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ABSTRACT

This exploratory study was undertaken to describc one aspect of
the emergeﬁcy rurses' role, t!_ parent-nurse interactidn .. ».tuations
which involve ore;schoo1 hildren. There were three questions that

_guided the study: what are the characteristics of parent-nu se
interactions in,th; enercen v room? what are the parent's perceptions
of nursing cde in the emergency room? and how are these a fupction of
the context anu warticula~ types of situation?

. The-reséarchir w4 the techniques of participant observatioh to
gather data over g four-monih peridd in the emergency department of a
{arge urban hospital Jlocated 1in one of the prairie provinces.
Goffman's communication framework was utilized o provide direction
throughoUt the data anaiysis. ine data were ahaiyzed according to the
backstage view, the frontstage view,’aqd the shccess of the actors'
'berformances, that is, the impression management 1in the emergency
department. , | | :;/

The tentative prcpositions that were.generatéd ffom the findings
include: nurse-parent interactions. in the emergency dépantment are
brief and episodic; the longer the pérent and child rémain in- the
emergency department, the more likely the interactions will be parent
rather than nurse-initiated; the number of nurses interacting with a
parent and child increases as fhe parents length pf stay in" the
department {néreases; parents do not perceive emergency nurses as
"care-givers"; the majority of parents seek a "cure" for their child
when 1in the emergehcy department not '"care" for their child; and the

activity level. in the department does not ' effect the freguency or



™

quality of nurse-parent interactions. Emergency nur-.cs viewed their
rb]e in terms of medically-delegated fuﬁctions. There was little
evidence that emer@ency nurses provided supportive care to children or
their parents in the emergency department. Further,‘nurses'were not
aware of child development or prob]éms specific to pediatric patients.
There was also 1itt]e’evidence that emergency nurses assessed parents'

r : o
psychological and cognitive needs in the emergency setting.

Based on these conclusions the following implications for nursingv

were identified: there 1is a need for educational préparation for

G ' '
emergency nurses that will enable them to identify and respond to the

-

o . . . .
supportive and teaching needs of children and parents. It is necessary

for emergency nurses to recognize that they have the responsibility of

caring for a diverse grgup of patients ranging from infants to senior

citizens-and consequently they must be knowledgeable about the stages
of growth and development. Finally, it is important that emergency
nurses begin to articulate what the role of the emergency nurse is and
the dimensions of that role when caring for infants or adu1t§.

The researcher recommended: - that primary nursing care be
implemented in emergency departments; that nursing adﬁinistrators be

made aware that pediatric patients have different needs from adult

patients and that parents' psychological needs are also important; that

consideration be given to establishing separate waiting rooms for
parents and children; and that further descriptive studies be done in
other'emefgency seftings in order that comparisons <an be made across

hospitals.

vi
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CHAPTER 1
- OVERVIEW OF THE STUDY

Introduction

*

Thélsurge in emergency room utilization in Canada, a 78 per ceht
increase between 1969 and 1974 (Soderstrom, 1978), is one of the mpst
strik}ng developments in hospital utilization inrthé 1970's. _ Allentuck
(]97§) estimates that as many as ten mi]]ion Canadians recéivéfﬂ
treatment each year in emergency facilities. -  There are numerous
réasons cited for the increased utilization of emergency departments,
éhcﬁ as, mobility of the ‘popu‘ati)i changing patterns of medical
practice, Canada's technology - centred medical . system, and
accessibility of the faci]ity. (Allentuck, 1978; RotH,A ]978b,’ &
Soderstrom, 1978).. Lanros (1978) contends that the emergency
department is now the key entry point to the health care system.

A new 'specialist emerged from the phenomenal growth in emergéncy
services: the emergency nurse. It is suggested in the 11teraturé
(Lanros, 1978; "Nursing Aspects of Emergency Services," 1975; Yoder &
Jones, 1981) that the emergency nurse has a unique opportunity to play
. a major role in the patients' and communities' pe%ceptions of acute
care facilities. The definition of the emergency nurses' role tends to
be limited in the literature to the performance of medically-delegated
- funétions (Lanrds, 1928) and/or traditiona! nursing taské,'for example,

. R _

taking vital signs (Gray, 1976).

—
—

‘One aspect of importance that is not described in the literature

is the nurse—barent interaction in the emergency department. It has

1



7 B

influenced the nurse-parent interactions..

been suggested (Roskies, Bedard, Gauvreau-Guilbault, & Lafortune, 1975;

"Roth, 1972) that parents with children who can not articulate their

needs to emergency staff' are particularty vnlnerable when utilizing
emergency departments. The.parents bring their child to emergency and
may not be able to identify to staff the nature of their child's
illness. The staff ma} assume control over the child without allowing

the parent to participate in decisions about the child's care. [t has

“also been suggested that parents abrogate their -parental role in the

v

. emergency setting and assume "the passive role of information-giver"

(Roskies et al., T975); - Wh11e several writers had made suggestions

about parenta1 behav1ours 1t was apparent that ]1tt]e‘was known about

'. the ways in wh1ch parents 1nteract with nurses 1n emergency departments

or on’ parents perceptions of the nurse 1n,the emergency room sett1ng.

Purpose of the Study

To understand the realities of emergency nursing, "it must be
studied in the context within which it occurs. The %?rpose of this

exploratory study was to d1scover how nurses interact with parents of

‘children who can not articulate their own needs in the emergency

setting; the reldtionship of the "nurse-parent interactions to the
parents" perception§ of7nursing care; ‘and the contextual factors which

S
A\

Need for Study.

A conceptual model for nursing practice "is a mental image of the



realm of nursfng - how it is put together and how it works" (Riehl &
Roy, 1980, pp. 6-7). A conceptual model is necessary to understand the
reality of the practice environment aﬁd,the nurse's unique role within
that en ironment (Broncéfello, 1980). ‘

Emergency nurses function in an environment that is dominated 5}
the needs of the urgent and emergént patients in the emergency
departmen£. The social mandate of an emergency department is -"to
provide immediate and temporary”care to the acute]y.ikﬁfagg’injured“
(Yoder & Jones, 1981, p. 160). The paradox that p}%itit}oners in
-emergency nursing confront daily is: the mandate of- emergency-
departments is not a reflection of reality, thaf is; the hajor{ty of
patients seeking care in emergency departments present with conditions
that are nonemergent (Roth, 1978b). It is appérent:that the domain of
emergency departments is not limited to the care of the acutely i11 and
inju%ed'patient§ (Pisarcjkt 1980) and, there is a need to‘gain better
understanding of the ré]e of the eﬁergehcy nurse within the conétfaints
of the emergency'envfronment.‘ B

_For-many children, it is suggested that the emergency deéartment
may be the child's only exposure to the hospital (Resnick &
Hergenroedertfi976). There 1s'some evidence to sﬁggest‘that emérgency
staff respoHd more positively towards children than towards adults and
cdnsequeht]y are  less likely »tol resort to control strategies (Roth,
1972, 1978a; Sudnow, 1978). Some reseérchers suggest (Nicklin, 19;9;
Roskies et al., 1975) that there is a need to improve the care of

children in the emergency-éetting and for emergency nurses to be more

cognizant of the needs of parents. In order to improve the quality of



-pediatric care in the emergency department it. is necessary to

understand the characteristics of nurse-parent interactions.

Statement of the Problem

The focus of this study was the parent-nurse interactions in the

Ay

emergency department. and. its rglatiqnship to the gérents' perceptions
‘of nursing caré. |

The exploratory question§ that guided this §fudy{were:

' 1; whét afé thefchqracteristics of parent-nurse 1hteractiohs in

the émergency room? o ‘ |

7. What are the parent's perceptions of ﬁursing care in the
emergency room?

3. How-are these a function of the context and particular types

of situation?

Theoretical Framework

Given that the proQ]em for study was the nurse-parent interaction
'in the emergency setﬁiﬁg, it was necessary to utilize a framework that
’facilitated analysis of 1Hteractions and the cpnteif within which the
jnteréctions occur. The particular framework ‘chosen was Goffman's
perspective for.énalyzing social interactions. - |

Ggffman (1959, pp. 1-3) defined communication as ve%ba] and
non-vérba] behéviors'which express and give off the impression of role
Qéfférmance. He makes thé following assuﬁptions:

1. fhe human being makes a ‘presentation of self and his



activities when in the presence of others;

2. v the human being seeks to acquire information when in the
breSence of othe;s; ang

3. the human being attempts to gquide and control impressions
others form of him. f _

+ Goffman uses the language of the theatre, that is, actor, stage,
performance, and audience to analyze interactions, which he views as
performanggs staged to members of a audience in a partiéu]ar setting.
Performers may act individually or be united in a team. Performefs
maintain their roles through §trategie§ such as information control.
Other strategies that performérs may use,inc]udg; "mafﬁng-wofk;" here
the performers bive the impression that they are engaged in purposeful
éctivities and "“social distancing,"” by which'they limit and regu]afe
the contact between'theﬁselves and members of the audience in order to
control the audiences' impressions of theif roles. Within' ;he
emergency départment, the nurse and physigfan may be viewed as
perfqr%ersfacting 1nd1vﬁdua11y or united in a team for the pat#ents,
i.e., assuming ;the patients accept their audience role. Successful
étaging of a performance provides patients with a "frontstage" vjew of
the settingf "Performance disrupt{ons“ may occur when patients choose
to become actors by creating a scene or when the united front of the
team is broken, resU]tihg in unsuccessful staging of the performaace
and providing the patients with a "backstage" view of the setting.
Patients are members of the audience -and observe the perfo?mancé put on

for their benefit by nurses and physicians. They are therefore led to

define the situation in _the way in whichfwthe performance of the



professionals leads them. Th1§ audience interpretation of the actors'
.roTes is cé]led "impression management."

Goffman (1959) contends that his perspective is wvalid for
studying social - 1life that is organfzed within an institution.
Goffman's pefspective for ana]yzjng social iife has been utilized in
part by Soares (1978) to'describe verbal use;ge in énlintensive carev

unit and Rosenthal and her colleagues (1980) to analyze nurse-patient

interactions on inpatient units in an acute care facility.

Assumptions of the Study

Assumptions~under]ying this study were:
1. Thaf fhe human being‘makes a pres;ntation of self.- and his
activities to othefs in“social interaction.
2. - That the human being- attempts to guide and cortro] ;the
EEbression that others form of him. | |
| 3. Théﬁ the human ‘bejng éan‘ recount .his vihpressions of past

L]

events. -
Y

4. That human  beings mutud}]y ~influence each . other when

interacting in one anpthers' 1mmédiate physita] presénce;

Definition of Terms

Infortant definitions that are. used in-this study are Tlisted =
v ;beiow.‘ ther_terms whibb arise in the tdurse«of'thié'étudy are defined ‘

~as theyare introduced, - . .

|
’



Interaction:
Performance:

Parent:

. Context:

/

~3

batient:

Emergent patient:

Urgent patiént:

- Nonemergent patient:

.Parent's perceptions:

The problem  posed

"The reciprocal influence of individuals
upon one another's actions when 1in one
another's - immediate physical presence"
(Goffman, 1959, p. 15).

"Al11 the activity of a given participant
on a given occasion which serves to
influence in_any way any of the other
participants" (Goffman, 1959, p. 15).

The  parent is the mother, father, or
guardian with whom the emergency nurse
interacts in the emergency department.

The variables in the physical environment
that influence the . nurse-patient
interaction, e.g., high or Jlow activity
level in the department, availability of
personnel, delays in support. services,
privacy of accommodation.”

Children that are from birth to 3 years of
age. : .

A patient . with “a- condition reduiring
immediate medical attention . . . disorder
is acute and potentially threatening to

1life or function" {(Lanros, 1978, p. 10).

~ A patient with "a condition requiring
.medical attention within the period of <a

few hours; a-possible danger exists to the
patient if .medically unattended” (Lanros,
1978, p. 11). -

- A patient with "a condition which does not
‘require the resources of an Emergency .

Department . . . disorder is nonacute or
minor in severity" (Lanros, 1978, p. 11).

The parents' recall of events that
occurred in the emergency department and
their responses to the nurses' behaviours.

Methodology

in - this study was to identify’ the
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characteristics of parent-nurse intekactions and the context within
which these interactions occur in an emerﬁency setting. In order to do
this the investigator assumed the fo1e of a pafticipant observer in the
emergency department of a.large urban hospital ]ocateq in the;prairie
provinces. |

The term, participant dbservation, suggests ‘direct involvement in
the coﬁmunity‘]ife of the people being studied; i.e.,'observing ﬁnd
talking with people in an attempt.to learn from them,the{F view of
reality (Agar, 1980, p. 114). The techniques utilized by the
| participant observer include direct.Aobéervation of ;elevant events;
informal interviews w{th members concerning their motives, 1nténtions,
and interpretations of events; indirect observations obtaiﬁed by
see%ing out informants for thejr unique persﬁectives and by analyzing
records “and documents that pertain to the organization; = and
participation in the group activities,(Denziﬁ, 1978, p. 255; McCall &
. Simmons, 1969, p. 1-4).

In this study, a pilot study was carried out to:
. 1. acquaint the researcher with the environment of the
emergency*aépartment.

2. . test the feasibility of the observer role and data gathering

techniques.

3. test observer reliability.
The researcher's notes on. entry to the fier and initial field notes
were revigwed by the thegﬁﬁ supérvisor fo check on methods of recording

data and the possibility of bias in initial interpretations of data.

During the stddy, 16 parent-nurse interactions were observed in



the emergency department during a period that extended over - four
.months, There were § total of 31 different nurses observed during the
parent-nurse interactions. The - nurses' verbal and  non-verbal
behaviours were observed and recorded backstage (for example in the
coffee room) and frontstage, in the emergency départment itself. Data
were gathered 'by observation (and recorded as field noteg), through
extraction of jnforhation from the patient's emergency record, and by
semi—structured intervjewé with the parents following their child's
discharge from the emergency department. The follow-up interviews with
the Sgrents were tape-recorded. The data were analyzed following each
visit to the emergency department énd the researcher's field notes Qére
reviewed by the thesis supervisor to enable the supervisor tQ mdnﬁtdr‘_
and evaluate the observations and follow-up interviews. . Gdffman's
framework was. utilized throughout the data go]]éction and analysis

‘.

phases.

Limitations of the Study

T.- This study is limited to™emergency nurses working in a ja}ge
urban hospital setting. l

2; The study is focused on only one aspect of the emergengcy
nurses' role, i.e., nurse-parent interactions. | |

3. Both nurses and "parents participated voluntarily in the

study and their responses may not réf]ect the populatﬁon as a whole.

Organization of the Thesis

This thesis is organized into six chapters. - The first two



chapters comprise thé introdyction and a review of. related ]iteratgfe
and resgarch. Chapter 3 presents .a descriptibq of the setting, that
is, the emergency department. Chapter 4 describes the_methodo]ﬁgy and
procedyres.A Chapter 5‘details'the data analyses and Chapter 6 presénts

the discussion, conclusions, and implications for nursing from..the

study.

2



- CHAPTER 2

REVIEW OF THE RELATED LITERATURE AND RESEARCH

»

This literature review is diwided into three sections. The f1rst
n

b .
section presents an overv1ew of stud1es of emergency departments, the

methodo]og1es utiiized, and the f1nd1ngs that are spec1f1ca11y re]ated

to client sat1sfact1on and/or to the ro]e of the emergency nurse.. The

second sect1on rev1ews studies that utilized observat1on methods td
2

gather data on 1nteract10ns w1th1n the emergency department The thwrd

sect10n focuses on 11terature that refers to children” and parents in

the emergency department; o ' » o R

An Overview of Studies of Emergenéy Departments

In this overview of studies undertakenlin emergency departments,-

referenCeywil1 first be made to.quantitative-studies,that attempt to

9

determine the efficiency and effectiveness“.df emergency departments,

then to studies that identify patterns of uti]izatibn of emergency

services Finally, stud1es that focus on the ro]e of emergency nurses

- will be presented o ‘ L S /

Georgopoulos and Cooke (1980,“'np. 3;37)-.utilized Comnarative

organizationat ana1ysis, that s, . cross¥hdspita]' COmparisons or
simultaneous study _ of' emergency; departments to Ranalyie_ the
organﬁzatidn‘ and ‘eva]uate the eftectiveness of hosp1ta] emergency
unitsW‘(p. 31). Ut111zmng quest1onna1res and 1nf0rmat1on sources such

©as hospital records, the researchers collected data»from 30 hosp1ta1s

and approximate]yl.T,SOO individuals atfi]iated with “these hospitals-

/-

EEEN
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(pp. 37-45). The data compiled from the patent respondents is

‘summarized.

Georgopoulos and Cooké (po. 245-247) administered an extensive
guestionnaire to détermine patients' satisfaction with their emergency
experiénce} There were 388 patient respondents ranging in age from 16
to 65 years or older. The‘rééu1ts indicated that patients were most

satisfied with the following aspects of their emergency visits:

waiting time or length of visit (19%), staff's attitudes and actions

(18%), quality of care (14%), emergenc' -staff resources (10%),

emergency physicians (8%) and emergency nurses (7%). When patients’

were asked to evaluate the overall care given <o them by emergency

physicians and by emergency nurses; the patients perceived that the

nurses™took slightly better care of them than did <he physicians (pp.

253-256). The researchers noted that patients mey be indicating their -

satisfaction with perceived clinical efficiency rather than evaluating
how.well the émergency physicians or nurses actually took care of them.
Georgopoulos and Cooke administered a questiennaire to 278

registered nurses in order to determine the emergency nurses'

. perceptions . vis-a-vis the goals , of emergency departments, Jjob

satisfaction, and their assessment of the 'quality of nursing care.

When asked to rank seven goal priorities in order of their 1mp6}tancev

T~to the emergency department (pp. 114-117), the emergency nurses

responses were: (1) Majntain high standards of patient care; (2)
provide comprehensive emergency services; (3) maintain high level of
patient satisfaction; (4) minimize patient waiting time, (5) maintain a

good reputation in the community; (6) keep the costs of emergency
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serv{ces down; (7) improve working condit{ons for fhe staff. The
emergency nurses ggnera1]y ranked the goal prioritié; the same as
emergency physiciaﬁs.

Overa]], emergency nurses viewed emergency departmeqts'as 'very
good" places to work (ppﬂ 258-261); were "very strongly"” committed to
their emergency department (pp. 262-263); and were “satisfied" w{th the
non-financial asbects of their work (pp. 274-275). .The ;Qrses were
asked to evaluate the quality of nu}sing care for the' following
categories of patients: (1) patients‘w%th myocardial infarct{ons; (2)
patients with respiratory infections; (3) patients wjth' facial
lacerations; (4) patients with fracfures; and (5) patients with
psychiatric problems. The nurses identified thét the qua]fty of
nursing care (pp. 339-342) was best for patients with infarctions and
the poorest for psychiatric = patients. Patients with facial

. ¢ . . .
lacerations, fractures, and respiratory infections were ranked second,

. third and fourth in terms of quality of nursing care received in

emergency departments. The researchers found that the nurses'
assessment of the quality of nursing care paralleled the physicians'

assessment of the quality of medical care givén to patients in these

[

o

categories (p. 341).

Emergency Services in Canada, a six-volume report . published by
the Department of National Heaiih and Welfare, did not agﬁempt to
analyze. or evaluate the effectiveness of emergency departﬁ%nts in
Canada. A]fhough prdject and site-visit teaé% surveyed 84 hospfta]s
across Canada, the réport only contained recommehdaégons that were made

4

to the Federal-Provincial Sub-Committees on Quality Care and Research.
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In volume six, Nursing Aspects of Emergency'§ervices,‘it was suggested
that emergency nurses haVé a unique opportunity to play a major role in
the patients' and communities' perceptions of. acute care facilities.
There was no attempt; however, to def 1c the vale of emergency nurses
or the scope of ehergency ﬁufsing. The recommendations vis-a-vis
emergency nursing-were limited to organization, education, disaster
planning, and policies and procedures. &

During the Tlatter ,pért of the 1960[s<f;;d early 1970's,
researchers began to focusv on uti]izafﬁon_'patterns of emergency
services and the patients' rationale for using hospité] emergency
departments (Davidson, 1978; Jacobs, Garetfe, & MWersinger, 1971;
Kirkpatrick & Taunbenhaus, 1967; 'K]uge, Wegryn & Lemley, 1965; Lee,
Solgm & Sheps, -1960; Robinsqn & K]ono?f, 1967;.Roth, 197853. The manr
findings ‘frpm these studies indicated that the volqme of emergeﬁcy
visits had increased substantially and there was a change in the nature
and use of emergency services, that is, the proportion of patients w}th
non-urgent problems presenting for treatmentA increased while the
proportion of patients who required urgent care decreaééd (Davidison,
1978; Kirkpatrick &‘Tanehhaus, 1967; Roth, 1978b, Yoder & Jones, 1981).

There were numerous reasons cited in {yhe Titerature for the
increased uti]izatidn of emergency departments, for example, mobi]i;y
of population, changing patterns of medica1 practice, increased
urbanization, and accessibility of the facility (Lee, Solon & Shéps,
1960; Roih, 5978b; Soderstrom, 1975, pp. 29-30). In Roth's study of

five emergeﬁcy departments, he 1 .ed the advantages that both patients
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and medical personnel frequent]y'attribute to such departments. ‘These
advantages included: open 24 hours a day; no appointment is required;
specié]ists are .}eadi1y available; urgent patients are attended to
quickly; and treatment and diagnostic %aci]ities are on site.

The advantages Tisted by Roth (1978b) are supported by patient
respondents in the Georgopou]og and Cooke study (1980). The reasons
most . frequently 1dent1fied by vbatients, (N=338), for utilizing - a
specific emergency departhent were: it was the nearest one (31%); they
had previdus]y used thé emergency department (25%); they knew that the
’ hospital was a gbod one (1@%); they were told by the doctor to go.thére
(8%); and it was the only available place tb get care (6%). Pisarcik
(1980) reportéd similar findings in a descriptive study of 29
nonemergént patients. Pisarcik found that the majorvreasons fpr non
emergency visits to emergency departments were immediacy, fhét is
"speedy service", followed by expediency or "hours available", and
cOmprehensiveness df facilities ‘{p. 19). Pisarcik also noted that
patients chose emergency deparfments over clinics for . subjective
reasons, such as the atmosﬁhere of emergency depgrtments. The patients
apparently felt that they receijved more‘pérsona1ized attention and the
emergeﬁcy staff were more symbathetic to their cc :erhs.

fhe nonemergent patients' perceptions of the emergency staff in
- Pisarcik's'study (1980) were not congruent with the findings of Yoder
and Jone§”(1981). Yoder and Jones contended thatwnurses-represent the
- largest group of health professionals.in any éhergéncy department and
consequentiy the nurses' perceptions and attitudes infTuenced how

patients were viewed and treated in the department. The purpose of
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Yoder ‘and Jones' study (1981) was "to determine the nurses' perceptions
and attitudes relative to changing clientele" (p. 156). They
distributed‘ questionnaires to /5 nurses in emergency departments of
three large general hospitals. Fifty-one -nurses (68%) completed the
questionnaire. The nurses identified three types of patient conditions
that should not be -treated in emergency departments. Ninetthhree
percent of the nurées identified patients wifh minor illnesses or
1njur1e§ as inappropriate for emergency treatment. The other two tyﬁés
of patient conditions most  frequently identified by the nurses as
inapproprfate for emergency treatment were chronic problems, for
example, alcoholics and the -use of emergency departments for
convenience, for example, patients with toothaches. Yodér and Jones
concluded that nurses wére resistant to the ,nonemefgenf' use of
emergency departments and their "resistance is é source of subtie, if
not opén, conf]ict.between étaff and clients" (p. 160{.. In'addition;
they {dentifiéd the need for emergency nurses to "re-define their roles
and adapt their services to the changing needs of_curfent emergency
department clientele" (p.;161).

It was noteworthy that Yoder and Jones (198]) suggested thg need
to re-define the role of eﬁergency nurses. Qefinition of the emergency
nurses' role tended to be limited iﬁ"the 1iteraturé‘to the performance
of medica]]y—deTegétgd functions (Lanros, 1978), and}on traditional
nursirg _ tasks, for example, taking v1t§1 signs. Gray (j976)
ackndW]edged that'al"defjnifive description of the nurses' role" Qas

difficult (p. 25) particularly -the emeréency nurses' role. She:

I

contended that emergency nurses have more responsibilities than nurses
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in"other areas of the hospital. An example would be triaging patients.

In her study, Gray (1976) attempted to determine the functions in
which emergency nurses. are engaged. She developed a questionnaire that
listed 75 tasks which emergency nurses performed and distributed the
quegtionnaire to 24 emergency nurses. Twenty-one nurses completed the
" questionnaire and identified tasks which they actually performed and
tasks that they considered to be nursing activ%ties. Gray then
followed the nurses during an eight-hour shift in an attempt to measuré
the amount of time nurses spent performing ta§k$.. The resﬁ]ts:of_her
study indicated that emergéncy nurses only spent 22 per cent ofutheir
Z~time performing nursing functions, such as relating.to patients\ énd
fgmilies and 78 per cent of their time performing non-nursing
: functioné, that {s; filling out requisitions, obtaining equipment, 6r
c]eaning floors. Gray's study was. focused on ’activities; tn which
nurses are 1nyo1ved~in one emergency eraftment. She did noﬁ atteﬁpt
to define the rdje of the emergency nurse. Lewis ;nd Bradbury (1982),
did attempt, however, to delineate the role of emergency nurses 1n'
their study of 19 emergency departments located in hospitals in;the
- North West regfon of England.

The overall purpose of the Lewis and Bfadbury study was "to
ascertain attitddeg towards, and expectationé of, accident and
emérgency services ‘among both client groups and professionals invd]véd
in the provision of the services" (p. 211). One e]ement of their
reséarch was focused on a questionnairé based survey of 260 emergency
nurses. Their structured self-completion questionnaire for nurses was

constructed from information accrued from in-depth. interviews with
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'senior members of the nursing pfofession at the natigﬁa\\1eve1 and from’
information 1nter§iews with  emergency nurses. ° THE researchers
distributed a total of 527 questionnaires and 260 (49%) of the nurses
responded. In this study, the nursés.were asked to 1den£ify: Sreas of
emergency work p;eferred and/or disliked; expecfatioﬁs of and attitudes
-towards work; and percept{ons of 'the nurses' role.
' The nurses generé]]y prefefréd pérforming techn%ca] procedures,
such as suturihg and cardiopu]mohary resuscitafion. They experienced
~job satisfaction Qhen'invo1ved with patientslwho had muitip]e injgries'
or a serious ~medical emergency. i They befieved that criticaTIy ill
‘batients’presented a challenge tb nurses and an opportupity to utisze
* their nursing skills. ‘The‘nurse respondents a]sQAindicatgg’fhat théy
enjoyed patient contact. The nyrse§ partiqu]ar]y-disfiked Qofking with’
4 nonurgeﬁt. patients, .such as alcoholics or drug abusers.. Like the
"nﬁrses in Yoder and Joheé' '(1981)- study; the, nufses Cénsidered
.ﬁonurgent p;tients to bé time. conguming and inapprop%iate cases for.n
" emergency departments. | |
Lewis and Bradbury found that the nurses "had a number  of

pre~6onceived ideas which contributed to theif expectations of the
nature of the work.. . ..and . . . the job’satiéfaéfion to be gained"
(p. 215). Eighty-five percenf,of the nurses chose to work in emergency
depattments'because they ;xpected to deal "with patients'inAneed of
urgent/emergent nursing attentiqn" ' (p. 215). The nurses also
anticipated that the variety of work combined with elements of human
interest and drama Fesu]éing from an 5unpredictab1e workload would

provide them with the opportunity to.utilizé all their'nufsing skills.,
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Eighty-one percent of the nurses believed energéncy work was always
more demanding /of their skills than work in other. areas of the
hospital. The majority of nurses believed that "they had acquired
additicv1l medical and technical séiT]s" in the emeréency department
nd alsc ad "increased their communication skills with patieﬁts and
Aical staff" (p. 216). |
To « .ermine the nurses' perceptions. of their role, the- nurses
‘re azked to indicate how stFpng]y they agfgga-or disdgreed with a
series .0 statements about tgeir rdie, for example emergency work -
“inv-lves an extension of the nurses role for senior @g}sing staff"
(p. 216). Almost all of the nurses agreed wifh statements that
iden£if1ed emergency work as( intéresting' énd satisfy}ng, ;nd the
unpredic@ab]é workload as a challenge. More than a third of the nurses
agreed that the work was frﬁstratihg because "of -'the large amount _of
trivié]vnursing procedures that‘they we}e‘required to do. Additional
problems in their work were inadequate nursing coverage and lack of
medical support. ‘
Lewis and Bradbury apparently/based their questionnéire oﬁ inbut
from nursing experts and _emergency'unursés. u Statements about “the
_nufses' role were limited to - mégjcd11y-de]egated functions or
administrativevisSues, such as adequate nurgfng coverage. Nurses were
not asked to~égree or disagréeion statéments related to 1n£efactions
with patients and/or families.: Fromvthe available literature found on
the role o? the émergency nUrsé; it woy]d appear théf"thelemergency
nurses' fpje is limited to Fhe performance pf medically-delegated

\

~ functions and'traditipnal nursing tasks. . - - ¢

23
Sy



20

Studies Utilizing Observation Methods

The focus in this section is studies that utilized observation
methods ta gather data“‘on interactions within the emergency
départments; ‘Descripfions of emergency staffs' response to patients
will f%rst be pfesented then strategies utilized by emergen&y‘staff to
control clientele will be discussed. | | |

.Both Roth (1972, 1978a) and Mil)man (1978) utilized particjpdnf-r
observation to gather data on interactions witﬁin hospital settings.
Roth's QataL wePe collected from observations in six‘ emergency\
~ departments oyer.two to three month periods. Millman (1978, p. 18)
géﬁhered data %rom three university-affiliated hoépita]s over a period
of - two yeprs. Roth and Millman (pp. 154-167) found Fhat - emergency ‘
nurses expend a great deal of -time and energy morally and sociafﬁy
evaluating the patients' rights to be in émergency departments rather
than providing care to patients.

