hospital contexts. Hellesnes (1975) has suggested two models for socialization
in pedagogical settings, which seem to be relevant here. According to Hellesnes
one can distinguish between socialization characterized by adaptation and
socialization characterized by framing. 'Adaptive socialization’ is described as
taking place within a passive structure without any consciousness as to what is
going on. A ’'framing socialization’ on the other hand is suggested as taking
place within a structure, which pays attention to the process of socialization
and actively tries to influence it by encouraging the individual's own position
in the situation. In this study the task-oriented approach can be looked upon as
an element in the adaptive model for socialization, while the parent-oriented
approach rather belongs to the framing model. When socializing parents into a
hospital context the adaptation — framing approaches can be thought of as
pedagogical strategies for involving parents, where intentions, goals to achieve
and how to set limits are at hand. If one looks at the encounter situation as a
context for socialization of parents, the nurse has a professional responsibility
to ‘educate’ the parent. However, apart from giving instructions and
information, she also has to create an atmosphere, which facilitates the process
of increasing the parent’s sense of involvement. It goes without saying that a
varied repertoire of actions in combination with a reflected awareness of the
totality in her task, are necessary requirements in this mission.
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Implications

Nursing Practice

Although it is beyond the aim of this study to outline how to improve nurses’
practical knowing in encountering parents, some comments will be made. It
was interesting to note that the nurses who participated in the study reported
that prior to the reflective interviews they had never reflected in a detailed
way about their actions in encounters with parents. But through these
reflections they seemed to attain new discoveries concerning limitations and
opportunities in their professional practical knowing.

However, the conceptualization of nurses’ practical knowing in encounters with
parents, by means of the structure of different action styles, is derived from
observations and reflective interviews. Even if the nurses’ actions were
unconscious and unreflected, they have contributed to the description of a rich
and complex practice. The study thus verifies that unconscious actions do not
mean lack of individual capabilities. Rather, it illustrates and articulate tacit
knowledge as individual, unconscious capabilities, applied in familiar contexts
(Polany, 1958; Lincoln & Guba, 1985; Molander, 1993)

The unconscious character, from the murses’ perspective, of the practical
knowing in encounters requires more attention. This study has shed light on
some of this taken for granted knowledge, for example that the nurses embrace
an idea of the existence of a right kind and level of involving parents. Practical
knowing, as it is carried out by individual nurses, is rarely articulated in the
public professional contexts. Undoubtedly, in order to become verbalized and
developed, experiences need to be reflected upon.

There are several examples in the results of this study that uncover elements in
the nurses’ practical knowing, which have not been described earlier, for
example, the importance of non-verbal communication. Another example is
that although the nurses said that theoretically they knew that parents cope best
with uncertainty by receiving encouraging support, they continued to leave
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them on their own. Or they automatically drew their attention away from a
situation that could be emotionally trying. In still other situations, the nurses
tendencies to use their embodied knowing by marking a bodily subordination
to parents by squatting down beside them was interpreted as a way of de-
creasing their professional dominance. It was also shown that by using the
informal parental orientation, such as social talk, use of humor, and placement
of their body, the nurses expressed their perceptions of the parents and of what
they found relevant in situations.

According to van Manen (1991a, b) flexibility and spontaneity within a tactful
structure can complement formal knowledge in practice. For example when
showing encouragement this has to be done with a certain sensitivity for the
other’s need, and can be regarded as a matter of acting thoughtfully, A
conscious use of reflected thoughtfulness is likely to increase knowledge about
what is needed in terms of skills in encounters,

It seems important to develop nurses’ ability to reflect upon what a particular
parent needs in terms of encouragement, support advice or comfort, and to
explicitly regard this as an essential professional skill. Reflection on actions,
and entire situations, can enable practitioners to become more aware of what
they pay attention to in a situation (Schin, 1983; Boud, Koegh, & Walker,
1985; van Manen, 1991a). By means of a conscious pedagogical perspective of
nurses’ mastering of encounters with parents, a reflective practice can be
developed within the context of a nursing practice.

Nursing Education

The implications for practice, derived from experiences in this study which
emphasize social skills and abilities to meet various situations, are also valid
with respect to nursing education. In this sense the understanding of a
professional practice, advanced by this study, challenges assumptions of static,
universal knowledge as a basis for successful nursing practice. According to
what has been repeatedly observed in this study, the ability to establish
relationship with families is of great importance in order to attain parental
involvement and participation.

Here, the conceptualized structure of action styles can be utilized in nursing
education to make explicit a variety of actions in relation to a broad collection
of concrete situations.
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By increasing the nursing student’s awareness of slightly different nuances into
social actions, their insights in possible versions of professional stances can be
trained, as can their understanding of problems linked with professional
dominance. Obviously, the articulation of social phenomena in encounters
requires a language of practice in order to achieve awareness in situations.
However, abstract concepts can never adequately describe the complexity in
patterns of actions and qualitative distinctions between them. Learning and
developing skills to involve parents require an educational context which
recognizes the importance of experiential learning where various forms of
sociality, e.g. distancing, intrusive, disruptive or enabling can be trained and
reflected upon (Boud et al., 1985). Apart from sociality in this sense, the study
has pointed at social skills, in terms of being able to interact and negotiate with
parents, as important. Using a combination of training, these skills in practical
contexts and conscious reflections on what was done in relation to what could
have been done is likely to stimulate development of nursing students’
professional skills.

