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characteristics. During my analysis of the patient-nurse interactions I also discovered patterns of
relational energy that characterized the patient-nurse interactions.

Figure 3 depicts the themes, sub-themes, defining characteristics, and relation energy
pattern found in patient-nurse interactions. A solid arrow on the left of each theme represents
equal partnership and energy balance in a nurse-patient relationship. In the middle, the dotted
arrow represents unidirectional relational power and energy imbalance from nurse to patient.
The dotted arrow to the far right depicts the patient’s relational energy directed by the patient
toward the nurse to try and accommodate the power asymmetry (see Figure 3 below).

Figure 3. Themes, Sub-themes, Defining Characteristics

Some of the nurses that the subjects encountered provided exceptional care, were
knowledgeable, competent, and attentive, and had highly developed relational skills that
engendered connectedness (Defrino, 2009). They embodied “everyday ethical comportment” that
was respectful, supportive, and patient-centered (Benner, Tanner, & Chesla, 2009). The

relational energy these nurses developed with their patients was synergistic, empowering, and
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necessary for healing (Halldorsdottir, 2012; Watson, 2008). The conjunction of all of these
positive characteristics indicated that the nurses in question made caring for their patients their
primary objective.

The participants also had to deal with uncaring nurses who were relationally distant,
incompetent, insensitive, and untrustworthy, similar to what was found in the works of Wiman &
Wikblad (2004) and Doane & Varcoe (2007). In addition, the relational energy between patient
and nurse was unidirectional in such cases: care was done fo the patient and not with the patient
in mutuality. This kind of energy elicited relational indifference or distress in the participants.

According to Halldorsdottir (2008), personhood thrives when patient-nurse interaction is
characterized by mutual acceptance that allows both persons to retain their dignity, agency, and
self-worth. The participants’ accounts of their experiences indicated that some nurses did a better
job than others of fostering their patients’ sense of personhood. Nurses who were able to
neutralize power asymmetry in their dealings with patients created spaces where personhood
remained intact (Delmar, 2012). In these situations, they treated their patients as full partners in
care planning, allowing them the opportunity to voice concerns and influence outcomes. The
resulting balance of relational energy facilitated this process.

Conversely, when nurses tried to exert control, their patients became distressed. The
relational energy flowed from the patients’ attempts to overcome the domination. Those
participants who adopted acquiescent strategies, such as being good or remaining silent, were
able to manage stress and protect their sense of personhood.

In this description of themes and sub-themes, the phenomenon of maintaining
personhood overlaps at times with the phenomenon of experiencing caring. For example, a

caring nurse will be sensitive to the use of relational power as a means of helping a patient
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maintain personhood, whereas an uncaring nurse will use power over a patient to expedite care.

I should mention here that my understanding of relational power derives from Chinn and Falk-
Rafael’s (2015) definition of power, namely, “Power is the energy from which human action and
interaction arises” (p. 64). The social nature of patient-nurse interactions compels an additional
analysis of relational energy to define more precisely the themes and sub-themes in the meaning
of these interactions.

The following results present all of the themes and sub-themes I derived from my
analysis of the data, along with supporting excerpts from the interviews. I cite references from
the literature in order to situate the findings in both the nursing world and the larger world of
today’s health care system. Finally, I offer personal observations from my experience as a nurse
and as a nurse educator as a commentary on the findings.

Results

Experiencing caring/uncaring. Caring is one of the foundational values of professional
nursing. Ideally, the “everyday ethical comportment” of a practicing nurse will demonstrate the
“primacy of caring” (Benner, Tanner, & Chesla, 2009, p. 279). Although the concept of caring
has many definitions, most practitioners would agree that it includes the following
characteristics:

alleviation of vulnerability, promotion of growth and health, the facilitation of comfort and
dignity, or a good and peaceful death, mutual realization, and the preservation and extension
of human possibilities in a person, a community, a family, or a tradition. (Benner et al., 2009,

p. 280).
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When experienced nurses give primacy to caring, their everyday practice is characterized by an
ethical comportment that cherishes respect and patient-centeredness and thereby promotes true
healing (Benner et al., 2009).

Several researchers have contributed to the health care profession’s understanding of
caring by examining the patient’s perception of patient-nurse interactions. From the patient’s
perspective, good nurses embody genuine concern, competence, wisdom, attentiveness,
communication, and connectedness (Halldorsddottir, 2012). Patient—nurse interactions have the
capacity to affect healthy outcomes through empowerment, the reduction of stress (Doane
&Varcoe, 2007), and the activation of a protective immune system that can be “life-giving”
(Halldorsddottir, 2008, p. 646). Conversely, patients perceive uncaring nurses to be relationally
distant, incompetent, insensitive, and untrustworthy (Wiman & Wikblad, 2004; Doane & Varcoe,
2007). The participants in my study recounted experiences of both caring and uncaring nurses.

Caring held in primacy. Bertha — “Whatever I needed, they were there.” Bertha was a
sixty-eight-year old retired dental hygienist who continued to do work for the county dental
program. Bertha was effervescent and was a joy to interview. She had been lucky. She was
diagnosed with uterine cancer, underwent a hysterectomy, and was pronounced cancer-free
without the need for further treatment. When I asked her if she could recall a time when a nurse
had provided exceptionally good care, she responded as follows:

Whatever I needed they were there—but really I didn't need that much. But they were
always right there when I needed something . . . the nurses were very attentive, I didn't
have any problems at all with their care . . . no, no if I called them, they came quickly
(Interview with Bertha, 18, November, 2014).

As a nurse and nurse educator, I found this anecdote encouraging, although I wondered
whether Bertha’s account might have been overly positive because she was still feeling euphoric

from her reprieve from cancer. I also thought she might simply be telling me what she thought I
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wanted to hear. However, Bertha was not alone in her assessment. Of the 7 participants, 6 used
“attentive” to describe nurses with whom they had had positive encounters, which confirms that
their nurses’ attentiveness had been meaningful to them.