Roth (1978a, p. 500) contended that the -evaluation of patients
and visitors by emeréencg staff can be divided into two categories:
(i) staff's perceptions of the patients' social worth; and (2) staff's.
perceptipné of their. appropriaté work roles.  According to Roth,\
eva]uatidgg‘of patients’ socia]yworth‘were made quickly on the basis of
readily peréeivab]e clues, that is, race, age, mode of dress, word
useage, and  other ‘infoﬁmation such as financial status, naturé of
medﬁca]-comp]aint, marital stafus. Roth (p. 502) noted that it was not
gncommbn to ;Hear emergency staff refer to particular patients as

"garbage”, "liars", “scum", or ‘“deadbeats". Emergency staff also

—
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apparently disliked caring for particular types of patients, like mén
who‘ were drunk or women who had pelvic inflammatory disease. Both
Mi11man (pp. 160-161) and” Roth identified that emergency staff were
quick to label patients and determine whether they were deserving of
good treatment.

| The moral and social evaluation o%'patiénts by emergency staff
was‘not;a new phenomenon.in emergency departments nor was it restricted

to barticu]ar types of patients. In  Sudnow's (1978) formidable

description of-emergency staffs' response to patients who were "near.

, death”,”he noted that there was "a rather strong relationship between

age, social backgrbund, and the perceived.'mora1 ‘character Qf the

péfﬁents ‘and the amount of effort" that was made to resuscitate

J\batients when- “clinical death signs" .were detected (p. 174). To

support his ‘v1EW, Sudnow'.detai1éd emergency staffs' approach fo the
- . 3

admission of a young child and an elderly patient during the same

evening. Sudnow - stated that 'botﬁ pétients were brought “to -the
‘emergency department‘ ‘Qith no "detg;table heartbeat, pulses, or
réépiréti@ns. He roted that the emergency staff attempted to revive
the child for 11 hours whereas no aftempt was made to resugfitéte tHe
elderly patient. :Sudno@ ‘also indicated that age was not the only
~factor in the emergency staffs' response to papjents. He identified
the fact that staff were less agg;essive in their efforts to revive or
treat pa%ients such asfa]cohojics, drug abusers, or sufcide victims.
He commented that nursing staff particularly demonsfratgdf:a "high

degree of distaste" when working with suicide patﬁents. Millman (pp.

162-163) also identifiedsthat emergency staff were "espécia]]y unéasy“

S

_—
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with suicide victims and consequently treated them with anger and
hostility. . |

According to Millman (p. 155), emergency staff complained most
about the public "abuse" of fhejr department, that is, using emergency
services for non-emergent problems. Rofh'(1978a), foo, noted that the
universal complaint ahbng emergency gtaff was "that hospital emergency
rooms are ‘'abused' by the pub]i{“ (p. 506).. Roth contended that all
workers have a notion of the»demahds thch are appropriate in their
work environment. Ih emergency  départmenfs,' the public demanded .
treatmenf for %njUries‘or 111nes§es'ﬁhat~emergency staff perggjved as
too minor. or Tlacking in Qrgehcy .to’ warrant emergency cargljyfhat is,
ﬁore approprﬁate]y treatea in outpapienﬁ clinics or doctors' offices.
- The émerjency' staff, rtherefore;i thought that .the majority of the
public's claims for service were illegitimate. When a patients' use of
emergeﬁcyb was percei?ed' as illegitimate, he typically received
"hurried, routine pgpcessing? (Roth, 1978a, p. 507). For example, Roth
‘-described the examination of a child with a sore throat as a "quick
Took .in the ears and throat with the otb]aryngoscope? (p. 507). RotH
further suggested that if a bﬁtient or visitor complained or created
problems for the staff, the tare given deteriorated below the routine
level. Millman (pp. 156-157) quoted a conversation between a nurse’and
a patient who wanted to have wax removed from his ears. It was
~ apparent. from the qialogue .that the nurse d%d not think it was
appropriate for\the patient to be treated in the eﬁergency department
and she informed the patient that he would have a long wait. According

to Millman, there were no patients to be seen in the department. The
. :
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patient, however, was kept wéiting while the nurses had a coffee break
and fina]]y‘leff without treatment.

When Roth (1978a) grouped patients according to their diagnosis
as illegitimate or 1egitimate cases for emergency services, he found
that patients with medically-related problems, such as patients with
urinary tract infections, were the highest in the illegitiméte
category. Cases lowest in:the illegitimate category'were pediatrics,
which Roth noted was "another bit of evidence that children are more
yacceptab]e patients than adults" (p. 507), and surgically-related
cases, for example, motor vghic]e accidents. Roth shggestéd that
surgical cases were generally easier to define and treat in a routine
manner than patients with symptoms tHat were difficult to diagnose and
treat. Roth also identified that patients who made 1illegitimate
demands combined with an 'undeserving character received the strongest
negative evaluation, for ‘examp]e, a welfare patient with a minor
complaint presenting for treatment at an incqnvenient time& In
contrast, Roth noted that a patient .perceived a "real emergénéyV
could overcome the staffs' moral repugnance and cited as an example the
vigorous.effort emergency staff made to prevent the death of a po]iée_
prisoner suffering from a severe abdominal wound. Roth contended that
the emergéncy staff respohded quickly to the prisonér because the staff
viewed the patient as "the kind of case” that justi¥ied "the existence
of their unit“_(p. 509). Rbth,'however, identified 'that evén in cases
that were "real emergencies" the emergency éfaff morally evaluated the
work of the individual. He contrasted the staffs’ response when' they

failed to successfully resuscitate a prominent citizen "who had been

B
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stabbed ‘by thugs" to the staffs' response to the prisonerfs death.
Roth noted that the staff Were‘"great]x upset™ by their inability to
save the citizen who was "a worthy person" whereas the staff treated ﬁe
prisoner as "simply a technical matter - an ‘opportunity tél display"”
“their skills (pp. 509-510).

. Millman (1978, p. 156) noted that emergency staff were more
resentfu1‘towards patients during tHe night shifts and weekends . when
the staff believed pa}ients "abused" their sefv{ces most often. During

the times that the emergency department. ‘was quiet, Millman (pp.

161-162) found that staff recounted stories about the moést bizqrre;

cases grouping patients into categories sUéh‘as "crazy", "difficult",

or "turkeys". Roth (1978a) identified  that emergency staff. perceived

" that approximately 70 - 90 per cent of their patients used emergency

services inappropriately. When Roth classified 938 patients according

to diagnostic categories, into staffs' perceptions of legitimate or

111egitimate'categories; he found that only 23 Qerecent were actually

c]ass1f1ed as i]]egitﬁmate RotH noted that it s common fnr work

e

groups to exaggerate the1r difficulties w1th c11ents when genera11z1ng

about them. He suggested‘that emergency staff consistently exaggerated'

the numbers of pat1ents with 111eg1t1mate__demands, for exemple,
p;ychiatric'patients were referred to as’ major problems but‘ectua11y
~made up only twe per cent of the total emergency census. Roth (1978a)
concluded that patients who present thehsé]ves .(or are- brought by

others) to emergency departments 1nevitab1y set off a process by which

thsir "worthiness and Tlegitimacy" are weighed and become a factor in-

their treatment.



Both RothJ(]972; 1978a) and Miliman (1978) identified strategies
that’§taff in emergeﬁey depértments utilize fd conteol cLiente]e, such
as withholding information. Roth (1972) suggested that emergeney staff
noeron]y collaborate with each other to control patients and yﬁsitors
but also collaborate with outside authorities ;such as po]ice. and
ambu]ahce personnel. Roth (p. 42) contended that the commonly accepted
assumption was that all personﬁeT'"in authority w{thin the hesﬁita] or
connected with,emergency services . . . shbu1e'ma1ntain a.united frbﬁt

-

to control" the patient population., °

&

The st effective control strategies uti]ized'lby emergency

personnel at all Tevels were simply to ignore, avoid, or keep-patients"

waiting. Roth (1972) noted that registration clerks in 1af§§;"

emerbeﬁcy departments -exercised: initie] control over "patientsi The
‘clerks pretéEded not to "see“ the patient and de]éyed in proeessing
patient information, pafticu]ar];v when patients were peﬁceived .as
undesirable, for example, drunk, difty, or‘psychotic DoctOrs opted to

se]ect certain charts of wa1t1ng pat1ents because they wanted cases of

1nterest to them. M111man (pp. 158~ 159) noted that a phy ician kept a

couple comp1a1n1ng of. skin rashes wa1t1ng for f1ve hours while he saw
other pat1ents who arr1ved after the coup]e pbecause he did not think
their complaint Just1f1ed an emergency visit. Rat1ents were frequently

. A
to]d that they would” have a long wait when the emergency area was not

actually busy. Roth (1972) suggested that this was a nmchanish for

"keeping. the numbers down", that is, patients get tired of waiting and
.leaVe. |

Other control mechanisms utilized by emergency staff included

~

P
i)
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"putting on én act" and "pulling rank" on patients and visitors (Roth,
1972, 1978a). Emergéncy staff "put on an ac£" for patients and family
members to make them "think that the situation is being properly
handled" (Roth, 1972, p; 44). For example, physicians give the
impression that all doctors knew what they were doing and patients were
reprimanded if they were. not cooperative with diagnostic and préatment
procedures. Nurses pretended to families of a critically ill patient
that all was well until a physician was available to discuss the
situation with the family. o | ~ |
Roth §1972, 1978a) be]ieyed that patients could be fooled by
staff because staff controlled thé/ information. It was apparentiy
common pfacﬁice not to give patients any information uniess explicitly
asked (Millman, 1978, pp. 156-157, p. 159; Roth, 1978a) and the
patients sometimes were given mis]éading information. Emergency staffA
often involved visifbr; when attempting to fool patients, for example,
used parents to deceive a child about the dfscomfort of a medical
procedure. Roth (1972) noted that fnurses commonly make a point of
giving a patient minimal. information until the maffer has been cleared
by a physician™ (p. 45). There was support for these findings in
Rosenthal, Marshall, Macpherson, and Frenchs' (1980, pp. 111-117) study
of 1ﬁpat1ent units in an acute care facility. Rosentha1 et al. notgg
that "nurs;s and doctors protect their professfbna] aura and authorityﬂ
(pp. 112-113) by contro]iing information to patients. Further, the
inyestigators stated that ”inforﬁation contro] is fundamental to the
'méﬁgﬁenance of staff power over patients and families" {p. 112)f

The emergency staffs' efforts to maintain control of the
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information was also influenced by the physical layout of the
department (Roth, 1972). Roth indicated that the location. of the
nursing station 1in the centre of the department permittéd staff to
sUtvey most of the area_from the station but also allowed patients and
visitors to see ‘and overhear pHysicians and nurses at the station.
Patients and/or visitors could pick up information that may or may not
be related to them and consequently made judgements about the
appropriateness of their care and treatment in the department.

Emergency staff generally utilized the technique of "pulling
rank" on patients and visitors when they perceived patients to be
beneath theg in status (Roth, 1972). "Pulling rank" on patients was a.

ntrol strategy most frequently used by physicians and nurses, for

example, overridin arents' objections to carryin out certain
A ying

~examinations or treatments on their children.. When strategies failed

to control patients or visitors, emergency staff tended to resoft to
physical force td\maintain control (Roth, 1972). ’

Roth (1972) identified fhat emergency staff.were :;icgito'qggj,
security if they perceived a patient and/or visitors. were p;ysic;11y
threatening or eVEh verbally abusive. Staff also threatened to have
patients removed from the area if they refused -to accept decisions or
orders of staff members (Roth3 1972). In situations where there was
controversy between staff and patients or visitors, security personnel
apparently believed that the staff was right and the others were
Wrong. Millman (pp. 160-161) and Roth (1972) noted that emergency
étaff were particularly concerned about protecting themselves égainst

"lawsuits on behalf -of the patients" but there was Tittle effort

-
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expended to protect patient and/or visitors legal rights.

Both Millman (1978, pp. 154-156) and Roth (1972, 1978a),
suggested- that fhe emergency staffs' need to exercise control was
meinfqrced by the lack of control that‘staff have over patients who
came to their department and the constraints imposed by tte
organization within whiéh they work. The emergency staff were expected
byvhospita] admihistrators to examine and treat all patients be;ause
thg hospital was legally at rfsk if patients were denied medical care.
I; addition, hbspita1 administrators - frequently reinforced that
emergency staff influenced the communities' perceptions of the hospitai
and it was necessary for staff to be pleasant to the public (Mi]]man,
p. 155). Emergency personnel had very limited power of .selection
vis-a-vis patients and were "obliged to examiﬁe and treat anyone w%h

comes, whether or not the ‘case actually constitutes an' emergency"

(Millman, p. 155).

Children and Parents in the Emergency Department

In this sgction, studies that refer épecifica]]y; to pareﬁts,
children, and/or families in the emergency' department will be
présented. Descriptions of nurse¥fami1y interactions ' wi]] be
reviewed. Reference will also be made to observation sfudies that were
not specifically focused on 'nurse—famiiy interactions’ wi?hin the
emergency department.

In a quantitative study that was done in the medical emergenc&
department of & chi]dreﬁ's hospita],'Alpert, Kosa,.Hégéerty, Robértson

and Heagarty (1969) surveyéd 4,320 parents over a six-month period in .
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order to determine'why parents used the emergency facility. Alpert et

al. grouped the parents into two major categories: (1) parents that

had established relationships with & physician such as a géneral

practitioner or pediatrician; and. (2) parents that did not have a

general practitioner and/or pediatrician for their child. For the

" parents that had a private physician (N=1,829), Alpert and his

colleagues -found".that the parents' major: reasons. for using the
emergency facility were: (1) they were referred by their physician
(49%); (2) they had previcusly used the facility (23%);~ (3) the

facility was recommended to them (18%); (4) the facility was the best

place to take children (14%); and (5) they could not contact their own

physician (8%). For the parents‘thaﬁ did not have a private physician

(N=2,431),» Alpert et al. found that the. pareﬁts" major reasons for
'utilizing the emergency faci]fty were: . (1) they‘had previously used
the facility (46%); (2) the‘fac11{ty was the best place to take their
chilqren (24%) ; §3)\th; facility was recommended to them (21%); and (4)
the parents viewed the hospital "as thei} doctor" (15%). ‘Alpert and
his toﬂ]eagues' findingé we;e sim%]ar to the findings of Georgopoulos
and Cooke (1980) éxcept that the>parents didvnot identify proximity of
the facility as a reason fof utilization. ' |

In contrast to Alpert and his colleagues' quantitative study of
medical emergency facilities, Resnick and‘Hergenroeder (1976f conducted

a .descriptive study of parents and children in a pediatric trauma

center. The 'resear;hers randomly selected 100 children between the

ages of threé and 13 ‘and recorded information about the child's

1njuhy.' In addjtﬁon, the researchers recorded anecdotal records on the

~
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behaviours and verbalizations of both fhe chi]d and the accompanying
parent. Resnick and Hergenroeder found that most children were
admitted to the emergency facility betweén 3:00 and 11:00 p.m. and the
majority of accidents occurréd "shortly pbefore the dinner hour or just
before bedtimef (p. 38).. The researchers identified that approximately
half of the children presented at the faci]ity'with 1qcerapions thgt
were two inches or less in length and it was the amount of bleeding’
from the wound, rather than the actual s%ze onthg wound, tﬁat was "the 
. major faétor that caused parents to .seek medical attention .for the'
\childreh”'(p. 38). |
Resnick and Hergenroeder (1976) identified five major thehes
vis-a-vis parents' reactions to their childs' injury: (i)7quiet1ng the
child; (2) -wanting .the child to see the accident as a form of
punishment or making the child feel guilty; (3) expressing_fheir'OWn
feelings of gquilt; (4) showing affection and concern; and _(5)
dish]aying anger (p. 39). The researchers found tha£ the vast majorfty
of the parenis demonstrated affection and concern for their injured
child and preferred to remain wigp their children during treatment.
iWenty-tWO per cent of the parenfs asked, however, or were asked, to
fremain in the waiting room during treatment. The researchers also
recofded-questions that were asked by the Fhi]dfen while care was be{ng
“administered. The children's questions were }e]gtéd £o- five areas:
(1) curiosity about the procedure and/or émergency room; (2) speéific
Cfears; (3) loss of support/mistrust; (4) diveréionary tactics; and (5)
concern about the immediéte future (p. 39). - Forty-six per cent o% the-
chf]dren‘»ih the - study had previously been treated in an ’emergency

I3
a
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room. Resnick and Hergenroeder cbnc]udgd that the emergency room "is a
r

common part of childhood" (p. 40). A]%hough the researchers conducted

the  study in a pediatric trauma center, they suggested that the

’

emergency staff needed education in child development and specific

- 'problems related to'pediatfic care jin order to improve the care of

.children in" the emergency environment. In addition, the researchers

stressed the -need for more research into children's ‘reactions to
emergency treatment because for many children the emergency department

is their only -hospital . experience. Resnick and Hergenroder also

-suggested that the emergency staffs' psychological treatment of parents

"may. be as ﬁmportanp'as_the medical treatment of the child-patient"

~(p. 40).

A]thou§h~Resqick and - Hergenroeder acknowledged the importdwce .of '
ﬁarents in the emergency setting, they did not focus on thé needs of
'pafentS" or families 1in the emergency department. Nicklin (1979)

i

conducted a:ctudy to determine the needs of families in emergency room

waiting areas. Nick]in approached relatives in the waiting rooms one

" hour a}ter their‘afrival with a patient to the emergency department.

Nicklin's sample included 60 relatives, 30 from each of two emergency

departments. Re]étives who agreed to participate were telephoned-the

pay following their "visit to the emergency department and asked to

H

_respoﬁﬂ' to a questionna{}e. Nicklin found that: (1) all ewaiting

- ~ : '
“relatives wanted- information about the patient's progress; (2)

eighty—fiye per cent of the relatives wanted some degree of personal

contact with the patient; and (3) only forty-five per cent of the

- relatives "initiated action to obtain information about the patient"

i
v

4
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(p. 42). Nicklin.identified three factors that seemed to influence
relatives needs for information. First, relatives who had not
previously been exposed to an emergency deparfment tended to have a
greater need for information, for example, the relatives neeaed to be-
familiarized with the "“overall routine and procegs of de]iv;ring
emergency care" (p. 42). Nicklin suggésted that relatives would still
require information on subsequent visits but that their need for
information would be slightly less than during the first visit. The
second factor that influenced the relatives need for information was
the acuity of the patient's condition. Nicklin identified that
relatives. accompanying patients- suffering from an acute asthmatic
attack neéded infO(mation more than 're1atives accompanying patients
wfth ‘a Sad cold. Nicklin alsé noted that relatives who came with
patients that had vague symptoms ~such :as abdominal pain needed
information. Nicklin suggested that tpe  nonspecific nature. of the
symptoms was apxietyfprovoking for relatives and there was often a long
wait for the relatives while the‘ patients. underwent a series of
diagnostic tests before a differential diagnosis cou1a be made. The
third factor that- influenced the families' need for information was the
physical environment in whichrthe_re1atives waited. Nick]in ?oundhthat
a waiting room -tpat met the basié needsv of the ’gsers, that s,

accessible washyroom facj]ities, vending machines, and té]ephqnesAseemea‘-
to reduce the relatives' aﬁxiety ieve] and coﬁsequént1y fheir need for
information. Nicklin also noted thqt'the’vfsib1e presence. of a nurse
who could give the relatives’ 1nf5rmation tendéd tp reassure the

‘relatives. In’ contrast, Nicklin identified that re]atiQes' need for

+

<
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information tended to 1nqreese when they waited in a facility that had
ﬁg’ visible or readily accessible washrooms, vending machines, or
telephones and the cﬁief source of information for the relative was the
fegistration clerk. Nicklin concluded that it was important for
emergency nurses to assess the needs of relatives and develop a role
for relatives 15 the emefgency departmenp. Nicklin emphasized that it
was particularly important to linuo]ve the reTatives in discharge
teaching of the patients.

Only one study (Roskies, Bedard, Gaﬁvreau—Guibau1t, & Lafortune;
1975) was found that attempted to describe the nature of nurse-parent
interactions in the emergency department. Roskies et al. undertook a
pilot study "to investigate the reactions of a sample of ’chi]dren,
parents, and staff to the first six hours of emergency hospitalization,
compared w3th those of a similar sample to elective admission" (p.
570). A]thougk the reeeqfchers' initial fecus was'observafion of the
child's reactions, they broadened their study to include observations
of the ‘children's barents ané the‘ nursing sta%f in the emergency
department and ,on the inpatient facility. In this sﬁLdy, the
researchers observed eight children, ranging 1in age from 11 to 48
months, from-the time .of their arrival in the emergency department.
- The researchers noted thét emergency nurses readily became accustomed

to their presence 1in the treafment setting In. a few cases where

»nurses apparently tried to a1ter their behavwour, they had d1ff1cu]ty .

ma1nta1n1ng the change over the long per1od of observat1on Roskies et
al. (1975) found parents in the emergency department were_pfeoccupied
primarily with the many ram{fications of ‘their child's i]]ness and

4
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”]ess concérned with their chi]d'g feelings" (p. 577). In the study
the r@pearcheré found that_dnly two of'the eight parentsnobservedfin
the emergency department exhibited high 1evéls of anx}ety, for examp]e;.m
expressing concern about actions they could have taken to alleviate
their child's illness. These two parents stayed with their child as
long as‘they could. AIll the parents in the emergency departmeht tended
to become passive and helpless in the hospital environment abrogating
the parental role and assuming the role of information-giver. The
investigators- also identified that the remaining six parentél in the
emergency departmenf actually brought‘their children to the emergency
department because they wanted them hospitalized. Thej noted that fhe
parents' ahxiety centered on "whether or not the attending physician ”
would agree to 'their request for hoépita]ization" (p. 578) and they
expressed considerab1e‘ relief once thé Sdecﬁsion to "hospitalize was
made. The parents 1n‘this group Qere’énxious to.Ieave their child once
the decision was made and were 1rritéted b& the'humber of questions
they had to answer. Roskies et a].*cbnciuded thét thesé parents had
already abdicated their parental ro]é when.the ch{ld was discovered to
be sick and "the purpose of the emergency v%sif was simply to get- the
hospita} .. tq accept responsibility for a- child that the mother
cou]d_ndulonger manage" (p. 578). .

Roskies'et al. (1975, p. 579) found that emergency nurses tended
to see their function primarily in terms of medi?a1'urgency. UnTiké
the nurses on the 1npatien§ units; the emergency nurses did not appear
concerned with the psychological wellbeing of parent and/or child 1H

the emergency environment. Roskies et al. noted, however, thét “given

4+
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a medical and menfai health crisisloccurring simultaneously,!" (p. 580)
the emergency staff may be quite jUstified in opting to dea]_with'the
medical emergency at the. expense of a patient's psycho]qgicé]
- wellbeing. As the focus o% Roskies et al's. pilot stﬁdy was not the
nurse-parehf interactionsx per se, conclusions about the nature of fhé?
nﬁrse-pargnt 1nteractfons in the emer§ency department cannot be rgadi]y
' detefﬁinéd} ' .

‘iThe nature of‘nurse-parent, nurse-fami?} {ntéractions cannot be.
readi]ykdescribed by reviewing the -Titerature on emergency services.
In Rosentha],/ MarshaT], Maﬁpherson, and Frgnchs' (1980, bpf 87-110)
- study -of inpatient unité in an acute care facility, they founq that the
nurse—fémf]y fnteraction was difficult to define and as families were
"outéideﬁs“ théy were "less subject to control and_therefore‘repreSent
‘a threat to ﬁurses" (p. 87). In their study, Rosenthal et al. analyzed

46 examples of problem families. Their data were co1{ected in a

hospital that had an open visitingvpb1icy, that is, no restrictions on

vﬁsiting hours. The investigators identified that nurses gave families
the. combined roles of patient and worker simu]ianeous]yl when family
members slipped out of the role of visitor§ and the relative, rather
than“the patient, became the focus of the nuréési attentjon. In the
role of worker or patient, a family member became part of ?he work
context and thus more-contro11ab1e by nurses (p: 101). There was a

greater tendency to cast probiem family members in the patient role

rather than the worker role. Rosenthal et al. éuggested that

con%erring the patient role oh family members legitimated."withholding.

of -information from them" (p. 109).

>
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Summarx

From the Titerature, it is apparent that patients' satisfactions
with emergency services relate primarily to time spent Waiting to be
~séen and the aﬁtitudes and actions of the emergency staff (Georgopoulos
& Cooke, 1980, pp. 245-247). It is evident that there has been a
significant change in the nature and use of emergency services, that
isy the proportion of patients.with nonurgent problems presenting‘for
treatment increased while the proportion of patients who required
ufgent‘care deéreased (Roth, i9785; Yoder & Jones, 1981). Emergency
nur§es, however, expéct to care for pétiénts in'need of urqent/emergent
nursing attention (Lewis & Bradbury, 1982; Roth, 1972, 1978a; Yoder &
Jones, 1981); As there 1is a discrepancy between emergenc; nurses'
expectations and the reality of the emergency environment; nurses

expend a gredt deal of time and energy morally and social evaluating

the patients' right to be 1in emergency departments rather than

providing care for patieﬁts (Millman, 1978; Roth, 1972, 1978a; Yoder &
Jones, 1981). |

.Emergency staffﬁ exercise little control over the typés of
patient§~ presehting to the department for treatment. Consequentiy,_
eﬁergenc& staff utilize control strafégies, such ds avoidance, to
control patients and/or families (Millman, 1978§ Rbth, 1972, 1978a).
Emergency nurses are described in the 11teratﬁre as "little doctors"
" (Roth, -1972). It is difficult ﬁo define»the ro1e of emergency nurses

from the available literature. It would appear that the role of ~

emergency nurses is Timited to the performance of medica]]y-delegqted
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functions and traditional nursing tasks.

~From the literature, it 1is evident that families accompanying
patignts to the emergency department need information about the
ﬁatient's ‘condition in order to alleviate their anxiety' (Nicklin,
1979). It is also apparent that the emergency staff need to be aware
of the psychological needs of parents . in the emergency department
(Resnick & Hergenroeder, 1976). There is 1nfbrm§tion,in the literature
that suggests parents abrogate their parental role in the emergency
setting (Roskies, Bedard, Gauvreau-Guilbault, & Lafortune, 1975). ‘Fo;
many children, it is suggested that the emergency department may be the
chi]d's»on1y exposure to the hospital (Resnick & Hergenroeder, 1976}["
There is some evidence in the literature to suggest that emergéncy |
staff respond more positively towards children than towards adults and
are less Tikely fo resort to control strategies (Roth,' 1972, 1978a;
Sudnow, ~ 1978). Some researchers  (Nicklin, 1979; Resnick &
Hergenroeder; 1976; Roskies et al.,. 1975) have suggested that there is
. a need to improve the care of children in the emergency setting and for
emergency spaff’lo be more cognizant of the needs of families and/or
parents. In order to improve the quality of pediatric care in the
emergency department, it is necessary to understand the characteristics

of nurse-parent interactions.



CHAPTER 3 . . -
T~ SETTING

The "setting for this' study was the emergency -department of a
750-1,000 bed urban hospjta] located in one of the prairie provinces.
In  this chapter thé major tharacteristics 5f the setting are
presented. Throughbut this study, the hospital is referréd to by the
name Grey Walls' Hospital.. A

/ .
‘Characteristics of the Emergency Department

The Physical Environment

L]

The existing emergency department at Grey Walls' Hospital was
opened . in the early 1960's. | The physical space was designed to

accommodate approximately 30,000 patients per year, but as the volume

of patients has a]host tripled to .approximately, 80,000 patients per |

year the available space has become 1nadequaté; The hosbita] boafd has

approved plans for a new emergency depaffment and has submitted these

plans to the provincial government for approval and funding.

The patients' waiting room is situated direct]y across from the

nurses' station. ' There are. two hallways convergihg at the nurses'

station that diviﬁe the department into fwo areas designated as the
examination ~ side and the treatment side " (Figure 3.1). On the
examinatibﬁ side,  there are six separate cubié]es that are accessed
. ' :

o from the hallway. Adjacent to the examination side is a detoxification

unit which is also staffed by emergency nurses.

38
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On the dressing side 1is one room f?r trauma patients énd/or
patients .requiring resuscitation and %y second room whichv' can
accommodate ten patients sitting and three patients on stretchers.
Stretchers are lined up in both hallways for patient overflow from the
examination or dressing rooms. Other depaftments that‘éré located on
the same level or 'adjacent to the Emergency Department are Admitting,

!

Qutpatient Recovery 'Room, Endoscopy, Plaster Room, and an inpatient

orthopedic unit.

