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FOREWORD

Some have remarked with truth-laden humor that it is not change that is so difficult but the transition. This
volume illustrates that truth. The stress experienced and the new coping required when one is in transition
are amply documented in this stunning research- and theory-based volume. This book brings together and
integrates other middle-range theories about transitions in self-understanding and in one’s situation and
situated possibilities. The theorizing begins within role theory but soon expands to focus on the process of
transition with all of its demands for new concerns, habits, skills, practices, and new coping capacities
across many aspects of one’s lifeworld and human development.

Transitions Theory: Middle-Range and Situation-Specific Theories in Nursing Research and Practice
provides a remarkable intellectual history of the evolution of the concept of transitions in the lifeworld of
persons and the universal human experience of transitions that evoke personal and community change. A
transition may begin with enchantment and excitement or fear and grieving. Transition occupies a space
between what went before and what is evolving. The place most bereft of equanimity is that period of
protest and holding on to a no-longer-tenable past. Transitions can be empowering and growth producing,
or they may end in self- and world diminishment. This is what makes transitions such a pivotal time for
coaching and supporting growth and resilience.

Transitions Theory will be a classic and must-read for anyone doing research on transitions in relation
to developmental and situational health and illness, organizational, and therapeutic transitions. The work
of nurses in coaching and supporting persons through major life transitions is comprehensively articulated
and examined theoretically. Dr. Meleis provides the scaffolding and anchoring of this work in her own
scholarly career as a faculty member, nursing leader, and researcher. Many of the readings come out of
her work with doctoral and postdoctoral students and her faculty colleagues. This book exemplifies the
work of a scholarly community.

Transitions Theory addresses a core problem in nursing, psychology, and social sciences in which the
person is unwittingly decontextualized and rendered ahistorical in many research methods, theories, and
human science studies. Technical rationality typically focuses on frozen moments in time and yields an
unplanned presentism while ignoring changes in the situation and over time. This theory and research offers
a corrective focus that can enrich our understanding of development, formation, as well as stressful responses
to both predictable and unpredictable change in human life. Nursing is concerned with growth and develop-
ment, health promotion, coping with the demands of the human experience of illness and recovery. Transition
theory introduces a broader view of rationality that includes relationships, change over time, and the person
in particular situations and contexts. Giving birth; becoming parents; growing up; coping with chronic
illnesses; recovering from injury or acute illness; changes in jobs and family structures, communities, or
cultures all demand studying persons in their social relationships, context, and their experience of transitioning
into new self-understandings and new lifeworlds.

This work is to be commended for the development of strategies to help people come to terms with
new situations, demands, resources, and relationships in their lives. A cutting edge of this work involves
studying migration and immigrant health. Role supplementation programs examined new sets of skills and
capacities that would be required for becoming a parent or moving into new work roles. Coming to terms
with the transformed situated possibilities of evolving heart disease and other chronic illness is also a
cutting edge in this work. There are many commonalities in transitions that are identified here. Discovering
what aspects of these commonalities matter most and are the most challenging for particular individuals

xiii



xiv FOREWORD

and groups are rich areas for creating new support programs and services for persons in transition. Social
support, whether it is informational, emotional, or tangible, matters in different ways, in different transitions,
to different people. So although much has been accomplished in articulating the particular challenges and
opportunities of social transitions, this is still a field with large potential and vast horizons in this era of
globalization and increasing cultural exchanges.

Finally, this book is exemplary in tracing the intellectual history of theory and research in social
transitions and for identifying new directions and gaps in the field. It demonstrates a coherent and evolving
body of research and thinking that will be informative for any graduate student and faculty member
embarking on a career of research and scholarship. I recommend it as essential reading for all graduate
students learning to do literature reviews, interpretation, and synthesis and for inspiring them in developing
coherent and integrated programs of research. I also recommend it for clinicians who work on facilitating
transitions toward well-being and policy developers who want to reform the health care systems.

Patricia Benner, PhD, FAAN



PREFACE

Ever since I became interested in understanding the theoretical underpinnings of our discipline of nursing,
learning that nursing practice is a rich resource for theory development, and finding out that advancing
nursing science is the key to providing quality nursing care, I became convinced that “transitions” were
central to the mission of nursing. Developing transitions as a theoretical construct, which then led to the
development of theories, models, and research, is an example of the microcosm of how we can bring
coherence to other central thoughts, concepts, and propositions in nursing. Theoretical coherence leads to
sound nursing science, which in turn leads to evidence-based practice.

To the readers of this volume, I present to you what I have been thinking and writing about for 40
years. The articles and writings selected for inclusion in this book also represent the thinking and writing
of many prominent colleagues. The collection of writings reflects the depth and breadth of what nurse
scientists produced to advance theory and research related to “transitions.” What we know about transitions
is the result of answers to many significant questions: the hows and whys of experiencing and responding
to events that trigger a transitional process; it is these questions and answers that make up the substance
of this volume.

Many scientists in many disciplines have addressed life transitions of individuals and families and
they developed theories to describe the experiences that occur during transitions, as well as the different
strategies proposed to cope with the events that caused the changes in the lives of people. The divorce
transition is one example of an event that has attracted much discussion and many scientific and popular
books read by scientists and the lay public. Organizational transitions as well as the transition to adolescence
have also commanded the attention of many different scientists.

Similarly, nurses have always cared for individuals, families, and communities experiencing changes
that trigger new roles, losses of networks and support systems; these periods of disequilibrium are marked
by turning points and a short or a long transitional process. These changes required the attention and the
caring of nurses with or without the theory and the research to back their caring interventions.

Therefore, it is with pride in the progress nurses have made in advancing knowledge about caring for
people in transition that I put together writings that bring theoretical coherence to an area in nursing that
is giving more centrality to anticipating, experiencing, responding to, coping with, and providing nursing
care to people who are in “transition.” People in transition may be individuals, groups, families, partners,
organizations, students, nurses, faculty members, or administrators. What makes their transition a nursing
concern is the potential risk that the transitional experience may place on them. Preventing these risks,
enhancing well-being, maximizing functioning, and mastering self-care activities are outcomes that nurses
strive for in their interventions.

There are several goals attempted in producing this book of readings. First, because of the increasing
interest in transitions as a scientific area of inquiry, there are global requests for writings for those who
are interested in using transitions as a framework in their practice or research. Many of these requests are
for the early publications about transitions. For that reason I have republished these hard-to-locate writings
in this volume. Second, with the establishment of the New Courtland Center for Transitions and Health
Research at the University of Pennsylvania, we anticipate an increasing interest in the transitional care
model, which is based on much researched evidence and is cost-effective in enhancing the well-being for
elders and those with heart failure. Third, by bringing to the discipline of nursing more theoretical and
research coherence, this volume could be an example for those who may wish to bring together other
theory, research, practice, education, and policy writings related to other central concepts.
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xvi PREFACE

Who should be using this book? Here are examples of potential readers of this book: undergraduate
and graduate students who are studying the philosophical and epistemological underpinnings of the nursing
discipline as well as advanced graduate students who are interested in theory development. This book will
be useful to clinicians who use theory, who translate theory, and who plan to use the evidence to support
their practice of clients in transition. One of the central goals for this book is to inspire researchers to ask
new research questions, to continue to advance nursing theory and science related to transitions, and to
translate and evaluate models of care in practice. This book could also be used by policymakers who want
to develop and implement transitional care models in practice. Finally, faculty members who want to
develop syllabi related to theory, research, and practice will find this book very useful.

Readers of this book can study the different sections and chapters sequentially, starting with the
comprehensive introduction in Part I, proceeding to the theoretical development of transitions and then
reviewing each category of transitions: developmental transitions, situational transitions, health–illness, and
organizational transitions, followed by the three models of nursing therapeutics outlined in Part IV. Or,
they may select a particular category of transition to focus on. In Part V, I conclude the book with the
most frequently asked questions about transitions. These questions are a microcosm of the many questions
that we have received over the years. The answers to these questions, as incomplete as they may be, are
offered to challenge the readers to ask other questions and to offer their own answers.

The selection of the articles included in this volume is only a fraction of all that is written about
transitions. I hope readers will be inspired to find other pertinent examples, to develop their own research
programs, and to revise and extend the theories and models reviewed in this book.
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I
Transitions From Practice to Evidence-

Based Models of Care

In a world that is in constant change as a result of need expert and competent care until they complete
their recovery transition. When patients and theireconomic upheavals, political shifts, geographical

relocations, environmental challenges, resurgence families are not cared for during these transitions
they experience many complications and possibleof microbes, bird and H1N1 influenzas, and new

medical discoveries, human beings are experienc- readmissions.
Fourth, there are many world events that trig-ing periods of transition that may or may not lead

to an ability to cope with these changes. How, ger a transition period which affect the well-being
of people. Examples of such events are the move-when, why, and in what ways people experience

and respond to these changes are questions for ment of people between countries and within coun-
tries through immigration and migration. Thesewhich some answers are found in this book. The

human experiences, the responses, the conse- movements put people at risk of illness, render
them more vulnerable to stress, and may profoundlyquences to transitions on the well-being of people

are an area of scholarship that has become even influence health care and outcome of populations as
they cope with and adjust to the new environments.more central to the discipline of nursing. Equally

as important are the strategies that nurses may use Fifth, the increase in the graying populations
in the world brings with it a different set of healthto care for and support people to achieve healthy

transition processes as well as outcomes. care challenges that require different patterns of
long-term caring by nurses. Nurses are expected toThere are several reasons why transition is the

business of nursing. First, nurses spend a great deal help individuals and families to live and cope with
the multiplicity of changes the elders face, whetherof their clinical time caring for individuals who are

experiencing one or more changes in their lives these are physical, geographical, spatial, emotional,
and/or mental.that affect their health. Examples of transitions re-

quiring nurses’ attention are the hospital admission Sixth, people are living longer with chronic
illness, and premature babies are being saved withtransition, the discharge transition, the postpartum

transition, the rehabilitation transition, and the tran- modern science even when born before their organs
are fully developed. Living with chronic illness andsition toward recovery, among many others.

Second, when the nursing literature of 1986 maintaining well-being initiate a series of transi-
tions that requires nursing interventions at differentto 1992 was reviewed, we found 310 citations that

identified “transitions” as the framework for the stages and at critical points. Finally, there have been
many natural disasters (earthquakes and floods) anddiscussion demonstrating nurse authors’ interest in

transitions. Third, because of the increased use of human-made disasters (wars, nuclear plant explo-
sions, and bombings) that not only require the im-technology, insurance-driven policies related to

hospitalization and discharge, and increasing costs mediate involvement of nurses, but also require
nurses’ long-term attention while people are learn-of hospitalization worldwide, patients tend to leave

hospitals earlier and continue their recovery and ing to cope with the aftermath of these situations
and to cope with their healing and recovery pro-rehabilitation transition at home. The transition to

recovery is somewhat more protracted, and patients cesses (Taylor & Frazer, 1982). The earthquakes

1
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in Kobe City, Japan, in 1994, in San Francisco This awareness of the common threads woven
(Loma Prieta) in 1989, and in Italy in 2009 prompt throughout the groups was part of the quest to un-
reflections about ways in which nurses may support cover some order in what appeared to be seemingly
and care for individuals, families, and communities unrelated sets of events, experiences, and re-
that have experienced such devastating events. The sponses. This quest to uncover order was also
questions that these events raise for nurses are, who driven by the growing interest in theory and theoriz-
are the target populations for their care and support, ing about nursing that was the hallmark of the 1960s
how do they respond to these events at different in the United States. This awareness was also nur-
times, who gets neglected, who gets marginalized, tured by my interest in the phenomena surrounding
and what processes do people go through as they planning pregnancies, the processes involved in be-
begin to heal from the effects of these experiences? coming a new parent, and in mastering the parenting
Other questions include what strategies do nurses roles. I had studied the process of decision making
use to create a healing environment and to enhance in family planning and discovered the significance
people’s well-being in the process toward healing? of spousal communication and interaction in effec-
And what are the milestones and critical periods in tive or ineffective planning of the number of chil-
the long recovery process that nurses need to be dren in families (Meleis, 1971). Thus, family and
aware of? Similar questions could be asked about support groups became a primary focus in any in-
many other transitional situations that, I believe, vestigation or theoretical development. Then I
require nurses’ thoughtful analyses, understanding, asked similar questions about the processes in-
and actions. volved in becoming parents. Although there were

My interest in transitions dates back to the minimal data and interest at the time in processes
mid-1960s when many support groups were formed and responses to transitions, I assumed that the
to help people deal with a variety of developmental knowledge area to be advanced was not about tran-
experiences or with health problems through teach- sitions but rather that it was about how nurses can
ing and/or support. These support groups were initi- make a difference in helping people achieve healthy
ated by nurses or by lay members of communities outcomes after their transitions (Meleis & Swend-
to help individuals and families deal with the de- sen, 1978).
mands of such events as new parenting responsibili-

My next set of research questions concerned
ties, losing a family member, receiving a devasta-

what happens to people who do not make healthy
ting diagnosis, undergoing such surgeries as a mas-

transitions, how do nurses care for these people,
tectomy or a colostomy, as well as with other events

and what nursing interventions do nurses use in
or experiences in a person’s life that were deemed

facilitating clients’ progress to achieve healthy tran-
out of the ordinary. As a new graduate from a

sitions? This was where my clinical observationsdoctoral program, I found myself practicing what
of parenting and chronically ill groups came in. So,I had learned in theory and research courses. I asked
first I defined unhealthy transitions or ineffectivequestions about these support groups’ similarities
transitions as leading to role insufficiency and de-and differences, omissions and commissions, pro-
fined role insufficiency as any difficulty in the cog-cesses and outcomes, as well as what if the groups
nizance and/or performance of a role or of the senti-were not formed or were formed differently? With
ments and goals associated with the role behaviormy colleagues, I looked for common and uncom-
as perceived by the self or by significant others.mon themes, experiences, responses, group
Role insufficiency is characterized by behaviorsagendas, and strategies nurses used in these support
and sentiments affiliated with the perception of dis-groups. We became aware of the need to consider
parity in fulfilling role obligations or expectationsthat there were some universal features in creating
(Meleis, 1975). Role insufficiency may be mani-and conducting these support and educational group
fested in assuming any new roles that range frommeetings and in considering the nature of outcomes

to be gained from the group work. an at-risk role, recovery role, parenting role, and/
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or new-graduate-student or new-faculty roles. All cept or a framework in nursing literature. A search
of the literature yielded 310 articles that focusedthese different groups that are undergoing a change

had certain things in common—some losses and on transitions. We then analyzed the findings in
these articles and identified transitions as a centralgains in their different roles and in support systems.

I then moved to define the goal of healthy concept in nursing (Schumacher & Meleis, 1994).
Our interest in transitions was solidified and ourtransitions as mastery of behaviors, sentiments,

cues, and symbols associated with new roles and conviction that transitions matter in advancing nurs-
ing knowledge was affirmed. From all these re-identities as nonproblematic transitions. Although

the nature of transitions and the nature of responses search and theoretical explorations, we identified
four major categories of transitions that nurses tendto different transitions were still a mystery, at the

time they were not a mystery I felt compelled to to be involved in. This textbook is organized around
these four major transitions, which are develop-uncover! I believed that knowledge development

in nursing should be geared toward the develop- mental, situational, health-illness, and organiza-
tional transitions.ment of nursing therapeutics and not toward under-

standing the phenomena related to responses to In the article that I coauthored with Dr. Karen
Schumacher (1994), we found out that among de-health and illness situations. In retrospect, I think

that it is this belief in the need for developing velopmental transitions there are a wide variety of
events that trigger a transitional process. Amongnursing therapeutics and in finding out the differ-

ence that nursing makes may have been the driving these events, the process of becoming a parent has
received the most attention in the nursing literature.force toward my development of role supplementa-

tion as a nursing therapeutic and for the research More specifically, we found out that nurse scientists
examined the transitions of pregnancy, mother-that occupied me during all of the 1970s, which is

presented here in Part II and Part IV (Meleis, 1975; hood, and fatherhood (Imle, 1990; Imle & Atwood,
1988), analyzed mothers’ postpartum transitionsMeleis & Swendsen, 1978).

Backtracking from a focus on intervention to (Brouse, 1988; Pridham & Chang, 1992; Pridham,
Lytton, Change, & Rutledge, 1991; Tomlinson,the questions about the nature of transition and the

human experiences of transitions became the new 1987), and extended the postpartum transition up
to 18 months after an infant’s birth (Majewski,focus in the 1980s. I believe this awareness, that

we need knowledge related to how people tend to 1986, 1987). Although it is the mother’s transition
to parenthood that is most often studied, transitioninterpret their experiences, was prompted by many

developments in nursing and by my growing inter- to fatherhood has also been addressed (Battles,
1988), and subsequently other transitions com-est in immigrants and their health. Inspired by better

definitions of nursing as dealing with human pro- manded much attention of nurse scientists such as
the menopausal transition (Im, 2003; Im & Mel-cesses and experiences related to health and illness,

I began to ask questions about the transition experi- eis, 2001).
In this textbook, we include in chapter 3 anence as a concept. Dr. Norma Chick of Massey

University, Palmerston North, New Zealand, came analysis and synthesis of developmental transitions
as a category and three examples of developmentalto work with me during her sabbatical and agreed

to collaborate with me in developing transition as transitions that nurses frequently encounter: the
transition into motherhood, the menopausal transi-a concept. In 1985 we compiled and published the

results of our findings in an article that we entitled tion, as well as the aging transition. Chapter 4 is
devoted to situational transitions as a category. In“Transitions: A Nursing Concern” (Chick & Mel-

eis, 1986). Ten years later, with Dr. Karen Schu- reviewing the literature in our earlier article (Schu-
macher & Meleis, 1994), we found out that situa-macher, then a doctoral student at the University

of California at San Francisco, we wondered about tional transitions include changes in family situa-
tions, for example, widowhood as a transition hasthe extent to which transitions were used as a con-
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been addressed by Poncar (1989) and by Adlersberg tens, 1991), and chronic illness (Catanzaro, 1990;
Loveys, 1990). E. J. Bridges (1992) conceptualizedand Thorne (1990). The transition of an elderly

family member from home to a nursing home has weaning from mechanical ventilation as a transition
in the process of recovery from critical illness. Thebeen conceptualized as a series of transitions

(Brown & Powell-Cope, 1991). Situational transi- progression from tube feeding to oral nutrition was
also described as a rehabilitation transition by Detions are exemplified by geographical changes, dis-

charge from hospitals, and relocation to rehabilita- Bonde and Hamilton (1991). In this volume, chap-
ter 7 is devoted to the health and illness transition.tion or elder care homes. Therefore, in this text, I

included six articles in chapter 4 that address differ- The chapter is introduced with a situation-specific
theory that describes the transition of patients withent aspects of this transition.