Ann, a former elementary school principal, was more serious in nature than Bertha. She
had been hospitalized due to suspected cancer and had undergone a uterine biopsy. Ann seemed
to have given the interview considerable thought before we met. She chose her words carefully.
When I asked her the same question—"“Can you recall one moment with a nurse that was
exceptionally good?”—I received a thorough response:

The first thing that happened with the nurse was she said ‘Now I am going to go back and
get you some warm blankets, because it is chilly here and they won't be back to get you
for about 30 minutes.’ So that was a kindness that, you know, it just made you feel very
comfortable, and then when she came back she just made . . . you would call it small talk
.. . except that it was particular to you. Asked what I retired from—hobbies, children—
and I am certain she could have found some of that information off the chart, but it was a
conscientious effort or a conscious effort to make certain that I was relaxed. However
embedded in all that were the questions that made sure you knew exactly what was going
to happen—*‘Will you please tell me your address and telephone number again?’—and to
make sure there wasn't anything out of sorts that would cause problems with the
procedure (Interview with Ann, 19, November 2014).

The nurse tended to Ann’s comfort immediately, using purposeful small talk to relax her.
Competence was evident as she wove her duties into a pleasant interaction. For the nurse, this
event was probably nothing extraordinary; it could be characterized as everyday practice. For
Ann, the result was a sense of comfort, security, and being cared for during a time of health
related stress.

Ann continued:

She [the nurse] was very personable, and it of course came up in the conversation that my
fears stemmed around what happened with my mother, and then that led to the
conversation about my mom living with me for the last 4 years, and my taking care of
her, and just so happened that this nurse had taken care of an aunt with the same type of
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thing, and so it felt as though we had some common ground, and it just made you feel
very secure, very secure, and very cared for (Interview with Ann, 19, November 2014).

A common bond developed between Ann and the nurse through their sharing of family
caregiving experiences. Ann’s mother had a history of uterine cancer and dementia. The nurse
initiated this opportunity to connect, and Ann was receptive. Nell Noddings’ description of the
participants in a caring relationship—the “one-caring” and the “one cared-for” (Noddings, 2005,
pp. 16-21)—applies here. The nurse, as the one-caring, is involved the act of moving away from
self and simultaneously becoming engrossed in the interaction. The patient, as the one cared-for,
feels the concern and sincere interest and enters the interaction in a meaningful way (Noddings,
2003). Such reciprocal interaction creates a synergy that supports the healing process
(Halldorsdottir, 2008; Doane & Varcoe, 2007).

Laurie, who had undergone several hospitalizations to address an infected knee
replacement, spoke of a nurse’s caring in the following way:

I had a very kind nurse that bent over backward, always thought ahead, even what I was
thinking, and when she knew I was going home that day, she said, “Why don't you take
off your stockings and I will clean them so they will be nice for you when you get
home?’ And after physical therapy I wanted to walk, and I asked her if there was another
person to walk with me, because I knew I had to have someone to walk with me, and she
said she would walk with me. She took the time away from what she was doing to walk
with me. That's meaningful to me because if you don't keep your legs strong you have
lost a lot of the beginning of the battle (Interview with Laurie, 12, November 2014).

Laurie had had many interactions with this particular nurse and had developed a rapport with her.
Her account describes a nurse who has achieved a high degree of interpersonal competence.
Fosbinder (1994) formulated a theory of interpersonal competence after exploring the patient-
nurse relationship from the perspective of the patient. She found that the patients focused on the
nurses’ comments, and not on the tasks they were performing. These comments took the form of

translating (explaining), getting to know you (personal sharing), establishing trust (anticipating
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needs), and going the extra mile. Laurie found her nurse’s interactions meaningful, because her
nurse had taken the time to “walk the extra mile” with her, thereby acknowledging the anxieties
Laurie had with respect to the restoration of her lost mobility.

Sue had been hospitalized 7 years before the interview, in the course of seeking a second
opinion for the treatment of her uterine cancer. She recalled an interaction with a nurse who had
demonstrated “concern” and the “right feelings”:

But I remember the kindness of his [oncology doctor] nurse . . . and I mean, she was
older than me at the time, she was a lovely lady, she would go out of her way for you, she
was very, very, concerned, above and beyond what you would expect. She had the right
feelings, I guess, and of course in oncology, its a different area, and a lot of the people
were a lot sicker than I was, but I always remember Ann, she really seem to make an
effort. . . . And I remember her to this day. Because, y’know, every time I went in to the
office, she really seemed to go out of her way, something a little extra (Interview with
Sue, 9, January 2015).

These interview excerpts from Ann, Laurie, and Sue describe caring in a way that
corresponds to the descriptors of caring found in the literature cited above. Each nurse with
whom one of the subjects had had a positive encounter had the capacity to touch the patient in a
memorable way, regardless of the duration of the interaction or the point in time at which it had
occurred. Ann interacted with a nurse in same-day surgery, Laurie had the same nurse for
several days over a number of hospitalizations, and Sue recalled patient-nurse interactions that
had occurred 7 years before. Jean Watson in her book, Nursing: The Philosophy and Science of
Caring (2008) describes a “caring moment”:

two persons (nurse and other) together with their unique life histories and phenomenal
field (of perception) become a focal point in space and time, from which the moment has
a field of its own that is greater than the occasion itself (p. 61).

Others have concluded that effective patient-nurse interaction can occur in 30 seconds, 15

minutes, or over a long period of time (Kitson et al., 2014). The patients in this study did not
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judge the degree of care they received by the amount of time their nurses spent with them.
Rather, what they found meaningful was being with a nurse who could express caring in a life-
giving way.

I turn now to the opposite end of the spectrum, from the primacy of caring to the uncaring
acts experienced by patients under nursing care. These acts reveal the underside of nursing care
and illustrate the vulnerability of older hospitalized women.

Uncaring. Sue — “She wasn't rude, she was just like a nonperson.” The participants
could switch, almost without missing a beat, from recounting interactions with caring nurses to
telling stories of other nurses whose uncaring interactions were characterized by incompetence,
insensitivity, untrustworthiness, and relational distance (Wiman & Wikblad, 2004). Sue, for
example, had had an unfortunate interaction with an emergency department nurse after being
admitted with a fractured wrist and discovering that she would need to have surgery to repair 4
different fractures. The following excerpt from the interview describes the incident:

Interviewer: Can you recall one moment with a nurse that seemed difficult for you?
Let’s go back to the initial visit to the Emergency Department . . . an interaction with a
nurse where you were left feeling—well she isn't really listening to me.