The Nursing Organization

ot
1

In the nursing organization, the Unit Supé?@isor reports to the
Aséistant‘Director of Nursing. The;Assistant Director of Nursing is
also responsible for thg Intensivé Care, Coronary Care, Outpatient, and
Detoxification Units (see Figure 3.2). Reporting to thee Unit
SuperV{sor, Emergency, ‘are four Associate Unif Supervisors and a
Clinical ‘Instructor. Other pos‘'ions that "report to the .Unit
Supervisor :are Registered Nurses, (R.N.s), Registered Nursing
Assistants, (R.N.A.s), Unit Clerks, Porters, and Service Aides. The
emergency‘staff is divided }nto four teams each'ofvwhich is headed Sy

an Associate Unit Supervisor. On each "team are nine R.N.'s, one

_R.N.A.; one Unit Clerk, and one Porter. The teams work 12-hour shifts,

o

have the same day- off, and maintain a relatively constant composition
in terms of their membership. As there are only three service aides,
the aides dre—assigned to’day and evening shifts and not designated to

one team per se. }
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EXECUTIVE DIRECTOR

ADMINISTRATOR

DIRECTOR OF NURSING , i

ASSISTANT DIRECTOR OF NURSING

UNIT SUPERVISOR, Emergency and Detoxffication Unit

Clinical
Instructor

‘.

Associate Assocjate Associate Associate
Unit um'tb Unit Unit
~ Supervisor Supervisor Supervisor Supervisor
~Registered ~Registered | Registered -Registered _
Nurses Nurses Nurses Nurses  ¢g;
—Registered -Registered —Registered ~Registered g
Nursing Nursing Nursing Nursing * ©
Assistant -  Assistant Assistant Assistant
FUnit Clerk ~Unit Clerk ~Unit Clerk —Unit Clerk
-Porter ‘~Porter —Porter ~Porter
| Service
Aides
~
Figure 3.2

Nursing Organization of Emergency Department

|
|

|
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‘The Emergency Staff

The total staff complement for the Emergency'Dehartment is.69. -

Unit Supervisor

Clinical Instructor
Associate Unit Supervisors |
Registered Nurses

Registered Nursing Assistants
Unit Clerks

Porters

Service Aides

Total

H .
O B —

(@3}
Wiw oy o 0

Unit Supervisor:

The Unit Supervisor is accountable for the overall administration

and maintenance of safe patient care.

Clinical Instructor

The clinical instructor organizes monthly inservice programs for

the emergency nursing staff and orients new staff to the department.

Associate Unit Supervisors

e

The Associate Unit Supervisors'(A.U.S.'s) primarily work at the
nurses' station triaging patients and organizing patient flow through

the department.

Registered Nurses

The registered 'nurses function under the direction of the Unit
Supervisor. The n.rses are responsible for the provis{on of safe

patient care.

Registered Nursing Assistants

e

“* The registered nursing ‘ass{stantgg"(ﬁ;N.A.'s) apply casts and
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splints on patient's and assist the registered nurses’ during
cardiopulmonary resuscitation. There is an R.N.A. on each shift 1h the

department. .

Unit Clerks
- .The unjt'clerks answer the-telébhohes; comp]eté requisitionﬁ; and °
.lpage}for physicjans,and/or staff via intercolm and telephone. There is
o a:unit,clerk on ‘each §hﬁft. When the unit superyisor or éssociate'unit
: éupervi$bf§ are involved in ofhehxagiigit*éé/at/fhe nurses' desk, it is
"‘the=unit,c1erk'who takes fHe patient's éhar“ and directs the patient to

sit in the waiting room.

Porters
- The porters transport patients, specimens, and equipment from the
department to,ofhg? areas in tHe‘hospita1, There is a pofter on'eqch

U shift.

Service Aides

There are only three service aides working in the department.
Consequently, the service aides ‘usually work days or evenings. The
‘service éides clean and stock .the rooms, dismantle trays, and order

supplies and‘equﬁpment as needed.

" Emergency Physicians

The}e‘ are_- seven full;time_ emergency physicians in the
department. The physi?ians provideé emgrgency~se;vfces’to the hospjta1‘
on a contract basis,.i.e., the bhysicfans are not hosbital employees.
The physicians work 8-hour sﬁifts and there are three physicians on day

Al

;-
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and ‘evening shffts cand | two' physﬁcians on ;night _shiffs, To prq&jde
physician. 'éoverage, the emergehcy physicians v emb]oy : genefa1_
practitioners and/or sénior mediéa1"residepts to supplement fhéir
gtaffihg. One emergency physician acts as the Difector‘of Emergency
Serviceg. The full-time emergency physicians rotatg through the
position of Director every two yeérig‘ Thé emergeqcy’physicians are
trained as general practitioners and there are no physiéians trained in

‘emergency medicine.
he _ .

" Emergency Patients

Patient visits. Approximately 80,000 batients visited the

emergency 'departmenF_ during the past year. Forty per cent 6f the
patfents\u%i]iziﬁé the emergency department‘wére 18 years of age and
younger. There was -no breakdown of the patient visits éccordihg to
specific agedgroups.

Patient flow in emergency department. The patients that enter

the emergency department via ambulance are taken directly to th? .
nurses' station. The Unit  Supervisor (U.S.) or Associate Unif

\

Supervisor (A.U.S.) assesses the patient and direct the ambu]ance\\
AN

personnel where to place the patient in the department. A registered \\\
; ﬁurse is theﬁ directed ovef the intercom system by the‘U.S. or A.U.S. .’ \
to go to the area where the pa?ient has been sent. The Admitting
Department is notified that there is a patient in the department to be
registered.

Patients who enter the departmenf walking or carriéd by an adult

are sént to the Admitting Department to be registered.- The patient
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.ahd/oriparent tﬁgn'brings_the emergency chért to the nurges' station.
If the U;S.for‘A.U.S. is busy, the Unif Clerk takes-the chart‘fromfthé
patient and’ directs the.patﬁéﬁt to sif‘in the waiting room. When the.

.U.S. or ‘A.U.S.'vassesses‘ the patient, she déte%mines ‘i% épaéé ié"
:avaj]ab]e in the depértment to see the pétient :immédiateﬂy. , thn

) patient§ can be.’seen, immedﬁateiy, a nurse is ca1ied to the desk by
intercom. If no space is avai]ab]e‘and'the batient dqesvnoy apgear-tb;
require urgent care, the patient is told to sit in the Waiting’room.

fhe U.S. or A.U.S. places the patients' charts on the .desk
according to whether the patient needs to be seen on the examination or

‘dressing/ side of the department. Wheﬁ space is available, a nurse
picks the patients' chart;up at the desk and goes to the waiting room
aﬁd calls the patient to accompany her to the appropriate area. .

Patient waiting areas. The patients' waiting room is enclosed

along one side by g]ass partitions. The nurses at the desk can view
‘all the patients and/or relatives who are either waiﬁing.to be seen or
are-waiting for test results. The patients and/or relatives, in turn,
can observe all the activities that are occurring at the hurses' desk.
The :patients can also observe all patients who enter the departmént for
care either by ambulance or wa1k1n§. Adjacent to the waiting area are
Qashrqom faCi]ipies, telephones, and vending machines. There fs é
separate area for non-smokers -but there is not a separate aréa for

parents with small children.

The Detoxification Unit

The Detoxification-Unit is a six bed unit that is physically
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isolated from ‘the ‘emergency department.' One emergency nurse i

assigned to care for the patients in.the unit who are usually alcohol

1

or drug abusers.who have attempted suicide and/or overdosed on drugs or

a]cohp].

~ Summary

In fﬁis\\chapter, the major characteristics of the emergency

{ \\\ ‘
department ‘at the\Gngy Walls' Hospital were presented. In Chapter 4,

~

the methodology and proéédqres used in data collection and analysis are

presented. .



k\\ CHAPTER 4
. S METHODOLOGY AND PROCEDURES

Introduction.

The purpose of this study was to discover how nurses treat and
respond to parents-of children who can not articulate their own needs

in the emergency setting and to identify factors-that may influence the

»
-

care provided. | Iﬁ this chapter, fbe research methodology will be
presented. The 4app1jcability of Goffman's framgworK for alyzing
social intéractipns in an emergencyldepartﬁeﬁt wi]lﬁbe,rgvi wed and fhg
procedures -used in this study will be' presented. The“,' sues of

validity and reliability will be discussed in relation to this study.

Goffman's'Framework

In Goffman's (1959, pp. 1-3) analysis of social interactions he
defined communication as verbal and non-verbal behaviours which ekpress
and give off the 'impression of role performance. The underlying.

assumptions 1in Goffman'éy framework for aﬁalyzing éocia1 interactions
are: | ’

1. the human. being makes a ,presentation"of self- and his
acf%vities when™ in the presence of others; ;

2. the human -being seeks to, acquire information when in théx
presenceof others; and T f‘.' N

3. - the human being attempts to guide and control impressions

others form of him. ‘ -
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~
s

— ’ ' .
Goffman uses the -language of the theatre, i.e., actor, stage,
perfo?mance and audience, to analyze interactions. Goffman (1959) -

contends that his pérspective is valid for Studyingssocia] Tife that is
organized within an institution. Goffman's perspective for ﬁnafyziﬁg
social life has beéh utilized +in part by Soares (1978) _to'vdescribe
verbal uséégev in an intensive ‘care “unit, and by--Rosenfha1: and. Her‘.
Hco]]eagues (1980) to analyze nurse-patient 'interactiéns on inpatienf
units in. an écute care facility. V

:Utilizing Goffﬁgﬁ's framework .ohe can "view the nurse-parenf
interéction as’ a performance that 1§ staged in.the environment éf the
emergency department. Thg nurﬁe éﬁd physiciah may be _viewed as
performers acting individually or unitea in a team, i.e.,'assumRng the
pa;ents accepts their audience roie. Within the emergency environment, -
nursés and physicians can maihtain theﬁr performer roles through
strategies such as- . information cbntro].‘ Sutcessfu1 staging of
performance provides the parent with a frontstage view of the emergency
department;' Performance‘disruptions”may occur when pafents choose to
become acfors by creatinj a scene or.the united front of the. team is
broken, resulting inf unsuccessful éfaging of the performance and

-~

providing the parent with a backstage view of the emergency department.

" Participant Observationf‘ Imp1itations for Research

[N

The 7prob1em posed in this study was to identify the
Characteristics of parent-nurse interactions and the context within

which these interactions occur in an emergency setting. In order to do
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this, the lnvestigator assumed’the roles of 5 participant-as-observer
and observer-as-parﬁicipant in the'emergeney_deoertment. Gold (]969)
describes four major roles that an investigator may assume when
establishing relationships in the field. fhese rotes include: the
complete ,oarticipant, the partjcipant-as-observer, thé observer-as-
oarticipant, and the complete ooserver. ~The complete partiofpant

'

" immerses -herself in the research environment d1sgu1s1ng her true

1dent1ty and the. purpose of . the research from the 1nformants in the -

field. In contrast, ‘the comp]ete observer withdraws totally from
i»socja1‘interaction'in fhe fﬁe]d;‘ In the participant-as-observer role,
the& investigators" 1den;;;y'4and ~purpose for being in the research
environment. are known 'and. data are gafhered both formally - and
informaily, The role of observer as- part1c1pant is most often assuined
by field workers when there 15 on]y one or two 1nterv1ews. _In this’
study, the investigator assumed the role of observer-as-participant
during observatione of‘ nurée-parent interactions and participont-asg
observer during social interactdons with the emergency staff!

The term, participant observation, suggests direct 1nvo1vement in
the comhunity jife of the peop]e being "studied, {}e.,:observing and .
talking with people in an attempt to learn from them their view of
reafity (Agar, 1980, p. 114). The technique wutilized by . the
participant observer includes direct observations of relevant events;
informal interviews with members concerning their motives, intentions,
and interpretations tof events; indirect observations obtained by
seeking'out 1nformants.for their unigue perspec;ives and by analyzing,

records and documents that pertain to the organization; and -
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participation in the group activities (Denzin, 1978, p. 255; McCall &
Simmons, 1969, pp. 1-4). The problem that the participant observer

- confronts when using participant observation techniques are:
1.  gaining entry into the gréupvto be studied: R

2. establishing and maintaining a social identity that
facilitates interaction and.observation;

3. attempting to fit dinto the social structure without
i1tering the behaviour of those observed;

4. - meincaining objectivity when faced with new
pxperiences;

5. developing a dependable method for recording field

. noteés;
6. leaving the field situation at the appropriate time
. - (Denzin, p. 256). :

When using participént,observétion'1n research, it is important that
the investigator maintain é quality,of'open-endédneés in study desﬁgﬁ
and recebtiveﬁess within the study tb the subjects' conceptians of
reality (McCall & ‘Simmons, 1969, p, 19). | |
The procéés of partic%pant obsérvatjon involves th}ee major
‘phases. 'In the fntitia] phase of fie]dworé,‘ the iﬁvestigator is
involved in a period of general observation attempting to determine the-
'meaning of eveﬁfs by 1is£ihg and grouping behaviors. During the seCond
phase, the investigator is beginning to make sense of ‘tﬁe flow of
events  and identifying tentative propositions and deve]opfﬁg
categories. In the fina]v phase, there is a systematic"effort to
identify propositions and deve1?6gzétegofies’(Strauss et al., J969;_ppt
24-25). "

-
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In this study, the observer sought to observe how nurses treated
~and responded to parents in an emergency setting. In the context of
this study, participant'observation is concerned with:.

1. describing the characteristics of nurse-parent interactions
and the content within which these 1nteracti;ns occur, and

2. identifving the parent's perceptions of nursing care in the

emergency department.

[] ]

Reliability and Validity

L

v In research, thét uses participant observatioh, there are major
problems associated with re]iébi]ity and validity. The oﬁﬁective of
such résearch is to 1nterpret the world as perceivgd by its inhabitants
(Fie]d; 1980, p. 47). The intent of barticipant observation "is té
prévent 1mﬁosing a]fen meanings upon the actions‘ of the subjects"
(Vidich,_1969, p. 79). The standardzmeasures of ascertaining validity
and reJiapi]ity of data co11ection,A however, are not generally
applicable to stUdies that wuse participant observation (McCa]] &
Simmons, 1969, p; 77): Rubin and Erickgqn‘(1978, p. 139) céntend théf
'“validity is the essential criterion of the designﬂ:and‘"re1iab111ty is

~ the essential criterion of data collection". As reliability "refers to
the'\extent~‘£o which studies can be rep]?cate;” ‘(LeCombte & .Goetz,
1982), it is essentié] to thorough]y describelthe strategies that were
used to gather data. Duignan (1981) notes that it is incumbent"upon'~
.-the investigator to explicate’ the methods:and procedures of.recgrding

and analysis. According to Zelditch - (1969, p. 9), one criterion of

- "goodness": of a procedure is "informational adequacy, meaning,
3
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accuracy, precisiqﬁ, and completeness of data." It is also criticaJ to
establish that the teéhniques used in partfcipant ébservation were
employed systemaﬁica]]y, comprehensive]y,h and rigorously (McCa]] &
Simmqns,'u1§69,' P 77). While LeCompte and Goetz (19829 acknowledge
‘that "human behavior is never static" and consequently it is not
possible to rep1fcate. exactly stud{es that utilize ethnograph}c
techniques, they stress the’importance of specifying "precisely what
was done to avoid serioﬁs problems with reliability" (p. 36).

In" this study, the investigator conducted a pilot study'to test
the appropriaténess of data gathering technjques, observer reliability,
and’the suitability of fhe guide for use in the follow-up interview-
with the parénts. Durin§ the pilot: study,” the investigator's
interpretation of events was cHeCked with the subjecfs in the field.

Aﬁ The _data recorded in the field were reviewed'by the thesis sﬁpervisor
to mbnitor and evaluate the observations and fo]]owfup ihtervieﬁs with
the parents. Throughout the étudy, the investigator continually
checked her interpretation of events tﬁ;ough inférmal interviews with
emergency- personnel and . follow-up interviews wfth parents who
participated in the study. In g]] phases of data collection, the
1nvestigator1s field notes and her analysis of éyents énd intgractions
were reviewed by the thesis supervisor. ih_-order to ev§1dqté the
researther's interpretations and perceptions of the data.

It'is argued that once re]iébi]ity.is estgbjfshed, va]idity is
not an issue fn‘observapioﬁai studies if the investigator explicates
pfecisely "both’ the 'proéesées and evidence used in arri&ing at hﬁs
conc}usions" (Duigﬁan, 1981, p..'294). . LeCompte ;nd‘ Goetz (1982)

N



contend, however, that validity may be the major strength of studies
that utilize ethnographic . techniques. - The authors'note that validity

is der1ved from the data co]]ect1on and analysis techniques that are
{)

o used by the researcher LeCompte and Goetz identify that part1c1pant.

-

observation 1s ‘a key source of data collection and the part1c1pant
observer collects data in a natural setting that reflects "the reality
of Tife experiences of participants" more accurafe]y than 15 a
contrivedl‘setting (p. 43). ‘ Further, the participant observer' is
continually  analyzing, - questioming, and re-evaluating the data

throughout all phases of the research. LeCompte and Goetz discuss a

number of ‘issues that threaten the validity of research’ utilizing

ethnographic techniques. The issues that are applicable to thig studyd

are reviewed and thecmeasures taken by the researcher in this study to

address the issues are- presented. o
FLeCompte and Goetz (1982) identified that itbwas important when

gathering data through participant observation to be aware of the

impact of the observer's presence.' In this study, the investigator

-

withdrew from the field for one-month 1n order to avoid "going native"

\

(Go]d,y ]969)‘ and to reconfirm her pr;mary role as. an objective

researcher (LeCompte & Goetz, 1982). As the@Lresearchér's own work
’exper1ences were in an. emergency sett1ng, it was necessary to determ1ne
that the data co]]ect1on techn1ques d1m1n1shed researcher bias. The

researcher's 1hterpretations in the field were-checked with more - than.

one individual' when in the emergency - setting.' Also, when the

researcher grouped -the data into categories, the researcher rev1ewed

the data and the categories w1th the ‘thesis. superv1sor in order to

«

&
?
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reinfdrce that the categories were supported by the data and rcflected

s
the way.participants experi d reality (LeCoTQte & Goetz, 1982).

i N

N |
The Setting }

S |
The setting for the study is the emergency department of a

938-bed hospital located in one of the prairie provinces. There are

approx1mate1y 80, OOO patients. processed ‘ through the Keﬁefgency
department annua]]y Within the emergency department, there\QS also a
detox1f1cat1ontﬂn5t. . R T S

WA

o o M F o e .
The overall administrative ’reséonixb1}nty for the emergency -

: department and,‘the detoxification un%t 1s Vested in the execut1ve

diréctor ot the hospital. Reporting to the executive d1rector is an

~administrator: A director of nurs g is accountable to the

»

administrator,  and is responsible, with an assistant director of

nursing, for nursing services in the department. Within the -emergency

" department, there,ﬂs a unit supervisor; whose role is administrative,

and four associate unit superVisors. Other staff reporting to the unit:
. . - e

supervisor aresregistered'nurses, registered nursing assistants, unit

clerks, 'porters, and service \éides There is also a clinical
1nstructor who is respons1b1e for cont1nu1ng education programmes for
the staff. . - o :

The respons1b111ty for medical administration 1n the hosp1ta1
vested in the assoc1ate executive d1rector who reports to the execut1ve

S ; ¢
emergency services and a physician in-charge of “the detoxification

unit, The director of emergency serviéesﬂis appointed for a tonyear

t
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period by the full-time emergency nhysicians. There are seven
full-time emergeﬁcy physicians who provide medical coverage on a
contract basis with the hospital. The physician in-charge ofy the
detoxifjcation unit is appointed by the~associate_executive,director:

-

- medical services, and is a permanent appointment (see Figure 4.1).

The Methodology

The key to effective 'obsq§1ation and interviewing in a study
setting depends on the methqd§ used to gain entry, ‘establish

credibility and explain the study to all participants (Dean et al., ‘
: g1
1969, pp. 68-70). In this study entry was negotiated at two levels,

the hosp1ta] and the emergency department.

T

Negotiating Entry

The request to undertake the study was submitted to the hospita]_
administrator. The administrator responded within one month and agreed
that the study could be done if formal approval was granted .by the

hospitals'. clinical investigation committee. The administrator also

suggested that the study be discussed with the assistant director of
.nursing who was responsib]e for the emergency department The

ass1stant d1rector of nursing was contacted and agreed to meet wwth the
A .

3 . —aa “rt
1nvest1gator along with the unit supervisor in the emngegfy depastment

-
‘once formal approval had been granted for the  study by the c11n1ca1

"o

investigetion comm1ttee

ST

Formal approval for the study was rece1ved from the h05p1tals -
-~ . T

clinical 1nvest1gat1on ,omm1ttee Tour -months after the dnitial: request
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to undertake the study. The committee chairman notified the

investigator that the study could be undertaken but that there would be

' one restriction, only parents br1ng1ng thewr children to the emergency N

\&“

department to be seen by an emergency phys1c1én cou]d be 1nc1uded

the study The reason for the 11m1tat1on was that-over 300 prdvaten

physicians used the hospital emergency fac1]1t1es and the c11n1ca1

investigation committee did not‘see that it was feasible to contact
that large a group. ‘

Following formal approva] for the study, a meet1ng.was held with
the assistant director .of nursing and the un1t supervisor, emergency
'department to d1scuss the study. The purpose of the study was reviewed
and it was agreed that:

1. an information letter. (see Appendix A-1) -gxplaining the

study would be prepared for the registered nurses;

2. the unit supervisor would review the information letter for _

content;
| 37 'fthe information Jletter would be distrihuted to the
registered nurses along with the nurses' consent form (see Appendix
R-1) by the associate unit supervysors,

4.  the unit supervwsorrggguld orient the “investigator to the
phys1ca] environment of theﬁgyeégency department; and

5. the unit supervisor wou]d provide the investigator w1th a
list of reg1stered nurses and a set. of b]ueprqa¢s of the department.

At subsequent sess1ons with the un1t§3ﬁn_£§§§or the information
letter  prepared by the 1nvestwgator wa rggﬁsed ‘agreement was

formalized by letter on the schedule for observation periods in the

>
{
e,

57
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emergency dep:rtmeat see Appendix A-2); and arrangements were made for
the investigatur to obtain an identification badge. Two  weeks
fd]iowing thé initial meeting, the 1nvestiga£or was oriented to the
_emergency qépartment by the unit supervisor. Forty-eight envelopes
' contaihing the information '1etter, nurses' consent form, and a
“éelf-addrésggd envelope werg &1so given to the unit supefvisor for

 d1str1bution "to  the registered: 'nurses by the associate unit

supervisors. The registered nurses whﬁlagreed to participate in the

study returned .tHein signed - '‘consents to the associate" unif
supervisors., The investigator collected the nurses' consénts-over a
fwo;week period. All _but one registeréd nurse agreed to pa%ﬁféipate.in
the sfudy. Seven months after thé initial request to underFake the
study was submitted to the hospital administrator, the invegtigator

commenced observation periods in the emergency department.
Pilot Study

During the» first fhree observation periods in the ‘emergency
department, a - pilot study was conducted. The purposes of the study
were: (

1. To acquaint the researcher with the environment of the
emergency department at the‘hospifal. |

2. To test the yfeasibi]ity of the observer role and data
gathening techniques. ' N e

3. To-tést‘obseryer reliabiTity.

' The findings of the piﬁotVstudyrare'pfesented;‘(
Prior to the first _Qb}g%?afioh péfiod the ‘investigator had not

PRI
-

N



been introduced to any members of the nurSing staff except the
associate unit supervisors. In the pilot study, the investigator met
with the nurses in the -informal: environment of the coffee room. The
_\purpose of the study and .the investigator's role as an observer in the-
department were exp]édned to the staff. The nurses clarified for the
investigator'their work assignment in the department and aided in the
familiarization to the physical environment of the department.
Throughout the pilot study, the investigator cdntinued to meet with and
exp]ain the study to nurses, emergency physicians,. and aux111ary
staft, The nurses were genera]]y positive in their response to the
tinvestjgator and;support1ve of the purpose of the study.
fn 7édnjunction with the associate unit supervisors and nursing
staff " it was agreed that the investigator wou]d s1t at the nurses'
desk in order to identify parents who were poss1b1e participants in- the'
study. It was found that the approprjate time and place fo;g;the
investigator to approach parents and request the parent's written
consent (see Appendix B-2) to observe nurse-parent interactions was
‘primarily determtned by the nature of the child's. illness and the
activity- 1eve1 of the department. The associate unit supervisors
decided whether the child needed to be seen by a phys1c1an 1mmed}ate1y
or could wait with the parents in the waiting room. Nhen the act1v¢ty‘
level in the emergency department was low, the parents and ch11d wou]d
frequent]y be directly escorted to a treatment area. When the act1v1ty
i}@ﬁéVel was h1gh the parents and chiid would be directed to the waiting
room until a treatment room was ava11;b1e.

If the parents were .placed in the waiting room, the ﬁnvestigator .
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approached the parents and explained the purpose of the study, the
investigators' role 1in the study, and then requested their written

consent to observe the nurse-parent interactions.. When children were

taken {mmediately to a treatment area, the investigator explained the,

v purpose of the study to the parents and requested oral consent to
observe nurse-parent interactions. The parent's written consent was
obtained after the nurse had completed her assessment of the patient.
When the observation of the nurse-parent interaction was cdmp]eted, the
investigator requested the parent's oral consent to contact them by
telephone and arrange.a fo]fbw-up interview with them in their home.
During thevpi]ot study, the observgr tested three tools designed

to facilitate collecting information and recording data. The data

»

collection sheet (see Appendix C-1) was used primarily to record time

and place of initial  observation; activity level of the emergency

department; and manpower information. The patient information form .

(see Appendix LC-Z) was Comp]eted from information on the patient's

=

4

chart and supplemented with information

R

interaction co]]ectiqn_sheét (sef APpendix fas used to record the
7 observation;périods.

- When a Vchi]d was itaken_AESﬁ or. placed djfectly in; a treatmeat
area, the oBserVer found that the ehild was placed on, a stretcher or an

examindtion table by the nurse. The observer sat on a chair_ across

™~

from the nurse and parents and recorded the>time and salient points’

about the interaction. In the pilot study, the observer. identified
that the interactions between parents and nurses occurred over short

perigds of time. When the nurse left the treatment area, the obserVer

phei parents.  The



also left and recorded the.intetaction tﬁ.detail.

A guide]ine~fer the interview wfth parents-that was developed was
mod1f1ed slightly fo]low1ng the first three 1nterv1ews (see Appendix
D). In the Jnitial interviews, the parents were asked:

.After your child was seen by a nurse d1d the nurse tell you how
serious your child's illness or injury was? :
fhe parents found the questioh to be repetitive as they believed that
they answered it when they'wete.asked to recai1 what they rehempered‘
about)the nurses who cared for their child. Consequent]y,lthe EUestion
-was deleted from the guideline. |
The obserVer's intent was to follow-up the parents “within one B
'; ~ week of their vieit with their 'chi1d to the emergency“depaftmeﬁtf
However, it proved not to be feasible to imterview parents within one
weeki when theirl child was ‘admttted to .the hospital. "In the pilot
study, one set of parents were interviewed seven days fo]]o@ing their .
child's discharge from  the hospiiel which was ten days after their
visit to the emergency departhent Prior.to commenc1ng the 4nterv1ew,'
parents were asked to s1gn aJsecond consent form (see Append1x B-3).
' A tape recorder was used:durTng the 1nterview witﬁ'the parents.
When pérents refused to allow the uée .of the tape recorder the
.responses to the questions were wr1tten and then recarded into the tape 9

trecorder in detail .after the 1nterv1ewer left the home.
Th—

Summary of Entry into the Field

Prior to formal data collection, the inveétigatof met with the " |
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unit superv1sor on three separate occas1ons.over a_ two- week per1od
During these meet1ngs, the 1nvest1gator became fam111ar -w1th the
organjéation of " -the _department vﬁs-a—vis assignment of nurses;
schedu]ing‘pf nurses; patterns of patient.flow; physical facilities:
and the coverage provided by physicians and auxiliary staff. Twp weeks .
elapsed between the last meeting with the unit supervisor and the first
observation .period in the department.v During this time period the
investigator returned to the department to collect nurses' consents.
The investigator tested the instruments used for 'data collection and
interacted with nurses and other staff providing care in the department
during the pilot study. The coffeg room was identified as the‘best
area. to observe patternstof socia]lﬁnteraction wtthin the department.
Entry ipto the department occpxred over a six- week period. This time
'was éssential for the 1nvest1gator to galn acceptance by the staff and:

Pl

.establish her role in the department. _ R

Presentation of the Study

Nurses

In the emergency department, there was a work sheet at the
nurses' dest for the nursing staff that identifted the area to which
the nurses were aSsigned and their schedule -for coffee and meal
breaks., When the investigator was observing in the department,-tt was
noted on the nurses' assignment sheet. ‘

The nUrses in "the emergency department worked in four teams on
12-hour shifts that started at -either. 0700 hours or 1900 hpurs. The

investigator met(}be majority of registered nurses in the department
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during the first three observation periods because there’ were two .

4

.different teams. of nurses 1in the department during the evening.
Initial contaﬁ% Qifh “the fnursés' was made in -thew-coffee‘:rodm. _ When
asked about the reason for ‘the study, the investigator exp]ajned the
purpose of the study to the nurses and stated that she was attempting
to describe only one aspect of eme%genéy nursiﬁg, that is, nurse-parent
interactions. Direct questions from the nurses . about the
investigator's qualifications fo undertake a study of emergency nursing
were answered hbnest]y, but 'information. was Tnot vo]uhfeéred. The
nurses expressed concern about confidentiality of ldata and were
reassured that they would not be identi?ied by name in the study. The
nurses were also told that they could withdraw from thevstudy at any
time. . “ |
'Initia]]&, exchange amongst the nurses in the coffee room was at

a social level when the investigator was ‘present. The nurses; however,

rapidly became accustomed to the presence of" the investigator .and

openly discussed their _views on a numbér of topics, for example,

physicians, patients, patients' families, and emergency nursing..

n

Parents - ‘ e

Wheﬁvparents were appréached for consent tbiébserve nurse-parent
1nteractions; the investigator explained that she was a nurse doing a
study on emergency nurses and their resbonse to parents and children in
‘the emergency setting; In ‘the situation where parents were approached
in the waiting room,r they wereb'also told that if they agreed’ to

participate 1in the study, they w0u1d' be contdcted by telephone the

\
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_ : Y
. % N . ‘
following week and a time would be set-up for-a follow-up interview in

their home. Two sets of parents chose not to participate in the study

- when approached in- the waiting room.