However, globalization has driven nurses’ in- heart failure toward self-care, which has been de-
veloped by Dr. Barbara Riegel. The health–illnessterest to another important situational transition.

Although this transition is geographical as well, it experiences are profoundly influenced by cultural
diversity (Chinese, Mexican, and Taiwanese expe-is more complex and requires adding a component

of cultural sensitivity and competence. Chapter 5 riences), illness diversity (acute and chronic ill-
ness), differences in fields (mental health, surgicalis devoted to immigration as a situational transition.

The six articles in this chapter reflect nursing sci- care, and palliative care), and depends on which
stage in a person’s lifespan (different ages) theence’s focus on patients’ and nurses’ immigration,

beginning with an article that introduces immigra- transition occurs. Therefore, we have included in
this text articles that demonstrate this rich variety.tion as a situational transition. It includes chapters

about Brazilians, Mexicans, and Swedes. Together these articles provide a comprehensive
framework for understanding the experiences andBecause nursing educators created opportuni-

ties for nursing students to move from one educa- responses of diverse patients and a beginning inter-
pretation of coping with these events in their livestional level to the next, nurse researchers found

these transitions to be fertile areas for investigation. within a cultural context.
The reviews of nursing literature helped usTherefore, chapter 6 is devoted to nursing education

as a trigger for situational transition. uncover another important category of transitions
that nurses deal with. That is organizational transi-In addition to the examples provided in this

book about situational transitions, there are other tion, which represents changes in environments that
pertain to nurses. These may be driven by the largerchanges that begin a long transition experience that

appear in the nursing literature such as home- context and by the wider social, political, or eco-
nomic environment, as well as by changes in thelessness (Gonzales-Osler, 1989), near-death experi-

ences (Dougherty, 1990), and leaving abusive rela- structure and dynamics of the organization itself
(Schumacher & Meleis, 1994). Changes in leader-tionships (Henderson, 1989). All of these receive

nurses’ attention at one point or another, and require ship have been described as transitional periods in
the life of organizations with consequences thatdifferent nursing interventions and strategies in the

transition process. The divorce transition is also influence different groups in the organization (Gil-
more, 1990; Hegyvary & de Tornyay, 1991; Ker-another transition with many health and illness con-

sequences (Sakraida, 2005; Sandfield, 2006). foot, Serafin-Dickson, & Green, 1988; Losee &
Cook, 1989; Tierney, Grant, Cherrstrom, & Morris,The impact of illness-related transitions on in-

dividuals and families has been explored within 1990), and may also affect the qualitative dimen-
sions of the leadership roles (Ehrat, 1990). Institut-the context of several illnesses such as myocardial

infarction (Christman et al., 1988), postoperative ing new policies, procedures, and practices has been
identified as triggering a process of organizationalrecovery (Wild, 1992), HIV infection (Thurber &

DiGiamarino, 1992), spinal cord injury (Selder, transition. Several examples were offered in the
literature such as introducing “restraint-free” care1989), advanced cancer (Reimer, Davies, & Mar-
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in a nursing home (Blakeslee, Goldman, Pa- 1981). All of these processes require the attention
of clinical scholars in ways that relate findings topougenis, & Torell, 1991), new staffing patterns

(Rotkovitch & Smith, 1987), implementation of their results to advance knowledge related to experi-
ences and responses during transitions.new models of nursing care (Main, Mishler, Ayers,

Poppa, & Jones, 1989; Vezeau & Hallsten, 1987; Populations also experience different conse-
quence of transitions. There may be a physical de-Walker & deVooght, 1989), and the introduction

of new technology (Shields, 1991; Turley, 1992). bilitation, lowered immune system, a period of
grief, a period of elation, an emergence of spiritual-Another organizational transition described is the

structural reorganization of facilities and the intro- ity, and discovering of newfound meanings, and/
or the experience of traumatic stress syndromes.duction of new programs, creating a period of up-

heaval in organizations (Condi, Oliver, & Williams, Transitions are multidimensional and the means
associated with them are important in shaping the1986; Harper, 1989; Swearingen, 1987; Walker &

Devooght, 1989). The technology revolution and intensity and nature of the consequences that clients
experience. Indicators of healthy transitions includethe introduction of computerization, robotic care,

and the electronic health records initiate transition subjective well-being, role mastery, and well-being
of relationships. Understanding the experiencesprocesses of many constituents requiring different

answers about best practices for best outcomes embedded in transitions requires uncovering the
experiences of individuals within the context of(Brokel & Harrison, 2009; Moody, Scocumb,

Berg, & Jackson, 2004) their significant others, family members, friends,
or coworkers. It also includes uncovering the mean-In this text, I have included articles that reflect

the general category of organizational transitions ings attached to the transition experiences within
the particular society, as well as the facilitating andwithin a global theme that includes studies of Tai-

wanese and Saudi Arabian transitional experiences. constraining forces that help or hinder individuals
in achieving healthy transitions. Coping with transi-All these are transitions that nurses anticipate, as-

sess, diagnose, deal with, or help others to deal with. tion is a dynamic process that includes different
processes, some of which are creatively and dynam-It is clearly an area that requires more systematic,

scholarly attention for nurses. ically constructed while learning and acquiring ex-
pertise as exemplified by family members acquiringDuring transitions, there are losses of net-

works, social supports, meaningful objects, and and developing expertise in caregiving (Schu-
macher, 1995).changes in familiar objects. There are also periods

of uncertainty requiring different skills and compe- Having established the significance of transi-
tions to nursing and having demonstrated the extenttencies. Advancing knowledge about phases and

milestones may require modification in strategies to which nurses participate in patients’ transitions
led to extensive dialogues with Dr. Trish Tran-that have been used to cope with situations and

events before transitions may have to be modified. genstein. Together we decided that a primary goal
of the nursing mission may be to help people goTransitions may marginalize people (Hall, Ste-

vens, & Meleis, 1994) and render them more vul- through healthy transitions to enhance healthy out-
comes. Therefore with this in mind we definednerable (Stevens, Hall, & Meleis, 1992); living with

the effects and consequences of transitions may be nursing as the art and science of facilitating the
transition of populations’ health and well-being.exacerbated for marginalized populations. Transi-

tional problems may result from not being able to We also defined it as “being concerned with the
processes and the experiences of human beings un-separate from past identities and ways of function-

ing. Problems may also result from the inability to dergoing transitions where health and perceived
well-being is the outcome” (Meleis & Trangenstein,make decisions as to which path or route to take,

from difficulties in abilities to make decisions, or 1994, p. 257). Within this definition, areas for
knowledge development that have some universal-from living through the adjustment periods (Golan,
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ity and that could support a more systematic effort The third care model selected for this volume
is debriefing. Nurses have used this model ofin knowledge development were identified. Exam-

ples are knowledge related to the processes and allowing patients to process critical events through
dialogue, recreating situations, and/or through rem-experiences of human beings undergoing transi-

tions; the nature of emerging life patterns that result iniscing. Several articles were selected to describe
this model and to demonstrate its strengths andfrom transitions; the nature of environments that

support or constrain healthy transitions; and the weaknesses.
Having a focus on transitions promotes a co-models that could be used to prevent unhealthy

transitions, to augment healthy transitions, or to herent use of different theories. In fact, different
theories could guide the analyses of transitions andpromote wellness during transitions (Meleis, 1993).

In spite of some progress in defining models of the development of nursing therapeutics to facilitate
the transitions that people go through. Examplescare during transitions, the most important question

remains: What are the different strategies that of theories that could be used are psychoanalysis,
ecology, problem solving, and task orientationsnurses use to prevent unhealthy transitions, to sup-

port people’s and families’ well-being during tran- (Golan, 1981). For example, when we consider the
transition experience from a psychoanalytic ap-sitions, and to promote healthy outcomes at the

end of a major transition? William Bridges (1980, proach, we tend to ask questions related to early
childhood experiences, personality changes, per-1991), the guru of transitions and author of two

significant books, Making Sense of Life’s Changes: sonality formation, and ego structures in dealing
with transitions. An adaptation framework drivesTransitions and Managing Transitions: Making the

Most of Change, describes three phases experienced questions of coping with an outside situation, and
on individual capacity to adapt. A problem-solvingwhen going through transitions. These are: an end-

ing phase characterized by disenchantment, a neu- model of transitions relies on the cognitive abilities
of clients to assess and plan for dealing with thetral phase characterized by disintegration and dis-

equilibrium, and a beginning phase characterized process and consequences of transitions. Crisis the-
ories are also useful for helping clients and commu-by anticipations and taking on new roles. Each

one of these phases would require different coping nities deal with the crises that initiated the transition
and the aftermath of a crisis.strategies and congruent nursing therapeutics. Per-

haps through different research programs in nurs- Another useful theory is role theory, which
provides a framework to describe and anticipateing, phases of transition and milestones can be un-

covered leading to more specific interventions con- roles lost, modified, or acquired, and the processes,
the behaviors, and the sentiments attached to them.gruent with each phase and milestone. Part IV of

this book is devoted to introducing three well-con- In addition, a theory that is based on structural and
psychosocial resources can add to nurses’ reper-ceptualized and investigated models of care during

transitions. Although these models of care are used toires in describing clients’ transitions. A feminist
postcolonialist framework will drive different setsmost often, there may be others that could be uncov-

ered, or they may even already exist. The transi- of questions that incorporate the effects of inequal-
ity and societal oppressions on differential treat-tional care model is introduced and discussed as a

model of choice for older adults and those with ment of individuals experiencing transitions (Kirk-
ham & Anderson, 2001). Each of these theorieschronic illness. Creating healthy transitional envi-

ronments is the crux of the transitional care model. drives different questions and approaches to re-
search, but all could lead to a more coherent wholeAnother model for enhancing healthy transitions is

role supplementation, which was used for helping and a focus on knowledge developments. With the
establishment of the New Courtland Center fornew parents, enhancing positive outcomes during

cardiac rehabilitation, as a nursing intervention for Transitions and Health at the University of Pennsyl-
vania, under the leadership of Dr. Mary Naylor andpatients with Alzheimer’s, and in easing the transi-

tion of new patients into a psychiatric hospital. its endowment by New Courtland, transitions and
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II
Transitions as a Nursing Theory

Transitions are triggered by critical events and This section presents theoretical articles that
changes in individuals or environments. The transi- were published to describe transition, define transi-
tion experience begins as soon as an event or change tion as a central concept in nursing, and detail the
is anticipated. Though human beings always face emerging middle-range theory of the transition ex-
many changes throughout the lifespan that trigger

perience. I trace the beginning of the theory of
internal processes, nurses come face to face with

transitions from conceptualizing the potential prob-
people going through a transition when and if it

lems that individuals may suffer from if they arerelates to their health, well-being, and their ability
not properly prepared for a transitional experienceto take care of themselves. In addition, nurses deal
(role insufficiency), and describe the developmentwith the environments that support or hamper per-
of preventative as well as therapeutic interventionsonal, communal, familial, or population transi-

tions. To capture the definition, meaning, condi- (role supplementation). The emergence of transi-
tions, and outcomes of transitions, it helps to have tion as a nursing concern, the supporting centrality
frameworks that provide coherence and direction of the concept in nursing through an extensive liter-
from which to ask questions and develop re- ature review, as well as the evolution of transition
search programs. theory from concept to theory over 3 decades of

Transitions have been defined many different
thinking and writing about transitions are all re-

ways. A common definition used in this text is that
flected here. The chapters in this section representit is a passage from one fairly stable state to another
the development of transition theory over 3 de-fairly stable state, and it is a process triggered by
cades. Therefore, the sequence of the articles ina change. Transitions are characterized by different
these two chapters reflects the historical evolutiondynamic stages, milestones, and turning points and
of the theory ending with an integrative review ofcan be defined through processes and/or terminal

outcomes. literature related to transitions.

11
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Chapter 1 Theoretical Development
of Transitions

1.1 ROLE INSUFFICIENCY AND psychosocial beings, the ability to understand the
behavior of clients is imperative for making appro-ROLE SUPPLEMENTATION:

A CONCEPTUAL FRAMEWORK priate diagnosis and intervention. Nurses and other
health workers can no longer separate psychosocial

AFAF IBRAHIM MELEIS
influences on clients’ health and well-being. In car-
ing for patients, nurses encounter numerous situa-Abstract
tions of role change, such as the transition from
wellness to illness, birth, or death. Nurses, there-A theoretical basis for the diagnosis of nurs-
fore, are in the most opportune position to assess theing problems, centered on the concepts of
client’s psychosocial needs during role transitionalrole insufficiency and role supplementation,
periods and provide the necessary interventionsis offered. Role insufficiency is anticipated
based upon the individual’s needs and deprivationsand experienced by clients during role transi-
created by role transitions.tions with developmental, situational, and

Although such nursing assessments and ensu-health–illness implications. The conceptual
ing interventions during role transition are essentialbasis of nursing intervention is role supple-
nursing contributions in all cultures, the need ismentation, and components, strategies, and
more acute in more stressful, dynamic, and mobileprocesses of role supplementation are de-
societies. The dynamic changes that have happened,scribed. Conditions that predispose clients in
and are happening, in the structure of the familythe health setting to undergo role transition,
and the community in Western society intensify theconditions under which aspects of role transi-
effects of even the most natural and simple roletion may become nursing problems, and the
transitions. The network of available social re-role of the nurse in dealing with clients’ role
sources that are an integral part of the structure oftransition problems are described. A pre-
the less mobile, less developed societies providedictive and prescriptive paradigm, showing
for some of the components of the role supplemen-the interaction of construct components, is
tation intervention modality.presented.

Social conditions also affect the behavior of
the role incumbent during role changes. When so-
cial conditions permit congruent role definitions,A theoretical construct and propositions for nursing
role transitions—being more or less predictable andcare, utilizing concepts of roles and role transitions
well defined (Glaser & Strauss, 1971)—are accom-(Burr, 1972; Cottrell, 1942) designed to stimulate
plished with relatively little friction and psychoso-the development and pursuit of researchable prob-
cial discomfort. When, however, definitions andlems that add to a body of nursing knowledge, while
role norms are not widely shared and supportedalso providing a systematic framework for nursing
within a given society, personal and interpersonaldiagnosis and intervention, are proposed.
role enactment problems are created. This situationRole as a sociopsychological construct is par-
can result from many factors; social mobility, tech-ticularly useful in assessing nursing problems and
nological change, cultural differences are examplesin planning nursing intervention modalities. Be-

cause professional nurses deal with clients as bio- of intermingling sources of tension and misunder-

13
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standing. The resulting anomic stage, termed “role The third school of thought, the one adopted
in this chapter, conceives of role as stemming frominsufficiency,” becomes prevalent.
interaction with actors in a social system. In this
school, role emerges in a designated reciprocity in

The Concept of Role and which an interaction or a social exchange occurs
Its Relevance to Nursing and is seen in terms of relevant other roles. The

role that the actor elects to play is a derivative of his
By role is meant following not “merely a set of

voluntary actions that are motivated by the returns
behaviors or expected behaviors, but a sentiment

expected, and, indeed, received from others. In ad-
or goal which provides unity to a set of potential dition, the role assumed by an interactant in a given
actions” (Turner, 1959, p. 26). Turner (1968) sug- situation is validated when others indicate accep-
gested that: tance of that role allocation. Thus, roles chosen by

the patient are validated by the acceptance of his[I]n any interactive situation, behavior, sentiments,
significant others such as the nurse and membersand motives tend to be differentiated into units,
of his family. Once a role evolves, the need towhich can be called roles; once roles are differenti-

ated, elements of behavior, sentiments, and motives reciprocate in role behaviors becomes actually a
which appear in the same situation tend to be as- need for benefits received in order to continue re-
signed to the existing roles. (p. 4) ceiving them. As Gouldner (1960, p. 176) pointed

out, reciprocation acts as a starting mechanism in
Thus, role as discussed in this study refers to

the interaction process. The exchange process and
the symbolic interactionist use of the concept, one

the rewards and losses and the ratio between them
developed by George Herbert Mead (1934) and

continue to influence the development of the role
elaborated in contemporary literature. Role in this

played by the ego in the significant alter’s presence
sense is conceptualized as a way of coping with an

(Blau, 1964, pp. 145–146).
imputed other role (Cottrell, 1942; Turner, 1962).

Through interaction and the role-taking pro-
Role in this conception does not deny the impor-

cesses with the significant other, each person’s roles
tance of the situation but considers it as an addi-

are discovered, created, modified, and defined.
tional factor in defining roles.