Sue: Ididn’t even remember there was a nurse involved, until I thought about it
afterwards, because we made no connection whatsoever. Usually, I think that, you know,
I have always been in customer service all of my working life. And usually, I connect
with most people, I go anywhere, I can talk with them, you know—but this particular
woman. . . . [ didn't even remember, she wasn't rude; she was just like a nonperson. |
had to think, I thought, but there must have been a nurse in the emergency room, but I
don't remember anything about um. . . . The only thing I remember is she asked me if I
wanted a pain pill, and I said no . . . and she helped me take off my blouse and put on the
robe. And she asked me questions . . . took my blood pressure . . . and nothing
(remarkable) at all . . . but our interaction had no connection (Interview with Sue, 9,
January 2015).

In an emergency department, it is expected that trauma care take precedence. Ideally,

relationship building happens simultaneously, but nurses may provide strictly instrumental and
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technologically oriented care in order to tend to the traumatic injury. This well-intentioned
intervention can come at the expense of a connection between patient and nurse (Delmar, 2012).
This was certainly the case in the incident that Sue recounted.

During the interview, Sue seemed still to be pulling together the pieces of the fall she had
experienced: injured wrist, emergency room visit, visits to a new surgeon, hospitalization for
repair, difficulties with immediate post-op support, and physical therapy. Her lengthy discursive
answers included unfinished sentences. Later in the interview she returned to her negative
experience with the emergency department nurse:

Sue: And then when she came in after he [doctor] had set my arm, she helped me back
on with my blouse. Then she told me I was lucky because most people that day had
broken their hips. I didn't exactly consider myself lucky, because I was kinda surprised
by the comment. Then I thought I would rather have a broken wrist instead of a hip, even
though I am right handed. You know, but I think that was the only thing she said . . . that
made her. . . .

Interviewer: (pause) Stand out?

Sue: Yes. (Interview with Sue, 9, January 2015).

For Sue, the nurse was only memorable for her enigmatic comment about a broken wrist
versus a broken hip. This left her wondering how lucky she truly was. She was right-handed,
living alone, and still driving her own car. How was Sue going to function with a broken wrist
beyond the emergency department’s doors? If the nurse had taken another minute to talk about
her injury in the context of managing day to day, she might have closed the relational gap and
preserved a caring moment—even in an emergency department setting (Doane & Varcoe, 2007).

Maybe the nurse did, in fact, attempt to contextualize Sue’s misfortune with concern
about her daily function. Was Sue too stressed to hear what was being said? Was this comment
a clumsy attempt to make Sue feel better? Was it a thoughtless comment that objectified Sue by

equating her with her injured body part? Phenomenological analysis considers all such
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possibilities. As a nurse and a nurse educator, I believe that the deconstruction of this patient-
nurse interaction provides an opportunity to build communication skills with listening at the
center (Van Manen, 2014).

Minerva had had an experience that altered her ability to function as a mother,
grandmother, and household manager. At the time of the interview, she was several months into
an arduous recovery and rehabilitation from a rotator cuff repair. After I had prompted her
several times to think of a nurse that stood out in her hospital experience, she was hard put to
select one over the other. Her comment at several points in the conversation was that, “I think
they were all special” (Interview with Minerva, 19 November 2014). This comment was
delivered with an unenthusiastic tone and flat affect, suggesting either dutiful replay to the nurse
interviewer or uninspired nursing care. Ultimately, the one interaction with a nurse that she
described was brief, but telling:

Minerva: When you are ready to be cut on, you are a wreck . . . y’know, ‘cause when
they started the I'Vs and all that, the nurse that was doin’ it dropped something, and it
spilled all over the floor. Ha! My medicine bottle! I am going ‘Uh, oh, oh my god, ha
ha’ ... accidents happened, but I mean that is the thing I can remember before the
anesthesiologist came in.

Interviewer: What did she say when she dropped it?

Minerva: ‘Oh my goodness . . . I just got the dropsies today.” And, you know, that
wasn't terrible or anything—but I was kind of shocked that she would drop a medicine
that was going into an IV. She was an older woman; hate to talk bad about older women,
ha. Other than that, ok, I was put to sleep (Interview with Minerva,19, November 2014).

Minerva acknowledged the unavoidability of the accident, but it had occurred at an
unfortunate time, at an anxious pre-operative moment, and it led her to feel lack of confidence in
nursing care “I waited for that surgery for 7 years because I didn't want to be cut on” (Minerva,

2014). She also echoed a stereotypical sentiment that associates age with incompetence (Freixas,
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Luque, & Reina, 2012; Ryan, Anas, & Friedman, 2006). Hence this older nurse that had the

“dropsies” was deemed untrustworthy at a crucial moment.

Laurie, aged 68, was pleasant but serious. She walked with a walker and carried a pack
attached to an intravenous pump with antibiotics. I could hear the soft whirring and clicking of
the pump in the background as she recounted one of several experiences of insensitive treatment
at the hands of a nurse after knee surgery:

Laurie: One nurse told me after I came out of surgery, it was the same nurse that did
those three things, she said, ‘Can you scooch down and sleep on your side?” After you
have knee surgery, that’s the first thing, you do not want to sleep on your side.
Interviewer: Can you scooch down and sleep on your side?

Laurie: Isaid ‘No, let me just stay like this,” because I kept falling asleep the way I was.
After surgery, you do not want your leg pushing on the other, or this leg pushing on

that. . . you can't. She said, ‘Well, you cannot stay like that this whole time you are here,
I know you just got out of surgery, but you have got to think about moving around.”
Interviewer: Did she offer any solutions?

Laurie: No (Interview with Laurie, 12, November, 2014).

This was Laurie’s memory of one post-operative interaction with a nurse that she had
come to dislike. For Laurie, this nurse made an unreasonable request that could be considered
hard-hearted and inappropriate. Sue, Minerva, and Laurie had all experienced uncaring on the
part of practitioners of a profession that is supposed to have caring at its nexus. Their accounts
suggests that there is something inherently immoral about uncaring.

