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Abstract

In contemporary child healthcare, there is an expectation that parents will be involved in
the child’s care and work collaboratively with nurses. Collaboration such as this requires
that nurses relate to and communicate with both the child and parents. The central
concern of this study is emotional communication between the nurse and parent,
focusing on parent’s feelings and affective responses as they are related to their child’s
hospitalisation. The aims of the study were to investigate nurses’ and parents’
experiences of this aspect of communication within the environmental and cultural

context of the parent-nurse interaction.

A focused ethnography was conducted, given the importance of understanding the
cultural context of nurse-parent interaction. Data collection occurred in a children’s ward
of a New Zealand hospital, and involved 280 hours of participant observation field work
over 22 weeks, 228 informal interviews with parents and nurses, followed by 20 formal
interviews with nurses and parents. Data analysis occurred simultaneously as data were

interpreted inductively throughout collection.

The findings support the impact of ward and nursing culture as an influence that shapes
nurses’ behaviour and affect. Parents of a child in hospital were in a vulnerable position,
required support and looked to nurses for an interpersonal connection. Parents wanted
nurses to provide support and guide them through the hospitalisation journey, acting as
cultural brokers. Nurses recognised and responded to parents’ need for informational
and instrumental support, however there was little acknowledgement that parents also
needed emotional support. Nurses responded to parents’ overt displays of emotion, but
did not elicit emotional expression. The emotional labour that is required by nurses to
manage both parents and their own emotions led nurses to engage in self-protection
actions. The cultural context of the ward impacts emotional communication between

parents and nurses, inhibiting and governing parents’ actions and nurses’ responses.

This work contributes to further understanding of the concept of cultural brokerage in
nursing practice. Eliciting, acknowledging and confirming parents’ emotional concerns
are core elements of nurses’ emotional communication. Organisations must value the
labour required to emotionally support others, and recognise the vulnerability of parents
and nurses as they work together on their mutual goal of improving the well-being of the

child-patient.

xii



Chapter 1: Setting the Scene

Introduction
The way in which nurses communicate with patients and their families is central to the

provision of nursing care. When a child is hospitalised there is an expectation by the
family and health professionals that the parent or primary caregiver will be involved in
the child’s care and work collaboratively with nurses (Corlett & Twycross 2006; Roden
2005; Shields & Coyne 2006). The effectiveness of this collaboration is dependent on
interpersonal communication in order to establish mutual goals. Therefore in the field of
child health nursing, the nurse needs to relate to both the child, who is a patient, and
the child’s parents or caregivers. The relationship the nurse develops with the parents
is vital in the management of the child’s care because most parents continue to parent

their child and work alongside the nurse.

Parents staying with their child in hospital experience a range of emotions as the child
journeys through the illness trajectory (Lundqvist & Nilstun 2007; Stratton 2004; Widger
& Picot 2008). During the course of the child’s stay in hospital, parents want
relationships with nurses who not only give them information about their child’s care but
also display compassion, understanding and sense the parent’s and child’s concerns
(Jones, Woodhouse & Rowe 2007; Snowdon 2000). The context of the nurse-parent
interaction, both physical and cultural, can be problematic because managing
emotional responses to the hospitalisation experience can be challenging for both
parent and nurse (Avis & Reardon 2008; Jones et al. 2007; Snowdon 2000). Meeting
these challenges requires effective interpersonal communication which builds a

therapeutic relationship (Espezel & Canam 2003; Fisher & Broome 2011).

Aims and significance of the study

The aims of this study are to investigate nurses’ experiences of emotional
communication with parents of a child in hospital; to investigate parents’ experiences of
emotional communication with nurses in hospital; and to examine the environmental

and cultural context within which the parent-nurse interaction occurs.

Three research questions drive this study:
1. how do nurses respond to parents in hospital who have emotional concerns?
2. what are parents’ who are in hospital with their child, experiences of nurses’

responses to their emotional concerns?



3. how does the context of the hospital environment shape the nurse-parent

interaction?

The knowledge gained from this study may provide nurses with insight into responses
to parents’ emotional concerns, as well as a greater appreciation of the emotional
issues faced by parents of a child in hospital (McArdle et al. 1996; Ulrich 2007). This
knowledge may enhance nursing practice and education, and add to the body of

nursing knowledge.

In this study the importance of interpersonal communication as an influence on emotion
is argued. Nurses’ responses to parents’ emotions are evident in the interpersonal
communication between nurse and parent. Therefore a consideration of nursing

communication is required.

The New Zealand government has established that healthcare professionals, including
nurses must be able to communicate effectively with patients in order to improve health
outcomes for New Zealanders (Ministry for Disability Issues 2001; Ministry of Health
1998; Ministry of Health, 2001; Ministry of Health, 2002; Ministry of Health, 2005).
Further, government policies have identified that effective communication will assist
patients and their family and improve their well-being (Ministry of Health 1998; Ministry
of Health 2004).

According to the regulatory body for nursing, the Nursing Council of New Zealand
(2007) (thereafter termed Nursing Council), interpersonal relationships are one of the
four core domains of competence for the registered nurse scope of practice. The ability
of nurses to communicate effectively with parents of a child patient involves the need to
be responsive to parents’ communication. In this study the central focus is one aspect
of nurse-parent communication that is focused on responding to parents’ emotions,

termed emotional communication.

This chapter elaborates on the issues of parents’ care for hospitalised children, given
that the understanding of parents’ roles has changed over time. The importance of
attending to emotional concerns for parents can be argued as a significant nursing
imperative. In particular, the impact on the child’s care is of prime importance to
nursing interventions. Given that little has been documented in either formal or informal
sources, the consideration of emotional care is a useful addition to the field of nursing

communication.



Background to the topic

Nursing is a profession which requires interpersonal interaction with others. On a daily
basis, nurses are required to communicate with patients, patient’s families and friends,
professional colleagues, managers and others. In a children’s ward of a hospital,
patients are children aged between birth and approximately 15 years of age. The child
patient is usually accompanied to the ward by their parent or primary caregiver. In this
study, the term ‘parent’ represents a parent or the child’s primary caregiver (such as
grandparent, other family member, or foster parent). The parent frequently stays with
the child for the duration of the child’s hospitalisation, and is a resident in the ward.
Thus, when the nurse communicates with the child, the parent is usually present and is

involved in the interaction.

Prior to the 1960s, parents were rarely allowed to stay with their child in hospital, and
were given visiting rights only (Young 1992). Health providers’ concerns regarding
infection control gave way to worries that the parent may not provide the correct care
and the child may suffer (Brain & Maclay 1968). Parental involvement in their child’s
hospital care became more acceptable following government lobbying by psychologists
and parent groups, however, nurses struggled to accept parental presence in the ward
(McKinlay 1981a). Nurses were also reluctant to give up the parenting role to the child,
believing that they were better caregivers than the child’s own parents (Meadow 1969;
Young 1992). Nurses were so resistant to parents’ presence in the ward that they
would continue to provide all the care for the child, leaving the parent to sit watching
(Chenery 2001; Pill 1970).

Broad labour force and economic changes, including a registered nurse workforce and
health rationing, and parents’ demands to be more involved in healthcare (Boyers,
Schwartz, Jones, Mooney, Warwick & Davis 2000), have led to the current situation
whereby parents are actively encouraged to stay with their child to attend the child’s
many needs and to provide support for the child. Nurses have been required to move
from providing all the care for the child, to gradually handing the personal care of the
child back to the parent (McKinlay 1981a). In some areas parents are also expected to
be involved in the delivery of technical care (Coyne 2007). Thus the nurse has a
relationship with the parent, and needs to work alongside the parent providing the care
of the child, requiring the parent(s) and the nurse to communicate with each other to

ensure the child’s needs are met.



In this study, the focus is on the interaction between the nurse and the parent of a child
in the context and culture of hospital, particularly when the parent has emotional
concerns. The ability of nurses to communicate effectively with parents of a child
patient involves the need to respond effectively to parents in a variety of ways,
including parents’ emotional concerns (emotional communication). The term ‘emotion’
has a variety of meanings, often depending on context. In the next section of this
chapter, the concept of emotion is analysed in order to fully explicate this term and its

connotations.