These roles are thus incorporated in the ego’s self-
Role, as a concept, is useful in interpreting conception. In general terms, then, self-conception

personal behavior vis-à-vis significant others and in is actually a conception of how one relates to major
understanding the context in which behavior takes significant other roles.
place. Through this concept such interpretations Effective health care requires a broader per-
can be made without losing sight of the standardized spective than that circumscribed by the emergency
effects of society’s demands on an individual. Role room, the outpatient department, and/or the hospi-
theory emphasizes the notion that human behavior tal. Davis (1963) emphasized that
is not a simple matter of stimulus–response reac-

there certainly seems a need for a broader definitiontion, but the result of a complex interaction between
of a therapeutic activity by treatment personnel.ego and society. It synthesizes the culture, the social
Such a definition would not be confined to the

structure, and the self by considering culture and routine, neatly bounded tasks of diagnosis, prescrip-
social structure from the individual’s level. tion, and physical treatment but would seek to em-

There are three major schools of thought in brace in addition the many problematic issues of
communication, motivation, and social circum-role theory. The first is the Lintonian approach
stances that also play a part in the state of thewhich views roles as culturally given prescriptions
patient’s health and in the meaning his illness has

(Linton, 1936, 1945), whereas the second defines for him and his family. (p. 173)
role in terms of the actions and expectations of
individual members of a society (Parsons, 1951; Given the strategic position of the nursing staff

vis-à-vis the patient, and given the theoretic andParsons & Fox, 1952; Sarbin, 1954, 1968).
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TABLE 1.1.1 Components of Role Insufficiencydynamic promise of role theory, it seems apparent
and Probable Manifestationsthat role theory can provide an excellent basis for

the diagnosis of nursing problems related to the
Probable Manifestations

psychosocial dimensions of role and role transi-
tions—a diagnosis which should prove to be of the

Predisposing Role loss Role Concomitantutmost value in planning for appropriate inter-
areas to acquisition loss and

vention. role acquisition
insufficiency

Develop- Grief and Anxiety, Combinations1

Conditions Predisposing to mental mourning, depression,
Problematic Role Transition power- withdrawal

lessness

Role transition denotes a change in role relation-
Situational

▼
ships, expectations, or abilities. Role transitions re-
quire the person to incorporate new knowledge, Health–illness ▼ Combinations1 ▼

alter his behavior, and thus change his definition
1Most probably combinations of manifestations of role insuffi-of himself in his social context. A number of role
ciency are present at the same time.

transitions are related to the health and illness cycle
and should be taken into account by health care
personnel—most appropriately, because of her stra- parent, a child, or close friend may force a
tegic position, by the nurse. Probable manifesta- change reciprocally.
tions of role insufficiency in each category are de- Hence, developmental changes undergone by
picted in Table 1.1.1. These include developmental, the patient himself and by a significant other should
situational, and health–illness transitions. be considered by the health team. Reciprocal

changes should be anticipated, explored, and con-
Developmental Transitions sidered when plans for intervention are being

considered.
Numerous role transitions are encountered in the
normal course of growth and development. Two Situational Transitions
significant transitions may be associated with sig-
nificant health problems (both mental and physio- These transitions involve the addition or the sub-

traction of persons in a preexisting constellation oflogic): (a) from childhood to adolescence, associ-
ated with well-recognized problems of identity for- roles and complements. Examples are addition or

loss of a member of the family through birth ormation and with ensuing problems such as drug
misuse, venereal diseases, sexuality problems, and death. Each such situation requires definition and

redefinition of the roles involved in the constella-unwed motherhood; and (b) from adulthood to old
age, accompanied by gerontologic problems relat- tion of interactions. A nurse is a key figure in

such situations.ing to identity, retirement, and chronic illness.
Because it is inconceivable that a role can exist That there is a marked difference in the pattern

and quality of interpersonal relationships accordingwithout a counterrole to reinforce and complement
it, changes in one role necessitate complementary to whether a dyad or a triad is involved has been

meticulously analyzed in terms of its psychosocialadjustments in the counterrole. In other words,
changes have to be made in the behavior of one or implications of these differences by Georg Sim-

mel (1964).more other persons in ego’s social circle. Con-
versely, while ego may not have personally induced The transition from nonparental to a parental

status is of well-recognized cultural and psychoso-role transition, any role transition by a spouse, a
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cial importance. This situation not only involves same time, a geriatric client who in becoming old
has lost his sense of independence, a primipara whomajor shifts in personal and interpersonal concep-

tions vis-à-vis the larger society but also requires in acquiring the mothering role has lost a number
of cosmopolitan roles, the acutely sick person whothe adjustments of the smaller systems when the

addition of a third person (the infant) shifts the while in the sick role has lost some roles such as
father or executive, or the chronically ill personstructure of the group from dyad to triad with signif-

icant role and complementary role changes that may who acquired a crippled role and lost his role as a
sportsman (Davis, 1963).cause conflict if they are unanticipated, unrecog-

nized, and ignored.

Health–Illness Transitions Role Insufficiency

This category includes such transitions as sudden
Role insufficiency is any difficulty in the cogni-

role changes that result from moving from a well
zance and/or performance of a role or of the senti-

state to an acute illness; gradual role changes from
ments and goals associated with the role behavior

well to sick (the quality of this transition is signifi-
as perceived by the self or by significant others.

cantly different from that of sudden role changes
The perceived arduousness might result from incon-

because its gradual nature allows time for gradual
gruity between role behavior and the role expecta-

incorporation of the behavior and sentiments of the
tions of the self or of significant others. It is charac-

new role); role changes from sickness to wellness;
terized by behaviors and sentiments affiliated with

sudden or gradual role transition from wellness to
the perception of disparity in fulfilling role obliga-

chronic illness.
tions or expectations.

Each such role transition should be considered
Role insufficiency denotes the behavior and

in terms of pairs of roles or in the context of a
sentiments affiliated with any felt disparity in ful-

system. For health purposes, therefore, the patient
filling role obligations or expectations of self and/

cannot be considered as an isolated unit, but
or significant others in a health-illness situation. It

changes in his condition must be explored and con-
denotes the incongruency of the self-concept and

sidered in terms of his relationship in a network of
the role anticipations of others as seen by self or

significant others.
others. It further characterizes an ego confronted
with a number of expectations that in its own per-
ception cannot be articulated (Stryker, 1959, pp.Complementary Nature of the Transitions
117–119).

In other words, the perception of role perfor-Inherent in each of the transitions just described is
mance as inadequate by the self and/or by a signifi-the other component of the matrix being developed,
cant other, and the behavior and sentiment associ-that of role acquisition, role loss, or the simultane-
ated with such perception, in any of the followingous loss of one role and gain of another (Table
situations may be called role insufficiency:1.1.1). Role acquisition can be manifested in the

changes from a dyadic to a triadic constellation in
a situation such as the birth of a baby. Role loss is • Moving in or out of roles in a social system

(more specifically for purposes of this paper, atied to the loss of some person or of a counterrole.
Examples of the simultaneous loss of one role and health system).

• Voluntary or involuntary additions or termina-acquisition of another are numerous. Even the last
situation might illustrate loss and acquisition. Other tions of roles with or without changes in other

roles.examples are a fashion model who has undergone
an amputation, an expectant mother who has lost • The concomitant termination of a role or set of

roles and beginning of a new role or set of roles.her first baby and undergone a hysterectomy at the
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Role insufficiency may also result from poor Role supplementation is defined as any delib-
erative process whereby role insufficiency or poten-role definition, the inner dynamics of role relation-

ships, or simply from lack of knowledge of role tial role insufficiency is identified by the role in-
cumbent and significant others, and the conditionsbehaviors, sentiments, and goals. It may also be

generated when perceptions or interpretation of role and strategies of role clarification and role taking
are used to develop a preventive or therapeuticbehavior cues are impaired or absent.

On the other hand, an individual might possi- intervention to decrease, ameliorate, or prevent role
insufficiency. Role supplementation is further de-bly totally refuse to enact a specific role. Role

motivation is a function of the rewards to be de- fined as the conveying of information or experience
necessary to bring the role incumbent and signifi-rived, the cost the role taken incurs, and the balance

between rewards and costs. When a person refuses cant others to full awareness of the anticipated be-
havior patterns, units, sentiments, sensations, andto enact a specific role, he has made a decision that

the costs outweigh the gains. In such a case, role goals involved in each role and its complement. It
includes necessary knowledge and experience thatinsufficiency is voluntary, self-initiated, and rein-

forced by a significant other. Thus, a role that an emphasizes heightened awareness of one’s own
roles and other’s role and the dynamics of the inter-individual decides to assume is a derivative of his

voluntary action motivated by the rewards expected relationships. It encompasses the informal roles and
informal role conception (or unofficial roles) asand achieved. It also derives from appropriate rein-

forcements and role clarity. If ego misperceives well as the formal or official role systems.
Role supplementations may be both preventiveand, hence, misperforms a role, and alter adjusts

his complementary role accordingly, deleterious and therapeutic. When role supplementation is used
as a way of clarifying roles for persons anticipatingconsequences most probably will not develop.

On the other hand, involuntary role insuffi- transition, it acts as a preventive measure. Public
health nurses have been involved mainly in pre-ciency may be demonstrated in a variety of ways.

Among these are anxiety, depression, apathy, frus- ventive role supplementation in their work with
expectant mothers. However, these efforts havetrations, grief, powerlessness, unhappiness and/or

aggression, and hostility (Table 1.1.1). Any of these not always been made early enough nor systemati-
cally enough to hinder role insufficiency fromcould impede a person’s maintenance or progres-

sion toward health, well-being, and his comfortable developing.
Therapeutic role supplementation, on the otheradaptation to role transition and should be subjected

to empirical exploration, testing, and verification. hand, is resorted to when role insufficiency has
become manifest. A client, for example, experienc-
ing apathy and alienation with suicidal fantasies
after retirement, may benefit from therapeutic roleRole Supplementation:
supplementation. In this case, reminiscence groups,A Nursing Intervention
alternative new roles, and new groups might make
up an appropriate role supplementation program.In the course of a lifetime an individual passes

through many transitional phases that entail exten-
Components, Strategies, and Processessive mobilization of personal resources to cope with

the stresses any change initiates. Changes in roles,
Role supplementation is operationalized into com-loss of some roles, and acquisition of new ones
ponents, strategies, and processes. Components thatare of particular significance to nurses, because,
comprise the role supplementation nursing inter-as noted, health and illness (acute and chronic),
vention construct are those of role clarification andsituational transformations, and developmental
role taking. Strategies used to achieve the goals ofstages directly initiate a number of important role

changes. heightened role clarification and role taking are
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role modeling, role rehearsal, and reference group role clarification becomes essential to the role
incumbent.interactions. Communication is the process that

To enact a role, the individual ego needs aboth facilitates the implementation of the strategies
sense of the social boundaries of role as a unit, aand enhances the achievement of mastery over the
clear idea about the sort of role behavior his signifi-role supplementation components (i.e., role clarifi-
cant others expect him to enact, and an awarenesscation and role taking).
of mutual expectations in the complementary role.
Role clarification requires that the person reduceThe patient cannot be effectively considered as
the ambiguity and conflict involved in meeting andan isolated unit, but changes in his condition
transmitting role expectations.must be explored and considered in terms of his

An evolvement and understanding of a rolerelationship in a network of significant others.
supplementation program and its essential compo-
nent, role clarification, could be enhanced through
a knowledge of how roles are learned.The conception of role supplementation as

Roles are learned and incorporated in a varietysuch was reduced to a number of components, strat-
of ways. One way is through interactions with rele-egies, and processes to subject it to research ques-
vant others singly or in groups. In this instance,tions and hypotheses, and for pragmatic clinical
roles may be analyzed and broken down into unitsuse. Such reduction permits the selection of appro-
of behavior based on reciprocal interaction. Al-priate research tools from corresponding fields. For
though expectations and previous experience influ-example, to explore hypotheses that refer to the
ence the identification of roles, the actual analysissignificance of reference groups, tools could be
must focus on behavior in an interactive situation.adapted from previous research on group research

Role learning may be motivated by certainfrom the fields of psychology, sociology, and psy-
rewards—positive, negative, or threatening. Rolechiatric nursing, among others. The area of psycho-
modeling is another means of learning; by observ-drama contains tools for practice and research re-
ing significant others enacting and playing a certainlated to role taking and communication. Many re-
role, an individual is able to understand and emulatesearch tools are adaptable for the exploration of the
the intricacies of behaviors in a particular role.communication component in the nursing interven-
The fourth mode of role learning is intentional roletion construct presented here.
instruction which occurs in socializing children orAs a conceptual basis for a nursing interven-
adults to specific new roles, but particularly in adulttion process, role supplementation is operationa-
socializing experiences where role learning is made

lized to incorporate role clarification, role taking,
more explicit and pursued deliberately. Examples

role modeling, and role rehearsal, reference group,
are numerous of the need for further role instruction

and communication and interaction.
guided by the definition of role as offered here,
such as in nursing, in which nursing students are

Role Clarification taught different roles involved in their profession.
However, couples getting married, acquiring part-

Mastery of the knowledge or the specific informa- ner roles, becoming mothers and fathers, and en-
tion and cues needed to perform a role is known countering among similar situations receive, in
as role clarification. It is the identification of role- most cases, very little intentional preparation. Simi-
linked behaviors, sentiments, and goals associated larly, and even more important in its implication for
with a role vis-à-vis significant others in the context nursing, is the complete lack of intentional formal
of the situation. In the course of a lifetime a person instruction in role expectations for patients in the
discards old roles, assumes new ones, modifies ex- process of changing roles from sick to well, well
isting roles, or simultaneously manages several—in to sick, or any point between (Davis, 1963, pp.

109–134).terms of their demands—incompatible roles. Thus,
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Thus, the individual acquires and masters the iors in that role, role modeling occurs (Bandura,
1963). Attributes imitation or role modeling is thebehaviors and the sentiments of new roles and tran-

sitional roles through gaining knowledge of: most prevalent type of social role learning, and
even more so for the child. The process is defined

• what the role entails in terms of behavior; by Mowrer (1960) as imitation, learned through a
• what the role entails in terms of sentiments and process of trial-and-error learning, without direct

goals; and or extrinsic reinforcement for imitation. Thus, role
• costs and rewards, whether a significant other modeling proceeds without direct tuition, or clear

reinforces the roles negatively or positively. learning goals delineated by the models or by the
learners.

Thus, role supplementation may become the means In a face-to-face society, role modeling is in-
for achievement of role mastery. tensive and ensures accurate and relatively smooth

The strategies for role clarification and role role transitions. However, in a highly developed,
taking are role modeling, role rehearsal, and refer- mobile, technical society intensive role modeling
ence group interaction. The processes utilized for is reduced to a minimum. For example, frequently
role learning and role clarification are communica- children are removed from grandparents as signifi-
tion and social interaction. cant role models for aging and dying. Or with the

small nuclear family, children may not see their
Role Taking parents as role models for child rearing. The impact

of role modeling is further reduced in a nontradi-
The second essential component, role taking, in-

tional culture, since the role modeling provided by
volves the empathic abilities of ego, both cogni-

the previous generation is too discontinuous with
tively and affectively. Lindesmith and Strauss

the new realities. The way mother or grandparents
(1968) defined role taking as “imaginatively assum-

reared children is not considered up-to-date or is
ing the position or point of view of another person”

incongruent with current cultural values and expec-
(p. 282). The ability to take the role of the other is

tations. Because most acute illness occurs in the
the sine qua non of smooth social interaction and

institutional setting and the very ill are seldom cared
smooth role transition. Role taking is a key concept

for in the home, the patient role is seldom modeled
in the social theory of George Herbert Mead (1934).

and becomes isolated from the family’s or signifi-
The self plans and enacts his role by vicariously

cant others’ perception of how one acts when one
assuming the role of the other. This further suggests

is very ill, or what it means to be very ill.
that individuals learn roles in pairs and not singly
(Turner, 1970). As with role clarification, key strat-

Role Rehearsalegies of role taking are those of role modeling,
role rehearsal, and reference group interaction. This

As a concept, role rehearsal refers to a phase in thesuggestion leads to the first proposition.
variable career of interaction (Blumer, 1969). ThisRole transition is less difficult for the ego who
phase is characterized by internal activity, preced-has learned to enact a role and counterrole imagina-
ing overt interaction, in which the individual fanta-tively and if the significant other understands the
sizes, imagines, and mentally enacts how an en-salient components of the transitions as it involves
counter might take place and how a role mightego and the significant other.
evolve. In other words, the individual mentally en-
acts his role, anticipating in imagination the re-Role Modeling
sponses of significant others.

Role rehearsal, thus, has a crucial function inWhen the significant other is observed enacting and
anticipating and planning the course of future ac-playing a certain role so that an individual is able

to understand and emulate the intricacies of behav- tions and is an important prelude to role taking.
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Role rehearsal does not proceed on the assumption modeling; a successfully rehabilitated coronary pa-
tient could come and speak; films might be used;that roles will be rigidly structured. The roles that

will finally evolve in actual enactment may be quite role-play situations in which the actor practices
limiting his/her schedule in areas identified asdifferent from those rehearsed in fantasy. However,

rehearsal enables the individual and the significant stressful and overloading; and an information-giv-
ing component where exercise, diet, preventive as-other to anticipate behavior and sentiments associ-

ated with the roles rehearsed. Or, as stated in Propo- pects of managing coronary disease are presented.
As noted in Proposition 3:sition 2:

Role rehearsal enables the individual and oth- The peer group, which is an essential strategy
of role supplementation, provides the appropriateers in a health–illness situation to master the behav-

ior and sentiments associated with the transitional locus to facilitate role transition.
roles and thus decrease the experience and manifes-
tations of role insufficiency. Communication and Interaction

Reference Group Communication, the mechanism by which meaning
is constructed, is a key process in role supplementa-
tion and is the central concept of symbolic interac-A viable role supplementation program should capi-

talize on the importance of a significant other and/ tionist theory, particularly as elaborated by George
Herbert Mead (1934). Human communication is aor others in reinforcing new roles and counterroles.

Role supplementation should be provided in the behavioral process based on a system of shared
symbols whereby meanings are conveyed and inter-context of an appropriately designated reference

group involving the self and appropriate significant preted among social interactants. “Meanings
arise…out of group activities, and they come toothers as an essential strategy.