A morality of caring. — “It’s very stressful when you’re taking care of your own; you
wanna do everything right for them.” Women often define themselves as providers of care and
5 of the 7 participants spontaneously talked about being caregivers for parents and family
members. For them, providing care had always been a moral obligation as can be seen the

following excerpt from my interview with Jean:
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Jean: I took care of my mom even while I was working, about the last 7 years of her life.
I mean, she was competent and all that, but she had terrible rheumatoid arthritis and she
needed a lot of care . . . and ah, you know, you just do it. My dad, too, he had a
circulatory problem, he lost part of his leg, I didn't take care of him physically, I took him
to doctors’ appointments and all that stuff and got him into a nursing facility but, um, it’s
very stressful when you’re taking care of your own; you wanna do everything right for
them, you get tired; we didn't have as much support. It’s hard taking care of your parents
and trying to keep up with your kids and all that stuff. Then when my husband had
Alzheimer’s. It was bad for a while, but I survived, hnhnhn (Interview with Jean,

18, December, 2014).

Perhaps the participants wondered whether the uncaring nurses they encountered
personally embraced a morality of caring that went beyond just doing a job. Sue put it this way:

I think that perhaps they [nurses] have forgotten what their real goal is, to be a comfort to
a person, to be an assist to a person, and I think it’s like a lot of people, it’s just a job, and
they are just there and they don't really care much, and it’s unfortunate, and I haven't
suffered because of it, but I didn't like it (Interview with Sue, 9, January, 2015).

From the perspective of the cared-for, the one-caring presents herself in the form of an
attitude (Noddings, 2003), and Sue identified an attitude of indifference in the one caring for her.
Thus, the relational energy between the one-caring and the cared-for, or the nurse and the older
hospitalized woman, cannot necessarily be strong or healthy if characterized by indifference.

My findings shed further light on the phenomena associated with older women maintaining a
sense of personhood in a hospital environment.

Maintaining personhood. Personhood, or the state of being human, thrives when mutual
acceptance of personal uniqueness characterizes a relationship (Halldorsdottir, 2008).
Personhood is closely tied to dignity, agency, identity and self-image. When personhood is
disregarded, ill feelings are generated; humiliation, lack of control, and low self-esteem are

possible outcomes (Watson, 2008).
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Patient-nurse relationships in institutional settings, such as hospitals, are subject to power
imbalances (Ekdahl et al, 2010; Jacelon, 2002). Hierarchy, rules, and expediency influence the
direction in which power flows (Chinn & Falk-Rafael, 2015). Delmar (2012) maintains that the
balance of power inevitably remains in favor of the nurse in this setting and that it builds on a
potential sense of powerlessness innate to a person with poor health status. When patients find
themselves in a situation of dependency in an unfamiliar hospital culture, they must maintain a
degree of control to retain a sense of personhood. They are liable to have diminished control
over bodily functions, choices regarding their care, and the expression of thoughts and feelings.
Patients can easily doubt their own capabilities and often prefer to avoid expressing their
thoughts and feelings. In the course of my research I discovered two sub-themes with respect to
patients maintaining the meaning of their personhood during their interactions with nurses:
negotiating care terms and acquiescing.

Nurses who treated the participants as full partners in planning for their own care, or who
took pains to provide a thorough explanation of the care they were providing, respected the
participants’ dignity and uniqueness. This respect resulted in a balance in relational energy and
facilitated any negotiations about change or continuation of care. Sometimes, though, the
participants had difficulty voicing concerns and influencing the planning of their care, and so
they had to expend relational energy to maintain a sense of personhood. At times they had to
adapt to a stressful care situation by employing strategies of acquiescence.

Negotiating care terms. Penny — “ That was the most aggravating thing, they just
would not listen to me.” Penny, aged 77, is quite short, with beautiful white hair, a smiling face

and a twinkle in her eye. She liked to laugh and to punctuate conversations with witty
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comebacks. She was proud to report that she had gone parasailing with her grandchildren when
she was 73.

Penny had to be rushed to the emergency department in the middle of the night. Earlier
that day she had visited a walk-in clinic to receive treatment for a bladder infection and was
prescribed an antibiotic. She took the first dose just before bed, and later woke up feeling dizzy
and sick from what she thought was an allergic reaction. She ended up spending 4 days in the
hospital. Penny reported that she had received responsive nursing care on the inpatient unit and
that she had had no need to negotiate extensively for what was needed:

Because I had a bladder infection and I had not, um . . . I still had the same underwear on
... and I mean I wanted to take a shower, but I knew they wouldn't [let me] because I had
an IV in me, but they did suggest. . . . I said, ‘Can't I do something? I still don't have any
clean underwear.” So they went right away and said, ‘You can take a wash off right here.’
So right away they got me paper undies and towel and washcloth and soap, so that I could
wash and take care of myself. They did it right away. It wasn't like, ‘Oh, we'll be back,’
they just did it (Interview with Penny, 9, January, 2015).

As I have already mentioned, having control over one’s bodily functions is important to
maintaining personhood; poor control over bowel and bladder is socially stigmatizing and causes
older adults to feel humiliated (Twigg, 2003). Penny, perhaps embarrassed, found the response
for help with personal hygiene mercifully expedient. However, she had a different experience in
the emergency department:

Penny: I called my friend, and I said, ‘We need to go to the hospital. I am having a
reaction from this medication.” They [emergency room nurse and doctor] would not
listen to me. I just have an allergy to the medication. And I had the medication with me,
so I knew what I was talking about. Now keep in mind, all the questions they asked me, I
could answer, I walked in under my own power—as far as [ know I didn't stagger—all
the questions in an emergency room, I answered. I gave my list of medications. They
see this white hair, and ‘God, you must be having a stroke or a heart attack, that is a
definite.” So that much I gleaned out of it. So that, and I have very good insurance
(Interview with Penny, 1, January, 2015).
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Penny was given medication to counteract her allergic reaction to the antibiotic. She also
underwent diagnostic testing for a possible cerebral vascular accident or a heart attack. In the
course of the interview, after talking further about her inpatient experience, she came back to her
time in the emergency department: “What I felt more, and what I was really annoyed about, was
when [ was downstairs [in the emergency department] and they would not listen to me. . . .

That was the most aggravating thing; they just would not listen to me. . . .”