Emotions

Human emotions are variously described in the literature. The root word of emotion is
‘motere’, a latin verb meaning to move, with the prefix ‘e’, meaning to move away
(Goleman 1996), thus emotions are impulses to act. Defining emotion is also diversely
reported. The Shorter Oxford English dictionary defines emotion as “any of the natural
instinctive affections of the mind...which come and go according to one’s personality,
experiences and bodily state...mental feeling as distinguished from knowledge and free
will” (Stevenson, 2007, p. 363); whereas Stedmans medical dictionary provides further
explanation, defining emotion as “a strong feeling, aroused mental state, or intense
state of drive or unrest directed toward a definite object and evidenced in both
behaviour and psychological changes, with accompanying nervous system
manifestations” (Dirckx et al. 2012). While there are other approaches to defining
emotions, Lazarus’ (2006) description of the 15 emotions humans experience; anger,
envy, jealousy, anxiety, fright, guilt, shame, relief, hope, sadness, happiness, pride,
love, gratitude and compassion is a useful account. When a child is ill, and then
hospitalised, parents can experience emotions ranging from anger, fright, and anxiety

to guilt (Hopia, Tomlinson, Paavilainen & Astedt-Kurki 2005).

In this study focusing on emotional communication, it is valuable to consider the
prevailing view of emotion in the health profession, and to consider the impact of these
views in establishing health professionals’ expectations about emotion. McNaughton
(2013) has identified three main discourses relating to emotion. The first is
physiological where emotions are located inside a person as a universally experienced
bodily state. Within this view emotions are a natural part of our physical makeup, the
result of biological and neuro-chemical responses; too many or too little expressions of
emotion are “signs of trouble” (McNaughton 2013, p.73). The second discourse views
emotions as skills to be learned, and emotions as observable behaviours which can be

assessed. The final view described by McNaughton is emotions as a “socio-cultural
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mediator” (McNaughton 2013, p.73), in which emotion is a set of practices constructed
by social, cultural and political arrangements. McNaughton states that medicine has
traditionally viewed emotion from the first and second discourses, as a result of
biological and neuro-chemical responses, or as skills to be learnt, and argues that
emotions are about social life rather than internal states. The view of emotion as part of
“an analytic discourse of observation, reflection and interpretation in which emotion is
identified as a medium of exchange at the interface between the individual and his or
her social context” (McNaughton 2013, p.76) is espoused in this thesis. This view is
based on the premise that when a parent experiences emotion, how they express that
emotion and the responses to the emotion will be governed by the social and cultural

context of the situation, in this circumstance, a children’s ward.

In adult patient studies, the context of care and the cultural climate in which the care
takes place shape both patients’ emotional expression and nurses’ emotional
communication (Froggatt 1998; James 1989). Henderson (2001) observes that the
circumstances of a particular nurse/patient encounter can encourage or impede levels
of emotional engagement. Inevitably people react to their particular situation based on
their previous experiences as well as the social, cultural and political context in which
they find themselves (McNaughton 2013). Mesquita and Delvaux (2013) argue that
emotional labour and emotional management can only be fully understood in

connection with the cultural context.

Literature on emotion offers a myriad of descriptors for emotional management; these
are worth exploring in order to reduce confusion. Pellitteri (2002) states that an ability
to recognise emotions in oneself and others is emotional perception; whereas
emotional regulation is the ability to monitor and alter the intensity and direction of an

emotion in oneself and others.

Emotional competence requires self-awareness, mood management, self-motivation,
empathy and managing relationships according to Wilson and Carryer (2008), which
has similarities with emotional intelligence. Emotional intelligence comprises knowing
one’'s own emotions, managing emotions, motivating self, such as emotional self
control, recognising emotions in others, having empathy, for example, handling

relationships and managing emotions in others (Goleman 1996).

Nortvedt (1998) describes emotional understanding as having two components;

affectivity, the immediate affective response to encountering another’s pain, such as
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being moved by another’s state, and cognition, interpreting a person’s actual condition
and experience of illness. All the above terms related to emotions; perception,
regulation, competence, intelligence and understanding require emotional labour,
which involves managing one’s own emotional response to others, to shape and
suppress feelings in oneself (Hochschild 1979). Emotional labour is a term coined by
Arlie Hochschild in 1983, who defined it as a form of emotion regulation that creates a
publicly visible facial and bodily display within the workplace (James 1989). Froggatt

(1998) notes that emotions and feelings are usually private and hidden.

With regard to nursing practice and emotional labour, there is general consensus in the
literature that emotional involvement with patients causes nurses a great deal of
anxiety (Bolton 2000; Minto & Strickland 2011; Morse, Bortorff, Anderson, O’Brien &
Solberg 1992), and managing emotions is a drain and a burden on nurses (Froggatt
1998). However, managing emotions is an important aspect of coping with difficult
situations (Lazarus 2006), and nurses may have a role to play in assisting parents cope

with their emotions during their child’s hospitalisation.

Positioning the research

Parents have been allowed into children’s wards in most of the western world since the
early 1960s, initially to provide emotional support to their children (Hutchfield 1999).
Parents are now welcomed and accepted into hospital with their children, and are
expected by nurses to participate in the care of their child (Shields & Coyne 2006).
Hospitals accomodate parents, to provide parents with beds, refreshments, and a
lounge, for example. Models of care have been developed which are inclusive of
parents, such as the family-centred care model (Kelly 2007; Shields, Pratt, Davis &
Hunter 2007).

In New Zealand nursing education since 1995 has provided nurses with knowledge
about interpersonal relationships, and working collegially with families. However, it is
evident in the literature that nurses struggle providing parents the emotional support
during their child’s hospitalisation that parents want (Avis & Reardon 2008; Hallstrom,
Runeson & Elander 2002a; Roden 2005; Widger & Picot 2008). A survey of young New
Zealand nurses has found that nurses were stressed by the high levels of emotional
challenge in nursing for which they felt unprepared (Clendon & Walker 2011). In
keeping with the broader government agenda and professional standards, nurse-
patient communication and family communication is imperative to the delivery of

nursing care. Nurses are expected to interact with parents in a collaborative care
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arrangement. These interactions are full of emotions, especially on the part of the
parents. Nurses work in a specific context; in this case the context is a hospital ward.
Hospital wards have cultures that are unique to each setting. Therefore it is timely to
investigate nurses’ and parents’ experience of emotional communication and the

environmental and cultural context within which the parent-nurse interaction occurs.

In the next section of this chapter, how | came to be interested in this topic and

engaged in this study is described.

Developing the question

Research interest is often initiated by clinical experiences. | have been a registered
nurse for 33 years. My nursing education in the late 1970s was hospital-based which
involved being employed by a large hospital as a student nurse, and having a study
day one day a month. | gained entry to the register of registered nurses with a hospital
certificate. Communication and interpersonal skills were absent from the nursing
curricula. Early in my nursing career | practised as a nurse/counsellor in a residential
drug addiction programme. This work led me to undertake an extensive counselling
skills programme which introduced me to interpersonal communication knowledge and
practice. This new knowledge changed the way | approached my nursing practice,
giving me a greater awareness of my own communication style and the impact it had
on my communication as a health professional. | also became more sensitive and alert
to others communication styles/approaches, and, on reflection, | gained emotional

competence and a strengthened emotional intelligence.

Following this practice, | completed a Masters research which focused on nurses’
understanding of parenting in the children’s ward. One of the recommendations arising
out of my study was that nurses need to acquire communication skills, especially in
conflict resolution (Crawford 2000). At around that time, the teaching of communication
in nursing undergraduate programmes became more explicit, and the Bachelor of
Nursing programme in which | taught, undertook a curriculum review. As a result, two
communication courses were introduced into the programme and | developed and
taught in both of them. Student feedback about the knowledge they gained in these
courses was positive, as was the feedback received about the students’ practice from

the clinical environment, especially in relation to students’ interpersonal skills.

In the early 2000s | had two experiences as an inpatient in a hospital both as an acute

patient in the general medical/surgical area. Nurses were kind to me, but were very
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focused on the task at hand, and rarely lingered long enough to move past superficial
conversations. Nurses also made assumptions about my needs, without checking them
with me. In both situations it was other health professionals, rather than nurses, who
attempted to gauge and to meet my emotional concerns. | also had an overnight stay in
hospital with my then 17 month old child, and discovered for myself the experience of
being a parent with a sick child in hospital. | felt exhausted most of the time, isolated

and lonely, and craved for someone to share my concerns.

In 2006, | returned to clinical nursing practice, as a registered nurse in a children’s
ward. | tried to be an effective communicator within the general hospital setting, to
focus on being with the patient, rather than doing for them. | found to my dismay that
this was a struggle at times as my workload increased and there was always so much
to do and so many demands on my time. | wondered how nurses could be effective
interpersonally, and respond effectively to the multiple needs of parents and patients. |
talked to colleagues about my concerns, and found they experienced similar issues;
lack of time; lack of preparation for emotional communication, and lack of skills to

manage potential issues that may arise.