-In the situation where parents were approached in the treatment

area, the '1nVestigator requested ‘permission to ‘contact them the

following week for a follow-up interview when the observation period

was over or at a.time when there was no emergency -personnel interacting

with the parents. In one situatioh, the " mother cohsented to

participate in the study and the father refused when he arrived in the
treatment area. All parents were assured that they would not be
identified by name in the study and that they could withdraw from the

study at any time. -

Process bfbData_Qathering

Data were gathered through the techniquesy of participant

observation which included direct and indirect observation in the

emergenCy department such as extraction of information from the

patient's emergency ‘chart, and informal interviews with emergency

personnel and with parents following their child's discharge from the

emergency department or the hospital. Observations were conducted in
the evenings over’ a five month period éommencing~1n March and ehding in

July 1983.

The Obser?er’s Role

In this study, the investigator took the roles bf observer-as-

participant and participant-as-observer in the emergency department.



In these rd]és-the investigator identified the purpose of her presence
with all staff members and ‘the clients that _were approached ~to
participate in the study. \It was necessary tocreiterate throughout the
obserVation period that the study was ‘imited to parents with children
who could not articulate their own needs and to parents whp were seeing
an emergency physieian,' not meeting their own physician in  the
emergenCyQ department; The"investigator commenced the observat?on
period by sitting behind the associate unit supervisor‘at the n. sec’
-~ .2¢” "0 desk.. During the observatipnbhperidd the investigator engaged in
- soc1a1 interaction with various staff members and accompanied nurses to‘
coffee breaks if there were no c]ients in the department
When the investigator approached parents to part1c1pate in the

study, the observer 1dent1f1ed that she was a nurse and that she was

nurses and their- response to parents in. the emergeﬂty

The investigator a]so exp1a1ned that she wou]d -be contact1ng
f}fhﬂh for follow-up interviews in their home. When the abserver was
invo]ved in direct observation of parentfnurse interactions, the
investigator did not participate in- the nurses' assessment og the
patient or in the prov1s1on of direct care to the patient. The
1nvest1gator did ass1st the nurse and/or parent when invited to do 50,
for example, ass1st1ng a nurse to position a child being prepared for a
1umbar puncture of the spine‘when_the.parent was requested to leave the
room during the procedure.
The nurses were observed 1nteracttngrw1th parents at the nurses'
desk, in the Waiting-rooh, in the examination and/or treatment areas,

in the hallways, and in the emergency x-ray waiting room. The pattern

o

«©

o



'constantly being collected from the nurées, -

Field Notes

66

and fréquncy of observations of pérent-nurse interactions wag"
determined by patiént flow ‘throudh _the' départment and the activity
level 1in the department. It “was underétood by the nUrsesl that the
observer was- a participant ‘ primarily for research purposes,
consequently the investigator was able to Ic]arify with the nurses
nursing actions and/or procedures obsérVed auring nurse-parent
interactions. The research roie also encouraged the nurses to share
unsolicited information, particularly duriﬁgk‘cr“ﬁe breaké, or in
casual meetings 'ét_ the nurses' desk, or {# the‘ hallways of the
department: " These éaéuaT meetings were uéeful as the observer_Was able

to verify contextual factors that were affécting the child's stay in

.the department, for examp1e; waiting for 1abdratory results or x—kay

results. In addition, the casual contacts with nurses ®provided -the
observer with information on the role of the- emergency nurse, the
nurses' perceptions of the epvironment, and their reactYons to patients

or other personne].- Throughout the obseryation_period, information was

W

Field notes were constructed from data recorded on tools (see
Appendix C-1, C-2, C-3) designed to facilitate data ¢ollection from the

beginning of the observation period. Duriné obsefyations of

‘nurse-parent interactions, the investigator recorded'sa]ienf points of

verbal and non-verbal behaviour and reconstructed the interactions in

detail when the interactions were completed., The observer excused.

., herself from the parents’ presence and sought out ‘an area adjaceht to
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-

the parent to record details.

A closed notebook 11" x 7" with a clipboard and pockets was found
to be the easiest method for recording field notes. Data cﬁ]jection
sheets, patient informatiqp forms, parent consemt formsg ]ooseTeaf i
paper, qnd additional interaction sheets were stored in thelpockets of
the notesbbk.;’Lnformétion'gathered through casual meetings wés«brief1y
recorded on Tloose-leaf paper <and ﬁew0ﬁked ‘fo]]owing the observatioﬁ

e
Nid

period. ' ' o e

Interviews

Semi-structured interviews were conducted with the parents during
the weék hfo]]owing their child's discharge from the hospital. The
parents sigﬁed é consent form and the interviews were taped when the
parents agreed. The follow-up interviews with the pérénté were
arranged in fhe emergency ~depaftment and confirmed by telephone the
following week. The investigator  encountered ‘prob]emsllarrang{ng the
follow-up fnterview. The in9é§g$g§£or observed 16 parents. in the
emergency department but¥ suécessfufﬁy cdmp]eted_,ohly 12 follow-up
intervﬁews. With the agreement of the thesis Supervisor, two of thé012 ‘

L

follow-up interviews were completed by telephone when abpointments wfth

Wl
‘the interviewer were’ cance]]ed  and could not be rescheduled. The
. o

\,

reasons for not interViewing él] of the parents were. L
1. Two mothors deéided that they-did‘pot.want to participatexw

when they we contacted by-fé]ephone_th; week }o1lowing their visit to

emergency because they were too bdsy td;schedule_an intervfengvd'

2. One father was angry about his child's care in the eﬁergency

-

-
N
N
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~discharged from the departmeht; e | (;

68

Xy

department and refused to allow a follow-up visit when his chi]d#was

3. One mother who had. agreed - to 'participate ha

vacated the apartment the night prior to the
i J

1nvest1gator and there was no rorward1ng address

Emergency Chart h e R v WA 331 "fi

iSed to extract information '

=

The pat1ent S emergency charttnwa

about the child's- adm1ss1on d}agnos1s, the home address and,treatments_

\7.: . S ,‘.

or procedures ordered f the ch11d whl]e‘ 1n \the department-&

Informat1on related to the child' s age, address, and te]ephone numbergﬁ

was verJf1ed with the parents »whEn the cqhsent was obta1ned for

'observat1on of parent nurse 1nteract1ons., fhe nurses recorded v1ta1

-
v

signs and neuro]og1ca1 1nformat1on on the emergency chart’but dﬁd not

record nurses notes ‘on the chart - - ﬁ%@
B ¢ o - : o . ” :b.

: "

v -Data Analysis
- .
In1t1a1 Phase of Data Analys1s

77the thesf

‘f@ther observatmn and semi- structured 1nterv1cmng Q

In the initial phase of data ana]y51s, the 'investigator .read.

field notes 1ook1ng for patterns of behav1our s1gn1f1cant 1nc1dents,

i

“and frequent]y reCurr1ng actfons of the nurses - an attempt to’

fgenerate tentative pnopos1t1ons.; The field notes were rev1ewed with -

. i &t 5 bt
Q'superv1sor to. §nab1e the superv1sor to mon1tor and eva]uate

‘e

the obserﬁa&1on and foL]ow—up 1hterv1eWS and - "ommend approach&s for

~

.

ction thrOUQhout—

B

Goffman S framework was utd lized to pqu1de
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<

the " analysis. _@hroughout' the analysis. the following questions were

considered: - - ' ; -

P

.}» what are the character1st1cs of parent nurse 1nteract1ons in

i

the emergency room?

RS 2{ “What ‘are the parent S percept1ons of nurs1ng care in the

N

’emergency room? - o . o

3. How are these a. funct1on of the context .and part1cular types@‘

R

" of situation? .- ; w : < " g

A g
M- : ,/

Table 4 1 shows .the relationship of the 'research quest1ons, to the

framework the data gather1ng, and the ana1ys1s

»

.The«Interactions

- Tablewd.2. - .

Coding of Data . .. s o . L

& R i :
There were 16 nurse -parent . 1nteract1ons recorded by the observer

'dur1ng the observat1on period. ~ The tnteract1ons were code% accord1ng

»9“!

’ to case number, child's adm1tt1ng d1agnos1s age -and whether fb?]ow -up'

_w1th the parents occurred. The age range of the chu]dren in t tudy

-Was seven and one- ha]f weeks to three years Four of tRe ciildren

required adm1ss1on to “the hosp1ta1 The cases are summ§r1zed in

W

S . S

Us1ng Goffman 5. framework the data were ana]yzed @fCOrd1ng o

i

the backstage viéw the frontstage view, and the.success of the actors*
K™

. performances i.e., 1mpress1on management in the emergency department

The data were then co]our coded accord1ng to the perspect1ves of the \\\;-

actors and aud1ence.

P
”
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Table 4.2

A Summary of the’Cases

&2

71

Case Number

Child's Diagnosis

L

Age

Follow-up

Yes

No

0l
02

.03

04

705

T

"fiof‘

- i

Diarrhea

Po“-ﬁblé overdose

[

Allergic reaction

Cut Tip

- Bilateral ear infections

18 mos.
8 mos.
10 1/2 ms.
19yTO§;’

06 Ear infection 9 mos.
07 Influenza 7 mos.
08 °  “.Possible overdose C2lyears BT xt 7
. J‘/" . ) . . 1;" '« K . e “ “yﬂh
09 Lumps behind ears 2"ears - X %
, ) .. , . &
10, Eye infection 15 mos. X
11 Fever o . 16 mos. X
o o ‘ﬁzf{ N
12 Cut chin 18 mos. X
Fever "4 mos. - X o
. . . S
Hernia 7 1/2 weeks - X LR
Cut forefRead 3 years X
Convulsions - 22 mos.. X
o — —
L A EANE & I
s B o «
\ﬁs . ) RIS -2, ta A
= R ¢ . LR
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Ethical Consideraﬁiﬁns -

—— @

In studies that utilize participant observation it s imperative
that the observer demonstrate respect for individual autonomy. and the
basic human r1ght of privacy (Casse]] 1980; Fox, 1976 pp. 211- 212)

L

It s essent1a] that all part1c1pants receive an explanat1on of the

purpose of the research and consent to the researcher S presence in’ the

;“L»

field. 1In add1t1on, 1t s .ritical that the Participants realize that
1. they are free to withdraw from the study at any t1me,
2. all lnformagﬂon rece1ved by the investigator dur1;g the
study is conf1dent1a1 ‘

}4 their aﬂbnymlty w111 be protected

For the nurses that were involved ‘in this study, the researcher

dréw up a consent form. The researcher explained to the nurses that

~

participation in theﬁdstudy @as vo1untary Further, they ‘could
initially decide to, part1c1pate and then w1thdraw at anyt1me Although

verbat1m*quotes were used 1in the anaLys1s of the data, the researcher

d1d not refer lto any. nurse by name or use descr1pt1on that wou]d

o f R
st

As the c1rcumstances of the ch11d's adm1ss1on to the emergency

v

\\_//department ‘were not known in advance, Jt was expected that the
1nyest1gator would not alnays have -the opportunity to -explain the .

purpose of the study to thet‘parents and obtain written consent in

1

advance of the5'0bservation “ fn these situations, tke researcher .
o : b {u
1ntroduced herse]f to the parents, exp1a1ned the purpose of the study,
N ., v ) 3 ’ :

Q@
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and requested their permission orally to observe the nurse-parent -

interactions.‘ The inveStiggior followed up with the parents after the

‘observation period and requested ‘them to sign the consent. For the
semi-structured interview, a second barent consent was utilized.

'Again, the researcher stressed to the parent(s) the vo]untary nature of

participating 1n the study and the conf1dent1a11ty of 1Hformat1on Thg

parents were informed that. all data collected that identified their,

'chilg,or themselves would be déstroyed when transcription and coding of

information was comp]etéd Access to the raw data was limited to the

3

thesis superv1sor and comm1ttee .members.

\

Finally the hospital was not #dentified  in the study by name or

descr1pt1ve format that wou]d compr1se the anonym1ty of the 1nst1tut1on.
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-patients; . and f1na11y the nurses%&. percept1ons fof ~children

':thefr contr1but1on to pat1ent carlen &@e emergency department Lt is

CHAPTER 5

v
]

'DATA ANALYSIS

In this chapter, the ana]ys1s of the data, “utilizing Goffman's
framework, will be presented. 'The data are organized according to the
backstage  view, -frontstage view, and successful 'staging of the
performance, .i.e.,' impression‘ management” of the‘ actors in the

emergency .department.

" The Backstage

The backstage is the place where the actors (the nurses) may '

know1ng]y contradict the 1mpre551on that they w1sh ‘the aud1ence to have

of their performance when they -are on, stage (Goffman, 1959 p. 112).

It was necessary to analyze the nurses‘ be11efs and 1mpress1ons of the

e

emergency setting in order to 1dent1fy s1m11ar1t1es and/or d1fferences

1n the nurses' performances when they were backstage and when they were\a‘“

performing in front of the parents The data were organwzed accordangf3

3

to the nurses! 1mpress1ons of emergency nurs1ng, nUrses"responses to,,”
¢ e .

,}1

. o\ . 4\‘ -:3,1 ] ‘:‘ég )
and/or parents.. . o ' & -
- P T "*:‘\‘." ‘

~

Nurses' Impress1ons of Emergency Nursi_g
\( \

The nurses:- éxpressed amb1va]ence@babout emergency nurs1ng and

“ev1dent in the fo]]ow1ng conversat1ons

B

. ] Koo
- b . ’ 3 ~ ..
‘4 C . : LI S

A n ) 'wM

S ' oo
# Ist RNt It's frustrat1ng sometlmes because you'"rea11y<"
Do know what you're supposed to be doing, what ‘ra

.Zé% o

o

o
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emergency nursing about?

2nd R.N.: It isn't what I expected. : -

PR vy

The second nurse continued to say that she expected to look after
emergency patients, "you know,"peopie who've been in accidents or
having severe medical problems, like cardiac arrests" but that was "not

what it's about" as "most of.the people (who) come 1n‘cou]d be seen in

“a-doctor's office."

In the sec nd example, a nurse said to the chserver that she was

interested in-pursuing a degree programme in nursing.

CL

You know I [am] serious . . . I thtnk I need to do it [a

degree] “or someth1ng, 1'm stagnating here, work has become a

hassle, I don't look forward to coming in but I really like

most of the. kids T work with .Fx].. it would. be hard to
“change .". . and I like. never rea]]ye;nowagg what s%go1ng to
- come through that door. NGy o R

There was  disagreement . amongst : ig aboug thelr

V ' ’ ""tﬂ‘ B
contribution to patient care. 0One nurse arguedfﬁsﬁff.
: l‘. R

' rea]]y he]p pat1ents" - because ' in ’ the eme~wy\t%§ -department -the”

.

give 1nput" to pat1ent care but it was dependent on the phys1c1an | The
Q

e

7"opportun1ty to be with one pat1ent for a per1od of e was 11m1ted "

,*

This was because nurses were ass1gned by areas. and e.efore had 11tt1e 5

opportun1ty to discuss anyth1ng with pat1ents " The nurs belleved that;
nurses cou]dn t make any decisions" about patlents and note

emergency phys1c1ans made decisions about pat1ent care. A second nurse

]

'stated that-nurses "did contribute and could have the opportunity“tp

B

S

ﬁnurses awareness that the1r ro]e ln pat1ent care may be 11m1ted was

dapparent when a nurse asked the obiﬁrver if parents 1n the study were

-a
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perceiving nurses “as good guys or bad guys?" A secongd fitirse stated:

2nd R.N.:

1st R.N.:

2nd R.N.:

[ bet that you're going to f1nd that they don't

remember anyth1ng about nurses.

How can they? We're not exactly highly visible
running in and out of rooms, moving patients in and

out.
L4

”

I guess, but I think people on]y care what the Docs -

think and do.

The nurses” agreed that there were "no easy' ansmehs" ~and they

still Tiked emergency nursing because youlffsever really know what to

- expect."

There was a tendency for emergency nurses to link nursing care to

performing«-technical skills for the patieht. In one conversation a

nurse was upset because she had not had the opportonity to care for a

patient who had had a cardiac arrest and stated to her’ colleague:

T

2nd R.N.:

@bserver:

*&"an R. N

In another situation, the observer asked:

Observer:

- Ist R.N.:

T Ist R.N.:
. 4

‘Geez, you guys have all the luck . . . just my Tuck to’
“ be on the wrong damn side (referring to her assign-

ment to the examination side rather than the dreds ng

- side as €&¢ emergency cases are p]aced in the trauma

rfom).

=3

Ah, who cares, it was really. neat.

Why do you say that?

welli I felt like I was rea]]y do1ng something ¥you

know, this "guy was really an emergency, what it's
supposed to be all about (pause) this wasn't the usual
crap. . ‘

What - do nurses do when a patient Tike a trauma patient
or one with chest pains is adm1tted7

-

After you do” v1ta1 signs, .you will probab]y start an
IV without a doctor s order, but™ most of the t1me the

4
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iy '
o -
doctor gets in the room quickly when the pat1ent
really sick.
"2nd R.N.: But it's okay to start IV's after you do ‘the initial
vital signs and get a history, you know S
One nurse argued. that nurses should be trained at "the level of the
paramedics. When “asked by the observer what specific skills nurses

should be trained in, the nurse responded:

Ist R.N.x Oh, -you know . . . like AIC.L.S.,1 starting caths2
‘ .. .that kindlof thing. _ . :

2nd R.N.: I don't agreé;, To be good at those things you need to.
do them a lot, and we just don't see enough pat1ents
that we could stay good at do1ng th1ngs

1st R.N.: Oh, bullshit! That's what it's all about.

Although one norse.viewed emergency nursing as "taking crap from the
garbage of the world," the . nurses general]y seemed to 1ike the.
. env1ronment of the emergency department part1cu1ar1y when the activity
]eve] was h1gh. As one nurse succ1nt]y stated' "God, 1t s been a hell

=

of a-day, like the old days, bodies all over the p]ace " Dur1ng the

observat1on per1ods “in the- department the observer 1dent1f1ed ontgi?’%a
. four shifts of a total of e1ghteen sh1ft5«when the activity 1evef:?

the department was h1gh During 1ow 1evels of act1v1ty, the nurses .,

comp1a1ned ‘that it was "a real drag when’

gﬁ%ey d "rather be busy". Although the\n‘

AN

]j OALCiL. S refers to Advig%ed Card1ac L1fe Support

2 . Caths" refers to inserting arter1a1 “lines into patients - to
monitor blood preSSUres. _ .
a — g '
3. R T. refers to resp1ratory,technic1ans
\ ey



be due to the emergence of medicentres.

work when the shift was busy, they expressed dissatisfaction about the
utilization of the emergency department by physicians.
Physicians were perceived as using the depertment which "was a

lot cheaper than keeping their offices open." As emergency nurses were

involved in the initial assessment of the patients, the nurses believed

that the doctors were oetting free nursing service. The nurses thought
that the practﬁce "wes stupid" and "typical that doctors _think that

they own the hospitals" and have the "right to do as they p]ease'"

When phys1c18hs arranged to ‘meet the1r patients in the department ‘the

nurses ca]]e@ the patients WODS Th‘—ferm WODS was defined as “Wa1t1ng

oh Doctors "

AE

This seemed to be a contradiction in the fact that while?s the

.1

patients.attending the emergency department for care. They saw/this to

ﬁﬁﬁﬁhe nurses grouped patients according to the nurses' p{gcept1ons y

.-c

| of the patients' need for immediate medical attent1on. ‘ The maJor

-

L]

_categories identified by ‘the observer were ‘"real emergencies,"

"routines," and "WOPS."
‘ Ay

“Real Emergencies" ‘ : ' o o —

_ ) y E
-The nurses defined ‘“real emgfxencies” as "sick people . . .
. - N [ “3 ’

ir
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M.V.A.'s,] codes,z‘ stab wounds, people that really need .care" or
"people who've been ﬁn'actidentsror having severe medical‘prob1ems such
as convulsions."  The patjents: who were . referred to.'as;;“fegj
'emergencies" usually came to the emergency department byl ambu]ancei
The  impending arr1va1 of a "real -emergency patient was often known in
advance as the department was notified by te]ephone about the pat1ent
the d1agnos1s, medical statu;, and_ expected time of arr1va]. The
opportunity to be invo]ved with patients who;weré;”rea] emergencies"

‘*‘ﬁfﬁas generally vienedeby the'norses as "what it's all about, " One nurse

;when inforned that an M.V.A. was coming in, jumped up ‘and sa1d "action

at ]ast.“ It was apparent dur1ng the observation per1od that "rea]ﬁ

‘emergency" pat1ents were initially attended to. qu1ck1y by both nurses

N .
Fdom
yon

- and physxc1ans. . ‘ , D \

S ~Although pat1ents who were b]eed1ng were . usually perce1ved on
\
admission as "real emergenc1es," the cause of the pat1ents' 1nJur1es

Lpfﬁuenced the nurses response to the patient. For example, patlents

v'whO’Were 1n3ured and had ‘abused alcohol or drugs were often referred to.{
s : : :
in derogatory terms: I '

1st R.N.: Did you hear that jerk down the hall . . . who needs.
bastards 11ke that in the department7 3 :

2nd- R.N.: ‘What S he in for?
Ist R.N.: He was drunk and he fell through a wigdow .. . he's
o o all cut up . b k I'm fed up with k1ng shit from,
: = bastards 1like that .« who needs 1t?
"“\'

’

1 M.V.A.'s refers to patients who have bee 4%; motor vehicTe
I accidents. | - i
' , ¢ M i : -. ﬁ% o

2 Codes refers to patients who have had a cardiac{drrest. .
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The majority of patients who came to the emergency'department wei'e not
perceived by the nurses to be "rea1‘ emergencies" and these patients

were*frequently referred to as "routines."

"Routines"

The patients referred to by the n > "routines" usually

walked into the ‘emergency department. Nurses often used derogatory;

terms backstage when’ referr1ng to the "rout1ne patients. "= The nurses
ﬁperce1ved that they saw "the drunks and the stabbings,"/“fhézdre;s of
Society," i.e., "a lot (of patlents) from the "rough sect1on of the
city" because the hosp1ta1 was located near the core area of the c1ty
/Although themnurses appeared ca]]ous in the1r1comments about pat1ents,

it was e A that they were a]so concerned about them One nurse

noted: 77 t‘lome here for a reason" . e ;."th1nk they have triedlto

’ The nurses tended to agree that

.people “wantéd‘ to go to_ family doctors but many . people around ‘the
hospital did not,have famidy
didn't feel well" they came to the emergency department. = Throughout

u‘the observation” period, it was observed that patients who were

octprs>therefore when "they get sick or -

perceived as "routine" were placed in rooms and moved quickly into the .

' hallways after the dgctor examined the patient to await test results

~The rationale for mov1ng pat1ents 1nto the ha]]ways,ﬂas that the rooms’

‘needed to be empty 1n case the. next pf

_ The observer noted that even when the act1v1ty was ]ow the rooms were

\

y
\
\

[ . £ '~'.‘,:<
b ' . o . v "z s
T G.P. .refers to a physiciah in General Practice.* . BT
[ T . o . o N zﬁ,&
: S S SR S
¢ . ‘ 4 B . .
. ‘e - . . A
caz ?ﬁ‘;ﬂ; s ) LN

. RS



who were c1ass1f1ed as'"wODS " It was suggésted by on@iﬁurse tha‘
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empty, yet there was no need £0 provide space for additiona] patients.
As one nurse stated you have "to be ready for 'what if'?" because you
never know "what's going to come through that door:"* In reality, the
nurses fhad acknowledged that the department received limited numbers of
"real émergency" patients when.they stated: "we don't see more than two

or three a day that are emergencies."' Like the adu1tsf the ‘children
WP

and their parents were moved 1nto the hallways 1f there was a need to

wa1t for test resu]ts or admission to the pediatric un1t, even if the

W

'room they were in. was not needed for another emergency pat1ent

N '_ - 15‘.;}7 n v '
“WaDs*" o L o |
by ,m . : : \
Many " pareﬁts were toBd by their phys1c1an to take the1r ch1]dren

\"to the emergency department and the physician wduld meet tHem in the

.department theése patients were known as WODS. One nurse. suggested to
" - the: observer that 1t was “too bad" | that tbe obseiver cou]d not’ 1nc1ude
'i"NODS patlents" in:gthe/ study because the observat1ons cou]d be

'.completed in two ‘weekends. wA' nurse at the desk ,stated on the

observer s arrival one Saturday that there were "lots of k1ds but a]]

/

NODS . . actua11y it's ‘'pediatric cb1nrc day aga1n." Dur1ng every

n el

observat1on per1od in the department ‘the observer 1dent1f1ed c 1]dren(

b

Cf? J
number of ch11dren seen 1n emergency who - were wo@% may have 1nf1uenced

the nurses responses 'to ch11dren. o S . /"

g : i ’ . W
£ : . i

Nurses, Children and Parents hd S

L4

egpressed d1sparate v1ews towards ch11dren and the1r parents QIn one

It was apparent dur1ng the observat1on per1ods that the inurses.

~J
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discussion two nurses were derogatory about children and their parénté,

but were cha]]énged by their colleague:

-

Ist R.N.: You know the wusual crap, fever, sore throats, upset
tummies. ‘

2nd R.N.: Yeah, anq-the usual load of hysterical moms.

3rd R.N.: How would you know . . .-you've never been é mother?
2nd R.N.: I suppose you think_you're qua]ified? (Taughs).

3rd R.N.Q “No byt I hope to have kiqs some day. , \w:

2nd R.N.: You can have the little brats, rhnny noses and all.

i

\

In another discussion, the ‘observer was '+ asked what the parents:

remempered about emergency nurses but before the observer couldyrespond:

Tst R.N.: Not bloody 1ikely they remember anything about nurses,
' - besides, have you observed' (emphasizing observed) any
parents with really sick kids? You know, kids who
have broken bones or bad zccidents . . . that's why
‘they should be here, not the usual garbage we get. '

2nd R.N.: What would you know about kids? You're not a parent.
, You don't have any idea how scary it can be when they .

. have a high temperature or a bad cough and you think
..they've got croup. It's bad enough when you're a

nurse let alone someone who hasn't read a first aid,

“manual. - .
Is* KoLt (]aughs) You've got me there, no kids in the picture,
: I think they should give.courses in parenting and
— teach people the.bdsics so they don't go nuts ‘and run

to emergency everytime the kid sneezes. - i

- 3rd R.N.: Admit it kids 'scare you . . . every time
one comes in, you run in the other direction.

- . Ist R.N.: It's not that . . . I just don't ‘like kids that much
that's all. .

15

”'ije the adult patients, the nurses did not perceive the majority

\\"?4

\.
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of children "~eal emergencies" but. nurses were also frightened by

children. Jne sempior nurse stated:

There are nurses who don't feel- comfortable with little ones

I think they're scared of them, I don't know but
little ones are sometimes scary because you never know
what's going to happen next, you know what "I mean, one
minute they re okay and the 1ext minute they're convu]s1ng

1

This nursefs statement suggested that some nurses did not think they
were in ¢ ntro] -of .the situatinn when car1ng for ch11dren Another
nurse statec that phys1c1ans influenced the mothers' response to the

child. This then became a factor in the nurses' responses towards

-children. One nurse commented on a baby who was crying Toudly:

Whew, kids' got "a great set of lungs. I see . his
pediatrician - is Dr. , he a]ways gets his mom's
uptight . . . sounds to me Tike the kid's a 11tt]e colicky
with an overprotective mom. _

\

\

The Frontstage

The frontstage is the place where ‘the performance is given

. .(Goffman, 1959,‘p.'107). In the emergency department, the key actors

are the nurse: and the physicians. = The parents and/or significant

others are the members of thefaudience. The data were organized by
grouping patients accofding'to the nature of their illness or injury
and then describing the behaviours of the actors and audience. The
nurse4harent 1nteraction§ were then - analyzed for similarities and
differences withtn the patient categories. Ftna]]y, the nurse-parent

interactions, and the contextual factors influencing the interactions
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H
were analyzed for <imiliarities and differences amongst the patient

categories.

Patient Categories

]

|

The observer participgbed 1in 16 nurse-parent and physician-

parent interactions in th _emergency department. There were five
categories of patients iden thons and these
categories - were based on’ ‘the 78a). The five
categories wefe: |

1) children with 1acérations;

é) chi]drén wifh possible overdbses;

3) children with 1nfect16ns;

"4)  children with medical problems, e.g., diarrhea;

e,

5) children that were admitted to the hospital.

Children with Lacefatibns,

Tpere were three children in the study .who were b]eeding upon
their arrival to emergency department. A1l three children were carried
into the department by their mothers.

. In Tab]e 5.1,:the case~nuhbef,rthe chi]d's sex, age, nature of

the "injury, and total 1c:gth or “ime in the department are deféi]ed.

Nurse-Parent Interactns !

It was “evident ilic. the nurses perceived children Wwho were
b1eed1ng to be "real emergencies" as the mothérs and children were
attended to quickly and accompanied by a nurse to the dressing area.

In all three cases, there was only one nurse involved with the mother
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and chi]d, The nurses did not introduce themselves to the mother

Table 5.1

Children with Lacerations

Case s Total Time In
Number Sex Age- Injury Emergency
04 F 19 months Cut 1ip 15 minutes
12 . M 18 months “Cut chin - - 10 minutes
15 M }!‘ears ‘ Cut forehead 22 minutes

~

and/or. chi]d The nurse's assessment of the ch11d S 1nJury was limited
to a question about the child's allergies and a cursory examination of

the laceration:

] «

R.N.: Does he have any allergies that you know of?