To design a role supplementation program, the stand for relationships between actors and object”
(Lindesmith & Strauss, 1968, p. 70). Meaning issignificant others must be identified. Appropriate

strategies and processes of social learning, that is, possible, according to Mead (1934), because the
human being possesses, biologically, the ability torole modeling, role rehearsal, intentional role in-

struction, and communication and interaction op- create objects.
Human communication, according to Mead,portunities, must be designed to prepare or assist

persons with role clarification and role taking be- depends upon the sharing of significant symbols.
Because the individual can anticipate the interpreta-fore or during a role transition. Such programs

would have to be outlined and made specific so tion others will put upon his symbolic gestures, a
pattern of meaning can be established and lines ofthat persons participating could shape and influence

their own role learning. intended action can be forged. This interpretation
process is possible because human beings can, inThe literature is rich with examples of the

importance and appropriateness of utilizing the ref- the process of using and sharing symbols, create a
world of meaningful objects and, the most salienterence group media in transitional situations. For

example, in anticipation of parental roles, both hus- point, the individual can become an object to him-
self and, thus, view himself in imagination as othersband and wife should be in a group with others in

a similar situation. Other examples are a colostomy view him.
As Mead said, “Gestures become significantgroup, a reminiscence group, a single mothers’

group. symbols when they implicitly arouse in the individ-
ual making them the same responses they explicitlyA postcoronary discussion group with coro-

nary patients and their wives, for example, could arouse, or are supposed to arouse in other individu-
als” (1934, p. 47). Because the human being canbe conducted on a postcoronary unit in a hospital

setting. Program components should allow for: role anticipate the response that his gesture (verbal or
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nonverbal) will produce in others, he is able to further delineated, more sophisticated tools and re-
search designs for measuring the impact of rolecommunicate meaning (Deutsch & Krauss, 1965,
supplementation programs on role insufficiency canpp. 183–189).
be developed.Communication and interaction are central

Tools need to be developed, tested, and vali-processes of role clarification and role taking and
dated for testing hypotheses generated from theare thus central to role supplementation because it
conceptual framework presented here. A numberis through open and clear communication of sym-
of research tools utilized in other fields, however,bols that roles evolve.
could be modified for the particular goals of nursing
research. For example, until new tools are designed

Role Supplementation as and refined, it is possible to measure the role taking
an Independent Variable as one component of empathic abilities (Fesh-

bach & Kuchenbecker, 1974) of a person during a
Role supplementation as a construct for a delibera- role transition using Dymond’s (1949) Empathic
tive and planned nursing intervention that incorpo- Ability scale (Hobart & Fahlberg, 1965) or the
rates the component mastery1 based on its strategies Barrett and Lennard (1967) Relationship inventory.
and processes can prevent and ameliorate or de- In the meantime, the current tools could be evalu-
crease role insufficiency during role transitions. ated to assess their sensitivity to isolate and identify
Role supplementation, as an independent variable, role insufficiency and its relationship to the compo-
may be explored in relationship to a number of nents of role supplementation.
variables. Explorations may involve its relationship The ability to forecast accurately and realisti-
with its components, strategies, and processes, or cally the salient and dynamic features of a new
its relationship to the behavioral and physiologic futuristic role, behaviors, demands, and the senti-
manifestations of role insufficiency in the context ments associated with it vis-à-vis a number of sig-
of simple, difficult, or disjunctive role transitions. nificant others as an indicator of role clarity is a

The central question is whether the component fertile area for tool development. For example, if
mastery, using the strategies and processes of the couples are asked to predict role changes after the
role supplementation construct, can prevent, de- birth of a child before the child is born and to
crease, or ameliorate the degree or amount of role measure changes after the child is born, a compari-

son between the realism of the forecast and theinsufficiency experienced during a role transition.
perception after the child is born can be made andThis broad question lends itself to the development
considered an indication of the ambiguity or clarityof testable hypotheses in conditions that predispose
of the role transition process.to problematic role transitions.

Research tools used previously in other fieldsDescriptive research is needed to identify and
could be utilized for data related to the processdescribe further the behavioral manifestations of
and strategies of role supplementation, much in therole insufficiency syndrome, particularly as they
same way as is proposed for the components, forare demonstrated in physiologic responses. Anger,
example, for communication the Laing et al. (1966)hostility, withdrawal, confusion, depression, fa-
Interpersonal Perception Method or the Hill (1961)tigue, and anxiety are some of the probable manifes-
Interaction Matrix could be used, depending on thetations of role insufficiency that are diagnosed as
nature of the research question. A number of broadsuch only when associated with special role transi-
research areas are delineated for the developmenttion’s predisposing conditions. As the behaviors
of testable hypotheses. These areas may be summa-and variables that comprise role insufficiency are
rized as the need for:

1Component mastery refers to role-taking and role-clarification
• The clinical definition of the role insufficiencymastery, role taking and role clarification being the two compo-

nents of role supplementation. syndrome and its relationship with a variety of
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TABLE 1.1.2 A Rank Order of Nursingrole transitions by observing clients during role
Diagnoses According to None, Early, and Latetransitions, describing and collating their behav-
Preventive and Therapeutic Roleiors, reactions, and interactions surrounding the
Supplementationtransition. (Previous research in this area could

be used.) Therapeutic Role Supplementation
• The development and adaptation of valid tools

for the components, strategies, and processes of Preventive None Early Late
role supplementation. role

supplemen-• Studies to explore the relationship between role
tationinsufficiency and role supplementation.

None Highest Medium Higher
insufficiency insufficiency insufficiency
and lowest and medium and lowerRelationship Among Role Insufficiency,
mastery mastery masteryRole Mastery, and Role Supplementation
(Rank 5) (Rank 2) (Rank 4)

Early Medium Lowest Medium
In addition to the three propositions already pre- insufficiency insufficiency insufficiency
sented, at least two additional major propositions and medium and highest and medium
with important implications for the timing and na- mastery mastery mastery

(Rank 2) (Rank 1) (Rank 2)ture of nursing interventions may be derived from
the preceding analysis. The propositions are general Late Higher Medium High

insufficiency insufficiency insufficiencyand could be subjected to reduction into re-
and lower and medium and lowsearchable hypotheses. Proposition 4 is stated
mastery mastery masterypositively:
(Rank 4) (Rank 2) (Rank 3)

The earlier preventive role supplementation is
offered, the lower the probability of role insuf-
ficiency.

Temporarily, early preventive role supplemen- in Table 1.1.2 in relation to early and late role
supplementation and early therapeutic role supple-tation allows an individual time to synthesize and

incorporate anticipated role behavior into his reper- mentation. Insufficiency is manifested to the great-
est degree when neither preventive nor late thera-toire (Table 1.1.2). Early supplementation also

allows more time for significant others to evolve. peutic role supplementations are offered (rank 5).
The next highest degree of role insufficiency (rankRole modeling and role playing facilitate the pro-

cess of role evaluation for ego and for significant 4) is manifested when only late therapeutic or only
late preventive role supplementation is offered.others. Proposition 5 is stated negatively:

The later therapeutic role supplementation is When both preventive and early supplementation
are offered late, role insufficiency is still somewhatprovided, the higher the probability that role insuffi-

ciency will be manifested. high while mastery remains low (rank 4).
Role insufficiency is still manifested, but to aTherapeutic role supplementation after role in-

sufficiencies have evolved decreases the probability lesser degree, when early preventive and late thera-
peutic supplementation are offered (rank 2), onlyof further role insufficiencies. However, personal

and interpersonal conflicts are likely to have devel- early therapeutic supplementation is offered (rank
2), only early preventive supplementation is offeredoped. Consequently, role supplementation should

also deal with existing insufficiencies. (rank 2), or late preventive and early therapeutic
supplementation are offered (rank 2).Table 1.1.2 illustrates the relationships among

role insufficiency, role supplementation, and role Minimal role insufficiency is manifested when
both early preventive and early therapeutic supple-mastery. Degrees of insufficiency are rank-ordered
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FIGURE 1.1.1 Role insufficiency and role supplementation:
A predictive and prescriptive paradigm.
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ment of knowledge in nursing. It is defined as a are considered.
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Each of these processes has a methodology of pending state of transition. In the second instance,
exemplified by immigration, transition is the inde-its own and could be used as a test of the occurrence

of a concept. These tests are both conceptual and pendent variable that may predispose human beings
to health problems. The transition may also influ-clinical. When these processes are complemented

by testing through empirically valid and reliable ence responses to health problems and types of
action taken because of potential or actual healthresearch instruments, the cycle of theory-research-

theory is complete. problems.
A number of writers have argued that thereThe purpose of this chapter is twofold: To

articulate an argument for the centrality of transi- is now sufficient consensus about the discipline’s
central concerns—human beings, environment, andtions as a concept within the domain of nursing by

using the guidelines of concept analysis identified health—for these concepts to be accepted as sum-
marizing nursing’s domain.5 While each of these,earlier and to provide an analysis of transition as

an exemplar for concept analysis. singly or in various combinations, is the concern
of scholars and researchers from many disciplines,
nursing’s concern lies in their interrelatedness as
the irreducible minimum from which knowledgeDefinition, Dimensions,
for nursing practice can evolve. Given that this triadand Components of Transition
forms the basic structure for nursing knowledge,
it is conceivable that additional concepts will beTransition is a familiar concept in developmental
required before we can identify all the intricatetheories and in stress and adaptation theories. It
patterns that make up the whole of nursing. Transi-accommodates both the continuities and discontinu-
tion is one such concept. It offers a key to interpre-ities in the life processes of human beings. Transi-
ting person-environment interactions in terms oftions are invariably related to change and develop-
their actual and potential effects on health. In thement, both of which are highly pertinent themes
wake of sound empirically based descriptions offor nursing. Superimposed on developmental tran-
transition, both as process and as outcome, moresitions are other forms of transition that are linked
prescriptive theory can be generated to impact onmore directly to situational and health-illness
practice. Nursing practice stands to gain fromevents. One example of the latter is hospitalization
careful conceptualization of transition and itsfor acute illness or injury, which automatically pre-
consequences in all the biopsychosocioculturalcipitates the person into contact with nurses and
variations.nursing. In some instances, transition is initiated

by events beyond the individual’s control; in other
Definitioncases, it may be sought deliberately through events

such as marriage, migration, career change, or cos-
The noun transition is derived from the Latin verbmetic surgery.
transire, meaning to go across. That sense is re-Transitions are those periods in between fairly
flected in the first meaning given in Webster’s Thirdstable states. Transitions fall within the domain of
International Dictionary6; “a passage or movementnursing when they pertain to health or illness or
from one state, condition, or place to another.”when responses to the transition are manifested in
Because there are connotations of both time andhealth-related behaviors. It is conceivable that in
movement, transition can be thought of as linkingthe first instance, the health–illness condition is the
change with experienced time.independent variable and the transition, the depen-

As conceptualized in this chapter, transition,dent variable. An acutely ill patient who is hospital-
as passage from one life phase, condition, or statusized, a patient who is discharged from a health care
to another, is a multiple concept embracing theinstitution, or a patient undergoing surgery are all

examples of conditions or situations with an im- elements of process, time span, and perception.



26 PART II TRANSITIONS AS A NURSING THEORY

TABLE 1.2.1 Events Leading to aProcess suggests phases and sequence; time span
Process of Transitionindicates an ongoing but bounded phenomenon;

and perception has to do with the meaning of the
Illness Loss Pregnancytransition to the person experiencing it. The process
Recovery Immigration Retirementinvolves both the disruption that the transition occa-
Birthing Migration Maturation

sions and the person’s responses to this interfer- Death Hospitalization
ence. The time span extends from the first anticipa-
tion of transition until stability in the new status
has been achieved. Perception of the transition will
reflect how the associated role ambiguity and threat beginning,”8(p9) there is still the same sense of transi-
to self-concept are experienced. In summary, transi- tion being an ongoing and bounded phenomenon.
tion refers to both the process and the outcome of Although certain aspects of an individual’s life
complex person–environment interactions. It may will be affected more than others by the transition
involve more than one person and is imbedded in that he or she is currently experiencing, the extent
the context and the situation. (J. Benoliel, personal and intensity of this influence may vary over time.
communication, 1985). Further, the boundaries of transition-related behav-

One important characteristic of transition is ior are not fixed, but may expand and recede in
that it is essentially positive. The completion of a accordance with other happenings in the total con-
transition implies that the person has reached a text of the person’s life. Events and circumstances
period of greater stability relative to what has gone that are likely to be precursors to the process of
before. Even if overall, by comparison with a pre- transition are listed in Table 1.2.1.
transition state, the changes seem more decremental
than incremental, this does not mean that the transi- Disconnectedness. Perhaps the most perva-
tion outcome cannot be positive. The completed sive characteristic of transition is disconnectedness
transition would then signify that the potential for associated with disruption of the linkages on which
disruption and disorganization associated with the the person’s feelings of security depend. It is inter-
precipitating circumstances had been countered. esting in this regard to note that the authors of
As Hall noted, “A theory focused on transition an extensive review of factors related to health
could deal with decreases as well as increases.”7

commented that all the findings they described have
(p. 3) Defining characteristics of transition include “as a common element the importance to health
process, disconnectedness, perception, and patterns of being ‘connected’…. These connections are not
of response. passive, but require that people actively relate to

one another and with the environment” (p. 354).
Process. Whether the event that causes the Other characteristics allied to disconnectedness are

transition is anticipated or not, and whether the loss of familiar reference points, incongruity be-
event is short or long term, transition is a process. tween expectations based on the past and percep-
Its beginning and end do not occur simultaneously; tions dictated by the present, and discrepancy be-
there is a sense of movement, a development, a tween needs and the availability of, as well as access
flow associated with it. The distance between the to, means for their satisfaction.
beginning and the end may be short or long, and
its end may or may not have the same characteristics Perception. Meanings attributed to transition
as its beginning. Certain boundaries imply limits events vary between persons, communities, and so-
to the process. Although Bridges conceptualized cieties, and thus influence the outcome. Hospital-
the structure of life transitions a little differently, ization is considered necessary for healing by some
referring to “(1) an ending, followed by (2) a period and as a step toward dying by those from another

culture.11 A patient describing her hemiparesis afterof confusion and distress, leading to (3) a new
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TABLE 1.2.2 Patterns of Responsea stroke—“I feel like I have a dead body in bed
to Transition Eventswith me” (N. Doolittler, personal communication,

February 1985)—aptly illustrates the individuality
Disorientation Changes in self-conceptof perception. This characteristic suggests that dif-
Distress Changes in role performanceferences in perception of transition events may in-
Irritability Changes in self-esteem

fluence reactions and responses to such events, thus Anxiety (And others)
making them less predictable. Depression

Awareness. Transition is a personal phenom-
enon, not a structured one. Processes and outcomes
of transitions are related to definitions and redefini- structure consisting of at least three phases: entry,
tions of self and situation. Such defining and rede- passage, and exit. It may be, too, that research will
fining may be done by the person experiencing the reveal some general dimensions that can be used
transition or by others in the environment. How- to categorize transitions across different types of
ever, it is contended here that to be in transition, a events: life cycle, situational, and health-illness.
person must have some awareness of the changes The sequence is invariant, but the duration of
that are occurring. In the event that the changes each phase and associated degree of disruption are
have not yet reached the level of awareness, or not. Impediments to the passage can occur at any
are being denied either totally or in terms of their point. Phases are more likely to merge into one
implications (irrespective of whether the denial is another than to be discrete. Research would yield
conscious or unconscious), then that person is not information on which to base a typology of transi-
yet in transition. He or she is still in a pretransition tions. This knowledge in turn would open up the
phase. In such cases, it would be necessary to re- possibility of prediction about general forms and
solve barriers to awareness of transition before at- specific phases most likely to generate stress. Such
tempting to facilitate the transition itself. understanding would provide a useful background

against which to interpret an individual’s percep-
Patterns of Response. Patterns of response tion of a particular transition. Some of the possible

arise out of the observable and nonobservable be- dimensions by which transitions can be described
haviors during the process of transition that, how- are duration, scope, magnitude, reversibility, effect,
ever disturbed or dysfunctional they may appear, and the extent to which the transition is anticipated
are not random occurrences. The behaviors embody and voluntary and has clear boundaries. Some of
patterns that reflect both intrapsychic structure and the dimensions along which it is proposed that tran-
processes as well as those of the wider sociocultural sitions may vary are listed in Table 1.2.3 as a set
context.11 Pattern recognition would be an im- of polar opposites.
portant part of developing a taxonomy of transi- Knowledge of general patterns would be use-
tions. Table 1.2.2 shows the labels commonly ap- ful for guiding nursing assessment, but planning
plied to some of these patterns. Examples are and implementation, to be effective, must take ac-
disorientation, distress, and perhaps elation and count of how the transition and associated events
happiness. are perceived by the person experiencing them.