This research was therefore approached with interest in ways nurses respond to
parents’ emotional responses, and parents’ experiences of nurses’ emotional
communication in the culture and context of hospital care. My own observations and in
reading relevant literature led to the view that nurses have difficulty responding to
parents’ emotional concerns, use strategies to avoid emotion in parents, and feel
uncomfortable when faced with parents’ emotional concerns (Espezel & Canam 2003;
Papadatou, Martinson & Chung 2001).

Nursing communication

This discussion begins with an overview of nursing’s historical background, providing a
context for nurse-patient communication, and leads into the development of
communication competencies for registered nurses. In this discussion the focus is on
the situation in New Zealand, where this study has been undertaken. Nurses’
understanding of theoretical concepts regarding interpersonal relationships is a
relatively recent phenomenon in New Zealand. A history of nursing education in New
Zealand, and the development of nursing competencies, including communication,
helps unravel nurses education and professional development regarding

communicating with patients, and thus nurses’ responses to emotional communication.



In New Zealand, the first training school for nurses was established in 1884, based on
the English Florence Nightingale system. These early schools for nursing were
established in the Nightingale style, emphasising the tradition of tending for the sick as
a calling and a “service of special value in the eyes of God” (Buckingham & McGrath
1983, p.11). In the nineteenth century, the character of the nurse, rather than their

skills, was promoted.

Nursing education at that time promoted fear and submission to authority, echoing the
reality for women at this period in western history (Johnstone 1994). Early nursing
curricula in New Zealand included basic science, nutrition, body systems, and human

growth and development. It lacked any reference to interpersonal communication.

While New Zealand education and practice remained embedded in duty and
submission, in the USA new ideas were emerging. In 1952 Hildegard Peplau presented
her thoughts on nursing in a text for nurses, Interpersonal Relations in Nursing. In
1991, Peplau recalled that in the 1950s she believed that theories of interpersonal
relations were relevant to the work of nurses, suggesting that “interaction phenomena
occurring during nurse-patient relationships have a qualitative impact on outcomes for
patients” (Peplau, 1991, p.v). Peplau recognised that nurses wanted to improve their
understanding of interpersonal relations in nursing and her work gave nurses
knowledge to understand and improve communication within the nursing profession.
Twenty years later, Joyce Travelbee, also from North America, discussed nurses using
their personality and knowledge to effect change in the ill person, and coined the
phrase “therapeutic use of self’ (Freshwater 2002). Travelbee posited “communication
is a process which can enable the nurse to establish a human-to-human relationship

and thereby fulfil the purpose of nursing” (Travelbee 1971, p.93).

Despite the advancement of new ideas in the northern hemisphere, within nursing
practice in New Zealand little had changed. A survey in 1989 undertaken to describe
the nature and organisation of nursing practice within hospital settings (Walton, 1989)
found that only 6.5% of participants thought communication was the most important

part of their work as a nurse.

Development of communication competencies
By 1994, changes in nursing education and practice were initiated. The Nursing

Council recognised the need to develop a general set of competencies/standards for
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registration (Nursing Council of New Zealand, 1994). Communication was one of those
competencies. One driver in the development of communication competencies was
changes in the nurse-patient relationship in the early 1990s, brought about by nurses
advocating for patients, and changes in nursing delivery, such as primary nursing, in
which nurses cared for individual patients, rather than delivering tasks to a number of
patients (Porter 1998). The previous authoritarian nature of the nurse-patient
relationship was being replaced by a friendlier, more relaxed atmosphere, in which
patients were encouraged to question care and to communicate openly with the nurse
(Porter 1998). Nurses therefore needed to be able to manage their communication with

patients.

In 2001, the Nursing Council were advised that people skills were essential for nurses
in the future, including: “the ability to communicate, consult and negotiate, to
understand others points of view” (KPMG Consulting, 2001, p.45). Legislation passed
in September 2003, (the Health Practitioners Competency Assurance Act 2003) which
enabled Nursing Council to require evidence of competence to issue the annual
practising certificate. Within the registered nurse scope of practice, four domains of
competence were established; professional responsibility, management of nursing
care, interpersonal relationships and inter-professional health care and quality
improvement (Nursing Council of New Zealand 2007). Within the domain of
interpersonal relationships there were three specific communication competencies:
establishes, maintains and concludes therapeutic relationships with client, practises
nursing in a negotiated partnership with the client where and when possible, and
communicates effectively with clients and members of health care team (Nursing
Council of New Zealand 2007). The only reference to communicating with family is in
the second competency, which notes that the registered nurse will “acknowledge
family/whanau® perspectives and supports their participation with services” (p. 26). This
document signalled evidence of the burgeoning importance of interpersonal

relationships in nursing.

Nursing in New Zealand had moved from a situation in which interpersonal skills were
rarely discussed in education or practice, to the present in which nursing students are

constantly and consistently evaluated on their interpersonal skills, and nurses in

! Whanau: central structure of Maori society, includes extended family and/or social structures such as school or church

groups (Kidd, Butler & Harris 2014).
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practice are required to provide evidence for meeting a range of indicators within the

interpersonal relationships domain, one of which focuses on the wider family.

Under the legal framework of the Health Practitioners Competence Assurance Act
2003, the Nursing Council requires all nurses to “acknowledge family/whanau
perspectives and support their participation” (Nursing Council of New Zealand 2007,
p.26). The remainder of the competencies and indicators in the interpersonal domain of
the competencies for registered nurses make reference only to the health consumer,
defined as “an individual who receives nursing care or services...represents a patient,

client, resident or disability consumer” (Nursing Council of New Zealand 2007, p.33).

Within child health, a model for practice is family-centred care which revolves care
around the whole family, and regards the family as care recipients (Coyne, O’Neill,
Murphy, Costello & O’Shea 2011). If a nurse is practicing in a clinical environment
which is underpinned by the family-centred care model, the parent will also be
regarded as the health consumer, the care recipient. If however the health consumer is
only regarded as the child patient, with the parent outside that framework, the sole
Nursing Council competency referring to parents of a child in hospital is

acknowledgement and support.

This section of the chapter has provided a brief overview of the development of
communication competencies for the registered nurse in New Zealand. Prior to 1995
there were no specific competencies for registered nurses at entry to practice, and
since 2003 ongoing competencies in interpersonal communication have been required
at entry to practice, and ongoing whilst in practice. It is, therefore, only in the past ten
years that registered nurses have been legally required to demonstrate ongoing
interpersonal competence in New Zealand. As 39% of registered nurses in New
Zealand are over 50 years old, and 35% of all registered nurses gained their
registration with a Hospital Diploma (Nursing Council of New Zealand 2011a), prior to
the commencement of interpersonal competencies for the registered nurse scope of
practice, many nurses practising in New Zealand completed their nursing education
with minimal focus on interpersonal communication. Those registered nurses currently
practising, who did not have any specific learning in communication in their education,
have had to rely on professional development sessions provided in their place of work,

to improve and up-skill their competence in this area.
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In this study, the focus is on one aspect of communication; emotional communication,
with a further emphasis on the interaction between nurses and parents of a child in
hospital, within the culture and context of an inpatient hospital ward. Nurses are legally
required to acknowledge family and support them, and parents in hospital are in need
of nurses’ support. This study provides an opportunity to further nursing knowledge on

this central aspect of nursing practice.

Organisation of thesis

Chapter One provides the context and background of the study. The aims and
significance of this thesis are followed by an exploration of emotions and nursing
communication to introduce the topic and provide the reader with an overview of both
concepts. The position of the research and how the question developed is outlined.
The development of nursing communication through education and practice
demonstrates that learning about the importance of communication in nursing, and

some specific communication competencies are relatively recent in New Zealand.

An overview of the thesis and notes on style and a glossary of words are provided.

Chapter Two provides an outline of the extant literature on the topic of emotional
communication between the participants of a healthcare episode involving patients,
parents and nurses. The chapter begins with a discussion of the history of nurse-parent
communication, and a description of nurse-parent models of practice. The chapter also
encompasses patient/parent perspectives on communication with nurses, and themes
arising from the literature. While the literature includes identification of some of the
difficulties inherent in emotional communication from both the nurses’ and the parents’
perspectives, the gaps in our current knowledge are identified and provide rationale for
the current study. Limitations regarding methods used in the reviewed literature also

offer reasoning for the method choice in this study.