Mom: "~ No.

R.N.: Good. Can I Jjust get you to sign here please to
identify that he doesn't have any allergies (Holds out
chart to Mom). .

Mom: (Balances baby on lap, signs chart).

R.N.: Now, let's just have a look at this (behd§ down and
removes washcloth). - : '

Baby: (Starts to cry:loudly). T

R.N.: - Well, that doesn't look too bad . . . let me just get

you some gauze tg hold on that until the doctor..
comes. (Goes to shelf and opens a packagp of gauze
and returns to Mom with gauze).
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There was Hno' attempt by the nurses to determine where the accident
'occur}ed"or‘the chj]d's status immediately after the accident, that is,
the child's level of conscigusness affet éustain%ng the injury. In all

three. cases, the nurses allowed the mother to hold the child in theijr

‘
<

arms.
Onty one nurse referred to the child 'by name and commented on
probabler treatment for the child's injury:

.o

R.N.: What's his name?

§
Mom: v . [Name]. ’
R.N.: Well [Name] the doctor should be in shortly to have a

look at that . ... I'm afraid you might have to have
some stitches. ‘ '

Child: - (Haéhstopped crying, 1doking up.at nurse).

R.N.: You're a real cutie [Name], do you have any brothers
or sisters? .

Child: (Child -does not say anyth1ng, turns head into Mom's
arms) ..

Mom: You're tired aren't you [Name]. It's been a long day.

Two o% the éhi]dréns' injuries were treated by c]osfné the cut with
stéri-strips that were applied by the nurse. The third child :wagb
« Sutured by fhe physician and the mother, was not é]]owed to-stay. with
the child. The nurse was concerned that the mother could not remain
with the child and stated after the procedure "I'm sorry that you
couldn't sfay with him. The nurse did not however advocate that the
mpther.remain with the child but only commented to the physician: "He
(child) ‘was  pretty good with the mother around." Ouring the

~observations it was noted that there was no parent teaching about the

-



care of the laceraticns or recommendations for “ollow-up care by either

the physicians or the nurses.

Children with Possible Overdoses

There were two chi]dpﬁn who were admitted .fo the emerge -
department with possible overdoses. One child was carried in*o% ne
department by his father ard the other child by her mother. ‘%

In Table 5.2, the case number, the éhi]d's age, sex,'typé of

overdose, and total length of time in the department are listed.

Table £.2

Children with Cverdoses

- Case Total Time In
Number Sex Age Type of Overdose Emergency
01 . M 8 months Nitroclycerine 1 hour
tablets.
08 F 2 years Shampoo 1 hour- 10 minutes

Nurse-Parent Interactions

Children who had ingested’ potentially toxfc Substances were
initially perceived as "real emergencies" by the nurses, as one child
was attended to w%thin five minutes of her arrival in the department
and the other child was taken fo a room direct]y on his arrival a. the

nurses' desk. There were two. nurses involved with both children and



parents. None of the nurses fntrodueed themselves to *he parentc.
Although the parents were in the department for one h0ur or “~.a, the
total tlme that al’ four nurses spen{ with the parents and children
ayeraged three miautes. Both par. ts were asked if their children wer:
af]ergic to any medfications and asked to .igned the chart indicating
_that they had 12 known a]?ergies. It was appar:int for Case #1 that

neither .ne nwrses onor Ute physician established that the child

» “

actually ingesterdr the nitregylcerine tablets. While the nurse and

\

_fathen‘were walking down the hall, the nurse asked:

\

R.N. #1: How many pills do you think the baby took?

Father: Not sure, 2 or 3 my mother-in-law d1dn t kno. how
many were in the 'ottle, she thought there should be 3
left.

R.N. #1:  Well, there are 3 in the bottle now (takes bottle and
tipss out 3 pills) see, they're really small so
sometimes it's hard to tell.

Father:  (Nods head). There was 1 beside him on the fioor.

<

The nurse accompan{ed the father to a sma]] room - and comp]eted her
initial assessment by putt1ng the baby on the f]oor -and saying to the
baby "Can you: walk?" The nurse left the room and returned with a
kfdney basin, two containers of orange juiee,' a baby's gown, and a
medicine cup that contained Ipecac and said to the Dad:

Just put the shirt on and Someone should be down shortly.’

Oh here's the woof basin.

There was no response from the father. The nurse left the room. One.

minute later, a second nurse entered the room.
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R.N. #2: How many pills did the baby take?

Father:- Maybe 1 or 2.

F

R.N. #2:  That was 45 minutes ago?

Father: (Looks. at watch). - Yes.
'R.N, #2:  Has he thrown up since?
Father: I No.

-

R.N. #2: What's the baby's name?

Father: = [Name]
]
The second. nurse 1left the room stating "someone should be down '

) .
shortiy." Both nurses had stated fhat "someone should be down
shortly." It was assumed that "someone" referred to the physician as a
doctor entered the room approximately three minutes after the second
nurse had left the room. After introducing himself to the father: the

physician asked:

Physician: Do you know how many pills he has had? ' .

Father: Maybe 1 or 2.

Physician: We're going to make the baby vomit just to be on the
safe side. Sometimes with nitro you get lower blood °
pressure. Were they your pills?

Father:  No they were my mother-in-laws.

Physician: Okay, we'll give him some stuff to make him throw up.
(Leaves the room). = .

Following the physician's examinéfég;, 15 minytes elapsed before a

¢ .
nurse returned to the room. The baby had not yet received the Ipecac.

The observer noted that both the nurses were talking to each other in

-the hallway outside the room. It was evident that there was no



90

fr

communication between the nurses about the baby. or the treatment that

he was to receive:

~ R.N. #2: 0:d they make a chart out on him?
Father: I'm not suréd. -
Observer: Yes, there's a chart for [Name].

R.N. #2: (Nods head and leaves the room).: .
)

Three minutes later the first nurse returned to the room:

f ' .
R.N. #1:  How's he doing? ,
Father: Nothingsvhappened yet.

R.N. #1:  .(Yells out the door) [Name], weren't you going to give
him Ipecac (Turns back to Father)

Sit him up on the stretcher (hands Father the medicine
cup) there you go, here give him this and as nuch
Juice as he'll take (takes the medicine cup from
Father and g1ves the Ipecac to child) The trouble
with Ipecac is that if you follow it with something
they 1like they'l1l forever associate it with Ipecac.

(Hands Father the orange juice) Keep him drinking
(leaves the room). )

The nurse's verbal comments were in contrast to her actions.  She
handed the medicine to the father then took it back--and_proceeded to
give the baby the medicine. Further, she identified that the baby
would probably assoc1ate orange juice with rece1v1ng the medicine but
she did not ask the father if he preferred another k1nd of Jjuice for
his child.

In Case #2, both-the nurses and the physician verified that the‘
child actually ingested shampoo. The nurse also attempted to determine

7/
the child's status following ingestion of the shampoo.



R.N. #1:

Mother:
R.N. #1:
Mbther:
0 R.N. #1:
Mother:
R.N. #1:

Moths-:

R.N. #1:

Mother:
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Now, do you really think that she swa]]owedl the
shampoo?

A

Yes, I know that she did.
Do you have any idea how much she took?
0 '
No, I don't.
About how long ago did she take it?
&
Thirty minutes ago maybe more.
What was she like after?

She kinda fell asleep after, like she was sitting in
her chair and started to nod off.

Was that normally a time she would have a nap?

No.

In both cases, once the child had been given the Ipecac, the

parents were left alone with the child while the child vomited. For

the time period that the children continued to vomit, there were no

interaction: observed between the nurses and the parents. The observer

verified that it wes the normal practice to leave the parents a]one'

with their children whiie they vomited.

Observer:

R.N.:

-
-~

[Name] has been vomiting for about 10 minutes now what
do you usually do with children once you give them
Ipecac?

:-"1
Oh, we usually just Tet them continue to vomit ard
then someone will check on them in about a half an

hour.

The absence of interaction between the nurses and the parents while

tﬁeir children filled the basin with vomitus suggested that the parents

were' being- punished for their carelessness, ‘ipe., allowing their
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cgildren to ingest foreign substances. In Case #1, the father was so
irate with the treatment he received in the department }hat he refused
to allow the observer to do a follow-up visit. ‘

Neither the nurses nor the physicians asked the pakents‘if they
had any questions or concerns abodt the child's care following

~discharge from the department.

Children with Infections

"There were four children in fhe study who Were treated for
infections. Two of the children were brought to the department by
their mothers and two children came to the department with both parents.

In Table 5.3, the case number, the child's sex, age, type of

infection, and total length of’time in the department are summarized.

Table 5.3 )

Children Wiﬁhllnfections

>

R pooni o
Case : . T : Total Time in
Number Sex = Age’ . 47 Type of Infection Emergency
e EINg g

05 M ' %ﬁ,ﬂatera] ear 20 minutes
: e 2= ¢ . infections -
06 _ \M If: 7 9 méﬁfﬁéﬁx; -Ear infection | 1 hour 5 minutes
S PR : ,
.. *-\. ' ")k.
09 M 224 months - Lumps behind ears 45 minutes

10 F 15 months ' Eye ihfettion ' 1 hour T5-ginutes

i



93

Nurse-Parent Interactions

\

The nurses tended to v1ew ch11dren with infections as "rout1ne"

pat1ents In each case the parents and their ch1]dren were placed in

the waiting room by the nurse at the desk unt1] there was a nurse

available to take them to a room. The,ch11dren and their parents were h o
PUt 1n'_separate rooms‘ on the examination side of the emergency
department. Tie observer noted that the nurses did not introduce | - ¢

3

themselves to the parents in two of the cases. For the other two

cases, the iinitia], contact between the‘ nurses'-and parents “in the
waiting room was not observed. In three of the cases there was on]y
one nurse 1nvo]ved w1th the/parents and in one case there were two
nurses. Each parent was asked if his or her child had "any a]]erg1es
to med1cat1ons.“ One parent 1dent1f1ed that her child was allergic to:
su]pha drugs In a]]’cases the nurses addressed the child "by name

when 1nteract1ng w1th’the parents.r ﬁhe actual time that nurses spent

[

with the parents averaged seven m1nutes

~In a]] cases, the observer identified that the nurses ma1nta1ned

eye contact with the parents. The nurses’' initial assessment of the
Jo) , . i .

children 1nc1uded taking the chi]d;s/ temperature, pulse, and

respiration.” In two of the cases, the purses informed the parents

where they would be if.thej needed them before the doctor arrived, for

.

example: ' T

R.N.: " The doctor should be . with you shortly,, if you need
anything before he arr1ves, I or one of the other
nurses are usually ‘in theé back here (referring to the
area behind the exam1nat1on rooms) so you can Jjust

- call on us.
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Mother: 1Thank you.
o

For two of the .cases, there was a delay before the dottor arrived to

assess the chinren. Although the nurées did not identify how long it
would be before the children were seen by a doctor, they explained to
the parents¢that "they're pretty busy on the other side . . .'as soon

as they get things under control someone shou]d be in." In one case

there was evidéncé of parent teaching by the nurse. The chi]d had an

infected eye and- the physician had preséribed an ointment and.an eye

patch to treat the infection:

R.N.:
. % Wil help to fight the infection . . . now we'll aleo
© put'a patch on her eye to give the eye a rest but

SRV  because it's strange to [Name] she'll probably try to
take it off, if you can it should be kept on for

awhile_ tonight- and you can take it off before you put

N (Name] to bed . . . Okay ‘you can_ lie her down
- now . . . I think the besSt way is .to show you how to

do it then I'11 let you show me that you can do it.

Mofher: (Stands beside the R.N.). - e
Child: '(Starts to cry when put on examination table). 1)
R.N.: Now you hé]d her hands over her head like this and put

a small amount of the ointment on her lower 1id, ‘it's
“thick stuff. : '

Child: (Starts to sgream fﬁud]y). o .
R.N.: QNow pick [Name] up for a minute. | :
‘Mother:  (Picks up child and holds her . . | Child stops
crying)ﬂ A .
R.N.: Okay, one more time, lie her down now, you show me.
Mother: ;. (Puts- chiTﬁK on E;;hination table, pulls hands over

A\ head with one hand and applies &intment to eye lid

with other hand). y, -

-

(Y\
l\'}

[Name] has a slight infection in her eye, the o%ntment“

-
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R.N.: That's good . . . now we'll just put this patch on and
: ['11 qive you the rest of the ointment to take home
- - . Jleave the patch on if possible until later
tonight . . . Okay [Name], Mom will hold you now .
now do you have any other questions?
Mother:) No.

,‘ R.N.: | -A11 right you can golnow (opens door) bye [Name].
~This Qas the only time over the 16 observations that the nurse wag
observed asking the parents if they hqdfanyﬂquestions.

The physicians allowed the parents—to hold their chi1drén while
they per%ormed the initial physical éxamination, that is, listened witH
the stethoscope for chest sounds. When it was necessary to ex3@mine the

child's ears and throat, the physicians\had the mothers hold the child

on the examination table.

Children with Medical Problems

There were a total of six children admitted to the emergency
department with medical problems such ,as diarrhea. In order to
facilitate the comparison of -similarities and differences “in the cases,

it was decided t¢ separate the chiidren with medical problems into two

L

groups as the severity of ‘illness might affect the nurses' perceptions

\
of the care needed: ‘

1. Children who were discharged from the emergency department,
and \ . | |
\2. " Children who were admitted to the hospitatl.

There wére three children with medical prob]em§ who were
discharged from the emergency department’ Two of the chderen were

carried into the department by their mothers and the third child was
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accompanied by both parents. ,

/

In Table 5.4, the case number, child's sex, age, type of prob]eqﬁ //

and total time in the department are detailed. \\\—/////

Table 5.4
Children with Medical Problems

7
Case : S ‘ Total Time In
Number Sex Age Type of Problem Emergency
02 M 8.months Diarrhea A - 45 minutes
07 M 7 months Influenz 1 hour 40 minutes

11 M 16 months Fever 5 hours 5 minutes

Nurse-Parent Interactions . i

The nurseg’ perceived children with medical prob]ems as
“routine" patients and a]]ipqrents were placed in the waiting room with
their children. The length of time pa;ents remdined in the waiting
room ranged from 15 minutes to over one hour. Thg/chi1dfen and their
parents were p]aced in separate rooms on the exam1nat1pn side of the
department None of the nurses introduced themse]ves to the parents on
initial contact. . In Case #2 (child with d1arrhea), there were two -~
nurses involved with the parents. In Case #7 (child with influenza),
there was only one nurse and in Case #11 (child with fever), there were

three nurses that interacted with the parqnts. A1l parents were asked

if their child had "any allergies to medications." The actual time
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that nurse§ spent with the parents ranged from three minutes for Case
2 0 26 minutes for Case #11 and averaged.IZ minutes for 511 three
cases. All of the nurses referred to thé child by name when
interacting with the parents. In two of the cases the nurses’
assessment of the child was thorough and they also gave the paéénts an
opportunity to ask questions and told-the parents where they;ﬁou]d be

/

if they needed any assistance, for example: f
]

R.N.: What's he been like?
Mother: Crying all the time. " He stayed with my sister today

because I was working and he never stopped crying
. she said when he wasn't crying he was sleeping.

R.N.: - Has he been pulling at his ears?
Mother: Yes, all the time.
R.N.: Is he pulling at both ears?
Mother: Yes.
R.N.: Have you been taking hjs temperature today?
Mother: No, my sister didn't but he felt hot . . . she gave
him some Tylenol and he seemed to feel better.
R.N.: Can you just slip off his pants and 1'l] check h1s
. temperature.
(Nurse leaves the room and returns w1th an electronic
thermometer)
If you just hold him I 11 take _his “temperature this
way. .
. 3
Mother: (Ho]ds baby over her shoulder and nurse inserts the
thermometer . . . Baby does not cry). - -
R.N.: Has he had any diarrhea?. .
Mother: He had some a couple of weeks ago but not lately.
R.N.: . Has he been coughing a lot?

Mother:} On and off.
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R.N.: What does he sound like?

Mother: Kind of barky.

“R.NL: Is he bringing up anything when he coughs?
Mother: He sounds .like he is but he swallows it before I can
get him to spit it up . . . it sounds gucky.
"R.N.: You haven't'seen any of this guck so you don't know
what colour it is eh?
Mother: No.
/J  R.N.: Thank you, the)doctor shouldn't be too Tong before he
= SEEs you .. . . was there anything else that I can~do
for you?7 . -
Mother: No thanks.
R.N.: (Moves towards curtair at bacr of room) I'11 be back

here if you need me.

In all three cases, once the nurse had compléted the initial
assessment, there was minimal interaction between the nurses and
parents. In Case #11 (child with fever), for example, the child had a
chest'x-ray and lumbar puncture done. A nurse was called to the room
to assist the physician during the  lumbar puncture. When the nurse
arrived in the room, the physician was explaining to the parents that
it was "probably better" if they Teft the room during the procedure.
The nurses' only comment .to the parents was: "What's the baby's
name?" This was the third nurse that interacted with these parents.
When phe lumbar puncture was completed, the physician asked the parents
to return'to.the room and explained that the spinal fluid would be sent
for analysis. .The nurse's’comments to the parents befére she left the
room were limited to: "He was really_good . . . What's his name

again?" The parents waited for over two hours for the resu]ts of the

1
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X-ray and lumbar puncture. The observer noted that there ~was no
further nurse-parent interactions initiated by the nurses, that 15 . the
nurses d1d not inform the parents about the reasons for the pro]onged

delay. Finally, the father approached the observer and stated:

_ Do you have any idea how much longer it will take . . . this
waiting is ridiculous . . . there's nothing worse than
waiting.

At this poipt, the emergency ‘- physician approached the parents to

discuss the test results.

Children Admitteéd to Hospital

There were four chi]dren in the study who were admitted to the
hospital. = Two of the children were carried into the department by,
their mothers. One child was brought to the department by both parents
and pne child came to the .department by ambulance. The child was
accompanied in the ambulance by her mother and her father followed the:
ambulance to theAhospita] in hjs car. | ’Qﬁ
the'case number, the child's sex, age, nature of

In Table 5.5

the illness, and tozgﬁtﬁnm in the department are summarized.

Nurse-Parent Interactions

Only one of the children who required admission to the hospital

-was perceived by the nurses initially as a “real ehergency." The child
who was cohvuléfng, arrived by ambulance and was p]aeed in an examining
room immediate]y upon her arrival to the department \ The remaining
three ch11dren and their parents\;ere p]aced in the wa1t1n In

three cases, the nurses did not introduce themse]ves_to the parents.
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Table 5.5

Chi]drenﬁﬁdmitted to Hospital

Case Total Time In

Number Sex Age Nature of ITlness Emergency

03 F 10 1/2 months Allergic reaétion .2 hours, 5 minuteé
L"\z A

13 Mo 4 months Fever ' 3 Wours 10 minutes

14 M 7 1/2 weeks Hernia _ 4 hours 58 minutes

16 F 22 months Convulsions 4 hours 47 minutes

In the case of the fourth child, the observer ‘was not present during
the initial contact between the nurse and the parent. During the time
that the parents and chi1dren were i;‘the department, they interacted
with %our d%fferent nurses. In Case #13, there were two nurses, and in
" Case #14, there were thrée nurses that {nteracted with.the parents.
All;ibafents were aﬁked if their <child had *“any allergies to
-medicainns.f One parent commented when signing the chért "same old
routipe, eh?" The actual time that the nuréesbspent with the parents
throughout their stay in the department ranged from three minutes for
Case #3 (child with allergic reaction), to 20 minhﬁes for Case #16
(child with convulsions), and averaged 11 minutes for all four J%Ses.

The percentage of time that nurses spent with the parents averaged 5%

of the actual time that the parents were in theemergency department.

i
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Although there was a total of 13 different nurses who interacted with
the parents in the four cases, only two nurseslreferred to the chi]dren
by name. | -

The nurses' jnitia] assessment of the children was minimal in two
of the four cases. Tﬁe ntrses did not maintain eye contact with the
paeents nor was there evidence that the nurses Mere Tistening to the
parents. For example in Case #3, it was apparentlthat the child had a
severe allergic reaction. When the mother undressed the chila there
were multiple, large, raised, red spots on her body. The baby's hands
and feet were so swollen that the baby's fingers and toes were b1u1sh

. in colour. The nurse's assessment of the child was 11m1ted to tak1ng

the child's temperature

R.N.: Does the baby have any a]]erg1es to med1cat1ons that
you know of?
Mother: No but we think she has an allergy to something as -you
' can see.
R.N.: (Nods head and opens door to exam room)

" Just put her down there (pointing to the examination
table) and take her diaper off so I can take her:
temperature (Tleaves the room through the back).

Mother: (Undresses the baby).

R.N.: (Returns to room with an electronic thermometer) :
' - Okay do you just want to hold her while I do this
(places baby on her back and 1ifts her legs up and
inserts thermometer rectally, then removes thermometer)
You can put her diaper back on now . . . someone will
be in togsee her shortly (leaves room).

In Case #16 (child with convﬁ]sions), there were two nurses involved
with the parents when the child was admitted with convulsions. Neijther

of the nurses - maintained eye contact with -the mother. Again, the
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nurses' assessment was limited .to taking the child's temperature. The
nurses had receijved a detailéﬁ report from the ambulance attendant.
When the ambulance personnel left the room the first nurse stated:

i

R.N."#1:  So, is she on medications?

Mother: Yes, she takes(bhenobarb and we took her to the doctor
: v yesterday to have her phenobarb level checked out.

R.N. #1: Okay Mom let's just have You undress her.
Mother: (Undresses baby, baby crying softly).

R.N. #1:°  So what happened to her?

A1l of the questions wsked initially by the first nurse had been
vénswered by the ambulance personnel when théy gave report to the
nurses. Théﬁ nurses. did not atfempt to assist the mother while sHe
undressed the child. When they took the baby's temperature and
détermined that the child had no allergies to medications, both nurses
Teft tﬁe room and the second nurse simply stated: “Doctor should be
here shortly." Neither of the nurses identified where-they would be if
the parents required assistance despite the fact that further
convulsions could occur. Neither o% the nurses gave the parents. an
opbortunity to ask questions. | | |

In contrast, the nurses involved initia1]y with Cases #13 (child
with fever), and #14 (child with hernia), maintained:eye contact with
the mothers throughout the interaction and attempted to determine ‘the
babiesf status prior to their admission to the emergency department,

for example:

R.N.: . How long hdas he been sick?
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Mother: Two or three days.

R.N.: What's he been 1ike?

Mother: He had diarrhea and now he's gpt a fever.
R.N.: How long did he have diar?ﬁea?

Mother: A coup]e of days.

R.N.: Is the diarrhea getting better now?

Mother: Yes.

R.N.: Is he eating or drinking milk?

‘Mother: . No the doctor said I couldn't give him milk . . . he's
drinking juices but he's got a fever.

R.N.: Have you taken his temperature at home?

Mother: No.

R.N.: You know . . . you can buy one [a thermometer] at a

drug store and they aren‘t very expensive . . . you.
should have one when you have small children. '

Mother: Nods head in agreement.

‘When . the nurée took the baby's temperature, it‘waé 40°C. The nurse
immediately ﬁotifed the desk via intercom that the baby's'temperatufe ",
was 40°C énd stated: "I th}nk he should be séen'fairly .soon." When
the nurse left the room she stated to the mother: "if ;ou need me,
Just call out the back here.a Thirty-five minUtes'e]apsed‘béfOfé the
baby was seen by a physician. Ouring that time the nurse returned to
.the room. twice to check the baby and the mother. - In-this‘cgsé, the
degree of fever appears to have been Viewed_by,the nurée as sufficient”
to constitute a real emergeﬁcy. . | |

Medications were prescribed fbr two of the_chi]dren: the child

with an allergic reaction and the baby with the féver. “Again, there

~ -
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was a marked contrast in the nurses' approach to tHe parenfs'and the
children. The physician prescr%bed Benadryl 1liquid and Adrenalin for
the child with the allergic reaction. The nurse who-aaministered the
Benadryl had not seen the parents or child before entering the room

with the medication. The interaction between the nurse and the parent

was limited to:

R.N. #1: Hello sweetheart. I have to do this to you .-. . Mom
will you put the baby down (pointing to the exam
table) and hold her hands while I give her this.

MotheF: - (Puts baby on examination table, holding hands at her
"~ side). . '
R.N.: (Lifts béby's head up and pours 1iqhid down her
throat. Baby starts to cry Toudly. Nurse leaves the
room) . -

AThe hurge did not give the mother the opportunity to'ask any queétions
nor d}d she tell the mother what medication she was giving the child.
She did not ask the mother if she. preférred to give her child the
medication. It was also apparent that there was a :breakdown in
communicatiohs~ amongst. -the nurses és the Ehi]d did not receive the
Adrenalin until after the father asked the observer to "find out what's"
going on . . . iike when is [Name] going to have her next medication?"
When the observer asked about the medication, she was told "oh, that
should ha?e been given . . . someone will be Fight down." Two minutes

elapsed before two nurses eniered the room. One nurse was holding a
"syringe. Again, neither of the nurses had been involved before with
the parents or the child.. There was minimal verbal exchange between

the nurses and the parents:
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R.N. #4:
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™\

You hold her and I'WM.hold her leg (to the mother).
(looks at the other nurse) Give it in the thigh.

Okay (gives the_fnjection and both nurses leave the
room).

The nurses gave the parents no opportunity to ask any question nor did

they explain the delay between giving the medications. The Adrenalin .

was given to the child 35 minutes after the Benadryl 1iquid. o

When Tempra liquid was ordered for the baby with the fever, the

nurse involved the parent and did parent-teaching. When the nurse

entered the room carrying a syringe that contained medication, she said

to the mother:

R.N.:

Mother:

" R.N.:

Mother:

R.N.:

°

re

This is Tempra thét the doctor ordered for his
temperature . . . would you like to give him this or
should I7? '

(Shrugs shoulders).

I think it would be better if you gave it to him . . .
you just sit down on the chair and I'1] show you how
- .. . it's better for a child if he doesn't get meds
from a stranger . . . now this is the plunger, sit him
up (positions baby on mother's lap) all right now just

. push the medicine gently into the side of his mouth

(hands mother the syringe).
(Pushes plunger slowly). , /

That's good . . . very good . . . okay we'11'iust give

,Lthe medicine a chance to work.

‘After the nurses completed the initial assessments of the

children they left the room ang the parents rémained alone until the

physician arrived to assess the child. In all four cases, it was found

" that the nurses did not return to the room when the physicians were

ES
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assessing the children. In Case #14 (child with hernia), the physician
ordered x-rays. Following this a nurse who had not previously been in .

Acontact with the mother entered the room and stated:

R.N.: I don't know if Dr, | came down to talk to you
or not but we're going to take the little one down for
an x-ray of the tummy. v

Baby: (itarts to cry).

R.N.: You really are upset aren't you? Would you like this?
(picks up soother sitting on .top of mother's bag and
puts it in baby's mouth).

¢ Baby: (Spits out soother and continues to cry).

R.N.: It's not exactly what you had in.mind eh? 0'kay Mom
do you just want to come with me please.
(Nurse holds open the door but dees not offer to-help
mother carry a large infant bag. Observer picks up
bag. )Nurse, mother and observer walk down hallway to
X-ray). _ :

N

At the  radiology department,  the nurse handed the x-ray
requisition to the technician and Teft without making any further
comments to the mother. The mo?her was not fo]d what to do or where to
go once the x-ray was done on her child. In this case, the mother met
the physieian in radiology and he told her to return to fhe nurses'
desk in the emergency department. When the mother returned to the
nurses'desk, she .was told fo "wait in the Waiting Room. ™ A]though the
mother and baby were in the radio]dgy areaffor oVer two hours, the
observer noted that there were no nurse-parent~1nteractions during that
time. ‘
It wesfobserved that the frequency of nurse-parent interactions_

|

decreased as the parents' Tlength of stﬁy in the department increased.



, ~ ' 107

Once the-initial aséessment was completed, the 1ntera%§ions tended to
: ‘ b

‘be initiated by th. parents rather than the nurse un]e}; she returned

»

to‘provide treatment. In Cases #13 (child with fever), and #16 (child
with Convu]sions), for exampTe, the parents and children were mbved
. into the hallways after the doctor’coﬁp]eted his assessment. In Case
#16, the nursé~éxp1aineé the rationale for moving the parents and child
“into the hallway by sﬁatihg:

. } _ | |

['ve got the crib . . . is it all right to.move her into it

or will she.really get upset? . . . it's just that I don't
want to move her out in a hurry if we need this room to
suture someone. B -

o
L

The parents were moved into the ha]]wayhjust prior to. the nurses' shift

change. When the nurse gave the report to_the hurse.coming—onfduty,v

»

she stood in front of the parents and stated:

"This child had]convblsions witnessed by Mom and came in by
ambulance . . . urine has been sent for phenobarb levels and
we're waiting on results. :

There was no introduction to the parents, or eye contact made with the
parents, during the report. The nurse moved on down the hallway and
discussed'the next.patﬁent. There was no further Xhtefaction between .

. /" ! .
the nurses and parents until the mother'spotted-t%e observer in the
! : : :

hallway and asked!