In recognition of the likely degree of individual
Dimensions variation, one aspect of theory development in this

area would concern instrument construction. The
dimensions described earlier could provide theTransitions are not experienced uniformly by differ-

ent people even when the circumstances, such as starting point for an instrument that would allow
the nurse to generate a profile of how the individualfirst-time parenting, are similar. However, there are

some commonalities. First of all, there is a general perceives the transition of which he or she is the
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TABLE 1.2.3 Dimensions of Transitions pears to be working with different parts of the whole
rather than with entirely different entities. The con-
cept of transition has the potential for both accom-Single transition v multiple transitions

Clear entry and exit v ambiguous entry and modating and being accommodated by these vari-
exit ous theoretical schemes.
Impeded passage v unimpeded passage Nursing theories, almost by definition, must
Minor disruption v major disruption address change in one form or another. The ratio-
Particular disruption v pervasive disruption nale for that assertion is that nursing’s focus—
Brief duration v extended duration responses to health–illness events—and instability
Temporary v permanent

for the person concerned, and the achievement of
Positive value v negative value

nursing’s health-related goals generally depends onPleasant v unpleasant
initiation of changes in interaction between personDesired v undesired
and environment.Planned/predicted v unplanned/unpredicted

An early nursing theory such as that of Pep-
lau,12 with its emphasis on illness as an opportunity
for personal growth and development, could be
restated in terms of transition, as could the latercenter. Its further development would depend on
work of Travelbee13 which focuses on the evolutionfeedback from research and conceptual analysis.
of a therapeutic relationship between nurse and pa-Cues from such a profile would help the nurse to
tient and on the need for the patient to find meaningmore accurately infer the meaning that the situation
in the illness experience. Transition is also compati-has for the patient, this latter being the only valid
ble with those theories that emphasize adaptation,data base from which to plan intervention. The
such as the Roy Adaptation Model.14,15transition event, the meaning and the consequences,

Transition involves patterns as well. Bothare depicted in Figure 1.2.1.
Rogers16,17 and Newman18,19 see patterning as crucial
to their theories. In Rogers’s formulation, transi-Congruence With Nursing Theories
tions would mark phases in the person’s evolvingand Relationship to Domain Concepts
unitary organization. In Orem’s theory, self-care is

There are strong threads of congruence among the the key concept20,21 and transitions are inextricably
linked to shifts in self-care capability.many current theories in nursing. Each theorist ap-

FIGURE 1.2.1 Factors related to response to a transition event.
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Transition and Nursing Therapeutics slowly occurring change may be so gradual as to
be almost imperceptible. There is little, if any, sense
of transition. More rapidly occurring environmentalThe most important raison d’étre for nursing is the
changes, whether they be natural, as in the oc-care of patients. This is based on knowledge related
currance of an earthquake, or man-made, in theto care strategies—i.e., the nursing therapeutics that
form of urban redevelopment, call for a larger re-would enable nurses to select the most fruitful kinds
sponse. Such events not only require adjustment toof action and optimal intervention points for achiev-
a new environment, but at the same time severelying the desired health maintenance or health promo-
disrupt the usual sources of support that the individ-tion goals. Nursing therapeutics could be conceptu-
ual draws upon from the environment. This leadsally considered in relationship to transitions, ante-
to a second way in which transition and environ-cedents, and consequences. To develop knowledge
ment are linked. Irrespective of the source of therelated to nursing therapeutics, the dimensions of
initiating conditions for the transition, its coursetime, pattern, type of transition, and timing of inter-
may be mediated by what the environment offersvention should be considered. These dimensions
in the way of support. The particular nature of thewill lead in the effective development of theoretical
environment in which it occurs may either impedeand researchable questions. Specifying other com-
or facilitate a transition. In the transition from disa-ponents of therapeutic or preventive clinical thera-
bled person to able person, an example of a facilitat-peutics may be useful to further the development
ing environment would be one that gives high prior-of transition specific clinical therapeutics. For ex-
ity to ensuring wheelchair access for the physi-ample, therapeutic intervention is conceptualized
cally handicapped.as occurring after the transition consequences have

Another factor that may influence howbeen experienced, and preventive intervention as
smoothly a transition is experienced is the extentoccurring before the transition or before the
to which the environment in which the transitionconsequences.22

is occurring is itself stable or in flux. ConcurrentlyExamples of existing studies that can be
occurring transitions compound one another. Forviewed from this perspective are numerous in the
instance, it has been commonly observed, althoughnursing literature. Lindeman’s23,24 work on preoper-
perhaps not so well documented, that in clinicalative teaching exemplifies preventive clinical thera-
units in which staff are rotated and a large propor-peutics. Other examples are work related to patient
tion change at one time, the ensuing unsettled pe-compliance adherence with treatment regimens25,
riod is reflected in patient states. Implications of thissuch as the work of Johnson,26 which is geared
observation offer a source of pertinent questions fortoward strategies for reducing the stress associated
nursing research.with certain treatment procedures; and a study of

role supplementation in the postnatal transition and
in a cardiac rehabilitation program.27,28 These are Transition and the Nursing Client
all instances in which nurses have been concerned
with facilitating, either preventively or therapeuti- As with all person-environment interactions, nei-
cally, the transition processes that clients experi- ther processes nor outcomes are ever determined
ence. Some of the domain concepts and their rela- entirely by individual or environmental variables.
tionship to the transition process are depicted in Different sets of factors may be dominant at various
Figure 1.2.2. points in time, but mostly what eventuates results

from complex interplay between individual and en-
Transition and Environment vironmental characteristics.

Unfortunately, the concept of transition is not
immune to stereotyped thinking, so a note of cau-Transition and environment are related in two main

ways. On the one hand, changes in the environment tion needs to be sounded. There is a danger that
we will impose explanation rather than allow under-may constitute, or be part of, the events that make

the process of transition necessary. Adjustment to standing of the concept to emerge from evidence
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FIGURE 1.2.2 Relationship of transitions to other domain concepts.

of how transitions are actually experienced by those Exemplars
undergoing them. There may be a tendency to use
one’s own experience or feelings as a frame of The critical question for the proposed conceptual-
reference rather than elicit meanings from the cli- ization linking transitions with health is what utility
ent. Thus, on the basis of personal experience and it would have for nursing practice. Most currently
societal values, the transition to motherhood may used assessment guides and other documentation
be assumed always to be experienced positively. associated with the nursing process model are in-
Negative connotations are simply not perceived. tended to alert nurses to life context variables rele-
To take a further example, for most of us, colostomy vant to the person’s current health-illness status.
poses a threat to autonomy over a natural bodily Therefore, it is germane to ask if the concept of
function, and hence is viewed negatively. Such a transition adds anything. We suggest that it does.
conclusion ignores the possibility that, for a particu- For instance, as a focus for nursing intervention, it
lar individual, the colostomy and associated transi- helps us to incorporate the “at risk” status that
tion may be experienced as a positive resolution to accompanies many forms of transition not directly
a prolonged distressing and anxiety provoking related to health-illness events. However, even

when it is too late for preventive measures, nursingcondition.
Technological advances in medicine are now assessment done with the aim of highlighting the

kinds of personal and social transitions in whichsubjecting people to transitions not dreamed of a
few decades ago. At the moment, it is the associated the client is involved has much to offer. It will help

to ensure that interventions are maximally relevant,ethical dilemmas that are attracting attention. In
the meantime, nurses, by their very “thereness” and therefore genuinely therapeutic rather than

merely being palliative.(compared with the intermittent contacts of other
caregivers), are ideally placed to be in the vanguard Viewing transition as both process and out-

come means that focus can be readily shifted be-to help patients and their families with these unprec-
edented situations. tween end result and process. Either can be the
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subject of assessment. In the first instance, compari- to an intensive care unit or a cardiac care unit, the
sons would be made between present characteristics important point is lost, which is that for the ill
and those exhibited (or reported to have been pres- person and significant others, the episode is part
ent) at a pretransition phase. Some may have been (perhaps just the beginning) of transition. By defini-
lost, others modified, and some entirely new ones tion, crisis care is present-oriented. Yet the ques-
may have emerged. The values (both social and tions going through the minds of patient and family
personal) placed on these characteristics will influ- are likely to be future-oriented. First of all, “Is there
ence the degree of stress associated with such losses a future? Is this the end?” Then, “If I do recover,
and gains. So the notion of transition is likely to what will I be like?” Even the questions themselves
be useful in formulating goals for nursing practice. indicate a transition, from a time when such doubts
It can also be applied retrospectively to help the and anxieties were nonexistent or peripheral to the
nurse understand how a person feels about the out- moment of their present compelling impact. In other
come of a transition and the process that has led instances, the tendency may be for the person to
to it. be fixed in the past as a defense against both present

The concept of transition is consistent with and future. Here the nurse has to work at starting
the philosophy of holistic health, which is central the transition process. The earlier that these doubts
to nursing practice. It is unavoidable that at a given and uncertainties are recognized and worked
point in time, attention will be focused on some through, the sooner the transition to recovery will
aspects of the person more than on others. In prac- be achieved. Once the person perceives himself or
tice, there is no way that we can attend to the whole herself as an invalid (i.e., as being invalidated as
person simultaneously, but we can recognize the a normal person), it may be difficult to eradicate
coextensiveness of the many dimensions of the per- this perception, even in the presence of seemingly
son. Thinking in terms of transition promotes conti- good physical recovery. The difficulty will increase
nuity not only across time, but also across dimen- the longer the perception persists.
sions of the person. For some time now, acute care hospitals have

With transition viewed as a process, the aim been examining their admission procedures in terms
would be to anticipate points at which the person of how this transition to inpatient might be facili-
is most likely to reach peaks of vulnerability with

tated. Currently, too, discharge planning is receiv-
respect to health. Efforts could then be directed

ing much attention. Generally, these processes have
toward establishing and reinforcing defenses as

not been explicitly conceptualized as transition, but
well as modifying hazards. As knowledge accumu-

there could well be a gain in doing so. Tornberg,
lates concerning the likely course or trajectory of

McGrath, and Benoliel are quite specific in describ-
different types of transition, it will become increas-

ing their transition services “as a model of nursingingly possible to plan interventions according to
practice designed to offer personalized services andthe optimum moment and manner.
continuity of care to patients and families livingNursing practice based on a transition model
with changing demands of progressive, deteriorat-would run counter to therapeutic interventions
ing illness.”29 (p. 131)aimed only at cure. Return to a disease-free state

We know of another facility that, without la-may not be possible, and even the premorbid level
beling itself as a transition service, functions as oneof health may be unattainable. A goal for nursing
for people who have undergone plastic surgery.is that the client emerge from any nursing encounter
Such patients, especially in the case of cosmeticnot only more comfortable and better able to deal
surgery, are often elderly. After the immediate post-with the present health problem, but also better
operative period, they do not require the complexequipped to protect and promote health for the
services of an acute care hospital (in fact, such anfuture.
atmosphere may not be inductive to their recovery).Sometimes in the drama of a life-threatening

event such as might be associated with admission Nor are they always ready for the full independence
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of returning home, particularly if they live alone. nisms for dealing with the need 33 (p. xi). The author
of the foreword goes on to emphasize dislocationA short stay in an intermediate facility helps to

smooth the multiple facets of this kind of transition. as a distinguishing feature of uprooting events that
range from self-imposed relocations and migrations
to natural and man-made disasters. Another contrib-
utor to the volume offers the following metaphori-Analysis of Transition
cal description of what the experience of beingin Relation to Other Concepts
uprooted is:

Transition, Change, and
The closest human counterpart to the root structureOther Change-Related Concepts
by which a plant nourishes itself is, I suggest, the
structure of meaning by which each of us sustains

Part of the process of concept analysis is to compare the relationships to people, work, and the physical
and social circumstances on which our lives depend.the concept to others with comparable properties
Like roots, these structures of meaning are at onceand dimensions in order to establish its bound-
generic and sensitively adapted to the particulararies.30,31 Although Hall7 saw certain risks in nurs-
setting in which they are embedded; like roots, too,

ing’s present emphasis on change concepts (princi- they transplant from this established setting only at
pally, that we may come to equate understanding the risk of wilting and stunting.34 (p.101)
change with understanding people), it can still be
argued that, for nursing, change is both a raison The concern with meaning is germane to our

approach, which lends itself well to interpretived’être and a means of goal achievement. Just as it
is change in health status that brings about the need research methodologies. Preserving continuity of

meaning, either by reestablishing disrupted connec-for health care, so the goal of intervention usually
is to facilitate changes that will restore health to a tions or by substituting new ones, is an essential

part of the transition process, and hence the wayspremorbid level or better. Yet to say that nursing is
about managing change is little more than a truism. of doing these things are of vital concern to nurses.

Our sense of transition makes the latter conceptA broad concept such as change contains too
much ambiguity for it to be effective in guiding complementary to notions such as uprooting. Tran-

sition is a response to the disrupting events. It takeseither nursing conceptualizations or therapeutics.
That is why Becker32 suggested that nursing might up the developmental theme of the book title just

cited.gain more from the exploration of microconcepts.
Transition, although not quite micro in the sense As well as the focus on transition as a response,

another difference from these other writings is pro-intended by Becker, has similar advantages. It can
be differentiated from the general concept of change vided by the health emphasis that emanates from

our nurse-scientist perspective. Admittedly, the dif-sufficiently to make it useful in alerting nurses to
relevant aspects of the life context of clients. In ference is largely one of emphasis. Writers in other

disciplines are sensitive to the health hazards asso-this instance, transition is seen as a special case of
the general phenomenon of change. ciated with change. Since the research of the 1960s

and 1970s, we have been aware of the deleteriousWhen looking at the broader social science
literature, one cannot but be struck by similarities effects of accumulated stress from sequential and

contiguous life changes.35,36 Some, such as Coelhobetween our thinking about transitions and other
change-related phenomena being discussed by psy- and Stein,37 refer specifically to health risks associ-

ated with rural to urban migrations. In all thesechologists and sociologists. For instance, Uprooting
and Development is a volume of essays described instances, however, health risks are seen as conse-

quents or dependent variables, that is, they are ef-in the foreword as having to do with “one of the
fundamental properties of human life—the need to fects of the change phenomena. Perhaps subtler

relationships emerge when, as from our health-cen-change—and with the personal and social mecha-
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FIGURE 1.2.3 Transition as an independent variable.

tered focus, illness and injury are viewed as ante- more directly than others. For instance, catastrophic
cedent or independent variables that initiate the illness, a diagnosis of chronic or degenerative dis-
need for transition and, by their characteristics, help ease, and discharge from hospital after a severe
to determine the trajectory that the transition will illness are all clearly related to health status. Certain
follow. In this sense, the illness, injury, or “at-risk” developmental transitions, such as childbirth,
status becomes analogous to the uprooting events aging, and dying, also come within the orbit of
described earlier. health–illness services because of the way in which

they have been institutionalized in Western
societies.Research Potential

In other circumstances, the relationships are
less clear-cut. Instead of figuring directly in theTransition may enter the formulation of a research
situation, the transition provides the ground againstquestion as either an independent or a dependent
which the health–illness episode or period of in-variable, as indicated in Figures 1.2.3 and 1.2.4.
creased vulnerability to risk occur. McKinlay38 sup-

Transition as an Independent Variable ports the view that ethnographic studies, historical
epidemiology, and observations in societies where

A transition resulting from such events as immigra- rapid increase of technology has occurred indicate
tion, migration, relocation, pregnancy, birthing, and that people who are in a state of physical and cul-
loss may lead to health-related consequences in tural transition have higher risk of illness. All too
the form of biophysical symptoms or psychosocial often the contribution of a concurrent transition is
symptoms and may lead to ineffective health-seek- recognized only after a crisis, for example, acute
ing or help-seeking behavior. It may also lead to depression, has occurred.
overutilization of health care services. Studies of Although the foregoing discussion has empha-
transition as an independent variable may consider sized the tendency for transition to increase vulnera-
several relationships. These relationships are dis- bility to health hazards, transitions can also be
cussed and demonstrated in Figure 1.2.3. viewed as opportunities. Transition can mean gain

or loss. The perturbations associated with the begin-
ning of the transition process may create fertileTransitions and Health. Some transitions re-

flect movement along the health illness continuum ground for new learning. In this sense, the concept
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of transition is consistent with eudaimonistic and the service and relative case of access as compared
with visiting a physician’s office or other facilityself-actualizing views of health.31

that operates on an appointment basis. Another is
that the strangeness of the new environment and

Transitions and Health-Seeking Behav- lack of familiar resources may result in a high level
iors. For someone in transition, health-seeking be- of uncertainty and anxiety, which leaves the person
havior may be inhibited simply because the appro- unable to make judgments about the severity and
priate course of action is no longer obvious. For seriousness of symptoms. Consequently, there may
instance, a new immigrant still operating within the be a tendency to overrely on professionals for
norms of the culture of origin may not perceive reassurance.
the physician as a satisfactory substitute for the
traditional healer and, in the absence of the latter, Transition as a Dependent Variable
may delay taking any action until forced to do so
by a crisis. Not knowing the available options, or In this case, transition occurs as a result of illness
even how to initiate entry into the health care sys- and changes in health status as is presented in Fig-
tem, is a further cause of inaction. Choosing a new ure 1.2.4. People who experience life-threatening
physician in a strange city can be a daunting task illnesses pass through a transition. Although we
for anyone. For a person unfamiliar with the cus- have some insightful descriptive accounts,40,41 there
toms and perhaps not fluent in the language, it may is still much that is unknown about the meanings
seem an insurmountable obstacle. One can only that are constructed out of these events and why—
conjecture how often people in this situation are irrespective of the actual amount of pathology in-
labeled by health care providers as irresponsible volved—they are more devastating for some people
with respect to their children’s health. than for others. Rehabilitation and reablement pro-

Retirement is another event that launches peo- grams assume a transition. The effectiveness of
ple into a period of transition. Particularly when such programs depends on congruence between the
involuntary, it is an outward sign of growing old. goals of the client and those of the therapist. This
One effect of this transition on older persons is in turn presumes knowledge about the transition
that, because of prevailing confusion between the process and the client’s perception of it.
effects of aging and symptoms of illness, they tend In approaching measurement issues associated
to accept distressing symptoms such as decreased with developing the concept of transition, it is likely
sensory acuity and urinary incontinence as inevita- that we will be able, in part, to build on existing
ble aspects of aging, and therefore are reluctant to work. The conclusion of a recent review paper was
seek advice or treatment. Thus to fully understand that “there are currently at least 27 published scales
a person’s response to being in transition, it is im- that measure various aspects of social functioning
portant to understand how they perceive the transi- and that have been reasonably well developed and
tion process and what expectations they have for tested” (p. 1257).42 No doubt some of these overlap
the outcome. with the dimensions that we deem especially perti-

nent to the transition process. The growing litera-
ture on coping strategies is another likely source

Transitions and Health Care Utilization.
of material.