In all likelihood, the hospital care team in the emergency department was following
protocol for further testing. It has been well documented that women’s symptomatology can
elude diagnosis, especially in the case of cardiac problems (Dillworth-Anderson, Pierre, &
Hilliard, 2012). In Penny’s instance, serious health events in addition to the allergic reaction to
the antibiotic may have been occurring. Ultimately, she was diagnosed with a bladder infection
and an allergic reaction to the medication, and not a stroke or a heart attack. Months later, her
overriding sentiment about this experience was not appreciation for the responsiveness of the
health care team, but annoyance over having been dismissed, and suspicion of the hospital’s
overuse of diagnostic testing in the emergency department. She felt, though, that in calling her
friend, reporting her symptoms, and bringing her medicine with her she had been in control.
However, in her compromised condition, Penny felt that the treatment plan was done fo her, not
with her.

Penny’s account indicates how it feels to have one’s voice ignored. Even though her
white hair was beautiful and her zest for parasailing was remarkable, she is likely to have her
agency and personhood challenged even more with each passing year (Twigg, 2003).

Along the same lines, Laurie had a confusing moment while negotiating the terms of her

care while she was hospitalized with an infected knee:
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Laurie: And she [nurse] wanted me to always use the walker. I could walk without the
walker because I am so long;I could hold on to things to get there. And there was very
little room in the bathroom for the walker, and I couldn’t move around it. It was more
trouble. The person that replaced that nurse came in quickly when I had to go to the
bathroom and said, ‘You don't need to use the walker; I saw how you got to the bathroom
and had no problem.” So I wasn't far off; I wasn't thinking I could do more than what I
could.

Interviewer: So the second nurse acknowledged your capability to make that judgment?
Laurie: Yes (Interview with Laurie, November, 2014).

Looking closer at the exchange in relational energy between Laurie and the two nurses
sheds further light on the dynamics of negotiating the use of the walker. The “rules are rules”
nurse was not necessarily wrong in her instructions, but she may simply have found it easier to
insist than to negotiate, in terms of the expenditure of relational energy. The observant nurse
came from a posture of patient-centeredness and consideration of Laurie’s unique abilities. Rules
may have dictated differently, but this nurse took into account what was right for Laurie. The
observant nurse empowered Laurie in decision-making. The relationship between Laurie and the
observant nurse was likely less stressful and it likely also provided greater opportunity for
healing (Halldorsdottir, 2008).

Jean had spent 20 years as a surgical nurse in a local hospital and so had a distinct pre-
knowledge about the complex world of health care. Now aged 81, she was soft-spoken, tall, and
slim. She also had gray hair and wore glasses. She had had her first knee replacement the year
before to relieve the pain of rheumatoid arthritis. The operation was a success, and so she had a
second knee replacement 6 months later. She walked with a walker and also had a brace on her
lower leg due to foot drop. She had had 2 contrasting experiences in the course of negotiating
her care with a health care team. The following interview excerpts describe her second

hospitalization:
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The first time [knee replacement] for 2 or 3 days after the anesthesia, I got very sick to
my stomach, so I stressed this to the anesthesiologist, and I think they gave me something
else. I did much better, I still felt queasy and didn't have much appetite, but I didn't vomit
and lose so much weight, and so forth; they listened to you. I told the nurse and the
anesthesiologist, and they all got together and decided I better have something else.
(Interview with Jean, 18, December, 2014).

She made specific mention of the respectful treatment she had received:

Well, they treated me like I was relatively intelligent, and they explained things very
thoroughly . . . but I felt like the nurse was talking on the level of any person my age and
that [ understood perfectly what she was telling me (Interview with Jean, 18, December,
2014).

What seemed important to Jean was that she was included in the planning, engaged
respectfully, and afforded full explanation. Having been a nurse in the past, she was perhaps
expecting this sort of interpersonal competence in her nurse.

Jean also mentioned that she had had episodes of post-operative confusion during her
second hospitalization. Competent nurses are knowledgeable about post-operative confusion,
since it is not uncommon, especially in elderly patients. Nurses sometimes mistake post-
operative confusion for dementia, and in such cases may treat the affected patient in a less-than-
respectful manner. This particular nurse did not make this mistake, and Jean appreciated being
treated “relatively intelligently” (Jean, 2014). The common social identity as nurses that filled
the relational space between both Jean and her nurse and Jean and myself added a reflexive
significance to this account of a successful negotiating of terms of care.

After she was discharged, Jean spent time recovering in a rehabilitation /long term care
center. In this situation her pre-knowledge of the hospital world failed to help her receive
respectful treatment, as the following episode illustrates. It occurred during a two-week
rehabilitative stay, when a male certified nursing assistant (CNA) was sent in to give her a

shower:
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because an asymmetrical power relationship between patient and nurse does not promote healing
(Delmar, 2012).
Conclusion

I have organized my findings from the 7 interviews with older hospitalized women into
themes that represent the essence of their interactions with nurses. The participants shared their
experiences of both caring and uncaring nurses. They also shared what it was like to have their
voices heard. At times they felt empowered in their relationship with their nurses, thanks to their
nurses’ patient-centeredness. The participants also recounted their fear of being labeled difficult
and their experience of powerlessness with respect to their own care, both of which sometimes
resulted in a loss of dignity.

These privileged stories by hospitalized elderly women gained further meaning when I
filtered them through the lens of critical feminist gerontological theory and through my own
personal lens as a nurse, nurse educator, and woman. With these lenses, light rays diverge and
converge to form images. These images include a feminine ideal of caring with moral
underpinnings as well as a picture of older women with the ability to maintain dignity and

personhood in the face of an impersonal health care system.
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CHAPTER 5
Discussion and Conclusions

As I listened to the audio recordings of the interviews over and over again, I was
reminded of Twigg’s (2004) assertion that “age and aging are deeply social” (p. 70). With this in
mind, I began to visualize the highly social experience of a dance between patient and nurse. For
instance, I imagined the patient not knowing the dance steps or not being able to keep up with
her partner. I saw the nurse take the lead, while the patient worried about stepping on the nurse’s
toes. Then I saw the patient and the nurse flowing in a beautiful partnership. This dance
metaphor highlights the social closeness of a patient-nurse relationship and the need to read a
partner’s rthythm and spirit. If a patient is new to dancing or too ill to participate fully, the
rhythm and spirit are lost, and toes get stepped on. The elderly women I interviewed for this
study expressed the “dance” or interaction in the form of 2 broad themes: “experiencing caring”
and “maintaining personhood.” These were the themes that emerged from the answers to the
research question, “What are the feelings, experiences, and expressions of older female patients
about their interactions with nurses while hospitalized?” In this chapter I discuss these 2 themes
and sub-themes through the lens of critical feminist gerontological theory, as well as from my
own personal perspective as a nurse, nurse educator, and woman.