To sum up, this study has made the complexity and variation in nurses’
practical knowing in encounters with parents visible and within reach for
students and educators to use in the process of developing nursing skills,
Conscious reflections, based on a ’socio-nursing’ approach, highlighting the
two dimensions as inter-dependent, and focusing on students concrete
experiences from the field of practice, seems to be a strategy to prefer. When
considering the fact that nurses’ practical knowing in the organization of
today’s health care face decreasing resources, particularly in terms of time, it
seems more important than ever to consider, question, and develop educational
practice for learning to develop social dimensions in nursing knowledge.
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Quality and Transferability

In previous chapters (p. 55 and 107), issues of trustworthiness in relation to
data production and analysis and interpretation procedures have been
commented upon. Here, some questions concerning quality and transferability
in relation to the study are brought up and discussed. According to Larsson
(1993), criteria of quality in qualitative studies emphasize consciousness of
perspective, richness of meaning in the result, and contribution to theory.

The study was based on a conscious epistemological perspective, which
directed the development of a theoretical perspective and methodological
approach. Accordingly, the fundamental view on nurses’ practical knowing in
encounters with parents, has been that it is a dynamic, complex, and social
phenomenon. The theoretical perspective was based on this view and offered
specific con-cepts, which were used as tools in the interpretation procedures.
The methods, following a naturalistic approach, have been chosen in order to
get as much information as possible by being as close to the concrete
encounters as possible in the production of data.

Richness of meaning concerns whether a study provides results which can
originate new meaning of the studied phenomenon (Larsson, 1993). In this
study, identification, verification, refinement and differentiation of the data
provided a richness of meaning in the sense that it revealed a substantial
description of elaborated content in nurses’ actions and reflections on actions.
Such development of identified, differentiating concepts as was carried out in
this study, has been suggested as pivotal for theory development of everyday
nursing practice (Kim, 1992, 1994, 1998).

A critical issue in empirical studies is whether the findings are transferable to
other situations and persons than the ones that have been studied. Here, it
concerns whether the findings of action styles would have similar, even if not
identical, meanings, relevance, and significance in other contexts (Lincoln &
Guba, 1985). The restriction to a specific group of nurses and the limited
context in this study has made it possible to intensify the focus and search for
understanding and conceptualizing encounters in a specific, limited everyday
pediatric practice. The question whether the results are transferable to other
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similar situations and contexts or not, is still relevant but was not of primary
interest in the study. However, encounters with parents in hospital settings are
usually organized in similar ways and according to similar intentions.
Although specific ideological and normative goals might vary between
pediatric wards, as do the specifics of pediatric patients and their parents, the
overall goal in pediatric units is essentially the same — to care for hospitalized
children.

The overall goal of involvement and participation in hospital care might mean
that what has been presented here, may have bearing on other groups of
nurses, in other contexts pertinent to the subject of encountering relatives of
hospitalized children or adults, emphasizing involvement and participation,
(see e.g. Andershed, 1998). Nevertheless, further research is necessary to
develop and confirm the results in this study.

Conclusion

In the overall aim of this thesis I promised to provide insights into nurses’
mastering of encounters with parents in pediatric hospital care. The study has
explored nurses’ socially and professionally embedded stocks of knowledge by
analyzing and interpreting their practical knowing as revealed in encounters
through actions and reflections. As has been shown in this study the nurses’
practical knowing was delivered through actions, which could not be
understood simply as applied thoughts and wishes but were based on
experiences, habits, claims, expectations, motivations and intentions in
situations limited by time and space and influenced by the involved actors.

A description of a structure of four action styles has been conceptualized,
which provides the results of the study in a summarized form. These action
styles were identified in all types of the defined situations, i.e. those associated
with entrance to or leaving the wards, taking specimens, treatments and
general and specific nursing care, Furthermore, they were identified in all
situations regardless of the children’s kinds of illness or time and space limits.

It has not been easy to find a language that communicates complex, inter-
connected and multifaceted actions. The conceptualized action styles constitute
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the result of a systematic, stepwise procedure of interpretations of data, based
on individual nurses’ actions and reflections. However, the data also formed a
'pool’ of information about the potentiality of actions and their perceived
meanings at a group level. The conceptualized action styles can be looked upon
as a “language of professional practice” for the studied group, which goes
beyond individual nurses’ performance of activities.

The identification of some themes in the nurses’ socially shared knowledge
about parents and of their profession gave the conceptualization of action styles
a social quality, specific for the particular context in which they were derived.
As the nurses expected parents to be involved in the hospital care and daily life
at the ward, their actions were intended to affect them in some way. This
mutual dependency between nurses and parents, seemed mostly to be taken for
granted in the everyday practice, but was carried out differently in the
encounters. A certain aspect of quality in the nurse-parentrelationship, con-
cerned the nurses’ ’in-order-to motives and intentions’, and ’because-of’
responses to parents.