Even if the transition does not prevent the person
from seeking health care, it may result in changes
in utilization of health services.38 A familiar exam- Summary and Conclusions
ple is the new immigrant’s utilization of the hospital
emergency department when what is needed is a This chapter illustrates one of the options for theory

development—concept analysis and clarification.regular office visit. There are at least two possible
reasons for this behavior. One is the visibility of The broad concept of transition, a period of change
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FIGURE 1.2.4 Transition as a dependent variable.

between two relatively stable states that comes to alerting nurses to sets of problems associ-
be associated with some degree of self-redefinition, ated with particular diagnostic categories,
has been explored specifically within a nursing con- there is much that we still need to learn
text, a context in which the central domains are about how to set priorities in individual
person-client, health, and environment. Ramifica- cases. There is a commonly held view that
tions of the definition were traced. It was argued inadequacies in nursing care are due less
that a theory with transition as its central concept to paucity of data than they are to failure
would provide continuity with directions evident by nurses to appreciate the relevance of
from historical analysis of the work of other nurse data that are available. A transition frame-
theorists, meet nursing’s present needs, and at the work would have the heuristic value of
same time be congruent with trends in knowledge prompting researchers to pose questions
development in related fields. We see such a frame- pertinent to cue recognition and utilization.
work as conducive to more integrated and effective 3. An integrating and organizing conceptual
theoretical and research programs for nursing. It is framework makes it easier for a nurse to
contended that the kind of theoretical development capitalize on what he or she knows already
proposed would have at least the following three and to use existing knowledge more in-
advantages that will have implications for further sightfully. This is not to deny the need for
knowledge development. nurses to continually update their knowl-

edge, which is a basic requirement in any1. Nurses sometimes tend to view clients his-
practice discipline. But most nurses—torically, and therefore, they fail to recog-
through both education and experience—nize or meet the client’s needs at the point
have already acquired a good deal ofwhere the client presently is in his or her
knowledge about human development andperception of the situation. Conceptualiza-
person-environment interactions. Unfortu-tions that encompass flexible time orienta-
nately, such knowledge is not always welltion incorporating past, present, and future,
articulated and so made maximally avail-as does transition, promote greater syn-
able to benefit practice. Transition theorychrony between the time orientations of
could be the key to changing this situation.nurse and client, and therefore provide a
This, broadly, has been the intent of thisbasis from which to more accurately define
chapter: to analyze the concept of transitionclient needs.
for the purpose of knowledge development2. Although the trend toward adopting “mod-

els of nursing practice” may be useful in in nursing.
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We are aware that, in suggesting transition as Finally, in order to meet the challenge of the
American Nurses’ Association policy statementa focus for theory development and research in

nursing, the concept is not an entirely new one. that defines nursing as the “diagnosis and treatment
of human responses to actual and potential healthOther disciplines are already working with it. How-

ever, analysis from a nursing perspective with the problems” (p. 9),51 a plurality of theories is needed.
A theory linking health, illness, and nursing withfurther development of theoretical and empirical

linkages with nursing’s other central domain con- transition would not supercede the variety of theo-
retical formulations that now inform nursing re-cepts does signify an original approach with signifi-

cant implications for knowledge development. search and practice. Certainly there would be some
overlap (this speaks to the issue of validity), butA theory linking transitions and health would
transition theory offers a framework and a perspec-meet Johnson’s43 three criteria for evaluating nurs-
tive for organization of knowledge related to eventsing theory: social congruence, social significance,
and responses to transitions. The realization of suchand social utility. The ubiquity of the term transition
a theory would depend on a program of inquiryin the recent nursing literature is evidence of its
aimed at clarifying theoretical and operational link-congruence with current orientations to change held
ages between transition and a broad spectrum ofby health care users and providers. That transition is
health-illness states. The next stage would be thea concept relevant to many of nursing’s immediate
empirical testing of several kinds of propositions,concerns is evident from the frequency with which
such as those linking the transition process withthe term has appeared in recent nursing literature in
health-illness states and those linking it with nurs-the context of transition and nursing practice;29,44,45

ing therapeutics.transition, education, and service;46 research in tran-
sition;47 and theory development.48

Significance must be judged, finally, on empir-
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Nursing research methodology (pp. 237–257). Boulder, CO: changes. Such changes may produce profound al-
Aspen Publication.

terations in the lives of individuals and their signifi-
cant others and have important implications for
well-being and health.

In an earlier article, Chick and Meleis (1986),
approached theory development for the concept of

1.3 TRANSITIONS:
transition through concept analysis. They defined

A CENTRAL CONCEPT IN NURSING
transition as a passage or movement from one state,

KAREN L. SCHUMACHER condition, or place to another; they proposed an
AFAF IBRAHIM MELEIS array of properties and dimensions of transition;

and they examined its relationship to nursing thera-
peutics, environment, client, and health. In this

Abstract chapter, we extend this work through a review of
the nursing literature published since 1986.

Transition is a concept of interest to nurse
Articles were identified through a MEDLINE

researchers, clinicians, and theorists. This
search of the nursing literature from 1986 to 1992

chapter builds on earlier theoretical work on
using the key word transition. The search was lim-

transitions by providing evidence from the
ited to English language publications; 310 citations

nursing literature. A review and synthesis of
were identified. We then limited our review to pub-

the nursing literature (1986–1992) supports
lications in which the word transition appeared in

the claim of the centrality of transitions in
the title to capture articles in which transition was

nursing. Universal properties of transitions
a major focus.

are process, direction, and change in funda-
The initial overview of this body of literature

mental life patterns. At the individual and
revealed that nurses have used a wide variety of

family levels, changes occurring in identities,
publication modes to communicate their ideas about

roles, relationships, abilities, and patterns of
transitions. Transitions were addressed in an edito-

behavior constitute transitions. At the organi-
rial (O’Brien, 1990), a letter to the editor (Schwartz,

zational level, transitional change is that oc-
1989), regular columns or features (Grady, 1992;

curring in structure, function, or dynamics.
Scherting, 1988), and accounts of personal experi-

Conditions that may influence the quality of
ence (Rice, 1988; Shea, Adamzczak, & Flanagan,

the transition experience and the conse-
1987), as well as in full-length articles on practice,

quences of transitions are meanings, expecta-
theory, or research. Entire issues of two journals

tions, level of knowledge and skill, environ-
have been devoted to exploring transitions (Fought,ment, level of planning, and emotional and
1992; Murphy, 1990b), as have publications of ma-physical well-being. Indicators of successful
jor professional organizations (Ryan, 1988; Wat-transitions are subjective well-being, role
son, 1988).mastery, and the well-being of relationships.

Two instruments have been developed (Fland-Three types of nursing therapeutics are dis-
ermeyer, Kenner, Spaite, & Hostiuck, 1992; Imle &cussed. A framework for further work is
Atwood, 1988). Such variety produced a wealth ofdescribed.
ideas and reflects the interest in transitions. Al-
though theory development was the stated intent
of only a small subset of these publications, theMeleis (1975; 1985; 1986; 1991) has proposed that
descriptions of transitions and the many ideas abouttransition is one of the concepts central to the disci-
transitions discussed in the literature can be usedpline of nursing. Nurse–client encounters often oc-
as a basis for theory development. This reviewcur during transitional periods of instability precipi-

tated by developmental, situational, or health illness exemplifies an approach to theory development in
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which the nursing literature is used as “data” to age, contrasting the transitions of mothers and non-
mothers.address three questions: What are the types of tran-

sitions addressed in the nursing literature? What Most of the work on developmental transitions
has focused on the individual. However, severalconditions influence transitions? What constitutes

a healthy transition? writers have addressed developmental transitions
in relationships such as the mother–daughter dyad
(Martell, 1990; Patsdaughter & Killien, 1990) and
the childbearing family (Imle, 1990). Hollander andTypes of Transitions
Haber (1992) described the developing awareness
of a gay or lesbian identity as an ecological transi-The literature reveals that nurses think of many
tion in that change occurs in the individual and indiverse situations as transitions. Previously, three
the social environment.types of transitions relevant to nursing were identi-

fied: Developmental, situational, and health–illness
Situational Transitions(Chick & Meleis, 1986). This review allowed us

to add subcategories to each of these types and to
identify an additional category of organizational Transitions in various educational and professional
transitions. We present these categories as a typol- roles are situational transitions that have received a
ogy of transitions to demonstrate the scope of phe- great deal of attention. Many writers have addressed
nomena that can be conceptualized as transitions transitions into and throughout educational pro-
and to stimulate the reader to think of additional grams (Klaich, 1990; Lengacher & Keller, 1992;
phenomena to further expand the typology. Myton, Allen, & Baldwin, 1992; Pullen, 1988;

Wuest, 1990). The transition to staff nurse at the
completion of an educational program also has re-Developmental Transitions
ceived a great deal of attention (Alex & MacFar-
lane, 1992; Andersen, 1991; Cassells, Redman, &Among developmental transitions, becoming a par-
Jackson, 1986; Hindman, 1986; Jairath, Costello,ent is the transition that has received the most atten-
Wallace, & Rudy, 1991; Lathlean, 1987; Paterniti,tion. Nurse researchers and theorists have examined
1987; Talarczyk & Milbrandt, 1988). Subsequentthe transition to parenthood as it occurs during preg-
transitions in clinical practice roles occur through-nancy (Imle, 1990; Imle & Atwood, 1988), during
out the career. Among these transitions are changesthe postpartum period (Brouse, 1988; Pridham &
in practice setting (Ceslowitz & Loreti, 1991; Dunn,Chang, 1992; Pridham, Lytton, Chang, & Rutledge,
1992; Kane, 1992; Shea et al., 1987), return to1991; Tomlinson, 1987), and up to 18 months after
clinical practice (Brautigan, Bryson, & Doster,an infant’s birth (Majewski, 1986; 1987). Although
1989), changes in function and scope of practiceit is the mother’s transition to parenthood that is
(Reed-McKay, 1989), changes the role transitionsmost often studied, transition to fatherhood has also
required of nurses who simultaneously care for pa-been addressed (Battles, 1988).
tients with strikingly different needs (Samarel,Other stages in the life cycle have been identi-
1989). The transition from clinician to administra-fied as transitions, but have received less attention.
tor has been addressed by several writers (Gard-Lauer (1990) conceptualized adolescence as a de-
ner & Gander, 1992; Rice, 1988; Scherting, 1988;velopmental period encompassing a number of tran-
Starke & Rempel, 1990). And, in a series of col-sitions, one of which is the transition in body image.
umns Blouin and Brent (1992a; 1992b; 1992c;Midlife also has been conceptualized in terms of
1992d; 1992e; 1992f) discussed the transitions ex-multiple transitions for women (Frank, 1991), one
perienced by nurses upon leaving executive posi-of which is menopause (Fishbein, 1992). Mercer,
tions. Hegyvary and de Tornyay (1991) describedNichols, and Doyle (1988) described the transit-

ions experienced by women from childhood to old the transitions into and out of the role of dean.
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Other writers have conceptualized changes in traditionally seen in out-patient clinics (Thurber &
DiGiamarino, 1992) and the transition from psychi-family situations as transitions. For example, wid-
atric hospital to community (Robinson & Pinkney,owhood as a transition has been addressed by
1992; Staples & Schwartz, 1990). Models in whichPoncar (1989) and by Adlersberg and Thorne
nurses provide transitional care services have been(1990). The transition of an elderly family member
proposed and implemented to increase continuityfrom home to a nursing home has been explored
of care across the health care system and to promoteby Johnson, Morton, and Knox (1992) and Young
cost effective utilization of health services (Brooten(1990). Finally, family caregiving has been concep-
et al., 1988; Cohen et al., 1991; Ritz & Walker,tualized as a series of transitions (Brown & Powell-
1989; Thurber & DiGiamarino, 1992).Cope, 1991).

Other situations that have been conceptualized
Organizational Transitionsas transitions are immigration (Meleis, 1987),

homelessness (Gonzales-Osler, 1989), near-death
The transitions described thus far have been those

experiences (Dougherty, 1990), and moving out of
occurring at the individual, dyadic, or family level.

abusive relationships (Henderson, 1989).
Organizations can also experience transitions that
affect the lives of persons who work within them

Health–Illness Transitions and their clients. Organizational transitions repre-
sent transitions in the environment. They may be

The impact of illness-related transitions on individ- precipitated by changes in the wider social, politi-
uals and families has been explored in a number cal, or economic environment or by intraorganiza-
of illness contexts, including myocardial infarction tional changes in structure or dynamics.
(Christman, McConnell, Pfeiffer, Webster, Changes of incumbents in leadership positions
Schmitt, & Ries, 1988), post-operative recovery have been described as transitional periods in the
(Wild, 1992), HIV infection (Thurber & DiGiamar- life of organizations with far-reaching effects (Gil-
ino, 1992); spinal cord injury (Selder, 1989), ad- more, 1990; Hegyvary & de Tornyay, 1991; Ker-
vanced cancer (Reimer, Davies, & Martens, 1991), foot, Serafin-Dickson, & Green, 1988; Losee &
and chronic illness (Catanzaro, 1990; Loveys, Cook, 1989; Tierney, Grant, Cherrstrom, & Morris,
1990). Bridges (1992) conceptualized weaning 1990), as have changes in the qualitative dimen-
from mechanical ventilation as a transition in the sions of leadership roles (Ehrat, 1990). The adop-
process of recovery from critical illness. Similarly, tion of new policies, procedures, and practices also
De Bonde and Hamilton (1991) described the pro- has been conceptualized as a transition. Exempli-
gression from tube feeding to oral nutrition as a fying this kind of transition are the introduction of
transition in the process of rehabilitation. restraint-free care in a nursing home (Blakeslee,

Many articles addressed transitions among Goldman, Papougenis, & Torell, 1991), new
levels of care within the health care system over staffing patterns (Rotkovitch & Smith, 1987), im-
the course of an illness. A prominent concern is plementation of new models of nursing care (Main,
the transition from hospital to outpatient care and Mishler, Ayers, Poppa, & Jones, 1989; Vezeau &
to the home environment (Brooten et al., 1988; Hallsten, 1987; Walker & DeVooght, 1989), and
Chielens & Herrick, 1990; Christman et al., 1988; the introduction of new technology (Shields, 1991;
Cohen, Arnold, Brown, & Brooten, 1991; Howard- Turley, 1992). Finally, structural reorganization of
Glenn, 1992; Kenner & Lott, 1990; Ladden, 1990; facilities and the introduction of new programs con-
Michels, 1988; Salitros, 1986; Wong, 1991). Other stitute organizational transitions (Condi, Oliver, &
transitions within the health care system that have Williams, 1986; Harper, 1989; Swearingen, 1987;
been addressed by nurses are the transition from Walker & DeVooght, 1989).
hospital to rehabilitation center (Swarczinski & Transitions experienced by the nursing profes-

sion have interested several writers. According toGraham, 1990), home follow-up care for persons



CHAPTER 1 THEORETICAL DEVELOPMENT OF TRANSITIONS 41

Allen (1986) the history of nursing is a story of thought of as universal properties of transitions.
One such universal property, manifested in defini-transition. Transitions have been described in edu-

cational preparation in nursing (Schwartz, 1989), tions of transitions (Table 1.3.1) and supported by
the literature, is that transitions are processes thatin curricular content (Clifford, 1989), in modes of

thinking (O’Brien, 1990), and in research methods occur over time. Further, the process involves de-
velopment, flow, or movement from one state to(Clarke & Yaros, 1988). The transition of nursing

from an occupation to a profession was the subject another (Chick & Meleis, 1986). Many writers have
advanced our understanding of the developmentof an essay by van Maanen (1990).

Communities in transition were addressed by and flow of transitions by dividing the process into
stages or phases (Blakeslee et al., 1991; Deone writer. Bushy (1990) examined recent transi-

tions in rural communities, the stressors engendered Bonde & Hamilton, 1991; Fishbein, 1992; Gilmore,
1990; Hegyvary & de Tornyay, 1991; Reimer etby such transitions, and the consequences for the

health of women. al., 1991; Wong, 1991).
Another universal property is found in the na-It should be noted that the types of transitions

we present are not mutually exclusive. Transitions ture of change that occurs in transitions. Examples
in individuals and families include changes in iden-are complex processes and multiple transitions may

occur simultaneously during a given period of time. tities, roles, relationships, abilities, and patterns of
behavior (Brown & Powell-Cope, 1991; Catanzaro,For example, Catanzaro (1990) explored develop-

mental transitions in midlife in people with progres- 1990; Imle, 1990; Klaich, 1990; Pridham et al.,
1991). Examples at the organizational level includesive neurological disease, demonstrating the com-

plex challenges that occur when developmental and changes in structure, function, or dynamics (Condi
et al., 1986; Tierney et al., 1990; Walker & De-health/illness transitions overlap. Young (1990)

also described the way in which situational, health/ Vooght, 1989). These properties help to differenti-
ate transitions from nontransitional change. For ex-illness, and developmental transitions may occur

concurrently for elderly people. Furthermore, a ma- ample, brief, self-limiting illness has not been char-
acterized as a transition, whereas chronic illnessjor transition may encompass a number of discrete

transitions. As conceptualized by Lauer (1990), ad- has (Catanzaro, 1990; Loveys, 1990). Similarly,
phenomena such as mood changes, that are dynamicolescence comprises a number of discrete transi-

tions, one of which is the transition in body image. but do not have a sense of movement or direction
have not been conceptualized as transitions. Inter-And according to Wild (1992) the transition from

pain to comfort postoperatively must be managed nal processes usually accompany the process of
transition, while external processes tend to charac-within the context of multiple physiologic transi-

tions; understanding these can lead to improved terize change (Bridges, 1980; 1986).
patient outcomes. Finally, a major transition, such
as entering graduate school, may have a “ripple
effect,” precipitating concurrent transitions in fa- Transition Conditions
milial relationships and social networks (Klaich,
1990). Wide variation occurs among individuals, families,

or organizations in transition and nurses must have
a framework for assessment that allows them to

Universal Properties of Transitions capture this variation if they are to understand the
transition experience of individual clients. In the
Chick and Meleis (1986) model, personal and envi-Despite the diversity of transitions, some common-

alities across categories are evident and support ronmental factors that affected the transition pro-
cess were identified. The nursing literature sinceproperties that were identified earlier (Chick &

Meleis, 1986). These commonalities may be then has provided substance and specificity to our
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TABLE 1.3.1 Definitions of Transition in theunderstanding of what constitutes important influ-
Nursing Literatureencing factors. Transition conditions include mean-

ings, expectations, level of knowledge and skill,
Bridges (1980, 1986): A process that involves three phases:

the environment, level of planning, and emotional An ending phase (disengagement, disidentification, disen-
chantment), a neutral phase (disorientation, disintegration,and physical well-being (Table 1.3.1). Across the
discovery), and a new beginning phase (finding meaningfour types of transitions, we found considerable
and future, experiencing control and challenge).

consensus that these were important factors influ-
Chick and Meleis (1986): A passage from one life phase,

encing transitions. Future research might identify condition, or status to another.…transition refers to both the
process and the outcome of complex person–environmentadditional factors and amplify our understanding
interactions. It may involve more than one person and isof conditions which are conducive to a smooth
embedded in the context and the situation. Defining charac-

transition and conditions which place the client at teristics of transition include process, disconnectedness, per-
ception, and patterns of response.risk for a difficult transition.
Chiriboga (1979): Marker events with discrete entries and
exits.Meanings
Golan (1981): A period of moving from one state of certainty
to another, with an interval of uncertainty and change inMeaning refers to the subjective appraisal of an
between.anticipated or experienced transition and the evalu-
Meleis (1986): The period in which a change is perceivedation of its likely effect on one’s life. Meanings
by a person or others, as occurring in a person or in the

attached to transitions may be positive, neutral, or environment. Commonalities that characterize a transition
period: 1) disconnectedness from usual social network andnegative. The transition may be desired or not and
social support systems; 2) temporary loss of familiar refer-it may or may not be the result of personal choice.
ence points of significant objects or subjects; 3) new needs

Awareness of the meaning of a transition for clients that may arise or old ones not met in a familiar way; and 4),
old sets of expectations no longer congruent with changingis essential for understanding their experience of it
situations. A transition denotes a change in health status, inas well as its health consequences. role relations, in expectations, or in abilities.