"~

Do you think we could get some food for [Name] “from the
cafeteria -or something because she hasn't. eaten anything
since lunch? - : . .i

§ . - |

The .observer approached a nurse in the area aﬁd réiterated the mother's

/
/



108

A

request, Twenty minutes Tater the nurse approached\ the parents and

asked what the ch11d would T1ke to eat One hour after the original

| request for food, a nurse brought the food tray to the mother and

stated:" "Well here you are little one . . . enJoy." The parents and

[

child remained jn the hallway for ‘two’ more hours. There we}e no
further nurse-parent fnteractions observed. S1m1TarTy,) in-Case #13

the mother and_baby were moved 1nto the haTTway and rema1ned there for

“ one hour and twenty m1nutes. Dur1ng that t1me, the observer noted that'

there was onTy one 1nteract1on between the mother and a‘*nurse. ,Thé“

. nurse checked the baby' 9 temperature and sa1d to the ‘mother: "Well,

that s better . . . it 1s down to 38° . . . the blood resuTts shou]d be

batk soon." The nurse. then walked back towards the desk area w1th the

thermometer. Again, the nurse did !ﬂﬂ; introduce herseTf nor d1d she

=

give the mother the opportunity to as\\nny questions.-

LComparison of Patﬁent Categories

Nurse-Parent Interactions: 'The Similarities

“There were 31 nurses involved With“the"parents in the 16 cases

that.were observed in the emergency department“- In three cases the
1n1t1aT contact the nurse had w1th the parents was’ not observed In
‘the rema1n1ng 28 observat1ons the nurses did not, 1ntroduce themse1ves
to tf parents on 1n1t1a1 contact. ' During the nurses' 1n1t1a] contact
with the parents, all the nurses asked the parents 1f the1r ch1Td "had
. any allergies to med1cat1ons"_‘ﬁmd to s1gn the chart 1dent1fy1ng that

they had no allergies..  Although the time that the nurses;spent w1th

parents ranged from one minute to 20 minutes, the average over-all

£y

£
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céses was approximately four minutes.

The nurses' assessment of the chi]dfen was usually minimal. In.,
the majority of cases; there was no nursing history and/or physical
assessment obtained except for taking the child's temperature.
Generally, the nurseé‘did not mainfain eye contact with the parents
during the interactions nor did they refef.to the chijld and/or the
parent by name. When a parent and child were placed in a single Foom,
the nurses rarely informed them where they would be, or how to obtain
_help if the parents required assistance. It wa: observed that the
frequency oflnurse-parent interactions decreased the longer the parents
. were in the department and that the jnteractions tendec to be initiated
by the parent: rather than the‘nurse{ When parents were }aced with‘
‘&élays that increased their stay in the department, tﬁe nurses
generé]]y did ﬁot inform the parents why they(were stil” waiting or
.what_ was causing the delays. The majority of the nurses gave the
parents few opportunfties to ask questions or to express their concerns
related to their child's illness. In all 1nte;ac£ions with the parents
nurses were observed to maintain control of the situation. ‘

In seven of the 16 cases' that were observed there was oﬁ1y one
‘ngrse involved with the parents. In the .other nine cases there were
t@o or moré nurses involved. When families saw more than one nurse, it
was  apparent that communication amongst the ~ nurses tended to
. break-down, for example, medications ordered by physicians were not
given immediately by the nurses. Also, some parents weré asked for the
same information by more than one nurse. In 13 cases, the nurses asked

the parents to undress the child and put a hospital gown on the child.
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None of the nurses assisted the parents to undress ‘the child nor did
they explain why it was necessary or how fo put the gown on the child.
Although only four of the 16 children required laboratory tests and/or
X-ray procedures, there was no attempt by the nurses to prioritize the
pFocedures, i.e., reque§£ theﬂtechnician to attend to the child before
the adults. There was no evidence that the nufses perceived themselves
as patient advocates when interacting with the parents.  In addition,
there was minimal evidence of parent-teaching by nurses and/or advice
to parents on the chi]dﬂs care following discharge from the départmgnt.
There were only two children who had ingestedl poisonous
substances but the nurses' response to the parents was the same in both
cases. The parents were ignored once the chi1d had recejved Ipecac.
The observer verified that the practice in the department was for the
nurse to leavih the parents alone with the child while the child
.vdmited. The practice of leaving the parents alone can be interpreted

as a form of punishment to the parents for allowing their child to

ingest a foreign substance.

Nurse-Parent Interactions: The Differences

The differences in nurse-pérent interactions amongst the bgfient
categories did appear to be related to the nature of the child's
illness or injury. If thé nurses perceived that the child was
ihitia]]y a "real emergency" the parents and'chi]d were taken\Qo a room
immediately upon their arrival in the depaﬂément or within five minutes
of their arrival, for example children with {gberationé or overdoses.

Children who had infections and/or medical prob1éhs were usually
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perceived by the. nurses to ‘be "routine" patients. There were 11
children who were perceived to be "routine patienls". Within this
group of “routine patients," there were two exaples of parent-
teaching. In si£ of the 11 cases, the nurses mairtained eye contact
with the parents and reféfred to the child by name during the initfa]
interaction. In'.three of the cases, the nurses did a complete nursing
history and informed the parehts where they wou;L be if they required
assistance. In only one case was the parent asked if she had any
questions. In three caées the nurses did explain that. the parents
would have to wait to sée the ph&sician and they gave reasons for the
delay. Although the length of stay in the department waé.higher for

children who were "routine patiepts",ﬁiE was noted that the frequency

of nurse-parent interactions decreased following the initial assessment.

The Contéxtua1 Factors

Analyses amongst patient categories of the similarities and/or
differencesJin %he contextual factors that inf]uencea the interactions
was facilitated by comparing patienf categories éccording to the
activity level in the emergency deparfment. -In Table 5.6, the category

of patient, case number, total time in emergency, and' the activity

level are presented.

Low Activity Level

When the activity level was low, there were few patiénts waiting
to be seen -in the waiting room, no 2tients on stretchers in the

hallways waiting for test results and/or admission to hospital, and no
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Table 5.6

CActivity Levels in Emerggncy Department

. Number of
Minutes
Spent
With
- . ’ Treatment Parents
Category of Case Activity Total Time or Tests or
Patient Number  Level in Emergency Ordered Children
1. Children with 04 Low | 15 min. X 6 min.
lacerations '
12 Low ‘ 10 min. . X 8 min.
15 Moderate 22 min. X 20 min.
2. Children with 01 Low T hr X 3 min.
overdoses , ) ' :
08 Low 1 hr/ 10 min. X 2 min.
3. Children with 05 Low 20 min. 10 min.
~ infections ' .
i 06 High 1 hr/ 5 min. 5 min.
09 Low 45 min. 3 min.
10 X Moderate 1 hr/ 15 min. X 10 min.
4. Children with 02 Low 45 min. - 3 min.
- medical problems : _
) 07 High 1 hr/ 40 min. 6 min.
11 High 5 hrs/ 5 min. X 13 min.
5. Children 03 Low 2 hrs/ 5 min. X 3 min.
admitted :
13 Moderate 3 hrs/10 min. X 15 min.
14 High 4 hrs/58 min."  x 7 min.

16 Moderate 4 hrs/47 min. X 20 min.
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emergent cases, such as a patient in cardiac ar%est, being treated in
the department. Eight of the 16 cases, observed were in the department
when the activity level was low. The children in the eight cases were
from all five patient categories. Four of the eight children were from

categories one and two, i.e., children with lacerations and overdoses.

In. the other three categories of patients, -there were two children with

infections, one child with a medical problem, and one child reguiring

-~

~admission to hospital. The time that the parents and children spent in’

the department ranged f}dm ten minutes to two hours and five minutes
and averaged approximate]y 48 minutes for the efght cases.

« It was eviqént that the nurses ‘initia11y perceived the four
children from categories 6ne and two to be "real emergencies," as they
were placed in a room upon their arrival at the nurses' desk or within
i five minutes -of their arriva] in the department. The immediacy of tQF

nurses’ response was dependent on the .assessment of  the nurse at the

desk: If the desk nurse ‘perceived that the child ‘should be seen

immediately, she notified the nurses via intercom that there was a

chf]d waiting to be taken to a room. [f the desk nurse perceived that
the’ child was a "routine patient" who did not require: i&mediate
attention she placed the pérents’ in the waiting room énd put the
child's chart on the nurses' desk. Nurses from the examination or
treatment areas. routinely came to the desk to see if there were charts

sitfing on -the desk. Charts on the desk -signaled to the nurses that

there were patients in the waiting room. - The four children who were.

perceived to be "routine patients" waited an average of 15 minutes in

the waiting room before being taken to a room by a nurse..
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Children were taken by the nurses either to the -examination or
dressing side of the emergency department.' Children who were perceived
by the hurses to be "real emergencies" were taken to the dressing side
fofvassessment. Three of the four children in categories one and two
were placed in a room oh the dressing side that had seating space for
ten patients and three stretcher bays. . There were other adult patients
in the room that were-being examined and/or treated. The fourth child
was placed in a. separate room on tﬁe dressing side but the door was
left open, consequently tﬁe father and child cbu]d be seen'by'other
patients from the hallway. It was evident that there was little or no
attempt made “by the nurses to maintain privacy forthe parents and
children. It was alsq noted by the observer that all the children
cou]d;have been placed in separate rooms on the dressfng_side because
there were two rooms, in addition to the trauma-resuscitation room,
that remained empty during the time that all the observed chiidren were
in the department.

The fohr children who were perceived to be "routine® patients
were all placed in geparate rooms dn the examination side of the
department. Three of the four children were assessed by the emergency
physicians and discharged from tﬁe department. When the fourth child
was assessed by the physician, he ordered éenadry] and Adrenalin "to be
‘given now" and decided to admit the child. The Benadryl was given to
the child by a nurse at 20:35 hours_and the Adrena]in was given to the
child at 21:15 hours. The 40-minute delay in administéring the. second
medication was apparently due to the nurses in the area nof following

up on the physicians' medication orders. The observers' impression was
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verified when she'asked the desk nurseAat the fafgg;\i‘request abdut
the child's second medicatidn and was informed: "That should have been
given." It was evident that there was a breakdown in communication.
that was probably related to the fact that hurses were not present in
the room when the physician initially assessed the child. In addition,-
the nurses tended to perceiQe that children on the examination side of
%he department did not require any immediate nursing intervention,
i.e., they,were-nof "real emergencies." Following the administration:
of the Benadryl, the parents and child waited another hour and five
minutes before the child was taken to the pediatric unit. Again, at;
the fathers' request, the observer approached the >desk nuﬁiimfsp
determine how Tlong it would be before. the child was “aken to the-
pediatric unit. The observef was informed. that the unit was not ready
for the child and "we've been holding them until they were ready." The
parents had not been updated by the nursés about the reasons for the
lpro]onged delay. The activity Tlevel in the departmenf,‘ however,
remained low throughout the pafents stay in the department suggesting
that the activfty level was not é factor in the frequency of
nurse~parent interactions.

Placement of the parents and children in separate rooms did not
necessar11y assist in ma%ntaining privacy/fog the parents or isolate
the parents aé members of the ";udience" from the actors. 0On the
examination side, the doors were frequent]y left ajar and in one case
the parents were in a position to view the backstage of the department

when they overheard a physician ask about their child:
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-

-Did anyone find out what's wrong with the spotty kid in four?

Moderate Activity Level

Wien the activity level was moderate, there were more than ten
'™ waiting to be seen in the waiting room, patients on stretchers
the :.amine n and dressing hallways waiting for test results
and/v admiscion to hospital, and at least one "emergent" case being
treat = in th. department. Four of the 16 cases observed were in the-
department when the activity teve] was moderate. The four children
were from three patient categories, there was jone child with a
laceration, one child with an infection, and two cht?ﬁien who required
admission to hospital. The t1me that the parents and children spent 1n :
the department ranged from twenty-two minutes to four hours and 47
minutes and averaged approximately two hours and th1rty minutes for all
four cases. ’

Two of the fopr children were perceived by the nurses initially
to be "real emergencies.“ The parent and child with the 1aceration
were placed in a room on the dresSing side uppn their arrival at the
desk. The other child had been convulsing and came tpbthe department
-via ambulance. Prior to the child's arrival the desk nurse had
nottfied the nurses abopt the child and the expected .time of the
chi]d's arrita] The nurses from the dressing side were at the desk
waiting to take the parent and child to a room when the child arr1ved
The other two chlldren were perceived to be "rout1ne patients" and the

parents and ch1]dren were put in the waiting room. Both parents waited

approxﬁmate]y thirty minutes before being called by a nurse and taken

)
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to.a room on the examination side. It was noted by the observer that
one of the children who waited for thirty minutes in the waitiné room
was a four-month old infant who had 3 temperature of 40°C. The nurse
who assessed the infant notified the nurse at the desk and aSked that .
‘the child be seen "fairly soon" by a physician. A physician wés not
available to assess the child for another 35 minutes. |

When the activity level was modefate, physicians were not readily
available to do the initial éssessment of the child. The only ;hild
that did not:gait for a physician was the child with the iaceration.
The child and parenté were placed in the room with séating for ten
patients. There, was a physician in the room examining another
patient. There were six other adults in the room. The physician
.assessed the child quickly and asked the nurse to take him into a
.separate room to:be sutured.' The child who was admitted by ambulance
waited approximately fifteen minutes before being seen by a'physiciah.
In the remaining two cases, the parents and children waited more than
thirty minutes for the physiciar because the physicians wére'tfeating'
patients in cardiac arrest.

for two , of the children, there were tests ordered, such as
uriné%f%is and C.B.C.] When tests were ordered, the parents and
chf]d's stay in"the departmént was further increased. The delays were
either waitiﬁg for the nurse or technician and then. waiting for the
results. Once‘thé results Qere back it was necessary'for the physician

-

to review the results and discuss them with the parents. For the two

1 -C.B.C. refers to complete blood caunt.‘
—
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chi]drén who were admitted, the physician made the'decisign based on
the results of the tests. The parents and children then waited in_the
department for the resident covering pediatrics to come to the
emergency department and do-an.admission_history'and physica].

Fof both.chi]dren who were admjtted, once the physicians' initial
assessment was completed and the tests done on the child, the parents
and children were moved into the hallways. It was noted that the rooms
remained empty during the time that the children and parents\were in
the hallway.. Placement .of the parents in the hallways exposed the
parents to other -members @f the "audience." In one case, the parent
viewed the backstaée of the department wﬁen a patient refused to accept
his role as a member of the audience and created'arscehe. In this
situation the mother Qas feeding her child a sandwich and commented to

the observer:

Mother: [Name] went to telephone some friends and then he's
: ~ going to get us some food and a coffee . . . isn't
‘this waiting-ridiculous?

Observer; Yes, it has been a long wait for you.

Before any further comments can be made, there is a loud noise in
the hallway. An adult male who s being transported via
stretcher to ‘a room attempts to get off the stretcher. The man
is yelling and screaming, swearing continuously and is wrestled
to the floor by two ambulance attendants. The attendants are
joined _ by two security gquards and a registered nursing

. assistant. They wrestle on the floor for approximately two
minutes before the man is restrained. The man is forcibly moved
into a room, still cursing loudly. :

Mother: God, this is like [Name] on a Saturday night. " (Laughs
baby starts to cry and mother picks her up and
cuddles her turning her head away from the scene on
the floor).
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Agein, it . was evident that there was little or no attempt to
maintain privacy for the parent and child. In addition, it was
observed that there was ne apparent rationale for placinn the child and
parent in the ha]]ways. The statement of one nurse suggested that 1t
was done because the room might be needed to suture patients. Pat1ent5'
in the hal]ways also gave the audience the impression that the
emeréency department was "bus;"' and it was apparent in some of the
follow- up nnterv1ews that th1s impression management had its effect on

parents.

High Activity Leval ‘ | ( T

When. the activity Tevel was 'high, there were moee’/than 20
patients wajting to be seen in thelwaiting room; patients on stretchers
in the examination ane dressing hal]ﬁays wejtjng for test results
and/or . admission to hospital: patients waiting in the emergeficy x-ray
for Erocedures; and urgent er emergent patients in the department being
treated. Four of the 16 cases observed were in the depaftment when the
activity level was hién The .four children were from three patient
categories, there was one child with an 1nfeft1on, two chi]dren with
| _medical problems, and one child requiring ad%ission to the hospital.
The time that the parents and chi]dren Spent in'the department ranged
from one hour and five minutes to five hours and 48 minutes’ and
averaged approximate1y three hours and ten minutes for the four cases.

A1l the children were‘pereeived by the desk nurse to be—"reutine'
patients" as the parents and children were placed in the waiting room.‘

‘ A1l four parents and chilaren'waited more than 45 minutes before they
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were called by a nurse and taken to a room. The children and, parents
were all put jn separate rooms on the examination side of the
department.

When the act1v1ty~1eve1 was high, the phys1c1ans were not readily
available to do the jnitial assessment of the child. While one parent
and child on]y waited 20 minutes for the phys1c1an the other three
parents and children wa1ted more than 35 minutes for the emergency
physicians. in all: four cases, the physicians were 1nvo1ved with
patients who had been in motor vehicle accidents and/or patients in
cardiac arrest. For two of,the cases, there were no‘tests ordered by .
the physicians and the parents\and\chi]dren were discharged from the .
departmentﬁscThe 1ength of'stay'in the department for both of these
cases averaged approximately one hour and 20 minutes. .

; For. the rematning two cases, the~physicians ordered x-rays. When
radiology procedures were ordered, it was 1dent1f1ed that “the waiting
time for parents 1ncreased s1gn1f1cant1y It wag noted that there was
N0 prioritizing of rout1ne pat1ents'L for erij procedures Neither
the phy51c1ans nor the nurses requested the radiology technician to do‘
the children's x- -rays before any of the other patients who.were wa1t1ng
for\x-rays in the emergency radio]ogy waiting room, yet, in one case,
the physician suspected‘the child had‘meningitfs ahd in the other case,
the child was only seven weeks-old In add1t1on,\1t was necessary for
the emergency phys1c1an to review the films be#ore discussing the
results with the parents. When the activity Tlevel was high, an
emergency physician went to the department and reviewed severaT films

~at one time.



The waiti

‘the'laborato

121

When ' the mother and infant were finished in the. rad1o1ogy

_department, . the mother was asked to go back to the waiting room. The

child with

until. the p ician was ready to do the ]umbar puncture on the child.

there was no attempt o maintain privacy for the parents and children.

Physician availability for initial assessment _and follow-up of test

time in_the department.

Impression Management

Impression- management is the press1on and understanding_

fostered by the performance of the actors in the emergency department
(Goffman, 1959) The staff are the actors wh11e the parents, prov1d1ng
they accept the ro]e, are the audience. As members of the aud1ence,
the parents observe the performance of the profess1ona1s and their

1nterpretat10n of the s1tuat1on will be based on the1r definition of

the performance “A compar1son of the parents interpretation w1th the

observed performance w111 indicate the degree to which the parents were
guided "in the1r perceptlons by the actors def1n1t1on of the situation.
It was necessary to analyze the parents' percept1ons of the
nurses 1n the’ emergency setting in order to determ1ne how the parents,
in- thejr role as the audience, 1nterpreted the perfdrmance‘ of the

nurses in their role as actors. Twelve parents were interviewed

< -

sifle men1nglt1s was placed on a stretcher in the ha]Tway -

time for the parents and child was further increased while

analyzed the spinal f]uid. Again, it was observed that

_results was a factor that increased. the -parents' and childrens' waiting

v

“following their child's visit and .subseguent discharge from the
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emergency'department and/or hospital. The data were organized into the

foyowing“categoriés:

o

1) pafehts' perceptions of emergency'nurses: thé'actor9,

%) parents' perceptions | of nQrsing care: ‘the '.frontstage
interpretation : S o

3) - parents' perceptions of chi]d'5-111ness; the focué of thé play

5) parents' perceptions of emergency enyironment: " the frpnfstage

6) " parents' rationale for using the emekgehty department.

Where appropriate:gthe data within the cgtegorieﬁ\ were ana]yzed to
compare the parents perceptions to their expectations of the actors

(the nurses) and/or the stage (the emergency settiﬁg);

Parents' Perceptions of Emergency Nurses

.’

The majority of parents that were interviewed had limited recall
of the emergency hurse and/or nursés.' When the pakent; were asked: -
, B - =, : .

"What do you remember about the emergency nurse or nurses?"  the

responses for ten gf,the 12=parentélindicated_the following:

AN

Mother: - Not much : . . let's see . . . the one took us down
(Case #12) to the room and had me sign semething . .. . oh yeah,
about allergies. ,

.

Mother: I know this is going to sound silly but I don't.
(Case #15) remember much . . . I'msorry I couldn't even tell you
what her (the nurse) hair colour was.

Mother: - NGt very much . . . I remember the one asking about
(Case #8) what juice to bring her to give with that stuff to
make her throw up . . . not much else, "

~ Mother: Nothing . ; . she took me to the room, that's all.
(Case #2) : , “

Only two of the 12 parents interviewed recalled that the-nurses "were

i 5
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pretty nice" and “seemed to be quite friendly." Both of these mothers
stated that the nurses "were good" to their children.

Five of the 12 parents interviewed were in the department for a
prd1onged period of time waiting for test results and/or for thejr
children to be admitted to hospital. These parents perceived they had
"little contact" with the nurses and believed their contacts with
nurses were episodic, for example:

Mother: I remember them (the nurses) popping in and out_but I

(Case #3) didn't know if they were nurses or what they were.

Mother: They seemed to be .in and out of the room when we were

(Case #16) in there and when we -got moved out in the hallway I

don't remember any one nurse that sort of stands out
in my mind.
In addition, .the parents perceived that "there were too many different
nurses"” and perhaps thé nurses "were'busy with someone they thought was
sicker" as the nurses -"didn't stand still long" aqq were "in and out
through [the] curtain and up and down the hall and Q}siting others."

. The parents expectétions of emergency nurses tended to be linked
to their previous experiences with nurses either in the hospital or the
community setting. Two mothers frankly stated that they had few
expectations of emergency nurses:

c . ’ \/

Mother: I don't expect much from nurses there [emergency
(Case #8) department] and then I'm never disappointed.

Mother: [ don't expect anything from nurses . . . I've never
(Case #12) been impressed with any [nurses] that I've run up

against in hospitals . . . less so with nurses in
emergency. '

i

. Two other mothers identified that their experiences with nurses when



124

they were in labour influenced their expectations, for example:

Mother: I've never been exposed to nurses that really seemed to
(Case #14) care what was happening to me . . . when I was in the
hospital giving birth to [Name] I wanted someone to
talk to me as as human not as reproductive machine.
Mother: I wasn't too impressed with them [nurses] when I had
(Case #12) [Name] . . . I was so scared I thought I was going to
die . . . they didn't do much for me then.
The majority of parents seemed to have low expectations of nurses
because they were not “"too sure what nurses are supposed to do in
emergency departments or anywhere for that matter" and they did not
"really kno@ what nurses are all about." Three of the 12 parents
perceived r blic health nurses in the clinic setting to be the role of
the nurse because "that's where you go (clinic) to talk to nurses."
"~ Ten of the 12 parents were not concerned about their low expectations
of nurses because they went to "emergency to see a doctor not the
nurse" and their child's illness “didn't-really require a nurse." Also
‘the parents tended to believe that any.qUestions'they hgﬁ about their

.child should be answered by the doctor, not the nurse, a§; théy//

preferred "to hear it straight from the doctor's mouth instead of the

H

nurse.,"

In contrast, the parents in two of the cases expressed.thqt their

expectations of nurses were high and their concerns'about their chiid

were not addressed by the emergency. nurses:

Mother: [ expected some psychosocidl support . -. . like
(Case #3) explaining the course of treatment or explaining what
was happening while we were waiting . . . what was

‘) taking so Tong . . . someone to listen to us and help
us sort out how we were feeling about [Name] being

K
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‘admitted . . . talk to someone about how scared we
were . . . they're wasn't really anyone to listen to
us.

Father: [ don't think "it's good enough to put a child in a
(Case #3) hospital and only: check her temperature and not give
anyone a chance to ask questions or get answers
none of the nurses acted like she was really sick.
Mother: - [Nurses should] talk to you . . . when you go in there
(Case #9) you're kinda worried . . . but maybe talk to you

and kinda keep conversation going . . . get your mind
off that [child's illness] . . . they more or less

leave you in a room by yourself to worry about it.
In Case #3, the parents were not only dissatisfied Qith the emergency
(nurses but believed "there wasﬁ't really anyone to listen to us
thoughout [Name's] stay in hospital" and it was important that "someone
show some interest" in them as parents and their child "as a patiggt;"
Lonsequently they “brought [Name] home" from the pediatric unif‘ and

still did not ‘"have any idea about what caused her problem or

what . . . to do so it would not hapoen again."

Parents' Perceptions of Nursing‘Care

Like the parents', recall of emergency nurses, the majofity of
parents perceived that the nursing care given to their child was
‘minimal or non-existent. Eleven of the 12 parents interviewed

typically described the nursing care in the following terms:

Mother: Nothing . . . just took me to the room.
(Case #2) : ‘ ‘
Father: what care . . . all I remember is someone took her

(Case #3) temperature and a couple more [nurses] ran in and gave
her medicine.

Mother: . - . they did nothing for [Name] that I could see
(Case #8) . . . they didn't even come in to see if she .was okay
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when she was really throwing .p.

Mother: I don't remember  nothing about nurse . . . oh maybe
(Case #10) yes . . . nurse put stuff.in eye that's all.

Only one parent equated nursing care to a nurse who "knew how to handle
babies . . . you could tell the way she played with him . . . she was

really good with him."

As fen of the 12 parents "went to see the doétor not.the nurse"
they were not expecting that their child required nursing care in the
emergency department. The parénts did not "see what nurses could do"
or, what nurses "were supposed to do" because they did not think their

qhi]dren needed "any nursing care", for example:
Mother: [Name] had a cut . . . he needed to have a doctor Took

(Case #12) at it™. . . if I wanted a nurse.I could have taken him
over to my nejghbour ... . she's a nurse.

Mother: - - . he really didn't need any nursing care I was
(Case #14) there for him . . . I took him to see the doctor that
was what was important to me.

Two of the parents believed that nursing care should be more than
"doing something" for their children, such as taking temperatures or
giving medications, and they perceived nursing care as providing

support to their children or themselves:

Mother: - - . no nurse seemed to see [Name] as a’ little person
(Case #3) who needed holding and comfort.

Mother: - . . I think that a nurse should be . . . oh what's a
(Case #16) good word . . . helpful . . . it would be nice “if
- someone asked me how I was doing or did I need
anything . . . I was scared to death riding in that

ambulance . . . maybe. they (the nurses) should try and

talk to you . . . hospitals are _necessary when you

have a child who's sick but they should know they are
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looking aftér people.

Parents' Perceptions of Emergency Physicians

As ten of the 12 parents took their children to the emergency

department "to see the doctor" their perceptions of the emergency

physitians %ere generally positive. The parents tended to recall the
physicians as "quite nice," "really friendly with the kids," and
"honest" in their explanations about their childrens’ i 1Iness.

Four of the parents, however, perceived the physicians

negatively, for example:

Mother: I wasn't too impressed with him (the doctor) . . . he
(Case #7) seemed sort of unsympathetic but then I suppose you
can't really expect them to be too gushy.

Mother: ' I hate the pious types who sit in Jjudgement . . . that
(Case #8) doctor talked to me like I didn't have a brain.

Mother: = . . . that doctor what a Jackass he was, I was furious
(Case #15) that he wouldn't let me stay with [Name].

The parénts' expectations of emergency physicians were also influenced

by their previous experiences with physicians:

e

Mother: . . . he (the doctor) explained everything . . . and

(Case #11) was quite blunt . . . I'm glad he did . . . wish they
could (all) just tell it straight . . . if there is
something wrong not just send you from here to there
(referring to her child's referral by another
physician to emergency).

Mother: [t's really only the doctors who can give you the

(Case #16) answers . . . at least you hope that they can and in
my experience they can't often answer your questions
. but if you're lucky and we sure are with
Dr. they're honest and say they don't know why
this or that happens. ' :
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One parent was informed by an emergency phygician that her son had a
heart murmer. The mother had not been told by her family doctor about
her child's murmur. The mother was reassured that it "might not be
anything too serious" when she learned that her sister's éon also had a
heart murmur and the physician had told her sister not "to worry about
it ... it was‘ not worth mentioning." There was no evidence to

I* . .
suggest that the parents were uncertain or confused about the role of

the physician in the emergency department.

Parents' Description of Child's Illness

A1l the parents interviewed “clearly recalled their child's
illness that necessitated their visit to the emergency department, for

example:

0

Mother: [Name] woke up and I usually give her a bath then .

(Case #3) but when ‘she woke up her rash was so.much worse and.
her hands and feet looked like her circulation was
being cut off because of so much swelling and the
‘colour was so dark, like bluish.

Mother:  [Name] had red eye and it was swelling . . . is that
(Case #10) how [to] say it . . . puffed up so I wait for my

‘husband come home and we go to emergency to see the
- doctor, o

Four of the parents interviewed were placed in rooms 1mmediatefy upon
their arrival to the emergency debartment. The parents' perceptions of
their/phi]d's illness and the initial responses of the nursing staff to

. / . ’
their child in the department were congruent. The parents believed
that it was. important that their child receive immediate attention for

example:

o
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Mother: ~ Well he was bleeding and I thought he should be seen
(Case #12) right away but I guess he really was . . . I was so
: scared that he might need stitches or had lost some
teeth or something but you know I was always afraid
that I'd faint or something at the sight of blood

. I was so glad that I didn't:

The eight parents who were placed in the waiting room with their
child were not in agreement with the nurses' initial responses to their
child's illness.  The parents tended to be concerned ‘that no one

"really looked" at their child upon their arrival to the nurses' desk

in thevdepartmeht:

Father: . . . 'if it was serious. enough that they admitted
(Case #3) [Name] I think that someone should have Tlooked at
[Name] right away. .