Chapter Three describes the research methods used in this thesis, namely a focused
ethnography with an interpretive lens (Hammersley & Atkinson 2007; Morse 1994).
This chapter details the decision processes undertaken to choose the research
method. Describing the method gives an opportunity to review the research process,
and provide an auditable route from beginning to end point of the study. Ethnography
as a method is proven able to uncover and illuminate knowledge about nurse-parent

interactions, and specifically the cultural processes surrounding those interactions.
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Chapter Four describes the research setting, the children’s ward of a regional hospital
in New Zealand. A description of the physical environment, including population,
structures, and organisation precede a discussion of the ward culture. This chapter
provides the context of the study, the cultural environment in which nurse-parent
emotional communication occurs, thus focusing on the ethnographic question “what’s

going on here?”

Chapter Five provides parents’ perspectives of the children’s ward, documenting
parents’ journey through the hospital experience; their expectations of nurses, with a

final focus on parents’ experiences of emotional communication with nurses.

Chapter Six focuses on nurses’ experiences of emotional communication in the ward.
The chapter is divided into two main sections: nursing in the ward and nurses’
relationships with parents. Highlighted in this chapter are the dichotomy between
nurses’ positive views of working in the ward, especially the supportive nature of nurse-

nurse relationships, with the problematic relationships nurses have with parents.

Chapter Seven details the nurses’ experience of emotional communication with
parents in hospital. Nurses’ understanding of why parents may be emotional is
outlined, nurses’ responses to parents’ emotional communication and finally nurses’

perceptions of why they avoid emotional communication.

Chapter Eight is the discussion chapter, emphasising the salient features of the
results chapters, and the relationship of those findings with extant literature. With a
continued focus on the study objectives, the discussion highlights the significant study
conclusions and draws on a synthesis of relevant and current knowledge as reflected in
the literature. Recognition that the ward and nursing culture influence and shape
nursing behaviour and affect, especially with regard to emotional communication is

affirmed.

The final chapter, Chapter Nine, concludes the study. The central thesis is outlined;
parents want emotional communication with nurses, and nurses struggle to
acknowledge, confirm and respond to the emotions experienced by parents. The
context and culture of a hospital ward influence nurse-parent engagement in such a
way as to either impede or broker emotional support, thus emotional communication
impacts on health experiences. Two conceptual models which arose from the results

are presented: firstly, a diagrammatic representation of the findings of the study and
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secondly, a future representation of the possibilities of culture shaping practice. The
three broad findings from any research: the implications for practice, research and
education will also be discussed in this chapter. Limitations of the study are noted,
followed with a reiteration of the knowledge gained about this phenomenon, with a

particular focus on “so what?” and “where to now”.

Notes on style and language
Use of italics and quotations

Square brackets [...] are used to include words added to direct quotes to aid meaning,
such as “Mum appeared at office at 0230 shaking and crying. She voiced her concerns
about [name of child] and how [child] would react to this. Mum also reported she was
awake worrying about [child’s] heart “stopping” and her electrolytes being

“unbalanced”.

Words in italics are verbatim comments from participants.

Glossary of terms

Context: “provides the framework in which to understand cultural beliefs and
practices...includes cognitive, symbolic, structural, and environmental elements
relevant to a particular setting or situation” (Wenger 1995, p. 4)

Culture: “acquired knowledge that people use to interpret experience and generate
social behaviour” (Spradley 1979, p. 5). Also patterns of behaviour, artefacts, and
knowledge that people have learned or created, the organisation of things, and the
meanings people give to objects (Cox 1987).

Emotional communication: communication between the nurse and the parent which
focuses on the parent's feelings and affective responses related to their child’'s
hospitalization.

Maori: indigenous population of New Zealand, comprising 24% of total population
Maori language is an official language in New Zealand, and is used as the first and
second language of indigenous and non-indigenous people in New Zealand.

Marae: Maori word for the area people gather, usually including a sleeping area, eating
area, and gathering area. The Marae is a communal area and is a sacred place.
Pacific: people who have immigrated to New Zealand from Pacific Islands close to
New Zealand such as Nuie, Tonga, Western Samoa, and Rarotonga

Pakeha: a person who is not of Maori descent, a white person living in New Zealand
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Parent: a parent or the child’s primary caregiver (such as grandparent, other family
member, foster parent).
Whanau: central structure of Maori society, includes extended family and/or social

structures such as school or church groups (Kidd, Butler & Harris 2014).

Chapter summary
In this chapter the central concerns which have led to this study being undertaken have

been asserted. Nurses practice alongside parents of children in hospital, within the
confines of an inpatient hospital ward. The relationship between the nurse and parent
has an impact on both nurses’ and parents’ experiences, as well as the child’s care.
Parents encounter a range of emotions during their hospitalisation, and nurses’
responses to those emotions affect the parent and the nurse. The close relationship
between the child and parent reinforce the imperative to improve the parent’s
experience of their hospital encounter. The culture and context of the ward is relevant
to emotional communication as it can influence how people within the environment
engage with each other. In the following chapter, the literature review provides a

comprehensive review of the current knowledge of emotional communication.
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Chapter 2: Literature review

Introduction
In this chapter the extant literature on the topic of emotional communication between

the participants of a healthcare episode involving patients, parents and nurses is
discussed. The chapter begins with an overview of the history of nurse-parent
communication, followed by a description of nurse-parent models of practice. The
discussion encompasses patient/parent perspectives on communication with nurses,
and themes arising from the literature. The purpose of a review of the literature is to
convey what is currently known about a topic in order to identify any shortcomings in
the knowledge (Burns & Grove 2009). Reviewing the literature provides an opportunity
to argue the importance of this research topic, as well as supporting the use of the
methods used in this study. The reviewed literature on method and research content
indicate limited understanding on how cultural context affects interactions between

parents and nurses.

Literature for this review has been widely sourced using specific nursing databases:
C.ILN.A.H.L., Cochrane Library, Joanna Briggs, ProQuest Central, Science Direct and
Scopus. A manual search was also undertaken, accessing references in journal
articles that were located and chosen. There were no year parameters on the literature
searched. Key words guiding the original search were: nursing communication; nursing
communication with patients; nursing communication with patients with emotional
needs. To understand the intricacies of nurse-parent communication in the children’s
ward, the nurse-patient literature was explored to consider the nurse in a relationship
trying to help an adult patient in hospital, thereafter called the patient. The review was
then narrowed looking specifically for literature exploring nurses’ experience of
emotional communication with patients. A further refinement occurred when the topic
emphasis changed from nurse-patient communication to nurse-parent communication.
Key words used at this stage of the search were nurse, communication or interaction,
nurse-parent interaction, emotional communication. The only exclusions to the search

were that the studies had to be in English.

The literature was critiqued using critical review guidelines for quantitative and
qualitative studies as suggested by Schneider, Whitehead, Lo-Biondo-Wood and
Haber (2013) and Schneider, Whitehead, Elliot, LoBiondo-Wood and Haber (2007).

The guidelines enabled questions to be asked of the studies reviewed, specifically
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focusing on the title and abstract, the structure of the study, the sample, data collection

and analysis processes, and findings.

Historical background of nurse-parent relationships in a children’s
ward
In this section of the review, the history of nurse-parent interactions in a children’s ward

are outlined, followed by an overview of nursing models of care for families in hospital.
This historical overview has been sourced predominantly from western-based literature
as this is where most of the literature describing the care of children in hospital has

originated.

In the developed world, prior to the mid-19" century, family members, including
children who were ill, were cared for at home by family and/or friends (Nethercott
1993). Hospitals were mainly for the poor, as the rich had the resources to be cared for
at home (Anstice 1970).

The first hospitals for children were foundling hospitals for infants who had been
abandoned by their families. However many babies admitted to these hospitals died of
gastro-enteritis caused by cross-infection (Stapleton 1963). The response of health
professionals to the problem of cross-infection was to isolate the child from everyone.
General hospitals for sick children and adults were first built in the mid-19™" century,
and following a child’s admission, parents moved from provider of care, to observer of

care, but only when sanctioned into the hospital by hospital staff (Young 1992).