The inclusion of meanings in a theory of tran-
Meleis (1991): A transition denotes a change in health status,

sition draws attention to the importance of under- in role relations, in expectations, or in abilities. It denotes
changes in needs of all human systems. Transition requiresstanding a transition from the perspective of those
the person to incorporate new knowledge, to alter behavior,experiencing it. The importance of the perspective and therefore to change the definition of self in social context,

of the person undergoing transition has been em- of a healthy or ill self, or of internal and external needs,
that affects the health status.phasized by several writers (Adlersberg & Thorne,
Morris (1979): A process of change from one activity or1990; Kenner & Lott, 1990; Pridham & Chang,
from of activity to another.1992). For example, Adlersberg and Thorne (1990)
Murphy (1990a): Common themes in definitions of transi-studied widowhood and found that rather than being tion: Disruption in routine, emotional upheaval, and adjust-

a uniformly negative experience of loss, many ex- ment required of individuals undergoing life changes.
perienced a sense of relief and new opportunities for Parkes (1971): Processes of change that are lasting in their

effects, force one to give up how one views the world andpersonal growth. Meanings must also be understood
his or her place in it, and necessitates the development offrom the perspective of the cultural context of the new assumptions and skills to enable the individual to cope

transition. For example, the meaning of the transi- with a new altered life space (Paraphrased by Murphy,
1990a).tion of menopause varies across cultures (Fishb-
Schlossberg (1981): An event or nonevent that results inein, 1992).
changes in relationships, routines, assumptions, and/or rolesMeaning also has an existential connotation
within the settings of self, work, family, health, and

such as searching for meaning during the family economics.
transition of losing a member through death as de- Tyhurst (1957): A passage or change from one place or state

or act or set of circumstances to another. Features commonscribed by Reimer et al. (1991). Brown and Powell-
to all transitions: 1) a phase of turmoil; 2) disturbancesCope (1991) found that time was needed to make
in bodily function, mood, and cognition; 3) symptoms of

meaning of events and experiences when caring for psychologic distress; and 4) altered time perspective.
loved ones with AIDS. Webster (1981): The passage from one state, condition, or

place to another.
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Expectations In the literature reviewed, uncertainty was in-
terwoven with the need for new knowledge and skill

Expectations are other subjective phenomena that development as a significant aspect of transition.
collectively influence the transition experience Brown and Powell-Cope (1991) found uncertainty
(Imle, 1990; Selder, 1989). People undergoing tran- to be such a strong theme in interviews with care-
sition may or may not know what to expect and givers of persons with AIDS that they called this
their expectations may or may not be realistic experience “transition through uncertainty.” Uncer-
(Kane, 1992; Kenner & Lott, 1990; Rice, 1988). tainty is a similarly central focus of Selder’s (1989)
When one knows what to expect, the stress associ- Life Transition Theory. Other transitions character-
ated with transition may be somewhat alleviated ized by uncertainty are the transition from hospital
(Hollander & Haber, 1992). to home (Christman et al., 1988; Michels, 1988),

Expectations are influenced by previous expe- from home to nursing home (Johnson et al., 1992),
rience (Reimer et al., 1991). However, the frame and leadership transitions (Gilmore, 1990).
of reference created through previous experience
may or may not be applicable to a new transition. Environment
When it is not applicable, expectations for the new
transition may be unclear or unrealistic (Kenner & A prominent theme in many articles was the impor-
Lott, 1990). tance of resources within the environment during

As a transition proceeds, expectations may a transition (Battles, 1988; Chielens & Herrick,
prove to be incongruent with unfolding reality. Shea 1990; Ladden, 1990; Loveys, 1990; Meleis, 1987).
and colleagues (1987) described surprise when real- In a grounded theory study of the transition to par-
ity differed from expectations. Incongruity also enthood, Imle (1990) conceptualized environment
may occur between expectations of self and those as external facilitative resources. External facilita-
of others such as one’s colleagues (Rice, 1988). tive resources were defined as the cyclic process of
High performance expectations may be unrealistic perceiving, building, and evaluating the helpfulness
during a transition (Kane, 1992; Rice, 1988). and supportiveness of support outside the person

that may help during transition.Level of Knowledge/Skill
Social support from family members, partners,

and friends has received a great deal of attentionThe level of knowledge and skill relevant to a tran-
(Battles, 1988; Frank, 1991; Henderson, 1989; Hol-sition is another condition that influences health
lander & Haber, 1992; Kenner & Lott, 1990; Ma-outcomes and may be insufficient to meet the de-
jewski, 1987). Support from nurses (Pridham et al.,mands of the new situation.
1991; Wong, 1991) and therapeutic groups (Rob-Several researchers and clinicians have docu-
inson & Pinkney, 1992; Staples & Schwartz, 1990)mented the need for new knowledge and skill dur-
also was identified as important. When support wasing a transition. Parents of premature infants (Ken-
lacking or communication with professional staffner & Lott, 1990; Ladden, 1990), chronically ill
was less than optimal, clients in transition experi-children (Howard-Glenn, 1992; Wong, 1991), and
enced feelings of powerlessness, confusion, frustra-adult patients and their caregivers (Michels, 1988)
tion, and conflict (Johnson et al., 1992; Kenner &need information during the transition from hospital
Lott, 1990).to home or from inpatient to outpatient care (Chie-

Personal transitions that occur within the con-lens & Herrick, 1990). Families need information
text of formal organizations also are shaped by thewhen a member is moving to a nursing home (John-
environment. The presence of a supportive precep-son et al., 1992) or dying (Reimer et al., 1991).
tor, mentor, or role model was identified as anThe transition to new professional roles also neces-
important resource during professional transitions.sitates new knowledge and skill (Dunn 1992; Shea

et al., 1987; Starke & Rempel, 1990). Preceptors facilitate clinical role transitions (Brauti-
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gan et al., 1989; Ceslowitz & Loreti, 1991; Dunn, planned or crisis event, such as a catastrophic in-
jury, planning can occur during the ensuing transi-1992; Hindman, 1986; Shea et al., 1987) and an

experienced teacher/mentor can smooth a transition tion process so that optimal preparation for each
phase is achieved.by serving as a guide, role model, and sounding

board (Grady, 1992; Rice, 1988; Wuest, 1990). Fur- Effective planning requires comprehensive
identification of the problems, issues, and needsthermore, in the relationship between person and

organization it is important to take into account which may arise during a transition (Howard-
Glenn, 1992; Ladden, 1990; Vezeau & Hallsten,many legal and ethical considerations (Blouin &

Brent 1992a, 1992b, 1992c, 1992d, 1992e, 1992f). 1987; Wong, 1991). Key people must be identified
including those making the transition and thoseWhen an organization is in transition, interac-

tion among persons and subsystems within the orga- in a position to provide support. Communication
among all these people is a key element in planningnization facilitates or impedes the process. Collabo-

ration, team work, effective communication, and (Blakeslee et al., 1991; Condi et al., 1986; Kerfoot
et al., 1988; Salitros, 1986; Vezeau & Hallsten,support from key persons and groups all contribute

to an environment in which the transition can be 1987). Planning takes place over time in concert
with ongoing assessment and evaluation (Howard-managed effectively (Condi et al., 1986; Harper,

1989; Losee & Cook, 1989; Main et al., 1989; Glenn, 1992; Wong, 1991). Developing a time line
that shows stages of the transition facilitates anVezeau & Hallsten, 1987).

The wider sociocultural environment is an- organized approach to planning (Vezeau & Halls-
ten, 1987).other factor that shapes the transition experience.

Mercer, Nichols, and Doyle (1988) emphasized the
importance of the sociocultural context in under- Emotional and Physical Well-Being
standing transitions. Awareness of the sociocultural
context of a transition enables nurses to develop Transitions are accompanied by a wide range of
therapeutics at the group, community, and societal emotions, many of which attest to the difficulties
level (Lauer, 1990). For example, lack of institu- encountered during transition. Several writers have
tional support and flexibility, such as lack of pater- noted that stress and emotional distress occur dur-
nity leave and inflexible work hours, impedes the ing transition (Christman et al., 1988; Fishbein,
transition to fatherhood (Battles, 1988). 1992; Kerfoot et al., 1988; Ladden 1990; Meleis,

Clearly, nurses are concerned with the effect 1987; Shea et al, 1987)—specifically, anxiety, inse-
of environment on transitions at many levels. Hol- curity, frustration, depression, apprehension, am-
lander and Haber (1992) used Bronfenbrenner’s bivalence, and loneliness (Chielens & Herrick,
ecological model to conceptualize multiple levels 1990; Kerfoot et al., 1988; Rice, 1988; Salitros,
of environment and showed how each level influ- 1986; Shea et al., 1987; Tierney et al., 1990). Role
ences individual transitions. In the specific transi- conflict and low self-esteem also may be present
tion they addressed—the coming out process expe- (Condi et al., 1986; Majewski, 1986; Rice, 1988).
rienced by gay and lesbian persons—they noted that Some of the most vivid descriptions of the distress
there is an ecological as well as identity transition. that may be experienced during transition were

found in personal accounts of transitions (Rice,
Level of Planning 1988; Shea et al., 1987). Fear of failure and unwar-

ranted self-criticism were described as well as feel-
ing overwhelmed, defeated, and isolated which canThe level of planning that occurs before and during

a transition is another condition that influences the result in an inability to concentrate, unwillingness
to take risks, and avoidance of the unknown.success of the transition. Extensive planning helps

to create a smooth and healthy transition (Kerfoot Physical well-being is also important during a
transition. When physical discomfort accompanieset al., 1988). Even when precipitated by an un-
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transition, it may interfere with the assimilation of 1986; Rice, 1988; Rotkovitch & Smith, 1987).
Growth, liberation, self-esteem, and empowermentnew information (Kenner & Lott, 1990). Bodily

unpredictability may be distressing, whereas en- also may occur during a transition (Fishbein, 1992;
Kane, 1992).ergy, bodily predictability, and normal operation

facilitate transition (Imle, 1990). Profound bodily
changes are inherent in some developmental transi- Role Mastery
tions (Fishbein, 1992; Lauer, 1990) and the level
of comfort with these changes in the body influ- Another indicator of healthy transition is role mas-
ences well-being during the transition. tery, which denotes achievement of skilled role

performance and comfort with the behavior re-
quired in the new situation. Mastery has several

Indicators of Healthy Transitions components, including competence (Alex & Mac-
Farlane, 1992; Chielens & Herrick, 1990; Dunn,We found that more emphasis has been placed on
1992; Meleis, 1987; Salitros, 1986), which entailsthe process of transition than on the identification
knowledge or cognitive skill, decision-making, andof factors which indicate a positive transition out-
psychomotor skills, and self-confidence (Alex &come. It is critical that nurses identify healthy tran-
MacFarlane, 1992; Brautigan et al., 1989; Flander-sition outcomes in order to facilitate research on
meyer et al., 1992; Grady, 1992; Lathlean, 1987;transitions and the evaluation of clinical interven-
Robinson & Pinkney, 1992; Salitros, 1986). Transi-tions. We have identified three indicators of healthy
tions of particular interest to nurses may requiretransition that appear relevant across all types of
competence with complex skills in self care (Chie-transition: A subjective sense of well-being, mas-
lens & Herrick, 1990; Thurber & DiGiamarino,tery of new behaviors, and the well-being of inter-
1992) and in the care of others (Imle, 1990; Pridhampersonal relationships (Table 1.3.1). Although we
et al., 1991).have used the term outcome in describing these

Mastery is indicative of successful transitionindicators of successful transition, we do so with
at the organizational as well as individual level. Inthe caveat that these “outcomes” may occur at any
this context, the components are high quality carepoint in the transition process. For example, mas-
and efficient work performance (Condi et al., 1986;tery may occur early in the transition for some
Main et al., 1989; Rotkovitch & Smith; 1987; Tur-and later for others. Thus, the assessment of these
ley, 1992).indicators of healthy transition is appropriate peri-

odically throughout the transition and not simply
Well-Being of Relationshipsat the end of the transition period.

Well-being in one’s relationships indicates that aSubjective Well-Being
successful transition is occurring. Transitions that
ostensibly involve one or two family members mustWhen a successful transition is occurring feelings

of distress give way to a sense of well-being. Sub- be evaluated in terms of the whole family (Wong,
1991). Disagreements or family disruption may oc-jective well-being during transition includes effec-

tive coping (Hollander & Haber, 1992; Kane, 1992) cur during a transition (Johnson et al., 1992; Tom-
linson, 1987), but when the process moves towardand managing one’s emotions (Johnson et al., 1992)

as well as a sense of dignity (Robinson & Pinkney, a successful conclusion, the well-being of family
relationships is restored or promoted. Relationship1992), personal integrity (Myton et al., 1992), and

quality of life (Robinson & Pinkney, 1992). Job, well-being has been conceptualized in terms of fam-
ily adaptation (Patsdaughter & Killien, 1990), fam-marital, or other role satisfactions are other subjec-

tive responses indicative of a successful transition ily integration (Salitros, 1986), enhanced apprecia-
tion and closeness (Reimer et al., 1991), and mean-(Cassells et al., 1986; Main et al., 1989; Majewski,
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ingful interaction (Battles, 1988). Integration with preparation requires sufficient time for the gradual
assumption of new responsibilities and implemen-broader social networks and the community are

also indicators of healthy transition (Meleis, 1987; tation of new skills (Ladden, 1990; Paterniti, 1987).
Several nurses have described environmentsRobinson & Pinkney, 1992; Staples & Schwartz,

1990; Swearingen, 1987) and are crucial in pre- that have been specially created for preparing cli-
ents or colleagues for transition. Included are Tran-venting social isolation as a result of transition.

Intervention during a transition should be aimed at sitional Infant Care (Salitros, 1986), the Transi-
tional Treatment Program (Swearingen, 1987), themitigating disruption in relationships and promot-

ing the development of new relationships (Hol- Transitional Orientation Nursing Unit (Paterniti,
1987), Project Adventure (Losee & Cook, 1989),lander & Haber, 1992).

At the organizational level, undesirable transi- and a transition house for abused women (Hender-
son, 1989). Many other formal programs designedtion outcomes include lack of cohesiveness, in-

creased absenteeism and turnover, rumors, suspi- to facilitate transition include orientation programs
for new nurses (Lathlean, 1987; Talarczyk & Mil-cion, an increase in fighting, a decrease in coopera-

tion, resignations, and failure to recruit and retain brandt, 1988), inservice programs, seminars, and
preceptorships for nurses entering new professionalnew people (Kerfoot et al., 1988). On the other

hand, cooperation among staff, effective communi- roles (Andersen, 1991; Dunn, 1992; Jairath et al.,
1991; Reed-McKay, 1989; Rotkovitch & Smith,cation, team work, and trust reflect a healthy transi-

tion (Condi et al., 1986; Losee & Cook, 1989; 1987), transition courses (Pullen, 1988), and sup-
port groups (Kane, 1992). Educational programs toScherting, 1988).
provide skill development and rehearsal are needed
during organizational transition to prepare staff
(Blakeslee et al., 1991; Condi et al., 1986).Nursing Therapeutics

The third nursing therapeutic is role supple-
mentation which was initially introduced theoreti-We have identified three nursing measures that are
cally and empirically by Meleis (1975) and usedwidely applicable to therapeutic intervention during
for first time parents (Meleis & Swendsen, 1978),transitions. The first is assessment of readiness,
and patients recovering from myocardial infarctionwhich is a multidisciplinary endeavor and requires a
(Dracup, Meleis, Baker, & Edlefsen, 1984). Morecomprehensive understanding of the client (Battles,
recently it has been used with family caregivers1988; Bridges, 1992; Brooten et al., 1988; Wong,
(Brackley, 1992) and battered children (Gaffney,1991). In some instances, a trial transition may
1992). A variation on role supplementation is thebe possible and provides a means for assessing
Transition Model used by Brooten and colleaguesreadiness (Wong, 1991). We suggest that assess-
to decrease cost and enhance quality of care forment of readiness should include each of the condi-
people being discharged from acute care settingstions identified above to create individual profiles
(Brooten et al., 1988).of client readiness and enable clinicians and re-

searchers to identify various patterns of the transi-
tion experience.