Mother: - . . we thought it was serious enough to bring her to

(Case #3) Emergency . . . I think that someone should have at
least Tooked at her on.presentation and then decided
if we should have to wait . . . no one really did that
though and we thought maybe we were overreacting but
[Name] is just a baby.

Mother: thought [Name] was serious . . . I would not go if I
(Case #10) didn't think she sick . . . she should be seen much
sooner. -

A]though the parents who waited acknowledged that their ch{ld's illness
was not necessarily "a matfer of life and death," they generally agreed
that as parents '"even if their kids (illness) was a Tlittle thing
automatically on make a big Aeal out of it because }ou don't really
knowlhow bad it is." One mother Waé not concerned' with ‘the difference
between her perception of her child's illness and-the,ﬁurses'. The
mqther believed ftherer wasn't really a hUrry for him fo be seen”

because "he had been sick and he was still going to be sick by the time
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- he was seen anyway."

Parents' Perceptions of Emergency Environment

During the times that the parents and ;hi]dren ‘were in the
emérgency department the acfi?ity level was Jlow for five cases,
moderqte for four cases, and hiéh for three cases.

The pargnts' perceptiqns of the emergency enQironment tended to
be related to their brevious experiences with emergency departments,
the initial responses of the nursing staff, and the events that they
observed during the time that they spent in the emergency departmenﬁ.
Four of{ the Ié parénts were taken ta rooms immediately upon the1r
arrival at the nurses' desk. In three of the four cases the parents

expressed "%grprise" because the last time that they visited the

o

1543

~department they "had to wait and/wait,“ for example:

Mother: [ was really surprised that she was seen right away.

(Case #8)

Mother: | . . . geez it went so fast-once I got there [referring
(Case #12) to emergency] . . . it was quick and fast.

Mother: = Actually I was surprised that he was seen right away.
(Case #15)

In the fourth case, the parent and child arrived by ambulance. The

mother identified the immediacy of the response in her comment:

~

, you have to admit br]ng1ng your kid in by ambu1ance
sure gets attent1on at Teast in the beginning.

For all four'cases, the children were initially perceived by the nurses

to be "rea]_emergencies" because two of the <children were bleeding, one

-



child had .ingested a foreign substance, and one child had convulsions.

- tight of the 12 paréhts and children weré placed in the waiting
room upon their arrival to the department. It was apparent that the
nurses' perceived the children to be "routine patienté." In two cases,
the parents expressed dissatisfaction with the' reéponse of the desk

nurse upon their arrival to the nurses' desk, for example:

Father: Someone should see you right away or at the very

(Case #3) least look at you and your child when you go to the
' desk. ’ K
Mother: - - . she didn't even really look up at us . . . just
(Case #3) told us to have a seat in the waiting room.
Mother: . . . sometimes they seem a 1ittle bit cold . . . you
(Case #9) go in there and somebody says okay sit down and okay
- come here and wajt for the doctor . . . kinda feel

. they don't really care if my kid dies or not.

In four Qf the cases, the parents were concerned abouf the Tength of
lfime they spent in the waiting rooh_before their child was taken td a
room. The parentsl percéived that the waiting time was especially
difficult for their children. Cémﬁents from the parents about . the

waiting time included:

u

Mother: - - - with kids it's hard to waittoo long . . . they
%(Case #9) get too restless.

Mother: .. « bad to wait so long . . .'[Name] was serious
(Case #10) . . . long wait scare her . . . she will be afraid the
next time she go. - ‘

Mother: . . . you sit and you wait and you wait . . . you can

wait up to an-hour . . . sitting there and the kids
get cranky and bored.

For the remaining two cases, one mother perceived that'"it;was okay to
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« wait" because her child "wasn't crying" and the other mother identified

that the "waiting around" was “frustrating but then I made the choice

to go there." The mother ﬁ]so commented that she knew "it wasn't a

life and death

situation" and she felt "comfortable waiting around”

because "just having him in there made me feel good . . . if a crisis

did develop her child "would be well looked after."

In five cases, the parents and children were in the department an

average of four

hours and ten minutes. As$ the ]ehgth of time 1in the

department increased, the parents identified that "no one" seemed to

|
know ‘"what's happening." One mother described the department as

"unorganized" when she discussed her time in the waiting room:

Mother:
(Case #11)

They [nurses] must have come in (to the waiting room)
five or six times and called for all these people that
weren't there . . . they ran through the same Tist
five minutes Tater .. . . the same list all over again
and you thought oh my goodness'that seems like it was
all yesterday's patients. o o

- It was evident that the parents berceived'that there weré_commgnication'

problems within the department, for example:

Mother:
(Case #11)

Mother:
(Case #14)

. Mother:
(Case #16)

wait for 3/4 of an hour for your x-rays and no
one knows what's happening . .- . the doctor would ask
five times if your x-rays (have) been taken . .. . has
it been taken . . . .no.

.. . the 'long wait was after ‘we saw the doctor and
before the baby was admitted .,. . it shouldn't.take
so long to make decisions . . . you have a sense that
things could move faster.

.“. same old routine of repeating what happened to
every new person that came along . . . long wait for

results . . . nobody telling you what's going on.

b
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In one of the five.cases, the mother identiffed’that'she didn't know

.“why_we had to move into the hall" from a separate room becauée she
"didn't see anyone" go into the vacated room the "whole time" that she
" was in the department. - Another mother recalled frpm a previous visit
to emergency department - that "spmetimes they (referring to emergency
staff) don't think" because:

Mother: When T broke my leg I had to walk to the cast room and

(Case #7) x-ray . . . when I broke my arm I was wheeled around

(in a wheelchair). '

The parents' expectations of the emergency department tended to
pe related to their reasons for going to the emergencylpepartment, the
Tength of time they anticipated that they would be tn the department,
ana thetr previous experiences in the department. In five of the 1?2
cases, the parents expected "to see a doctor" and "not to wait too
Tong."  Four of the five children 1in these cases were initially
perceived as 'real emergencies" and :consequent]y the paxents  and
children were seen by the physician withinr a - short ttme of ‘their
arriVal in the department. One child was a "routine patient" but the
mother and ch11d were 1n the department -when the act1v1ty level ‘was low
and were seen by a physician within twenty m1nutes of thelr arr1va1
Two of the parents in this group were satisfied because the1r child

“needed to be seen by a doctor" and “the sérvice was quick., s Two. of
the parents were satisfied with the service but dissatisfied with thé

-

emergency physician, for- examp]e

Mother: . « . when I go to emergency 1 go to see a doctor’
(Case #8) . . . I go because my kid is sick enough [ think to
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need a doctor . . . even if it's necessary to also
have to listen to that doctor . . . lecturing to me
"like a child and making me feel like I'd crawled out
-from somewhere. :
Mother: I expect . . . to be treated with courtesy . . . but I
(Case #15) must say the courtesy was lacking . . . from the
doctor anyway.
One mother's expectations of emergency department were "pretty much
‘what happened." The mother identified "when you've been through it
before you don't expect it to change" and in her opinion the emergency
department was: |
(the) same old koutine of repeating what happéned to every
new person that came along . . . long wait for results

nobody telling you what's going on . . .. the™usual.

\

Seven of the 12 parents expected not to waft.as'1ong as they did
and would have 1liked the examination and treatmenf to have been
provided in a shorter period of time. As one mother stated:

. . . you have a sense that things could move along faster T
but maybe in a p]ace.thgt big . . . it's too much to expect.

Anofher mother stated:

We waited a Tong time . . . too long . . . that's why I hate
the emergency. . i :

The parents believed that it was important that “someone should telf
you what they thinkl is happening" or ‘"why you're waiting so long"
-because they needed “to have some_idea about how 1ong"4they were "going
to be there." Seven of the 12 parents were not impreséed by the

emergency department, for example:
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Father: There should be an atterat to determine what caused the

(Case #3) problem . . . with [Name] we didn't know where to
start to figure out what was wrong . . . nobody seemed
to care or be able to answer our questions. :

Mother:. I only go again if my doctor not . . ; no can seé her
(Case #10) . . . not a very good place . . . not bad but not very
- good. : . '
Mother: . . . [it's]}.so clinical I think that tends to scare
(Case #9) parents more than . . . reassure them when you go in
' there." =
Mother: -« .« 1t shouldn't take so long to make deécisions

(Case #14) . . . it should be fairly clear . % . either the baby
. needs fto be admitted or he can go home.

/ ! .
Four of the parents believed that there should be a hospital for

childrén that was set up to respond to' their special needs or at least
a separaté Waiting area. -As. one mother succinctly stated:

... it's a horror show having kids and adults together

~ . . especially with what can go on . . . like that poor

guy they were beating on . . . no one should have to see
another person's misery like that.. . . let alone a kid.-

It was apparent that the mothers _were . concerned about the’ lack of

privacy énd the impact on their children because "there were drunks

wandering around" and “they're making a.fuss' and here's little kids

watching them." 'Thé mothers identified that %t was "bad enough having:

to go there" .and "it would be better' if kids weren't exposed to thgee

things" because it was "traumatic for kids."

J

Parents' Ratjonale for Using the Emergency Department

Seven of‘thé 12 parents went to the emergency department because

S it was-thé closest hospital to their home. Three’ of the seven parents .~

also went because their child was born there and they were told by

[
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)
_their doctor to go to the department. Fodr of the 12 parents went to
the department because their child was born there and their physician
practiced in the hospital and as one father stated: |

‘As long as I can remember . . . if there was a pr  :m when

was a kid . . . my Mom always took us to the [Name]
(hospital). : L

Qne parent who was visiting from anothen.pﬁbv%nce "just went where the
driver took me." One mother noted that .she "didn't normally go to

emergency" but the doctor sent her there "so what can you do?"
Summary

In this chaptér, the analysis of the data wés,presented uti1izfng
Goffman's’ framework. The data were kpréaﬁﬁzed aécording to- the
backstage vfew; frontstage view, :and the: success%u] stggingv of the
performance, i.e., impressioﬁ management qf'the actors ih_tﬁe emergency

department. A summary’of the data analyses is presented,
o]

" The Nurses as Actors

It was necessary to analyze the nurses' beliefs'énd impresgions
. of emergéncy nursing- and the environment in which they worked in’ order
to fdehtif& the similarities and/or differences in the nurses"
performéncés when they were backstage and-when they were performihg in
front of the pérenfs.

The nurses e*pr?fSEd ambivalence -aﬁout the -roié of emergency -

nurses. They perceived that their role was.1imited and iaehtified that

their expectations of emergency nursing did nét'météh the reality of
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the work environmeat. The nurses tended to 1ink nursing Care to
performing technical skills for the patient.. The nurses apparently
preferred to work in the department when "it was busy" but expressed
annoyance at referring physicians' "abuse" of the facilities. . The
nurses tended to group patients according to their perceptions of the
patients' need for medical attention. The major categories of patients
were '"real emergencies,” “routines" and "WODS." The nurses frequent]y
used derogatory terms when referring to patients particularly when
patients had abused alcohol or drugs. The numﬁés expressed disparate
views in their reactions towards children and'parentsL Like the adult
patients, the nurses perceived that children were ﬁrea] emergencies,"
“routines," and "WODS." “Some nurses appeared ‘to be frightened of
children. It was suggested that nurses did not think they were "in

control" when cafing for children.

-

Impression Management

~The key actors in the emergency department were the nurses and
physicians. The parents were perceived to be members of the audience.
The observer participated in 16 nurse-parent interactions in the
emergency department. There were five categories' of patients
identified. The frontstage data were organ1zed by grouping pat1ents,
according to the nature of their 111ness or 1nJury The nurse-parent:

interactions were_then analyzed for similarities and differences within

.the patient categories. Fiha]]y; the nurse- parent' interactions, and

the contextual factors influencing the interactions were ana]yzed for

the s1mear1t1es and. differences amongst patient categories.
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There were 31 nurses observed interacting with parents in the 16
cases in the study. The actual time that nurses spent witH patients
averaged approximately one minute over all cases a]thodgh the range was
from two minutes to 20 minutes. The nurse-parent interactions
generally were brief and episodic. It was identified that the
frequency of the nurse-parent interactions decreased the Tbnger the
parent was in the deﬁartment and that, following the initia]vcontact,
the interactions tended to be initiated by the parent rather th;n the
nurse. Parents were not kept informed about delays or why they were
still waiting. Pékents were rarely given the opportunity to ask nurses
questions nor were parenté told how they could get assistance from the=
nurse. There was minimal evidence found of parent-teaching by nurses
and/or advice to pafents on the child's care following discharge. No
evidence was found thaf'fhe nurses\perceived themselves in the role of
parent advocate. There‘was clear evidence.of information control that
prevented the parents from becoming invo]vea in the child's care; Even
when treatments were initiéted which might best have been handled by

encouraging parental invo]vemeht, the parent was left as the audience.

The Stage

Tﬂe activity level "in the éhergency department ranged from Tow to
~~

high during the observation periods. It was obseryed that the activity

Tevel did not appear tolinf1uence the immediacy of the nurses' initial

response to a child, that is, the nurses' initial response to the
. 4 ! .

children was based on their assessment of-the child's need for medical

intervention. Children who were perceived to be "real emergencies”
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were attended to by the nurses immediately upon the parent and child's
arriVé] in the department._ When the activity level was moderate to
high, the major factors that influenced the parent and child's stay in
the deparfment was physician avai]abj]ity. When tests or'procedures
- were ordered by physicians, the parent and <child's Stay in the
department increased. Whén,parents and children were waiting for .test
results, they wére usua]ly placed in the hallways and it was apparent
that there was little effort taken to maintain privacy for the parents
and child.

In Chapter 6, the findings are discussed and the conclusions,

implications and recommendations are presented.



CHAPTER 6

DISCUSSION OF FINDINGS, CONCLUSIONS, IMPLICATIONS
AND RECOMMENDATIONS
The focus of this study was parent-nurse interactions in the
emergency department. For the purpose of this study, an interaction.
was defined as the "reciprocal influence of individuals upon one
ahother‘s actions when 1in one another's—ifmetiate physical presence"
‘L.‘»\//
(Goffman, 1959, p. 15). The discussion of the findings, conclusions,

implications and recommendatﬁons are presented in this chapter.

Liminations of the Study

1. This study was limited toyvemergency nurses working in a
IQrge urban hospital setting.

2. The study focused on on]y one aspect of the emergency
nurses' role, that is, the nurse-parent interactions.

3. Both the nurses- and parents participated ‘in the study
voluntarily and their responses may not ref]ecF the population as a

{
whole.

Discussion of Findings

The exploratory questions that guided this study were:

1. What are the characteristics of-parent-nurse interactions in

the emergency room?

2. What are the parent's 'perceptions of nursing care in the

emergency room?

.3. How are these a function of the context and particular types

- | 140
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of situations?

Question 1: What are the characteristics of parent-rurse
interactions in the emergency room?

The emergency nurses' initjal response to the parents and
children depended on their assessment of the child's need for immediate
medical attention. If the nurse at the desk evaluated the child as a
“real emergency," the child and parent wefe placed in a room
immediately 'upon their arrival in the émergency department or within
five minutes of their arrival at the emergency department. The nurse's
initial recvonse to the child was also inf1uénCﬂd by the mode of entry

to the emergency, for example, a child brought in by ambulance was

viewed as a "real emergency" and placed in a room immediately. If the

a

nurse at the desk evaluated the child as “routine," the parent and

child were asked to sit in the waiting room. The nurses initial
evaluation of whether the child needed to be seen immediately or not
was not necessarily based on a thorough assessment of the child. It
was frequently noted that the nurse at the desk accepted the chiad's
chart.from the parent without making eye contact with the parent\pr
child. Also, it was sometimes the unit clerk who'accepted the chart.
from the parents if the nurse in-charge was busy.' If the child was
initially evaluated as a "real emérgency," the nurse who took the
parent and child to an examination or treatment roém tended to remain
with the parent and child until the physician arrived to decide on
appropriaté medical intervention, for example, a child with a
laceration who was bleeding.” Usually the nurses were not present when

the physician initially assessed the child, particﬁlar1y when the desk
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nurse had evaTyated the child as a "routine" patient. For the majority.
of cases obéerved, the nurses' initial assessment of the child was
cursory, consequently the amount of time that nurses actually spent
Jdnteracting with parents was very brief. By virtue of her role in
screen{ng the child the nurse had‘the power to set the stage and to
determine the course of events whi]é the parents were in the emergency
department. When and how .the child was seen by the physician was
determined‘ by the nurses' initial actions. When the nurses were
interacting with the parents, they usually distanced themselves from
the parents, that js: 1) they did AOt refer to the child and/or parent
by name; 2) they rarely maintained eye contact during 1nteract1ons 3)
they did not ask the parents if they had any questions or concerns; 4)
they usua]ly did not touch or hold -the child; 5) they did not orient
the parents folthe routines (such as explaining why it was required
that the parents sign the chart indicéting that their child had no
atlergies: to medications) and/or the physicial énvironment &f the
department (for example, qurses did not show parents that were placed
in separate rooms where the patient call bell was 1océted); 6) they did
not introduce themselves to the parent and/or child or explain that
they were nurses; and 7) they did not inform the parents where'they
could ‘be found if the parents required assistance or how the parents
could seek assistance whén_they were placed in é separate room and/or
in the dressing area that contained seating space for ten people and
three stretcher bays. These -are all techniques that have been
described as modes of information control (Goffman, 1959). Once the

physicians' assessment of the child was completed and a course of
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treatment decided upon, the nurse-parent interactions were usually
non-existenf, that is, the nurses ignored or avoided the parents and
controlled information that could have been given to the parents. For.
example, parents remained in rooms or ha]]wéys or the x-ray waiting
area ahd“they were not approached by the nurses to determine if the
parents required any assistaﬁce‘ nor were the parents offered an
explanation about why they were waiting or the reasons for de]éys in
tﬁe department. In anothervexamp]e, a child was given a medication by
-injeétioh by twornurses and neither nurse explained the purpose of the
medication or spoke to the parents when they enteréd the room or during
their brief time in the room. [t was noted thé£ the Tonger the parents
stayed in the department with their child, the more Tikely it would be
that the parents not the nurses initiated the. interactions. In the
majority of casés; more than one nurse interaéted with the parents. By
controlling information to the parehts, Timiting and requlating their
contact -between. themselves and the parents, and acting as if they were
too ‘“busy" to taIk to the parents because they were engaged in
pu?posefu] activities | elsewhere in the department, the nurses
reinforced the importance of their role aslkey actors in the emergency
setting. Consequently, the nurses ‘remained at centrp stage and the
parents were forced to remain in the role of audience. . |

Question 2: What are the parent’s perceptiohg-of nursing care in
the emergency room?

The parents generally had 1itt1evreca]1 of the emergency nurses.
They perceived that they had "little contact" with the nurses énd

thought their contact was episodic, characterized by the nurses'
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”pobping in and out of the room." They tended to view the nurses -as
being "in motion," that is, moving up and down the ha]]ways. As the
parents had Tittle recal] of fhe emergency nurses, they perceived that
the nursing care given to their child was minimal or non-existent or
they equated Anursing care to traditional nursing fungtions such as
taking their child's temperature or giving their child medication. In
the backstage it was evident that nurses were not readily ‘ab1e to
identify what their role was in tHe eqergéncy department and they
tended to perceive their. role in terms of me&ica]]y delegated
functions. The impression management was compatible with the actdps
perceptfons qf their role. The factors external to the situation that
ipf]uenced the parents' per;eptions of nursing care were: parents'
expectations of emergency nurses, parents' percé;tidhs'of fhe role of
the nurse, and pa}ents' reasons for taking fheir child to the émergency
department. The parents' expectations 6f emergency nurses were limited
to their previoﬁs experiences with nurses in the hospital or the
community. . The majority of. parénts had low expectations of the
emergency'hurses because they reca11eq negative experiences with nurses
in the hospital environment, for example, a mother recalled that the
nurses were not caring or supportive when she was in labour with her
child. Generally ‘the parents were not clear about the role of the
nurse, that‘is, they did not know what nurses were supposed to dé for
them or their child. Three of the parents, however, linked the\?Bﬂe of
the nurse to the public health nurse and Bercgived nurses AS someone

that they could talk to about their child and who would listen to their

concerns.  Thus previous impression management influenced parents'
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expectations. The major factor that influenced the parants'
perceptions of nursing care was thé parents' reasbn fot taking their
child to the emergency department. The majority of parents tqok their
child to the emergency department to see a physician and consequently -
they did not think that their child kequired any nursing care. . There
.were two sets of parents who did identify the lack of nursing care as a
source of dissatisfaction with their expérfence in the emérgency
department. These parents perceived that nursing care shou]g be more
than "doing something“' for their children. Both of thése parents
Tinked nursing care to providing support to themselves and their child
by Tlistening to their concerns about tHeir chiid, givihg them the
opportunity to ask questions, asking fhem if they needed any assistance
with their child, and providing them with information about delays in
treatmenf. One mother viewed é performan;e disruption. In this
situation, an adult patient créated a écene and it.was evident that the
actors (nurses and physicians) were no longer in control - of centre
stage. The.mother's recaf] of the 'scene reinforced the fact that a
member of fhe audience had refused, to accept his role ahd decided to
become part of the dramg on-stage. |

Question 3: How are these a_ function of the context and
partjcu]ar types of situations?

It was noted that the activity leveT in the emergency department
did. not affect the frequency or the quality of nurse~-parent
interqctions. The nurses set the stage and controlled the sequence of
the acts in fhe emergency department. The nurses' initial evaluation

of the chi]d's need for immediate medical attention, that is, whether
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the child was a "real emergency” or "routine" inf]uenced the immediacy
of the nurses' response to the ch%]d. A child who was perceived by the

nurses to be a ‘“real emergency" w;s placed in an examination or
treatment Area immediately and the activity level of the department was
‘not a factor in the decision. When the activity Tlevel Qas moderate or
high, - there were patients on stretchers in the hallways wafting for
test results and/or admiésion to the hospital. The parents perceived
that the emergency:department was busy and bbserveﬂ\the nurses mdving
up and down the hallways and cqnsequént]y believed zﬁ;t the nurses were
also busy. Again, it was evfdent that the nurses were setting the
stage and the impression management was compatible with the nurses'
projection of their role, i.e., they were’ engaged in- purpoéefu]
activities. When the activity level was high, there were no
nurse-parent interactions. In aadition,.there was no effort made by
“the nurses to jnitiate interactions. The nurses did not apbrdabh the
parents and,explain.the reasons for the delays, or ask if they réqu%red
any assistance, or needed anything such as offering, to hold the é@i]d
while Fhe ‘parents used the telephone. When the activity level was
moderate to high, the physicians were not avai]ab]e for follow-up on
procedures or tests that weré ordered for the child. The nurses
generally did not explaim to the parents that the physicians were a
factor in the deiays, such as informing -the parents that the emergency
physician would have to review the x-rays before further treatment

measures could be initiated. The nurses’ withholding of”jthrmation

7.

R
PR

related to the physicians suggested that the actors were éttempting to

maintain a united front and sense of cohesiveness as members of a
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tgam. -When the'activity level was hfgh,‘parents andvchildren were not
only delayed by waiting for results of tests or procedurés but also
waited to have the pfogedure done, for exahple, parents waited in the
X-ray waiting area for x-rays to be taken. Again, the parents wére not
informed by the nurses that they would have to wéit for a 109@ period
of timé. As the Te gt™ of time parents spent in the department the
more likely it was tha tney would interact with more than one nurse.
For this reason it js understandable that the parents had little recall
of the nurses vand identified that there were "so ‘many different
nurses." ATthough_the nurses contro]]éd the stage, it was evident that
they were(not perceived by parents to be the stars in the drama but
'rather were actofs»with small parts thatlwéré'frequently upstaged by
the star performers: the physicians. In addition, parents who waited
for tests, procedures or - treatments bbserved that there. were
communicatipn problems amongst the attors.on‘;tage; for example, one
mother identified that she was approached several times by a physician
who asked if her child's x-ray had been done.’ In another example, the
parents experienced a prolonged delay waiting for -the nurses to
administer médications to their child. As the nﬁrses were not usuai]y
present in tﬁe room»during the physicians' initial assessment, itAwas
' perceived by ‘the parents that the nurses and physicians did not
function as a team, which further contributed5to the audjences' view of
the nﬁrse as a bit player and the physician as é Astar performer. -
- Nurses not only set the staée but moved the stage props around on the
. stage. . When physicians completed their assessments, the parents and .

children were frequently placed in the ha]]@ays to wdit for test
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resd]ts and/or admission to the hospital. Doorways to examinati -
rooms were left open. In the backstage, the nurses pefceived.the neec
to be ready for "what if," that is, for when a "real emergency“,tgme
through the doors. It was observed that the rooms frequently remained.
empty during the times that parent; and children waited in .the
hallways. ’Movingfthevprops into the centre stage contributed to>the
audiences' impression that the department was‘busy. vAs nurses were
controlling the movement of the prop; it ‘élso rejhforéed, for Fhe
nurses, the importance of their role. Parents and children were not
provided with any privacy which further reinforced their role as the
audience. Emergency nurseg "made-fun" of parents in thé backstage and
réferred :to children in derogatory. terms, .fér example, "the spotty -
kid.* .For the nurses these beHaViours reinforced that they» were
members. of the .same actors' group. The parents who overheard the

commenty, however, glimpsed the backstage of the setting because the

actors had not sustained fronstage impression management.

Tentative Propositions

The tentative propositions thét can be generated from the
findings are: 7 ’

- nurse-parent interactions in the emergency department are

g2vrief and episodic
PR the frequency of nurse-parent interactions decrease the

onger f%e parent and chi¥d remain in the emergency departmeﬁt
- /

\2%' "the' longer the parent- and child remain in the emergency

' deparfment, the more likely the interactions will be pareh* ~ather than
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nurse-initiated
- - the acttvity Tevel in the emergency department does not
affect the frequency or quality of the nurse-parent tnteractions
- emergency nurses evaluate the legitimacy of the parent's and
chi]d's visit to the emergency department and ‘this influences the
. priority that w111 be p1aced on the provision of- care
- emergency nurses are not aware‘ of parents' psychological
‘needs, for example, need for anxiety reduction
| - emergency nurses are not aware of parents"cognifive needs,
for examp]e;rqeed for information
- the numben ~of nurses 1nteracting with a parent and child
increases as the parents' length of stay in the department increases.
- emergency nurses do not spend'time with parents providing‘
supportive.care |
- . - parents do not'perceivetemergenCy nurses as "care-gtvers"
- the’majority of oarents’seek a "cure" for their child when
in the emergency department not "care" for the1r child but parents of
ser1ous1y ill ch11dren want "care for themselves:

- parents are not encouraged by nurses to become involved in

their ch1]d S care 1n the emergency sett1ng
. RN

The Conc]us1ons and the Re]ated 1terature

Toon

s The rev1ew of the 11terature Supports the concept that emergency
nurses perce1ve that their pr1mary goal is to ma1nta1n a h1gh standard
of pat1ent care (Georgopoulos & Cooke, 1980). The same researchers

found that the qua]1ty of nurs1ng care was best for emergent patients,.

R
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for example, patients with myocardial infarctions. In studies (Gray,'

- 1976 Lewié & Bradbury, 1982; Yoder & Jones, 1981) that attempted: to

: ‘de]1neate the role of emergency nurses it was found that the nurses'

| ro]e tended to %e - Timited© to medwca]]y-de]egated functions and
functional,;nursing tasks. There was evidence- that the nurses'
expectations d; emergency nursing were not related to the reality of
the work environment and nurses were resistant to the use of the

emergency. department by non-emergent patients {(Lewis & Bradbury, 1982;

Millman, 1978; Yoder & Jones, 1981). In this study, it was evident I

from the nurses’ backstage - behaviours that the nurses ‘were confused

about the role of the emergency nurse but, as in earlier studies, they

a1so:vjewed_their role in terms of medically-delegated functions. The

nurses did not .see support1ve care and teaching as part of the

emergency nurses'’ ro]e In the backstage, the nurses a1§o,acknow1eﬁged

that they expected to care for emergent patients and 'expressed_=

-~

frustrat1on about the abuse of the department by non- ~-emergent pat1ents.
F]nd1ngs from prev1ous stud1es (M111man, 1978; Roth 1972 1978a)
indicate that emergency nurses refer to patients in derogatory terms
and “that they recount stor1es about tbe most b1zarre cases, grouplng
patients into. categories such 'as- "diffﬁcu}t." Similarly, in this
study, the nurses used derogatory terms when}digcussinn patients and

recounted unusua] stories about“patients in the backstage; There was

some 1nd1cat1on from previous studies that emergency staff responded'

more pos1t1ve1y ‘to children. and were therefore less Tikely to resort to,

control strategies (Roth, 1972, 19783; Sudnow, 1978). The children in

kthds study could not articulate their own needs. It was expected that

s

Y ed

Ty,
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the nurses wou]d interact with the parents and that the nurses would
/"\\\

probab]y not judge the" ﬂeg1t1macy of the parents ttilization of the

emergency department th1s\§5’/n;t\the\case Rot//j)978a found when a

patient's use of emergency was perce1ved\\f y17EQ1t1mate he typ1ca11y
recelved "hurried, routine processing" and th«s treatment also. applied
to children. Roth also noted that surgical cases were perceived to be
more legitimate than medical cases. The nurses | in this study,
classified the children. gnd parents according to. their "perceptions of

s"f‘ 8

the 1eg1t1macy of the ch11d 5 emergency>v1s@?'dkThe nurses perceived

. Children w1th 1aceratwons as '"real emergencxes“t and therefore: as
1eg1t1mate users »of eﬁergenCy The nurses at rthe. desk responded
'qu1ck]y to these ch11dren and they were prd?essed through the
department quickly. Ch1]dren with medical- problems, such a an,
a]]erglc reaction were Judged by the nurses to be 111eg1t1mate users,
i.e.; "routine patients" and typically received a cursory assessment by
the nurses at the desk -and the nurses attending them in the exam1nat1on
rooms. Th]S Judgement of the pat1ents as legitimate om iXlegitimate
users//f emergency was used by nurses as a mechan1sm of control over
the parents and children, 1.e., the desk nurse- controlled when and how
the chi]dawould be seen by an emergencyvphysician and influenced the
other nurses' resppnses to the parents and children. It was the nurse
. at the desk who determfnedﬁ\nhere the child wou]d_fbe p1aced“in the
.department. Placement in the waiting Aroom signa]ted to the other
nurses~ that “the ‘;hild was ‘“routine" " and not in need of immediate
nursing attention. Th- nurses also used otherv&pntrol strategies with

‘the- parents such as avoidance, withholding infonmatipn,, and Timiting
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their contacts with the barents to retain situatior control.