Feminism deals with the advantages and disadvantages that follow socially constructed
gender archetypes throughout one’s life span. Feminism as applied to gerontology addresses
these advantages and disadvantages in the context of aging (Twigg, 2003). For instance, it
would indicate that the socially accepted definition of feminine beauty fails to consider the
possibility that the deep lines in a woman’s aging face represent the beauty of wisdom. The

critical feminist approach to research “aims to correct the invisibility and distortion of female
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experience in ways relevant to ending women’s unequal social position” (Lather, 1991, p. 71).
The participants in my study experienced their unequal social position as elderly women within
the patriarchal culture of health care (Huntington & Gilmour, 2001).

I use the metaphor of a lens to accommodate the participants’ diverse perspectives on
their lived experience of hospitalization. A metaphorical lens shapes perception and
comprehension in somewhat the same way as a literal lens causes light rays to diverge and
converge to form an image. Thus, in applying the lens of critical feminist theory to gerontology,
I have been able to filter the multiple perceptions and interpretations of one particular story and
to make it possible to see new meaning in the lived experiences of the hospitalized elderly
women who participated in the study (Kvale & Brinkman, 2009). Figure 4 represents the lens of
critical feminism. When of patient-nurse interactions were filtered through this lens, the main

themes of “experiencing caring” and “maintaining personhood” diverged into sub-themes of
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“caring held in primacy,” “uncaring,” “negotiating care terms,” and “acquiescing” (see Figure 4).

Figure 4. Themes and Sub-Themes Through the Lens of Critical Feminism

lens of critical
feminism

maintaining
personhood

experiencing
caring

negotiating
care terms

acquiescing

caring held
in primacy

I felt honored to listen to participants’ stories. I believe the participants perceived the act

of interviewing as an act of caring. As I listened to them share their personal feelings and
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expressions, I realized that this care was being reciprocated in my own feelings of identification
with these women as a nurse and nurse educator. I noticed the interviewees’ thoughtfulness in
wanting to “get it right” for me and for the greater purpose of the research. I wanted to listen
carefully and to be a reflexive researcher. This caring nature that is socially constructed as a
feminine quality also carries with it a moral leaning (Noddings, 2003). When viewed through a
lens of critical feminism, older hospitalized women were situated in a disadvantaged and
vulnerable position when the morality of caring was distorted by uncaring nurses. To be a caring
nurse requires ethical comportment, consistent with standards of professional care. When caring
nurses bring their own moral leanings and professional ethic comportment to bear on their work,
they elevate their interactions with patients from simple caring to care held in primacy.

A particular moral problem that all participants mentioned was the dialectic of
experiencing both caring and uncaring nurses. I sensed a tension in their reporting as they retold
their stories about nurses who were exceptional and about those who were insensitive, uncaring,
or distant. To explore this dialectic linguistically, it is important to understand that opposites take
meaning from what the other is not (Ray, 1996). By knowing what caring involves one
discovers what uncaring involves, and, as a result, acquires greater understanding of the nature of
caring.

Each participant in this study had a narrative about both caring and uncaring nurses. In
retelling these experiences, the participants expressed a range of responses, ranging from
pleasure and satisfaction to bewilderment, disappointment, and outright anger. However, they
were not content to let their stories rest. Rather, they applied a moral filter to them in an attempt
to reconcile the tension between their good and bad experiences and to bring the two ends of the

caring spectrum together peaceably (Palmer, 1998).
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The dialectic of experiencing caring became stronger when the participants reflected on
their own personal experiences as caregivers. According to Noddings (2003), being involved in
caring unleashes a weight of memories and feelings. In this study, 5 of the 7 participants
recounted memories of and feelings about their own experiences of caring for their mothers and
other family members. Their stories described caring motivated by love and obligation, and
involving personal and family sacrifice, stress and hardship, and self-doubt on the part of the
caregiver. Often the circumstances in which they exercised their caring were beyond their
control, which left them feeling guilty. In my role as researcher, I, too, had to acknowledge the
significance of my own memories of caregiving.

As aresult of listening to these stories and analyzing them, I believe that being
conscripted into a position of “one-caring” (Noddings, 2003, p. 16) provides an undeniably
unique perspective on being cared for. The participants attributed a multiplicity of meanings to
their experiences of being cared for by nurses. Any tension I observed while they were
recounting their stories arose not only from the paradox of caring/uncaring they had experienced
as patients, but also from the memories and feelings of questioning the rightness or wrongness of
the ways in which they themselves had provided care for family members. This important
finding shed significant light on the feminine ideal of caring and situates the participants’
experience within a wider moral context.

These elderly hospitalized women, who had their own memories of one-caring and
experiences of being cared-for, remind us of the intrinsic morality of caring; and their negative
experiences of being cared for in an authoritarian environment by nurses lacking in beneficence
also raise questions about what it means to maintain personhood in such a context. I have

defined personhood as encompassing health, dignity, identity, agency, and self-regard. This kind
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of personhood is often associated with the term patient-centeredness. A patient-centered
relationship implies mutuality, inclusion, and trust (Clissett et al., 2013; Olesen, 2011). The
participants in this study believed that the nurses they perceived as being uncaring lacked this
patient-centeredness and that this deficiency caused the participants to struggle to maintain their
personhood.

Institutional authoritarianism also contributed to this diminished sense of personhood.
Indeed, as healthcare systems struggle to keep up with rapidly changing technology and rising
costs, they tend to stress expediency in all things, and especially in patient care. Reduced
staffing and an increase in computerized systems have reduced the amount of inpatient care, and
so the sick tend now to receive treatment as outpatients or to spend their recovery time in
rehabilitation centers. The result is a reduction in patient-nurse interactions. To cope, some
patients are using the internet and social media to become more knowledgeable about health care
and are taking advantage of the increasing tendency of hospitals to grant patients full agency.
However, elderly patients have not necessarily been socialized to acquire knowledge from
sources other than physicians, or to expect to take part in decision-making about their own care.
In fact, some older patients still prefer to relinquish control to those in power (Ekdahl et al.,
2009). However, the participants in this study wanted their voices to be acknowledged, their
unique situations to be understood, and their agency to be granted. They did not want to
relinquish their personhood.