If a parent was allowed to visit, they sat with their child, while the nurse undertook all
the care the child needed. There were some exceptions to this norm however. In the
United Kingdom in 1925, Sir James Spence founded the Babies Hospital whereby the
mother cared for the baby, with no nurse involvement (McCarthy, Lindsay & Morris
1962). This idea was quickly adopted by Dr. and Dr. Pickerill in New Zealand in 1927, a
husband and wife plastic surgeon team who established a unit for mothers and babies
at Wellington Hospital, as a means of countering cross infection (McCarthy et al. 1962).
The Pickerills later opened their own hospital in Wellington whereby mothers undertook
all the care of the child. The rationale for this scheme was that babies were born with
passive immunity to the mothers’ organisms, acquiring further immunity over the next
few months, thus with the elimination of multiple nurses caring for the child, there would
be less exposure to other organisms (Pickerill & Pickerill 1945). The Pickerills noted

that mothers and babies were much happier being together than apart and also that
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they had no cross-infection in the Unit (Pickerill & Pickerill 1954). Drs. Spence and
Pickerills had different beliefs from the prevailing view of the time, and the wherewithal
to follow through in those beliefs. Despite these successes, the conviction in the health
sector was that children in hospital should be admitted on their own, with parents given

visiting rights according to hospital policy.

By 1952 in the United Kingdom (UK), 300 out of 1300 hospitals that admitted children
permitted daily visiting, and half the hospitals prohibited any visiting at all (Stapleton
1963). Cross-infection was a major contributor to visiting prohibitions. Prior to World
War Two and the advent of antibiotics, diseases such as tuberculosis and polio were
significant causes of morbidity and mortality, therefore maintaining strict infection

control was paramount (McKinlay 1981b).

Another motive for parental exclusion was health professionals’ beliefs that they were
better caregivers of sick children than parents (Palmer 1993; Young 1992). According
to Young (1992) this idea was prevalent because most nurses came from the upper
middle classes, whereas the children they were caring for were often impoverished;
and the wide social gulf between the nurse and the child led to a view that health
professionals provided better care. Other factors affecting parental absence were the
lack of acknowledgement of children’s rights, lack of space for parents as children were
cared for in adult wards, and parental lack of transport to often inaccessible hospitals
(Cleary 1992).

Change to parents’ exclusion from the ward was driven by a number of factors. The
upheaval of World War Two led to many children being separated from their parents,
and the effects this separation had on children were evident. Studies into the
destructive effects of institutionalisation on children by psychiatrist John Bowlby in the
late 1940s (Bowlby 1952), began a revolution in the way care of children in hospital
was to be delivered. In 1952 Bowlby’s colleague, British psychiatric social worker and
psychoanalyst James Robertson produced a two minute film titled ‘A Two Year Old
Goes to Hospital’, showing a happy, well-adjusted child being separated from parents
and becoming a withdrawn, unhappy child (Bretherton 1992). Initially the film was
revealed to health professionals only, then the film was shown on public television in
1961 in the United Kingdom, sparking public debate and leading to the founding of the
National Association for the Welfare of Children in Hospital (now called Action for Sick
Children) in the UK (Robertson 1970). A further factor influencing change in practice

was that antibiotics were more readily available, leading to less need for isolation and
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exclusion of outsiders (Cleary 1992). Researchers in the USA in 1953, (Prugh, Staub,
Sands, Kirshbaum & Lenihan) demonstrated that more frequent visiting in hospital did

not increase the risk of infection.

Instigated by these events in 1959 was a report commissioned by the British
Government: The Welfare of Children in Hospital, (also known as the Platt Report,
1959). This report made a number of recommendations including: parents visiting
children in hospital should be unrestricted, mothers should be able to be admitted with
children under the age of five years, and parents should help as much as possible with
the care of their child (McKinlay 1981b). The recommendations highlighted the
recognition that children, especially young children, had emotional needs in hospital
that could be relieved or lessened by the presence of a parent or primary caregiver
(Hutchfield 1999). The Platt Report recommendations were adopted by the British
government, and eventually filtered through to other countries in the western world,
including New Zealand (McKinlay 1981a). By 1961 the New Zealand Government
surveyed New Zealand hospitals and suggested that “there may be scope for some of
the recommendations made in this report (Platt) to be adopted with advantage in this
country” (Department of Health 1961). The survey also enquired about hospital policies
in respect to child patients, item three of which was the visitors and visiting hours in
children’s wards (Department of Health 1961). As a result of these actions, parental
visiting became more relaxed than previously, but visiting hours in children’s wards

remained rigidly imposed (McKinlay 1981a).

Health professionals struggled with how to fit in and manage parents in hospital. In
New Zealand in 1963, a conference was held for professional groups, organised by the
Canterbury Mental Health Council as contribution to the World Mental Health Year
1961. A professor of child health from Sydney, Australia noted that rather than being a
parent substitute “nurses... realized that a large part of the child’s treatment is
treatment of the parents, ... [was] education and reassurance” (Stapleton 1963, p.142).
At the same conference a nursing tutor sister from Christchurch hospital New Zealand,
Nan Kinross, was reported to have stated that nurses’ reluctance to encourage parents
visiting in hospital was because of cross-infection concerns, and also that nurses were
meeting their own maternal instincts by taking over the mothering when a child was in
hospital (Stapleton 1963).

Progress toward more parents accessing hospital and staying with their unwell child

was slow (Darbyshire 1994). Nurses were particularly resistant to parents residing in
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hospital with their child. A study in the U.K in 1968 evaluating claims that mother and
child units were beneficial for children (Brain & Maclay 1968), found that senior nurses
had initial doubts about the advisability of admitting mothers with children, and
following the study, which involved mothers staying with their child in the ward, nurses
were unanimous that they preferred children to be admitted on their own. Nurses’
reasons for excluding parents were that it was easier to carry out nursing procedures
when a child was alone, nurses were able to make more personal contact with children
who were unaccompanied, and a few mothers were difficult and upset their own

children and other mothers on the ward (Brain & Maclay 1968).

In New Zealand, a parent of a child in a hospital ward in the 1960s recalled that
“abiding by the rules” was the dominant concern for parents (Chenery 2001, p.58).
Parents felt like “interlopers” (Chenery, 2001 p. 71) as nurses and other staff worked
around them, excluding parents from assisting with the care of their child. By that time
there had been some relaxing of visiting hours, now parents were allowed to visit
between 11am and 6pm, but parents were visitors only, and were not allowed to
participate in any care of the child (Chenery 2001). Stapleton noted in 1963 that ward

sisters believed that visiting time made their work more difficult.

A study in Wales, UK which aimed to establish inhibitors to living in a ward or visiting
by a parent, and in which 32 children and mothers were interviewed and observed
between 1965 and 1966 (Pill 1970), found that nurses’ main contact with children was
when undertaking basic nursing, such as washing, dressing and serving meals.
Mothers were not permitted to undertake any routine care of the child and a mother

would be observed sitting watching the nurse wash the child (Pill 1970).

A number of pressure groups developed to lobby for and encourage more parental
involvement in their child’s care. As well as the U.K. National Association for the
Welfare of Children in Hospital (Stacey, Dearden, Pill & Robinson 1970), in Wales,
parents formed the Association for the Welfare of Children in Hospital (Stacey et al.
1970). In New Zealand a group called the Working Party for Children in Separation was
formed in 1974 following the visit to New Zealand by James (producer of a number of
films about children in hospital including ‘A Two Year Old Goes to Hospital’) and Joyce
Robertson of the Child Development Research Unit, Tavistock Institute of Human
Relations, London (Children in Separation 1977). The Robertsons highlighted the need
for children to make a close bond with one caring person (McKinlay 1981a). The

Working Party for Children in Separation lobbied the New Zealand government for
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better parental access to their hospitalised child (Children in Separation 1977), made
representations to the Minister of Health, and contacted agencies involved with aspects
of the hospitalisation of children. They also developed a brochure for the use of parents
in preparing their child for a hospital stay (Children in Separation 1977). As a response
to this lobbying in 1974 the New Zealand Health Department sent out a letter to
hospital boards encouraging them to work towards the implementation of the aims of
the Platt Report (McKinlay 1981a). Despite such government remits, the prevailing
view of health professionals in inpatient children’s units that parents were a hindrance

to the provision of care remained.

Nonetheless there were nurses who refuted the established view that parents (usually
mothers) were unwelcome with their children in hospital. By 1975 in New Zealand,
McNeur, a ward sister in a children’s ward, described her experiences of free visiting
day and night, and rooming-in to parents of children under five years. She found that it
was the parents who needed more care than the children at times (McNeur 1975), and
went on to note that “if the parents are being awkward and difficult they usually have
good reason and it is worthwhile getting to know them and making them feel accepted
in spite of their difficulties” (McNeur 1975, p.20).