The Tliterature also suggested that parents tended to abrogate
their parental role in the emergency department when their child
required admission to hospital (Roskies, Bedard, Gauvreau-Guilbault,
and- Laféktune, 1975). The nurse-parent interactiohs were brief and
episodic, but the control exercised by the nurses actually divested the
parents of their role, for exampie, parents were not asked to
Darttcipate in giving their child meditaﬁ%ﬁn. ‘The nurses did not
explain to the parents what the medications were, the purpose of the
medications, ahd the expected effects. Further, parents experienced
lengthy delays waiting for their child to be - admitted, but were not
informed by the nurses about the reasons for the delays. In faét}the
nurses generally ignored the‘ parents’ thch was a common control-
"strategy in this study. | |

\ Nick]ih/(1979) found that families need to know what‘is happening A
in the'emergehcy environment 1in order to alleviate theih anxiety and
there’yas~ev1dence that parents,. in. this study, were. perturbed by the

~lack of information they received. The parents were not kept informed

-

by the nurses about delays and/or procedures or tests planned for the}r

child. The nurses generally ﬂﬁid not attempt to alleviate parents

A

. { .
anxigty. The nurses did not demonstrate that they were aware ; mF the . fv‘
R

» . ugr" -,

parents' psycholog1ca1 needs and their backstage behaviour 1n¢1ca fd «
that they did not see support1ve care and teach1ng as part of the m&éﬁ’
of the emergency nurse. In a study of jnpat1ent fac111t1es (Rosentha1 ;;
Mahsha]] Manherson,;& French, 1980) it was ggested that nurses cast e

£ ] .
family members into~the role of patients when the re]at1ve became the



W

.

153

focus of the nurses' attention._ The researcheré found that the nurses
used this strategy in order to exercise control because the nurses
perceived that the family members were "outsiders" and less subject" to
control -and therefore represented a threat to the nurses. In the
currenf study, tﬁe children could not articu]até their needé

consequently the nurses focused their attention on the parents. There

 was evidence to suggest that the nurses cast the parents into the role

of patients givén the number of control strategies that they utilized.
Thére was also some evidence thatJnurses did not feé] in control when
dealing with .children, thus the nurses may’ have operated on the
assumption that controlling -the parents equated to contro]]iaé the

child. The nurses' response to pafents whose children had ingested

_poisonous substances suggested that the nurses not only cast them in-

the role of patients but punished ther for their "bad" behaviour by
ignoring them and leaving them to deal withvthe child's vomitus.
Previous studies,(Georgopqulosl& Cooke,‘1980; Roth, 1972, 19786;
Lewis & Bradburyz 1982) have shown thag'emergenc§}nu}ses are closely
aligned to the emergency physicians and that the nurses and phys%cians
function as a team, Although there was evidence that the nurses

: . b
witheld information froa, th  parents related to the physicians, 1in
N . _

fprdérfto present a united front as a team, the nurses and physicians

were not perce1vedgas_a team by the parents. T nurses were rarely in

the room Wi;h thé:parents and- child at the same time as the physician
whichAmay have contfibuted to the parents' perceptions. Generally, the

parents in " this studyﬁ did not .view the emergency nurses as
"care-giyers";bdt then the parents generally were seeking a "cure" for

i
]
!
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their child rather than "care" in the emergency department.

‘It was anticipated that the activity 1eve] in the emergency
department would impact on the quality and frequency of“nUrse -parent |
interactions (Millman, 1978; Roth, 1978a). In this study, it was found
that there was no difference in the frequency or qua11ty of the
parent-nurse»interaction when the activity level was low, mod%rate, or
high.

A review of earlier literature (Resnick & Hergenroeder, 1976;
Roskies et al., 1975) suggests that'there is a need taaimprove nursing
‘cage of children in the emergen6§35etting, particilarly as the child's
only exposure to a hospital may be the emergency department These
researchers also sugges$t that éﬁe parents' psychological needs may be
as important .as the ch11d—pat1ents'{heeds. In this study, the parents
and children nho were in the emergency department for prolonged periods
of time interacted with several pifferent nurses, for example, there
were 13 nurses involved with the parents of the four chi]dren whebwere
admitted to the hospita], Consequently, not only were the nurse-parent
interactionS« brief and episodic, but there were .multiple nurses

wvoiad with the parents and the1r,‘ohtidren which precluded the

“3%7 'shment  of  nurse- parent nurse c§11d and/or  parent-nurse
\%

.k

reiationships. As there was little ev1dence of nurse-parent and/or

nurse-child re]at1onsh1ps, it was apparent that the emergency nurses

"

were.- not- -assessing the ch11d-pat1ents needs‘qﬁg;_ “‘parents

A I -
psychological needs. Further, in the s1tuat1ons where éh‘JemerdéﬁEy

v g
nurse attempted to establish a relationship with a parent and/or chi]d,

there was 1little evidence that tne nurses functioned in. the role of

C& >
) {
4
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"care-givers" or acted inucpendently based on the nursing diagnosis of
a child's illness and a child's need -for nursing intervention. For
example, when‘a nurse identified that a child's temperature was 40°C,
the nurse’requested thatia physician see the child as soon-as possible,
whereas an acceptable nursing intervgntion would have been to commence
sponging the child with tepid water to reduce the fever. There was
also 1itt1e evidence that emergency nurses‘ were aware of child
deveiopment or prob]ems speCific to the pediatric patient. The norses'
lack. of awareness about milestones in a child's development was
apparent when a nurse placed an eight-month old child on the floor ‘and
asked the child if he could walk. Some of the emergency nurses
admitted that eijther they disliked caring for children or that they

were afraid of children.

Implications for Nursing

‘In this study, the researcher attempted to describe one aspect of
the'ehergency nurses' roie, the nurse-parent interections in situations
which involved pre-school chiidren. It was observed that the
nurse-parent interactions in the emergency department were brief,
.episodic, and non-supportive of the parents. Parents were not sure
-about the functions of nurses inpthe hospital setting and most.parents
were not expegting nursing care in the emergency department. Further,
it was shown that emergency nurses were cénfused about their roie in
the emergency setting, that is, they expected to care for patients who

were '"real emergencies" not routine" patients. - The nurses perceived

themselves to have a limited ro]e and that Was reinforoed by the
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parents' perceptions of the role. The nurses' expectations of
émergency nursing were not congruent with the reality of emergency
nirsing. It is known that the utilization of the emergency department
has changed  dramatically during the 1970's and 1980's, but emergency
nurses are apparently not prepared to recognize and/or accept that
nursing care in the emergency department is not restricted to providing
care to "emergent" patients. It is necessary for emergency nurses to
recognice that'they have the responsibility of caring for a diverse
group of patients ranging from infants to sen1or citizens.

Consequent]y, 1t is important that emergency nurses begin to articulate

"-4
)

~ what the ro]e of the emergency nurse is and the d1mens1ons of that role

when car1ng for 1nfants or adults. In order to prepare nurses for the
reality of emergency nursing and the multifaceted nature of the role of
the emergency nurse,‘,consideration must be ‘given to the eduational
preparation of emergency nurses and the focus in education programmes
that are specific to emergency nursing. It is evident that there is a
need to focus on the art of nursing as well as the technical aspects of
emergency nurs‘ng. It is important that emergency nurses develop

effect1ve commun1cat1on skills and utilize. the nursing process to

formu]ate a nursing d1agnos1s on which to ‘base appropr1ate nursing

intervention. It is suggested that nurses preparing at the

baccalaureate level be encouraged to enrol in courses from faculties
such aﬁgsoe&ology, psychology, and anthropology, that not only expand
written and oral communication skills but facilitate understanding of
human behavior, It 7s apparent that patients need teaching and

supportive care in the emergency department. In addition, it s
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important that emergency nurses refrain from Judging the legitimacy of
a patient's or parent's -visit to, the department. Patients and/or
parents should be accorded the courtesy of an initial assessment by the
triage nurse that extends beyond a cursory glance. It is not
acéeptab]e for patients to be placed in a waiting area by a clerk.

To begin to resolve some of the problems experienced by parents
in the study there is a need to consider éhanging the method of nursing
assignment in emergency departments. In this study, nurses were
assigned to certain areas inAthe e%ergency department, which resu]tedt
several nurses ihteracting with the parents, thus preventing consistent
care. This method of assignment not only disrupted the continuity of
patient care but appeared to result in lowered standards of nursing
Care as no one nurse was accountable for the nursing c;ré or was in a
position to .establish a re]at1onsh1p with the parent and/or child.
Nurses who d1d not care to work w1th children were a]so in a position
to avoid them which may have contributed to delays in pﬁég}ment.
Certainly this assignment of nurses by_fggga' resulted in de]é}s or
omissions in treatments and explanations aboﬁt what Was‘happeninﬁ, for
>examp1e, why the parents were waiting so' long for test resd]ts,'/fhe
parents did not perceive emergency nurses in a caring, supportive role
because there was minimal opportunity for parents to really assess the
role of the emergency nurse. It is suggested that primary nursing care
would begin to resolve the prob]ems experienced by parents fn thié
study. With primary nursing care, a nurse would identify with spec1f1c
pat1ents Tne nurses would probably exper1ence greater satisfaction

with the role of the emergency nurse because they would establish a
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re]afionship with the parent and child. The‘nufse would be accountable
for updating the. parents about the reasbns for the delays and/or
prolonged waiting times. It is also suggested that a core group of
%drées on each shift be identified to work specifica]]y.with parents
and children. It s expected’ that the nurses would volunteer and
therefore‘bit is assumed that the nufses would want fo work with
children.

' Althoughonot well documented in the Titerature, it is suggested
that a play therapist assignéd to work in emergency departments on: days
and evenings cén assist the nurses in assessing and caring for children -
and darents in a - emergency departmenf. ‘In the general hospital
setting, in order to improve 'the qua]ity of care for the pediatric
patjent, cons}deration should be given to identifying a specific area,
for example, two examining rooms that will be allocated for use by

children and/or parents. Consideration §h0u1d also be given to

. establishing a separate waiting area for children that Contéi%%i?

2
childrens' washroom facilities, appropriate toys, telephone service for

parenis, and hés been decerated to appeal to a cross-section of

children.

Recommendations-

The researcher recommends that:

. Primary nursing care be implemented in emergency departments
and evaluated after a six—month' period to deterhinev wqéthef
improvements in-Care have been effected.

2. Screening procedures oﬁ admission should include an iﬁitia]
ey

Sl
3

Sg
‘.J
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assessment by a regiétered nurse of the. patient's status and the
reasons for attending the emergency department.

3. Nursing administrators be made aware that pediatric péfients
have different needs from adult patients and that the parents
péychological needs are also important in the emergency setting.

4. Nursing administrators be made aware of the diversity of
patients utiiizing emergency facilities.

'5. Hospital = administrators consider establishing separate
waiting areas for children and parents in.the Emergency Department.

- * 6. Emergency nursing programmes shog]d be developed that
include coﬁtent ré]ating to cultural divefsitiés; emotiona]-sﬁpportive
needs of patients 1in. crisis, and déie]opmeﬁta] milestones which
influence the approach that mhst be taken wi;h chi]drenl

7. Further descriptive studies be done in other emergency

settings in order that comparisons can be made across hospitals.

2

AL



L

. BIBLIOGRAPHY - .

Sesp -

A

>

io0



- BIBLIOGRAPHY

Agar, M.H. The professional stranger. Toronto: Academic Press, 1980.

Allentuck, A. Who speaks for the patient? Don Mills, Ontario: Burns
& MacEachern, T1978. . ’ .

: A]pert, J.J., Kosa, J., Haggerty, R.J., Robertson, L., & Heagarty,
M.C. The types of families that wuse an emergency clinic.
Medical Care, 1969, 7(2), 55-6T.

Broncatello, K.F. Auger in action: Application of. the model.
Advances in Nursing Science, 1980, 2(2), 13-23.

Cassell, J. Ethical principles for conducting fieldwbrLg, American
Anthropology, 1980, 82, 28-41. ‘ S

Davidson, S.M. Understanding the growth of the emergency department
utilization. Medical Care, 1978, 16(2), 122-131.

Dean, J.P., ' Eichhorn, R.L.,” & Dean® L.R. Establishing field
relations. In G.J. McCall & J.L. Simmons (Eds.). Issues in
participant observation. ,ReadingflMa.: fddison-Wesley, 1969.

Denzin, N.K. Socﬁo]ogicaf methods (2nd éd.). Toronto: McGraw-Hill, '
1978. - ' S .

Duigan, P.A. Ethnography: An adventure in interpretative research.
The Alberta Journal of Educational Research, 1981, 27, 285-297._

Emergency services in Canada. Ottawa: Department of National Health
and Welfare, 1975.

-

Field, P.S. . An ethndgraphy: Four ﬁurses"perspectives of nursing in a
community setting. Unpublished doctoral dissertation, University
of Alberta, T980. .

Fox, D.d. FUndamenta]s' of hursing, research. (2nd ed.). New York:
Appleton-Century-Crofts, 1970

Georggpou1ous; B.S. ‘& Cooke, R.A. A comparative “study of the
‘ - organization and performance of hospital emergency services. Ann
Arbor, Michigan: TUniversity of Michigan, T980.

Goffman, E. The presentation of self in everyday life. Garden City,
N.Y.: DoubTeday, 1959. ] ' _

Gold, R.L. Roles in sociological field observation. .1In G.L. McCall &
J.L.  Simmons (Eds.). Issues in participant observation.
Reading, Ma.: Addison=Wesley, 1969.

. o 161 .



162

Gray, V. How much nursing.do nurses really do? Journal of Emergenéy
Nursinqg, 1976, 2, 24-27. : '

Jacdbs, A.R., Gavette,| J.W., & Wersinger, R. ‘mergency department
utilization in an wurban community. Journal of the American.
Medical Association, 1977, 216, 307-312. ' »

Kirkpatrick, J.R. & Taubenhaus, L.J. The non-urgent patient oﬁ the
‘ emergency floor. Medical Care, 1967,.§(1),_19-34.

Kluge, D.N., Wegryn, R.L., & Lemley, B.R. The expanding emergency
department. - Journal of the American Medica1_Association,)1965,
4191, 801-805. - ‘ :
Lanros, N.E. Assessment and intervention in emergency nursing. Bowie,
Maryland: Robert J. Brady, T1978. '

LeCompte, M.D. & Goetz, J.P. Problems of reliabjlity and validity in
ethnographic research. Review of Educational Research, 1982,
52(1), 31-60. '

-

affect the emergency unit. .The Modern Hospital, 1960, 425(5),

97-1 OO; " .
(%%Qpﬁis, B. i%;A Bradbury, V. The role of the nursing profession: in
o _;;,,hgsb)‘” accident and emergency, departments. Journal of Advanced

~._~Nur€ing, 1982, 1, 211-221.

McCall, G.Jd. & Simmons, J.L.  Issues 1in participant observation.
Reading, Ma.: . Addison-Wesley, 1969. -

Miliman, M. The unkindest cut. New York: William Morrow, 1978.

Nicklin, W.M. The role of the fami]y in the emergency department. The
Canadian Nurse, 1979, 75(4), 40-43. ’ .

Nursing aspects of emergency service. (Vd]. 6). Emergéncy Services in
- . Canada. Ottawa: Department of National Health and Welfare, 1975.

Pisarcik, G. Why patients use the emergency department. Journal of
Emergency Nursing, 1980, 6, 16-21. . -

Resnick, R. & Hérgenroeder,- E. Children and the emergency room.
Nursing Digest, 1976, 4(5), 37-40. ’ o

Riehl, J.P. & Roy, C. Conceptual models for nursing practice (2nd-
" ed.). New-York: Appleton-Century Crofts. 1980. ‘

Robinson, G.C., & Klonoff, H. Hospital emergency services for children
and adolescents. Canadian Medical Association Journal, 1967, 96,

1304-13080 ’

-

S

Lee, S.S., Solon, J.A.,'& Sheps, C.G. How new patterns of medical care////. ‘



163

Rosenthal, C.J.,"Marshail, V.W., Macpherson, A.S., & French, S.E.
' Nurses, patients, and families. London: Croom Helm, 1978.

. Roskies, E., Bedard, P., GaurVreauquiIbau1t, H., & Lafortune, D.
Emergency hospitalization of young children:  Some neglected
psychological considerations. Medical Care, 1975? 13(7), 570-581.

Roth, J.A. -Staff and client control strategies in urban hospital
emergency services. Urban Life and Culture, 1972, 1(1), 39-60.

Roth, J-A. Some contingencies of the moral evaluatjon and control of
clientele: ~ The case of hospital emergency sgrvice. In Y.

% Hasenfeld & R.A. English (Eds.). . Human service organizations,

7 Ann Arbor, Mich.: University of Michigan Press, 19/3a.

Roth, ‘J.A. Utilization of hospifal emergency department. In H.A.
Schwartz " & C.S. Kart (Eds.). Dominant ~issues in medical

" sociology. Don Mills, Ontario: Addison-Wesley, 1978b.

Rubiny’ RL;’&'Eriékson, F. Research in clinical nursing.  Journal of

Advanced Nursing, 1978, 3, 131-144, - -

qoéres; C.A. Low verbal uséage and statUS'maintenanqe among intensive
care nurses. -In Chaska, N.L. (Ed.). The nursing profession.
New York: McGraw-Hil11, 1978. ' - ‘ , e

Soderstrom, L. The Canadian health system; London: Croom Helm, 1978.

Strauss, A;, Schatzman, L., Bucher, R., Ehrlich, D., & Sabshin, M.
Field tactics. In GiL. McCall & J.L. Simmons (Eds.). Issues in
participant observation. Reading, Ma.: Addison-Wesley, T989.

Sudnow, D.  Dead,on arrival. In H.D. Schwartz & C.S. Kart (Eds.).
' Dominant iSsues in medical socioloigy. ; Don Mills, Ontario:
Addison-WesTey, 1978. B i ’

Vidich, A.J. Participant observation and the collection - and
_interpretation of data. In G.J. McCall & J.L. Simmons (Eds.).
Issues  in * participant observatijon. Reading, =~ Ma.:
Addison-WesTey, 1969. : :

Yoder, L. & Jones, S.L. Changing emergency department use: Nurses'

perceptions and attitudes. Journal of Emergency - Nursing, 1981,

7, 56-74.

Ze]ditch, Jr., M. -Some methodological problems of fie]d studies. In
G.J. McGCall & J.L. Simmons (Eds.). Issues in participant
observation. Reading, Ma Addison-Wesley, 1969. )

o

«



\Y;

oy

1
Coaad
. Ty

n?

Appendix A

Y

A-] Informétion Letter: Nurses

a

164



‘Director ‘of Nursing, vAssidEi:f
Supervisor to observe and co

RESEARCH: Nurse-Parent‘Interactio65§f
‘,vrn The Emergency’Department-

My name is. Sharon Toohey and I am a student in the Masters of

Nursing Program at the Un1vera1ty of ATberta The top1c of my Masters

. Thesis 1is nurse-parent 1nteract10ns in the emergency department In

th]s study, the 1ntent is to descr1be how emergency nurses respond to

parents of children, as children cannot 1dent;fy the1r own. probTems,,

for example, babies and children up to 3 yeaﬁsvof ege To descrlbe
,y»to observe them 1nteract1ng

what' emérgency nurses=do it is necess

with patients anhd/or families. : J ha” b'en g1ven cTearance 'by the

r}f:‘.

the Grey Walls' Hosp1ta1 emergency department ' . ;a

When. patrents br1ng their ch11dren to the emergengy department f

will accompany the nurse and " the pat1ent as an observer "to - the area
where treatment will commence. When the nUrse has compTeted her Work
with the child, I will ask the parent to sign a consent form to

1nterv1ew them within a week of the1r emergency visit.

the study findings. Because I a observing nursing’care I am ask1ng

' you-to sign the consent encTosed. PTease return the consent to your

28
L . ) ki

Associate Unit™ Supervisor. . ,r .
I w1TT be picking up- the consents the week of March 21st, - 1983.

I will start my f1rst observat1on per10d on Tuesday, March 29th 1983 -
~at 1600 hours. A The next observat1on per1od Wil be Thursday, Margh
. " 31st, 1983 at- 1600 ~hours. ~ I havg cTearanoe to obtain® add1t1ona1

L;1nformat1on from the charts, so I w1TT aTso be Took1ng at the pat1ents“'

charts. ﬁ&v \:f’_a A £ :
If *yov@ave any quest1ons or concerns, pTease do lie o hes1tat.e to

P

contact me. @,

Telephone numbers: | -Hamé¥334-4d'

Other- 432-8035 - 5

fgg

ATl data . gathered - , W]TT;w—be strictly conf1dentTaT‘,,and no;
_participant (i.e., you the nurSji will ‘be identified ‘in my report on

FRRN
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’\}. . . » b
9 ~ Nurse_ Consent Form: ' -
- Project: ’ . Study of Emergency Nursing
Investigator: . Sharon J. Toohey
5 ‘ : Masters inyNursing Student
Y Faculty of Nursing ‘ .
R University of,Alberta = %
S Edmonton,,ATberta '
. o T5J 2L5°
Under the L :u ,
Supervision of: Dr. P.A. Field /
o "~ Faculty of Nursing / B
4 , | Unjyersity of'A1berta
A\ ) e <y
. ~ %L% ) I hereby consent to part1c1pate in th1s study and to allow the
| researcher ‘to observe @ﬁonurs1ng care im t@e Emergency Department. I ’
’ understand1ng that whatever “information L g1ve is  considered t
© A conf1dent1a] and will be used 1n such a way as to protect my'anonym1ty
I understand that I may refuse to answer any questions, and that
@ﬁ."\ [ may withdraw from the study at any time, w1thout pena]ty
[ have been given the oppdrtunity.to advance to ask quest1ons of "
) "M&. Toohey, about her Feserach and these. have been answered to my |
- satisfaction. ‘ gl
=~ B f ‘4’11.‘,) @ 3 -
: Date Nurge- S v
B B . - : “ 5 e - R R
e ’ & L"‘;T‘;?:,I N
.“%; i 'fr,v":qr"' . .
- «f’ @ )
& .,«‘-ér 13‘ ; * . w
: Tat e e
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Parent Consent Form

Project: | Study of Emergency Nursing . "
- Investigator: ) | Sharon J. Toohey
: Masters in Nursing Student
Faculty of Nursing
University of Alberta
Edmonton, Alberta
T5J 2L5
-Under the L L | :
Supervision of: . At Dr. POAL Field
T W Faculty of Nursing
‘ University of Alberta
I hereby consent to.participate in thig'vstudy and ﬁ@'alloﬁ the.
researcher to observe me and my ch11d S, treatmenttujn Nthe Emergency
Department ' I understand that whatever 1nformation is“co11ected wil] R
be cons1dered confidential and will be used in such a way to protect mj ,
' . . . A \’ ‘wc""
anonym1ty “ﬂ{‘w o i
o1 understand that [ may refuse to answer: any questlons,.an& that ' .
wi : o jﬂﬁ‘{‘
1 may withdraw from the study at any t1me without penaTty ‘ ' a0
L3
I have been g1ven ‘the opportun1ty to advance to ask questlons of
M Toohey, about her reserach gpd these have- been answered to my -
vsat1sfact1on |
. . v . ;‘."; 3 . . ) i ) V' }‘ N . ) | ey
‘ : ) -. ;f“",*‘lﬁ‘ ) ' " ‘. . . ) - . I ) . o ‘ ) . q".‘ .
L e 2 ’ N
Dat- '3§§i*3‘”1 . Parent
Rrar T A s v
: AT AR - ,
~ S e o C. gy ' -
<, - o g L ,}‘J, N yii 23NN ‘ . ' 1 o
Researcher : corE W1tness S 7 B _ .
< "» ‘% m{; » ‘ B ,' ) “ ' 0:,-5 D - s o s : ~a - < “
" e, P & . R
e C"" "‘:’ B & ‘-&. R o
n‘/ - ’ ‘ ~.) _'7‘ J' »w - »~ ! Q ) -7’ ) \
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Parent Consent Form (2)

v} SUEDS ’ .
Project: - Study of Emergency Nursing

- Investigator: o Sharon J. Toohey .
~ Masters in Nursing Student
Faculty of Nursing
University of Alberta
- Edmonton, Alberta L

T3] o5
* Under the ‘ ' :
Supervision of: } - 8;. P.A., Field
: Faculty of Nursing

o University of Alberta ‘ .

: hereby consent to® 5@art1c1pate in this study and to allow .the
researcher to visit my home and tape record the 1nterv1ew I

understand that whatever information I g1ve is cons1dered conf1dent1a1

¢

and w111 be used in a way to proeect my %honym1ty
[ understand that the . 1nterv1ews w111 be tape recorded and at

~ ethe end of the prouect these "tapes will be erased ' : ﬂ

Q

I understand that I may refuse to answer any quest1ons, and that

T
o

I‘have been given the opportun1ty to ask questlons of Ms Toohey;

ey

Date o ‘ N Parent -
e ° L »-s '

Researcher”fgglgé X Witness . Tt
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DATA COLLECTION SHEET ' B

DATE:

TIME OBSERVATION STARTED:

WHERE OBSERVATION STARTED:
ENTRANCE TO E.R.: _ WAITING ROOM: NURSES' DESK:
EXAM. AREA: _ DRESSING AREA: '

——

" MECHANISM FOR ENTRY TO E.R.: | | o
VIA AMBULANCE: ___ ' CARRIED BY PARENT: __ WALKING WITH PARENT: L
. - o ‘
E.R. ENVIRONMENT:
ACTIVITY LEVEL: HIGH:
| MODERATE :

LOW: | . o
MANPOWER: SHORTAGE OF NURSES:. PHYSICIANS: -
AUXILIARY PERSONNEL: «
RESPONSE TO PARENT BY'R.N. AT.DESK:
. : — 5;\ ",Qv K :
4% RESPONSE TO PARENT BY R.N. IN AREA: INTRODUCE SELF TO PARENT YES 4 NO_ -

4y

' CONSENT FROM PARENT FOR 08 ERVATEON: ' YES: '/ No:' | TIME:

LOCATION: . . - o SN N .

.- *  CONSENT FROM.PARENT FOR FOLLOW-UP VISIT: YESw: . .'NO: . E
o) o N R N e B T
. TIME OBSERVATION COMPLETED; =~ -~ =
e WEL LT T .
.%V,Qﬁgé NO. f*% L B S . '-ﬂ%;.
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Patient Information Form

Name:

Age:

Siblings: Brdthers: Sisters: . Qrder
Racial Background: | Aw;
Occupation (or previou; occupatioﬁ) TMdther:
Father: -
L& Aeress: ' ‘5775
\ } 'Téiebhépg,ég.: - |
y  .'f,“ 5iégnosis; | .'Zt ‘ ’ E
:%f ;Tféétment ant.R.? _ ' .

% il ‘
B 5 P : i “—
‘. ’ 27 .
* s
ES B Coe " . e - ' . '
# ~Previous Use of Emergengy by parents for child/children ‘ .
) ‘\'" PR Py . B 3 - w . - . v -@ "
X Ny S 3 g EE s “: " ‘ o
o d Parents verbally- agreeq o S Lo g
o “to fo]low-up v151t R L é?‘”‘ No
Eas Sl Lo g “ : E -
R v - - . .‘ . .
. .19_»-’ ‘:\,‘Eﬁ" y S " 'n o s . 3 RN
’.f',,, A ot e : ’ . “ 8, o
: ENE o i . s < 0 =5
o " T = 5 ? "
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\
GUIDE FOR FOLLOW-UP INTERVIEW WITH PARENTS

)

Can you descr1be as clearly as you can your child's specific

i1Tress or injury that was you main reason for your visit to the

emergency department?

What made you:decide to take your child to Grey Wa]1s Emergency
Department for treatment (rather than go elsewhere)?

Can you des 1be to me: what happened after you arrived in the
emergency degﬁvtment with your child?

Do you remember how 1ong you had to wait with your ch11d before
you and your chl]d were seen by a nurse? .

\_1, .

As far as you can tell now, how 1mportant was 1t tha 1'f b 1d
receive 1mmed1ate attention at that time?: . NV

Can you tell me what‘you remember about the nurse (nurses) w
took care of your child in the emergency department?

Lvﬁ.q

How wOeﬁﬁ you descr1be that care that the nurse (nurses) gave to
your cﬁ id while she (he) was in the department? - '

ﬁrﬁ,e , L

‘Do you think that the nurse (nurses) gave you the opportunféy to

ask quest1ons about your ch11d S 1nJury or illness? - .

What do you expect as a parent when you take your child to the
emergency departmentb ‘

How do you expectbthe nurse (nurses) to act towards yoﬁ‘as a
parent? _ . S e ) .
. v _ = -

If you were in- charge of the emergency department can .you tell
me as a parent what changes you would make in the department7

8

L

Do you have any questions?” o IR