The participants spoke about the frustration of being in an unfamiliar environment, or
“another world” (Penny, 2015). In this other world—a clinic, an emergency department, or a
hospital—someone else dictated the rules of care. The women described feeling both in control

and without control. Nurses have knowledge of this other world and are capable of carrying out
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the interventions necessary to facilitate recovery and health. They often turn this taken-for-
granted knowledge into power-wielding energy (Delmar, 2012; Kitson et al., 2014) thereby
sacrificing their patients’ personhood.

In this study, the participants indicated that the relational power between patient and
nurse affected their ability to maintain their personhood while hospitalized. Some felt included
in this world and thereby had agency to negotiate the terms of their care. This sense of inclusion
stemmed especially from interactions characterized by trust and respect that offset the imbalance
of power between nurse and patient. Both partners in the dance shared its thythm and spirit.
Some women resorted to silence, self-doubt, and acquiescence in order to maintain a semblance
of agency in their dealings with nurses. As long as power resided with the nurse, the patient
experienced self-doubt, humiliation, and anger. In such cases the patients’ dance partners either
ignored the rhythm and spirit of the moment or they failed to teach their patients the steps. The
participants who felt less agency in their interactions with their nurses essentially recounted the
strategies by which they had survived, rather than thrived, in care. In such instances health care
systems become another world that cannot possibly be life giving.

Conclusions

The participants recounted that what made their stay in hospital most meaningful, was the
time they spent with nurses who embraced the primacy of caring so completely that it became
life-giving. They found such caring to be characterized by a respect that allowed them a
dignified social identity and nurtured positive self-regard. Three findings from this study, which
I have filtered through a lens of critical feminist gerontological theory, are summarized in the
following paragraphs.

First of all, the participants have a unique perspective on the experience of caring. Their
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expressions include stories of being cared for themselves by nurses as well as stories of being the
one caring for family members. In these combined stories, the contrast between the nurses who
held caring in primacy and those who were distinctly uncaring brings out the moral nature of
caring. Indeed the meaning of the patient —nurse interactions in this study sheds light on the
importance of cultivating a feminine ideal of caring based on distinct moral underpinnings.

Second, the participants sometimes felt in control and sometimes felt powerless in their
interactions with nurses. When they felt in control, their interactions with nurses were
characterized by mutuality, respect, and balanced relational energy, which enabled them to
negotiate the terms of their care. When they felt powerless, they lacked voice and agency. They
also experienced an imbalance of relational energy that made them feel distress and forced them
to adopt strategies of acquiescence in order to survive care and maintain personhood.

Finally, in the evolving world of health care, technology and expediency may support the
hegemony of the health care system but they may not bring life to the very people the system is
intended to serve. This is particularly true for the vulnerable population of older women, such as
those in this study, who potentially face increasing disability requiring hospital care, and who
must rely on direct, meaningful, interactions with health care workers to successfully navigate
the healthcare system. The findings suggest that patients do not have consistent access to such
interactions.

Recommendations

After reflecting on the outcomes of this study, I would reconsider my approach in any
follow-up study. To be specific, I would include an additional age category among the
participants, interview both male and female patients, and take into account the importance of the

support of family and friends.
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This study included participants in one age category only, that of 65 years and older.
Twigg (2004) believes that both the biological and the (highly variable) socio-cultural aspects of
aging are important. Hence third age (50 -74) participants would likely have a different
understanding of the meaning of patient-nurse interactions than their fourth age (75+)
counterparts (Twigg, 2004). Comparing and contrasting the responses of patients from these age
ranges could contribute new insights about the meaning of nursing care in a hospital setting.

I would also consider interviewing both women and men in a future study, since feminist
theory can be used to understand the experiences of elderly patients of either sex (Meleis, 2012).
The experiences of the potential inequities in health care may be the same or different for older
men as opposed to older women. The application of a feminist qualitative approach to
understanding meaning could clarify these similarities and differences. Such an expansion of
research would be timely, since increasing numbers of older men have been taking on what has
traditionally been regarded as a feminine role, namely that of caregiver for disabled spouses and
significant others. Would this in any way affect their own experiences of being cared for in a
hospital setting?

My interest in assessing the supporting role played by family and friends stems from
observing the spouses, daughters, and friends who visited the participants in the present study,
but whose role in providing support was beyond the scope of this study. The participants’ voice
and agency may have been strengthened, diminished, or left unaltered as a result of their
interactions with family members and friends. Nor is it clear whether or not these supportive
individuals affected the participants’ perceptions of the meaning of their interactions with nurses.

The support family and friends (or lack thereof) likely plays a critical role in the lived experience
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of hospitalization, and to study it would provide a greater understanding of what may be an
underutilized resource in our struggle to care for an increasingly aging population.
Implications for Future Study

The obstacles that stand in the way of better health outcomes for older hospitalized
women are partially biologically determined. Bodily aging most certainly results in chronic
illness and functional disability, and more research into these realities of getting older needs to
be done. However, these obstacles are also socially determined, and this social dimension
resides in the spaces in and around patient-nurse interactions. The dehumanizing interactions
recounted by the participants in the present study compel us to improve the experiences of
hospitalized older women. I believe this improvement cannot begin until we gain a heightened
awareness of the social and relational spaces between and around patients and nurses.

The women in the present study experienced caring and maintained a sense of
personhood by participating in life-giving interactions with their nurses. On the other hand, they
experienced degradation of personhood when their nurses’ relational energy expressed itself as
power and control over them. This caused distress and compromised healing. Nurse educators
and practicing nurses alike could use these findings as a springboard for creating awareness-
raising activities that would transcend the rote “therapeutic communication” chapter that has
inhabited nursing textbooks for decades.