General acceptance of these changes continued to be slow (McKinlay 1981a). In New
Zealand, Litchfield (1974) observed that it was accepted practice for parents to leave
their child in hospital to the care of total strangers and hand over their child’s
responsibility. According to Litchfield, parents were left feeling guilty and anxious,
doubting their ability as parents. Similarly in the U.K., Webb (1977), writing about
experiences as a mother with her 11 month old child in a UK hospital, described having
her child taken away from her, and listening to his screams for hours as burns
dressings were changed. Other parents were seen in the ward to be in a distressed
state, crying openly, and nursing staff were noted to avoid these parents (Webb 1977).
Webb described parents’ acceptance of written and unwritten rules about how to
behave in the ward, believing that if they were a good parent and helped where they
could, and did not cause any problems, they were ultimately helping their child get
better.

By 1982 Casey and Whiley (1984) reported that the New Zealand Board of Health
Report on Child Health and Child Health Services in New Zealand 1983, had noted that
while some paediatric wards provided good living-in facilities for parents, others did not,

and that conditions “lacked convenience and dignity for mother and child” (p. 22). The
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Board of Health Report had recommendations specifically relating to nursing; noting a
lack of understanding of children’s health needs, gaps in nursing education, lack of
adequate facilities for children in hospital and fragmentation of health services (Casey
& Whiley 1984). The majority of nurses continued to believe that parents disturbed both
the hospitalised child, and the efficiency of the ward (Casey & Whiley 1984).

In 1981 an extensive study was undertaken in New Zealand, examining different ways
in which medical and nursing staff defined the mother’s involvement in their child’s
hospital care, and the value they placed on the experience of mothering in the ward
environment and to their own identity as professional carers (McKinlay 1981b). Health
professionals’ experiences were compared with the experiences of mothers in hospital
with their child(ren). Twenty-three out of 75 hospitals offering inpatient care for children
were visited during the study, with researchers speaking to 33 paediatric charge
nurses, 12 nurses, 16 principal nurses, 18 paediatricians, 23 medical superintendents
and an unspecified number of mothers of children. McKinlay found that the overriding
belief of health professionals was that parents could make children more distressed
and even make them sick (McKinlay 1981b). McKinlay observed tension in the ward
between nurses and mothers, noting that accepting untrained mothers as caregivers
made nurses uneasy, with mothers carrying out tasks that nurses believed nurses were
trained to do. Nurses felt they needed to justify their status as a health professional by
showing expertise mothers did not have (McKinlay 1981b). Mothers reported not
knowing the rules of the ward, or what was expected of them. They had serious
concerns about not getting enough information and also described being very bored
(McKinlay 1981b).

This historical overview of nurse-parent relationships in the children’s ward from the
mid-century, when children were first admitted into hospitals in the western world, until
the early 1980s, has demonstrated general reluctance by nurses to accept that parents
needed to be with their child in the ward. Nurses had a number of concerns about
parents’ presence in hospital, including the risk of cross infection (Stapleton 1963);
health professionals belief they were better at caring for sick children than parents
(Palmer 1993; Young 1992); a belief that parents made children more distressed
(McKinlay 1981a); nurses’ own need to provide maternal care (Stapleton 1963); a
belief that parental presence made it difficult to undertake procedures on children and
some parents upset other parents (Brain & Maclay 1968); and that parents disturbed

the efficiency of the ward (Casey & Whiley 1983). Despite government and parent
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group lobbying, health professionals acceptance of parents into hospital with their child

continued, albeit slowly.

Parents who were allowed into hospital described feeling guilty and anxious (Litchfield
1974); feeling like a hindrance (Chenery 2001), were not allowed to be involved in their
child’s care (Pill 1970); were bored (McKinlay 1981b) and were avoided by nurses
(Webb 1977). Mothers did not know what they were allowed to do, and perceived that
information about their child was withheld from them (McKinlay 1981b). Parents
described trying to get on side with nurses, to be perceived as good parents in order for
the child to get better (Chenery 2001; Webb 1977). The discord between parents and

nurses centred on the parents’ presence in the ward.

By the early 1980s, the prevailing belief amongst health professionals that children
were better off in hospital without their parent(s) was beginning to wane, largely as a
result of governmental pressure, parent group lobbying, and evidence from some
hospitals that parent presence did not make the child sicker. Largely absent from the
literature is any acknowledgement or discussion of the needs of the parents
accompanying their child. Now that parents were in hospital, the next stage of the
process of nurse-parent relationship, whereby nurses and parents were required to live
and work alongside each other in the ward, heralded the advent of family-centred care

and parental participation in care.

Parent participation to family-centred care

By the 1980s, the children’s ward was very different to previous eras, and also
developed a culture that was distinct from adult wards. Open visiting, that is allowing
parents to visit at any time, and the constant presence of parents had changed the
environment considerably. The wards were now noisy, sometimes chaotic, and lacked
the organisation of a ward that was predominantly peopled by hospital staff and adult
patients. As a result of parent lobbying and governmental requirements, parents in
hospital wanted to be more involved in the care of their child in hospital (Boyers et al.
2000). The term ‘parent participation’ arose from the Platt Report (1959) and
established that the child in hospital needs their parents’ presence and participation in
their care (Coyne 2007). In the early 1960s, central to parent participation was the idea
that parents would be involved in the care of their child in hospital, mainly to provide

the child emotional support (Coyne 1996).
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Parent participation is described as the central tenet of paediatric nursing (Corlett &
Twycross 2006; Coyne 1996; Coyne & Cowley 2007), and its meaning ranges from
encouraging parents to stay with their child in hospital, involvement of parents into
decision-making regarding their child’s care and involvement of the whole family as a
unit of care (Coyne 1996). Nethercott (1993, p.795) noted that “parent participation
assumes rather than assesses the care to be provided by the family”. Over time the
term that related to parent participation changed from parental involvement, to
partnership in care, to care by parent and most recently family-centred care (Coyne
1996). However Gill (1993) noted that parent participation was only one aspect of
family-centred care and later Lee (2005) stated that partnership-in-care is part of the

spectrum of family-centred care.

According to Espe-Sherwindt (2008), family-centred practice was originally mooted in
the 1950s in the USA, notably amongst families with a child with a disability, and did
not become widespread until the late 1980s. Family-centred care is defined as “a
philosophy of care in which the pivotal role of the family is recognised and
respected...in which families should be supported in their natural care-giving and
decision-making roles...in which parents and professionals seen as equals” (Brewer,
McPherson, Magrab & Hutchins 1989, p.1055). Nethercott (1993) describes family-
centred care as care in which the family is viewed from a social, cultural and religious
context; and roles of family members are evaluated to provide support for their physical
and emotional needs. Family-centred care is a process in which the child and family
are professionally supported in their journey through hospitalisation (Kelly 2007).
Shields et al. (2007, p.2) note that the “foundation for family-centred approach ... is the
belief that a child’s emotional and developmental needs, and overall family wellbeing,

are best achieved ... by involving families in the plan of care”.

Ann Casey, a British nurse, developed a partnership model for paediatric nurses,
encouraging nurses to focus on the structure, relationships, and forces affecting the
family, but only as they affected the family’s ability to care for their child in hospital
(Casey 1988). In Casey’s model, the family are the providers of child care, with the
nurse assisting as required (Coyne 1996). However as Coyne (1996) argues, Casey’s
model contradicts the tenets of parent participation when nurses are only concerned
with the family as carers of the child, rather than the nurse entering into a relationship

with the family.
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Acknowledging that the continuous involvement of the family is an integral element of
the concept of parent participation and family-centred care, the implementation in
practice has been problematic and difficult at times (Boyers et al. 2000; Darbyshire
1995; Gill 1987; Shields, Kristensson-Hallstrom & O’Callaghan 2003). In a study aimed
at testing the elements of a family-centred philosophy at a medical centre, Boyers et al.
(2000) found prohibitive factors to the implementation of family-centred care included:
nurses’ lack of knowledge regarding family-centred care, lack of organisational support
for family-centred care, and staff perception that working collaboratively with families
was inconsistent with or a threat to professional identity. A 2007 study by Coyne
investigating parents’ participation in their hospitalised child’s care found that nurses
expected parents to stay with their child and provide emotional care, child care and
some nursing care for their child; and also expected parents to be co-operative, helpful
and undemanding, to follow instructions and get involved in care (Coyne 2007). A
further study by Coyne et al. (2011) into the meaning of family-centred care to nurses,
found that nurses had difficulty supporting and facilitating parent participation in care
because of their concerns about parents’ abilities to perform care and be accountable,
threats to nurses’ loss of professional authority and role blurring, feeling intimidated by
parents and fear of losing power and control. Kelly (2007) noted that other barriers to
nurses implementing family-centred care were assumptions made by nurses that
parents wanted to participate in their child’s care without negotiation, and that nurses
were concerned about parents’ ability to carry out complex care and were unwilling to
relinquish control over the child’s care. In addition, nurses expected parents to be
present and cooperative, to follow instructions and be actively involved in their child’s
care, when in reality parents felt stressed and anxious about caring for their child, in

case their lack of experience harmed their child (Shields & Coyne 2006).