Further, ’joint care’, with nurse - parent as caregivers, seemed to be a chal-
lenge in the sense that it was built upon an unavoidable asymmetric
relationship. The nurses’ position was by definition stronger than the parents
position, due to the former’s professional status and familiarity with the
context. The nurses in this study exhibited different action strategies to
overcome this and to achieve balance between their own and the parents. An
important dimension in the nurses’ actions was their striving to perform just
right actions (in Swedish 'lagom’) to get parents involved. This idea seemed to
be based on a common view of the existence of a *correct’ norm for what to do
in a certain situation. However, since they also realized that they could never
recognize what was ’just right’, reflections on what was the right moderate
actions were frequent among the nurses as was the search for right moderate
actions,

The major theme for this study has been a concern with what kind of practical
knowing the nurses delivered in their encounters with parents, and how this
can be understood and described. The results of this study indicate clearly that
nurses’ practical knowing in encounter situations is closely related to social
dimensions. The assumptive, demanding, eliciting and collaborating styles
represent four professional approaches, all with the explicit intention of
involving parents, but with different outlines for how to integrate social and
professional dimensions.
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Further Research

The expressions of actions in different styles, and their intertwining within an
institutional context, leave a number of themes that constitute topics for
interesting further research. It would be of interest to study more syste-
matically the conceptualization within the structure of action styles for sub-
stantiation, differentiation, and validation, both in similar pediatric contexts
and in other institutional contexts. Other practices, differing from the pediatric
unit studied here, could probably develop detailed and complete descriptions of
encounters with family-members, both in institutionalized contexts and in
professionals’ visits in home-based care. It would, in addition, be of interest to
study more systematically the ways in which an action style in particular
situations is contextualized as belonging to typifications of diseases, chronic or
acute conditions, or personalized as connected with individual stocks of
knowledge in social skills. The significance of negotiation skills by profes-
sionals also requires research in order to attain conscious, open-minded atten-
tion to these actions when encountering clients.

For contextual purposes, transcultural comparisons would be of great interest
with respect to further research. A significant finding in this study is that
enabling actions are probably cultural bound, both country-wide, and as
regards towns versus rural areas and different social classes. Actions, which
enable involvement of parents and families, need to be further investigated in a
cultural and contextual perspective, both as in various Swedish institutional
contexts, and with respect to cultures of institutional care of children and their
families, and of adults and their relatives, in different countries. It is well
known that a western view of encounters as an event between individuals is not
valid in other cultures. Communal living is wide-spread in a large part of our
world (Leininger, 1991, 1992).

In Southern African cultures for example, where the community as an exten-
ded family plays a major role, the rights of the individual must be weighed
against the benefits they bring to the community at large. Here,’communitarian
role’ of extended families influences the interaction with all kinds of insti-
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tutions in a society (Chachine, 1999). The nature of relationships between
individuals thus depend on values and aspirations of the people in a particular
culture and society. Obtaining knowledge about transcultural professional
action styles in everyday nursing practices would be an important goal for a
future research project.

Shared practical knowing, as associated with social representations in the
nurses’ practice appeared in this study. What such common everyday practical
knowing in a group contains, and what ideas and beliefs about family members
means for nurses’ everyday work and practice, requires more systematic
inquires in order to develop advanced knowledge about context-bound social
actions. Such studies would be valuable contributors to understanding of social
construction and distribution of action styles in different professional practices.

My inquiry aimed at examining professional nurses their encounters with
parents. Nevertheless, the perspective of joint care and mutuality is of interest
also for other actors in institutionalized practices. Research on being parents or
relatives of hospitalized persons, or persons receiving home-based care, is still
lacking. Further, the ways in which children and adolescents experience joint
care with professionals and parents would be interesting perspectives for
future studies. Working in teams where professionals and family-members are
mixed also raises important research questions, particularly as advanced care
to an increasing extent is provided at home.

A Final Remark

The conceptualization of nurses’ action styles in their everyday pediatric
practice has shed light on hidden and taken for granted relationships in a
specific institutionalized context. It is my sincere hope that the present work
will contribute to an enhanced interest and a better understanding of the ’small
things that matter’ in everyday nursing practice.
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Appendix

Appendix
The nurses’ forms of action styles in encounters with parents are generated

from186 situations over a year (1995).

These situations have divergent duration from 2 minutes unto 2 hours 10 min.
Some situations are overlapping and went on in continuing series.

The delivering of action styles was by;

- the assumptive style in 42 situations, dividing up as;
with an acquiescent orientation in 12 situations
with an evasive orientation in 6 situations
with both acquiescent and evasive in 6 situations,
with a resolute orientation in 13 situations

with both evasive and resolute in 5 situations.

- the demanding style in 61 situations, dividing up as;
with a confirming orientation 41 situations
with a forcing orientation 20 situations

- the eliciting style in 54 situations and

- the collaborating style in 29 situations.
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