Pedagogies that would facilitate a heightened awareness of what it means to be an older
hospitalized woman are either available or waiting to be created. I believe that a simulation
laboratory with either fidelity mannequins or standardized patients in role-play would facilitate
the teaching and learning of the appropriate relational skills. I also believe that simulation would

introduce nursing students to knowledge-specific and respectful care for older adults while
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dispelling the common myths and stereotypes of aging. Finally, the awareness of the social and
relational spaces between and around older patients and nurses will grow as the nursing
profession commits itself to education, scholarship, and research.

What is known about older women’s lived experiences in the hospital world has not been
well articulated in the literature (Izumi et al., 2010). The patient satisfaction surveys that are
commonly used fail to capture the qualitative expressions of interactions that lead to a deeper
understanding of patients’ perceptions of care (Schmidt, 2003). In the present study I have
thematized, through the analysis of the data, a quality of relational energy in patient-nurse
interactions. When filtered through the lens of critical feminism, this relational energy echoed
the institutional power that dominates the world of patient care (Ekdahl et al., 2010). The
participants felt exceptionally cared for by their nurses when relational energy was balanced and
power was shared. In an environment of shared power, measures of quality care move beyond
indicators of patient satisfaction and into the realm of life-giving care. When balanced relational
energy, caring, and respect for personhood filled the spaces in and around patient-nurse

interactions, these older hospitalized women became advantaged and visible.
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Appendix A
Recommendations for Communicating With Older Adults
General Tips for Improving Interactions With Older Adults
1. Recognize the tendency to stereotype older adults, then conduct your own assessment.
2. Avoid speech that might be seen as patronizing to an older person (“elderspeak™).
General Tips for Improving Face-to-Face Communication With Older Adults
3. Monitor and control your nonverbal behavior.
4. Minimize background noise.
5. Face older adults when you speak with them, with your lips at the same level as theirs.
6. Pay close attention to sentence structure when conveying critical information.

7. Use visual aids such as pictures and diagrams to help clarify and reinforce
comprehension of key points.

8. Ask open-ended questions and genuinely listen.

Excerpt from:
Gerontological Society of America (2012). Communicating with older adults: An evidence based

review of what really works. Washington, D. C.: Gerontological Society of America, p. 1.
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Appendix B
Interview Guide — The Meaning of Patient-Nurse Interaction
Date:
Time
Pseudonym
Interviewer I am interested in understanding what it is truly like to be a patient in a hospital
receiving nursing care. I am most curious about the viewpoint of elderly women.
Specifically, I would like to understand what it felt like when you were talking
with a nurse. This is about your story while hospitalized, so no response is right
or wrong.
I am hoping this may help nurses gain insight into better care practices. The
interview will be recorded, and I might take a few notes, as well. You may
refuse to answer any question, and you can ask me to stop at any time.
Also, you will not be personally identified in any report of this study. At the end
of the interview, I’ll ask if you can think of a pseudonym you might like for me
to use to give you time to think about it. (recorder on)
Question 1 Would you tell me the events that led up to your hospitalization?
e Were you alone or with somebody when admitted?
* Did you feel like the nurse understood you?
*  What was your emotional reaction to this event?
Question 2 Are you able to describe a particular time when you were talking with a nurse
during your time in the hospital?
* How was that experience?
* Did the nurse take time with you?
* Did you feel like the nurse heard your message?
*  What happened as a result of this interaction?
Question 3 Can you recall one moment with a nurse that seemed difficult for you?

*  Would you say this was a bad experience?

* How did this make you feel?
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Question 4 Can you recall one moment with a nurse that seemed exceptionally good?
* Was there a special quality about the nurse that made the difference?
* (Can you tell me more about this?
Question 5 Now that you have had time to reflect on your hospitalization, what was
meaningful about your experiences and interactions with nurses?
*  Were you mostly alone while talking with nurses or did you have family
members or friends with you most of the time?
* Did you feel you could express your needs?
* Did you ever feel vulnerable?
Interviewer Summarize aloud the main points articulated during the interview.
Question 6 * Are these main points that I have summarized appropriate conclusions
from what you have shared with me?
* IfI have misrepresented your words, please feel free to clarify this for
me.
Question 7 * T have concluded my questions for you. Do you have anything more you
would like to share?
Interviewer Thank you very much for your time and for sharing your story (recorder off).
End Time:

Total:
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Appendix C
Letter of Consent
You are invited to participate in a research study conducted by a nurse educator,
Deborah(Darcy)Mize, from the George Fox University, Department of Graduate
Education. I hope to learn what it is truly like to be a patient in a hospital receiving
nursing care. [ am most curious about the viewpoint of older women. Specifically,
I would like to understand what it felt like when you were talking with a nurse. |
am hoping this may help nurses gain insight into better care practices. You were
selected as a possible participant in this study because of your recent

hospitalization experience.

If you decide to participate, I plan to conduct a single interview to last for sixty to
ninety minutes with necessary pauses and breaks in conversation to prevent fatigue
during the interview process. A comfortable, distraction-free setting for the

interview 1s of your choosing. This interview will be audio-recorded.

Y our participation is voluntary. Your decision whether or not to participate will
not affect your relationship with the hospital system you entered. If you decide to
participate, you are free to withdraw your consent and discontinue participation at
any time without any consequences. If in the unfortunate event that discussion
about your past hospitalization proves to be too distressing for you, the interview
will be stopped and I will assist you in contacting your primary health care

provider as needed.

Any information that is obtained in connection with this study and that can be
identified with you will remain confidential and will be disclosed only with your

permission. Participant identities will be kept anonymous by use of a pseudonym
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assign to your transcript. If you have any questions about the study, please feel free
to contact my dissertation chairwoman, Dr. Susanna Steeg, Assistant Professor of

Education, George Fox University, steeg@georgefox.edu, 503-554- 2839. If you

have questions regarding your rights as a research subject, please contact the
Institutional Review Board (IRB@gfu.edu). You will be offered a copy of this

form to keep.

I cannot guarantee that you personally will receive any benefits from this research.
It may be that the opportunity to reflect on your hospital experience helps you in
some way. At the very least, know that by sharing your story, you are contributing
to nursing education scholarship and potentially the positive practice patterns of

nurscs.

Y our signature indicates that you have read and understand the information
provided above, that you willingly agree to participate, that you may withdraw
your consent at any time and discontinue participation without consequences, and

that you will receive a copy of this form.

Signature

Date