Darbyshire (1995 p. 33) noted that parent participation and family-centred care were
“socially created phenomena...influenced by understandings, perspectives and
practices of both parents and nurses”. The public nature of parenting in hospital, and
nursing children in hospital, was fraught with difficulty for participants in Darbyshire’s
1994 study which examined parents’ and nurses’ perceptions of parenting in hospital.
In a 2000 study into the different aspects of parental participation in hospital,
Kristensson-Hallstrom found that when parents participated in their child’s care by
taking responsibility for feeding or hygiene, nurses were reluctant to relinquish control
and responsibility. In Australia in 2005, Paliadelis, Cruickshank, Wainohu, Winskill and
Stevens explored nurses’ perceptions of their inclusion and involvement of parents,

and found that nurses had a protective, paternalistic role which motivated them to
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exclude parents at times. Nurses wanted to retain their professional role and felt

threatened by parents’ presence.

Despite accepting in theory the philosophy of parent participation and family-centred
care, nurses have difficulty putting the philosophy into practice (Coyne et al. 2011;
Mikkelsen & Frederiksen 2011; Paliadelis et al. 2005; Shields, Young & McCann 2008).
Parents have consistently stated that they want to be involved in their child’s care, but
on their own terms and after negotiation with nurses (Corlett & Twycross 2006;
Kristensson-Hallstrom 2000; MacKean, Thurston & Scott 2005; Power & Franck 2008;
Shields et al. 2003). Major factors which have led to parent participation and family-
centred care not working in practice include: nurses feeling threatened with a loss of
professional identity (Boyers et al. 2000; Coyne et al. 2011; Espe-Sherwindt 2008; Gill
1987; Paliadelis et al. 2005); paternalistic attitudes towards parents (Coyne et al. 2011;
Paliadelis et al. 2005); and concerns about parents’ ability to provide care to their child
(Boyers et al. 2000; Coyne et al. 2011; Kelly 2007). The history of nurse-parent
relationships in a children’s ward has led nurses to regard family-centred care as
encouraging parents to take responsibility for that part of the child’s care that nurses do
not consider nursing, rather than the development of a collaborative nurse-parent
partnership (MacKean et al. 2005).

Family Partnership Model

A further concept in parent participation is the Family Partnership Model, a multi-
disciplinary model, focusing on interacting with families and increasing skills of staff,
and improving staff communication in order to work with families (Braun, Davis &
Mansfield 2006; Wilson & Huntington 2009). Within this model nurses, along with other
health professionals, and parents work together collaboratively, enabling parents to
improve their problem-solving abilities, thus improving their self-esteem, self-efficacy

and interactions with their children (Keatinge, Fowler & Briggs 2007).

The Family Partnership Model has been used in the UK since the 1980s and was
introduced to New Zealand by a Well Child provider in the community (Wilson &
Huntington 2009). It is anticipated that nurses using this model will have an enhanced
ability to communicate with patients and families, as it builds on communication skills in
order to improve existing family support services (Wilson & Huntington 2009), however
the model has yet to make an impact on the relationship between nurses and parents

in hospital in New Zealand.
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In this early section of the chapter, a historical overview of parents’ presence in hospital
with their child, followed by the rise in parent participation in hospital, is evidenced in
the literature. Early history of parents’ presence in hospital with their children was
difficult for both parents and nurses (Palmer 1993; Stapleton 1963; Young 1992).
Parents’ desire to be with their child led to more parent participation which evolved into
family-centred care. Authors have argued that parent participation/family-centred care
is a complex concept and often difficult to implement in practice (Coyne et al. 2011;
Mikkelsen & Frederiksen 2011; Paliadelis et al. 2005; Shields et al. 2008). Parent
participation and partnership involves a relationship between nurse and parent, and
human relationships always involve communication. Therefore in the next section of
the chapter the combined nurse-patient/parent literature explaining interactions and
communication is reviewed to enable better understanding of the nurse-parent
complexities. The review highlights literature mainly from the early 1980s into the

present.

Nurse-patient/parent communication
Before considering the nurse-patient or parent communication literature, general

models of communication are presented, with the purpose of gaining an understanding
of the phenomenon that is interpersonal communication in order to better locate

emotional communication as part of this broader activity.

Communication models/frameworks

Communication between two or more people is a multifaceted construction, and
models have been developed to try and reduce this complexity (Northouse &
Northouse 1998). There are numerous communication models, any one of which a
nurse could use to frame nursing care. One commonly known model is the
Therapeutic model, which “emphasised the important role that relationships play in
assisting clients and patients ... to move in the direction of health” (Northouse &
Northouse 1998, p. 12). This model was influenced by work by psychologist Carl
Rogers (1951) who proposed that practitioners need to be client-centred, using
empathy, positive regard and congruence. Rogers established that therapeutic
communication would enable the client to uncover their own worries, and, in doing so,

feel understood and able to manage their own concerns (Rogers 1951).

Another model used in health care is the King Interaction model which focuses on
interpersonal systems in healthcare. This model describes the interaction between

nurse and patient as a cycle, whereby initially both make judgements about the other,
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based on their perceptions of the situation. These judgements lead to actions which

stimulate a reaction in the receiver, whereby new perceptions are made (King 1981).

Other writers prefer to describe the nature of the relationship between the nurse and
the patient, rather than a model of practice. Balzer Riley (2000) discusses the helping
relationship, which she differentiates from a social relationship, noting that the former
is established for the client’s benefit, to help the client achieve and maintain health.
The idea of the nurse as helper has been taken much further by Egan (2014) who
developed the Skilled-Helper framework, which has three stages: reviewing the current
situation, developing a preferred picture and helping clients get where they want to be.
Another approach is to focus on the skills of the nurse, such as communication
competence, as described by Stein-Parbury (2014). Communication competence
requires the nurse to have two specific skills: responsiveness and assertiveness.
Stein-Parbury (2014) suggests that nurses who have high levels of assertiveness and

responsiveness are able to express themselves and listen to others.

Egan (2014, p.220) notes, “all worthwhile helping frameworks, models or
processes...help clients ask four questions: what’s going on? what does a better future
look like? how do | get there? and how do | make it all happen”. The models described
are some of the ways authors have attempted to explain the complexities of the
helper/nurse-patient interactions. They were chosen as they all provide ways of
discerning the interpersonal relationship between the nurse and patient. Both patients
and parents of a child in hospital look to nurses for help, and rely on a connection with
them in order to facilitate the journey through this phase in their lives. The

interpersonal dynamics, therefore, are comparable.

Research on interpersonal communication between the nurse, and both patient and
parent was found to be similar with consistent themes emerging across the literature.
The bodies of literature contain a key commonality; both patient and parent were
considered to be in a vulnerable situation. Being vulnerable includes being capable of
being emotionally wounded, and easily persuadable (Knight 1991). Vulnerability
developed because of the inability to maintain normal lives and roles, having little
control, and being stressed because of concern about their own or their child’s health
status (Hallstrdbm et al. 2002a; Roden 2005; Simons & Roberson 2002; Snowdon
2000; Stratton 2004). Although the nurse-patient, and then nurse-parent literature has

been subject to different research methods, the findings are similar to the point that it
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can be argued the distinction becomes artificial. The level of vulnerability is the key

commonality between them.

Vulnerability and context are intertwined. Examples of context and vulnerability being
interwoven recur consistently in the literature, as accounts report both nurse and
patient/parent grapple with their circumstances and the healthcare situation
(Kristensson-Hallstrom 2000; Macleod Clark 1983; Morse 1991; Simons & Roberson
2002; Stockwell 1972; Suominen, Leino-Kilpi & Laippala 1995). Context refers to the
situational variances and circumstances, including factors such as how sick the child
or adult is, how long they have been in hospital, in addition to the organisation and
culture of the environment in which the interaction takes place. There is evidence that
what patients or parents want from nurses in terms of a relationship was dependent on
context, and was also inextricably bound to the vulnerability of the patient/parent (Liu,
Mok & Wong 2005; Suominen et al. 1995; Swallow & Jacoby 2001; Wilkinson 1991).

Research on emotional communication has been completed in different contexts,
including a fertility clinic, hospital ward, paediatric intensive care, and using various
methodologies, such as ethnography, qualitative descriptive, interpretive description
and quantitative case control (Allan 2006; Snowdon 2000; Studdert et al. 2003;
Thorne, Harris, Mahoney, Con & McGuinness 2004). Despite the variety of literature,
consistent themes emerged. One of these themes is the patient and parent

perspectives of their interaction with nurses.

Patient/parent perspectives on communication with nurses

There has been considerable research examining the patient's perspective of
communication with the nurse, especially what they want from their interactions with
nurses when feeling emotional (Avis & Reardon 2008; Blockley & Alterio 2008;
Eriksson & Lauri 2000; Espezel & Canam 2003; Kvale 2007; McCabe 2004; Stratton
2004; Vydelingum 2000). Patients want nurses who are interpersonally competent
(Eriksson & Lauri 2000; Fosbinder 1994; Suominen et al. 1995). Patients want to be
listened to and seen as human beings, and also look for nurses who display warmth,
concern and acknowledge their vulnerabilities (Blockley & Alterio 2008; Liu et al.
2005). Having their individuality recognised is also important (McCabe 2004) as is
having nurses who are courteous, respectful and engaging (Thorne et al. 2004).

However the situational variance of the nurse/patient interaction affects the type of
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emotional communication patients want from nurses (Eriksson, Arve & Lauri 2006;
Eriksson & Lauri 2000; Suominen et al. 1995).

Within the context of cancer treatment, patients and families want some level of
emotional support from nurses and are disappointed when this does not occur
(Eriksson & Lauri 2000). Emotional support is an aspect of social support (Arora,
Finney, Gustafson, Moser & Hawkins 2007), and includes demonstrating empathy,
reassurance, love and caring. Other aspects of social support are informational, the
provision of facts or advice, and instrumental support (Tates, Meeuwesen, Bensing &
Elbers 2002), offering or supplying behavioural or material assistance (Thoites 2011).
Emotional support can affect physical health and psychological wellbeing (Thoites
2011).

Patients with breast cancer want informational and emotional support (Suominenen et
al. 1995). However breast cancer patients do not receive enough emotional support
from nurses (Suominenen et al. 1995), and Arora et al. (2007) found that emotional
support is mainly provided by friends and family. Relatives of patients with cancer
regard emotional support as important and want nurses to have time to talk to relatives
and listen to their concerns (Eriksson & Lauri 2000). Mothers with illnesses were
disappointed when healthcare professionals failed to talk to them about their mothering
roles (Vallido, Wilkes, Carter & Jackson 2010). Eriksson and Lauri (2000) also found
that most relatives were asked rarely, or not at all, whether they wanted to talk about
their experiences. Describing the care relatives received before, during and after their
relatives’ death, relatives reported they rarely received emotional support from nurses
(Eriksson et al. 2006). Parents of a child with cancer want to have their fear of

hospitalisation recognised by nurses (May-Ching Yiu & Twinn 2001).

However, not all patients want the same level of emotional connection. Examining
whether patients in an oncology ward want to talk to nurses about their emotional
concerns, Kvale (2007) noted that patients wanted nurses to offer to talk with them, but
patients themselves wanted to choose with whom to talk. Reasons for this included
patients wanting to avoid conversation and distance themselves, choosing to live in the

present and patients getting enough support from family and friends.

The discrepancy between patients who want an emotional connection with nurses and
those who do not, may be explained by the level of involvement in the relationship

between them. The level of involvement between the nurse and parent or patient can
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affect their relationship. Morse (1991) and Ramos (1992) describe levels of connection
between nurse and patient. Instrumental relationships according to Ramos involve the
nurse completing tasks for patients and having brief superficial interactions with
patients. For Morse (1991) this is a clinical relationship, whereby contact between the
nurse and the patient is brief, superficial and courteous. The patient is usually satisfied
with the care provided and there is little emotional involvement between nurse and
patient. The second level of relationship as described by Ramos (1992) is protective,
where the nurse is trying to appreciate the patients’ emotional reaction to the situation
they are in, and also endeavouring to control the process for the patient. According to
Morse, this protectiveness would be therapeutic. Morse (1991) asserts that the third
level of relationship is connected, and that in order to develop a connected nurse-
patient relationship, the nurse needs to see the patient first as a person, and secondly
as a patient. For Ramos (1992) the third level of relationship is reciprocal whereby the
nurse cognitively and emotionally identifies with the patient. Morse notes that there is a
fourth level of relationship which is not therapeutic, when the nurse becomes overly-

involved in the patient’s life, and oversteps patient/professional boundaries.

This work has been further developed by Williams and Irurita (2004) who undertook a
grounded theory study to explore and describe the therapeutic effect of interpersonal
interactions during hospitalisations. They found that emotional comfort (comfort
associated with feelings of a person) is perceived by patients as enhancing their
recovery. Therapeutic interactions facilitating emotional comfort are on three levels:
security, whereby patients feel staff are competent and available; knowing, whereby
knowledge or information about the environment is shared with the patient; and
personal value, feeling valued by others, leading to more personal control and
emotional comfort. This study has been further enhanced by Williams and Kristjanson
(2008) who have added a fourth level of facilitation: connection, the degree to which
patients felt connected to staff, the ability to have contact with staff and get to know
each other as people. This fourth level links to Ramos (1992) and Morse’s (1991)

reciprocal, connected relationship.

The level of involvement between nurses and parents is affected by the context of the
situation, such as when the child patient is acutely unwell (Espezel & Canam 2003),
and also by either the nurse or the parents’ willingness to engage with each other
(Morse 1991; Ramos 1992; Williams & lrurita 2004). Parents were also found to want

to have a connected relationship with nurses (Hopia et al. 2005; Jones et al. 2007;
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MacKean et al. 2005; Sarajarvi, Haapamaki & Paavilainen 2006; Suominen et al.
1995).

In the context of hospitalisation of a child, parents consistently want interactions with
nurses that are responsive and compassionate (Snowdon 2000; Swallow & Jacoby
2001). A number of studies found that communication is the most important link for
parents in having a successful hospital stay (Aitkin, Mele & Barrett 2004; Avis &
Reardon 2008; Fisher & Broome 2011; MacKean et al. 2005; Roden 2005). Parents
want nurturing communication with nurses, and to be able to express themselves
emotionally (Hopia et al. 2005; Jones et al. 2007). Parents desire and need nurses to
acknowledge and support their emotional concerns (Avis & Reardon 2008; Chapados,
Pineault, Tourigny & Vandal 2002; May-Ching Yiu & Twinn 2001; Pé&lkki, Pietila,
Vehvildinen-Julkunen, Laukkala, & Ryhanen 2002; Power & Franck 2008). However
parents do not always experience responsive emotional communication from nurses.
Mothers describe the continual stress they experience as they seek to develop and
sustain trusting relationships with staff (Swallow & Jacoby 2001). Mothers want nurses
who listen to their concerns, and also believe their voices are not heard until they
develop effective strategies for communicating and negotiating with staff (Swallow &
Jacoby, 2001). Family members want to talk to someone about their child’s illness and
their own emotional experiences (Hopia et al. 2005; Shields et al. 2003). Parents have
to explicitly explain their needs to staff, and want staff to be sensitive to their concerns
(Hallstrom et al. 2002a). Similarly Stratton (2004) describe parents searching for signs

in nurses that the nurse was compassionate.

Compassion is frequently expressed by empathy which is varyingly deliberated in the
literature. Defined as a communication skill (Arthur 1999; Chant, Jenkinson, Randle &
Russell 2002), and inferring “ability to perceive and reason, as well as the ability to
communicate understanding of the other person’s feelings and their attached
meanings” (Reynolds & Scott 2000, p. 226), empathy is agreed to be part of emotional
support (Arora et al. 2007). A good nurse-patient relationship will always include
empathy, according to Breeze and Repper (1998). Goleman (1996) determines that
empathy is part of emotional intelligence, a