Discussion and ConclusionsPreparation for transition is another nursing
therapeutic that has been widely discussed in the
literature. Education is the primary modality for The literature review presented here demonstrates

that transition is a concept relevant to a wide rangecreating optimal conditions in preparation for tran-
sition. Approaches to education have been de- of phenomena across many clinical and substantive

areas in nursing. Most of the transition literaturescribed by many (Brautigan et al., 1989; Condi et
al., 1986; Howard-Glenn, 1992; Kane, 1992; Vez- to date consists of clinical descriptions and personal

ideas and experiences which provide many thought-eau & Hallsten, 1987; Wong, 1991). Adequate
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provoking ideas for clinically relevant research. De- healthful transition (called outcomes) (Figure
1.3.1). The expansion and clarification of transitionscriptions of transitions in additional clinical areas

are needed as well as additional research on conditions and outcomes provided by the recent
literature is significant for research and clinicaltransitions.

Transitions are of distinctive interest to nurses practice alike. By specifying successful and health-
ful outcomes, clinicians can evaluate their clinicalbecause of their health consequences. The literature

suggests a conceptualization of transition health assessments and researchers can provide an under-
standing of useful and effective transitions. Weoutcomes that incorporates subjective, behavioral,

and interpersonal dimensions. Nursing therapeutics expect further elaboration of conditions and indica-
tors of successful transitions to be a major focusare aimed at promoting and restoring these dimen-

sions of individual, family, and organizational of research and practice in the future.
We believe that this review provides supporthealth. Furthermore, the literature reveals a holistic

understanding of the conditions that influence tran- for the argument that transition is a central concept
in nursing. It has documented that nurses give atten-sition experiences. Nursing intervention is aimed

at assisting clients to create conditions conducive tion to the process and consequences of transitions
in the lives of clients.to a healthful transition. The broad range of subjec-

tive, cognitive, behavioral, environmental, emo- By articulating transition as a central concept
and acknowledging its significance in nursing, re-tional, and physical conditions suggests a compre-

hensive approach to intervention, taking into ac- searchers can continue to develop knowledge re-
lated to transitions, focus on gaps in knowledge, andcount a holistic experience of transition.

The findings of our review extend the original build on each other’s work. Furthermore, attention
could be given to the development of methodolo-Chick and Meleis (1986) model of transitions. Sub-

stance and specificity are added in the domains of gies that go beyond a single event. To use transition
as a central concept with its universal features oftypes of transitions, transition conditions (called

mediators in the earlier model), and indicators of processes, identities, and roles prompts nurses to

FIGURE 1.3.1 A nursing model of transitions.
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severance agreements. Journal of Nursing Adminis-consider patterns of responses rather than single
tration. 22(7/8), 16–17.responses, and to identify vulnerable and critical

Blouin, A. S., & Brent, N. J. (1992e). Nurse administra-
points during transitions for preventive work. The

tors in job transition: Managing the exit. Journal of
centrality of transitions may also have implications Nursing Administration. 22(10), 12–13, 24.
for nursing practice by providing clinicians with a Blouin, A. S., & Brent, N. J. (1992f). Nurse administra-

tors in job transition: Stories from the front. Journalframework to describe the critical needs of patients
of Nursing Administration. 22(12), 13–14, 27.during admission, discharge, recovery, and transfer.

Brackley, M. H. (1992). A role supplementation groupAcknowledging the centrality of transitions may
pilot study: A nursing therapy for potential parental

help focus research on types of transitions and con- caregivers. Clinical Nurse Specialist, 6(1), 14–19.
ditions, each of which may have a different effect Brautigan, R., Bryson, J., & Doster, S. (1989). Returning
on responses and consequences. Finally, because nurses: Easing the transition. Nursing 89, 19(8),

32K, 32N, 32R.transitions have profound health-related effects on
Bridges, E. J. (1992). Transition from ventilatory support:clients, there is a need for nursing therapeutics de-

Knowing when the patient is ready to wean. Critical
signed to prevent negative consequences and en-

Care Nursing Quarterly, 15(1), 14–20.
hance health outcomes (Meleis, 1991). Bridges, W. (1980). Transitions. Reading, MA: Addi-

son-Wesley.
Bridges, W. (1986). Managing organizational transitions.

Organizational Dynamics, 14, 24–33.
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Chapter 2 Transition Theory

2.1 EXPERIENCING Changes in health status may provide opportunities
for enhanced well-being and expose individuals toTRANSITIONS: AN EMERGING

MIDDLE-RANGE THEORY increased illness risks, as well as trigger a process
of transition. Vulnerability may be conceptualizedAFAF IBRAHIM MELEIS
as a quality of daily lives uncovered through anLINDA M. SAWYER
understanding of clients’ experiences and responsesEUN-OK IM
during times of transition. In this sense, vulnerabil-DEANNE K. HILFINGER MESSIAS
ity is related to transition experiences, interactions,KAREN SCHUMACHER
and environmental conditions that expose individu-
als to potential damage, problematic or extended
recovery, or delayed or unhealthy coping. Clients’Abstract
daily lives, environments, and interactions are

Changes in health and illness of individuals shaped by the nature, conditions, meanings, and
create a process of transition, and clients in processes of transition experiences. Transitions are
transition tend to be more vulnerable to risks both a result of, and result in, change in lives,
that may in turn affect their health. Uncov- health, relationships, and environments.
ering these risks may be enhanced by under- Nurses often are the primary caregivers of cli-
standing the transition process. As a central ents and their families who are undergoing transi-
concept of nursing, transition has been ana- tion. They attend to the changes and demands that
lyzed, its components identified, and a frame- transitions bring into the daily lives of clients and
work to articulate and to reflect the relation- their families. Furthermore, nurses tend to be the
ship between these components has been de- caregivers who prepare clients for impending tran-
fined. In this chapter, the previous conceptual sitions and who facilitate the process of learning
analysis of transitions is extended and refined new skills related to clients’ health and illness expe-
by drawing on the results of five different riences. Examples of transitions that may make
research studies that have examined transi- clients vulnerable are illness experiences such as
tions using an integrative approach to theory diagnosis, surgical procedures, rehabilitation and
development. The emerging middle-range recovery; developmental and lifespan transitions
theory of transitions consists of types and such as pregnancy, childbirth, parenthood, adoles-
patterns of transitions, properties of transi- cence, menopause, aging, and death; and social and
tion experiences, facilitating and inhibiting cultural transitions such as migration, retirement,
conditions, process indicators, outcome indi- and family caregiving.1,2

cators, and nursing therapeutics. The diver- As a central concept in nursing, transition has
sity, complexity, and multiple dimensionality been analyzed and a framework has been defined
of transition experiences need to be further to articulate and reflect the relationships among the
explored and incorporated in future research components of a transition.1,3 Transition has been

used both as a perspective and as a framework.and nursing practice related to transitions.
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The purpose of this chapter is: (a) to continue the tion of the data within the context of race, class,
culture, and gender.conceptual analysis of transition from a nursing

perspective, extending and refining the existing
framework by drawing on the results of five nursing Becoming an African-American Mother
studies that were based on a transition frame-
work,4-8 and (b) to identify future directions for Using grounded theory methodology, 17 first-time
nursing research and theory building regarding tran- African-American mothers were interviewed to
sitions and a transition framework. In the process, elicit their experiences of pregnancy and mother-
the findings across studies were compared and con- hood.4,10 This transition spanned the time period
trasted, emerging properties were identified, the between the woman’s decision to get pregnant or
literature from 1993 to 1997 was reviewed, and to continue a pregnancy and the time when moth-
respective clinical and research experiences and ering was incorporated into her identity. Women
perspectives were integrated into the analyses. Us- were interviewed both individually and in focus
ing an integrative concept analysis strategy,9 a mid- groups from one to three times during the postpar-
dle-range theory was developed. In presenting the tum period. Engaged mothering was identified as
analysis, each study will be introduced briefly and the core category, denoting the active, involved, and
then the emerging theoretical framework and the mutual process in which African-American mothers
conceptual modifications that were developed from get ready to be a mother, deal with the reality
the analysis of this collective research will be involved, settle in with their babies, and dream and
outlined. plan for a good life for themselves and their children

and families. The outcome of engaged mothering
is incorporation of mothering into the woman’s
identity and a healthy, happy, strong, safe, and se-Studies Using Transitions as a Framework
cure child. In this study, all women demonstrated
engaged mothering. However, the environment forThe frameworks articulated by Chick and Meleis3

this group of women increased their stress duringand Schumacher and Meleis1 were used to guide
pregnancy. Women frequently anticipated and dealtthe development of each of the following studies
with incidents of racism, stereotyping, and negativ-and the analysis of data. The intent of each study
ity in their daily lives. The environment mediatedwas to uncover emerging themes that may not have
the transition both by providing support and bybeen originally a part of the framework. The process
increasing stress. Two conditions affected transi-of using inductive and deductive reasoning not only
tion experiences and responses: First, the level ofenabled evaluation of the utility of the different
planning for motherhood was influenced by thecomponents of the framework, but also identified
degree to which the pregnancy was intentional, withadditional emerging components.
women who were actively trying to get pregnantThe studies reflect cultural diversity in vulner-
proceeding through the transition more easily. Sec-able populations including African Americans, Bra-
ond, prior miscarriage or history of health problemszilian immigrants, and Korean immigrants. They
of the mother diminished the woman’s sense ofalso reflect a variety of transitions that may lead
emotional and physical well-being and inhibitedto heightened vulnerability, including pregnancy,
the transition.10motherhood, menopause, work, migration, care-

giving, and diagnostic processes. Although differ-
Neglecting and Ignoringent approaches were used for data analysis, each
the Menopausal Transitionstudy used a qualitative research design with the

goal of theory development. In addition, each study
reflected a feminist perspective in the design and The purpose of this study was to describe the per-

ceived meanings that low-income Korean immi-in the interpretation of data, allowing an examina-
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grant women had about their menopausal transition, agnosis of CHD. For some, the diagnostic event
per se came as an abrupt shock. For others, comingto describe their perceived symptoms during this

transition, and to analyze their responses within a to know the diagnosis was a gradual process over
time, characterized more by ambivalence and un-context of immigration and their work situations.5

The study was cross-sectional, utilizing method- knowing. The process of coming to know, recog-
nize, and acknowledge the congenital condition inological triangulation.11 For the qualitative portion

of the study, semi-structured in-depth interviews the child was characterized as a rude awakening.
Eventually, parents’ acknowledgment and under-were conducted with 21 perimenopausal or post-

menopausal women. Data were analyzed using the- standing of the reality of CHD became the work of
managing uncertainty, which would become onematic analysis. A major conceptual category that

emerged was neglecting and ignoring the meno- of the hallmarks of their parenting in the ensuing
years. As parents reflected back on their experi-pausal transition because of other imminent de-

mands in the women’s lives such as immigration, ences, they told of how they created new meanings
in their own and their children’s lives and talkednew work experiences, and the patriarchal cultural

heritage that makes women’s experiences invisible about taking stock of costs and benefits of having
a child with CHD.and inaudible. The number, seriousness, and prior-

ity of transitions that these women were experienc-
ing contributed to neglect of their menopausal tran- Migration, Work, and Health:
sition.12 In addition, the participants relayed stories Complex, Multidimensional Transitions
of neglect because of their experiences within the
context of gender, low-income status, and attitudes In another study, Messias7 explored the lived expe-
toward health and illness. Participants related these riences of transnational migration, work, employ-
conditions to their menopausal transitions. ment, and health. Embedded in the narratives of 26

Brazilian women who had migrated to the United
Parents and Diagnostic Transitions States were stories of multiple transitions, fluid

identities, constant comparisons, and changing per-
spectives on class, culture, and women’s work. AllMessias et al.6 examined the experiences of parents

of children diagnosed with congenital heart defects of the women in the study experienced some form
of work or occupational transition in conjunction(CHD). The analysis was part of a larger explor-

atory investigation13-15 of the transitions in health, with their transnational migration. For some, migra-
tion signified the transition from being a Braziliansocial relations, and development experienced by

adolescents and young adults with CHD and their professional, student, or middle-class housewife to
immigrant domestic worker. Domestic work wasfamilies. The stories collected from eight parents

about the birth and diagnosis of a child with CHD one of the limited employment options for many,
particularly for the newly arrived and the undocu-revealed the superimposition of an unanticipated

transition with possible negative outcomes (becom- mented. Women viewed this occupational transi-
tion from different perspectives and found differenting the parent of a child with CHD) on an antici-

pated transition with an expected positive outcome meanings in the experience. Over time, domestic
or food service work was a temporary stepping(becoming the parent of a normal, healthy new-

born). As the parents observed health care providers stone for some; for others, domestic work signified
a long-term career change. Such migratory occupa-and environments and their own infants, they began

to gather evidence that something was wrong. They tional transitions were embedded in social transi-
tions, which in many cases translated into perceivedfrequently became confused with the illusiveness

of normality, as they tried to sort out the sometimes downward social mobility. However, for some of
the women who had been employed as domesticparadoxical meanings and appearances of “normal

pregnancies,” “normal, healthy babies,” and the di- workers in Brazil, migration was perceived as an
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upward social and economic transition. Within the often over the course of chemotherapy as conditions
for care changed, leading to the identification ofnarratives of the women, there were both strong

support and interesting challenges for the use of shifting patterns of self-care and caregiving as the
core concept of the grounded theory. The studya transition framework to understand and explain

migration experiences. What characterized their ex- revealed the fluidity of care involvement during the
transition into illness care roles and the need toperiences as transitions was not so much the move-

ment across national borders but the resulting pas- study complementary role transitions together.
sages between different life phases, conditions, and
statuses, accompanied by some degree of self-redef-

Emerging Frameworkinition.3 The results of this research support the
concept of migration as a transnational transition.

Through our collective research, an expanded theo-However, the study suggested that transnational
retical framework emerged consisting of:migration transitions are characterized by move-

ment that is ongoing, recurring, and multidirec-
• types and patterns of transitions

tional and is between multiple places, spaces, situa-
• properties of transition experiences

tions, and identities, rather than movement that is
• transition conditions: facilitators and inhibitors

linear or unidirectional.
• process indicators
• outcome indicators

The results of this research support the concept
• nursing therapeutics

of migration as a transnational transition.

In this chapter, the first five components of
the framework are addressed. Concurrently withThe Family Caregiving Study
the analysis presented here, implications for nursing
therapeutics are addressed; however, a full exposi-

The purpose of this study was to generate a
tion of this part of the framework is beyond the

grounded theory of family caregiver role acquisi-
scope of this chapter. The relationships between

tion among caregivers of persons receiving chemo-
the six components of the framework are illustrated

therapy for cancer.8 Specifically, the study sought to
in Figure 2.1.1. These components were identified

identify patterns of role acquisition and conditions
through a collaborative process of dialogue, con-

influencing these patterns, using an interactionist
stant comparison of the findings across the five

perspective. Thus, the study included both family
studies, and analysis. In the following sections each

caregivers and the persons for whom they were
of the components is discussed, focusing in particu-

providing care. A longitudinal design in which par- lar on the extensions and modifications of previous
ticipants were interviewed three times across the frameworks and on the emerging framework.
course of chemotherapy was consistent with a tran-
sition perspective.1 The sample consisted of 19
caregivers and 20 patients with solid tumors or Types and Patterns of
lymphoma. Semi-structured interviews addressed Multiple and Complex Transitions
illness care experiences, strategies, and interac-
tions. Although the original intent of the study was Types of transitions that nurses encounter in work-
to explore caregivers’ transitions into the caregiving ing with patients and families have been identified
role, it quickly became apparent that caregiving as developmental, health and illness, situational,
could not be isolated analytically from self-care by and organizational.1,3,16 The results of our research
the ill person. Thus, self-care and caregiving by the supported this typology as representative of the
dyad became the focus for analysis. Patterns of transitions central to nursing practice. However, the

research also supported the notion of transitions asself-care and caregiving were quite fluid and shifted
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FIGURE 2.1.1 Transitions: A middle-range theory.

patterns of multiplicity and complexity.7 For exam- Messias et al.6 found that the diagnosis of CHD
in newborns or infants created an unexpected transi-ple, each of the previously described studies in-

volved individuals who were experiencing at least tion superimposed on other personal and family
transitions related to childbirth and parenting. Schu-two types of transitions, indicating that transitions

are not discrete or mutually exclusive. Migration macher18 found that the transition into the care-
giving role could not be understood in isolationscholars have called attention to the multiple struc-

tural transitions involved in migration, such as tran- from the health and illness transition experienced
by the family member with cancer.sitions in employment, socioeconomic status, cul-

ture, and social networks.17 Messias7 noted that the At the same time the caregiver was experienc-
ing the transition to the caregiving role, the caremigration experiences of Brazilian women were

multiple and complex in nature and did not occur receiver was experiencing the transition to having
a life-threatening illness.in isolation, but rather in conjunction with other

situational, developmental, and health-illness tran- In light of the results of these studies, our
analyses of the nature of transitions suggest thatsitions. As the women talked about their migration,

work, and health experiences, the interrelations and nurses need to consider the patterns of all signifi-
cant transitions in an individual or family’s lifeconnections of multiple transitions were woven

throughout their narratives. Similarly, Im5 found rather than focusing only on one specific type of
transition. Patterns of transition would includethat the Korean women were not only dealing with

the developmental transition of menopause, but also whether the client is experiencing a single transition
or multiple transitions. Important considerations aresituational transitions related to migration and

work. In fact, for these women, the menopausal whether multiple transitions are sequential or si-
multaneous, the extent of overlap among transi-transition was found to be less of a priority than

the other transitions they were experiencing. tions, and the nature of the relationship between
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the different events that are triggering transitions We do not believe that our analysis of these
studies has completely resolved the tension betweenfor a client.
transition awareness by clients and nurses knowl-
edge of whether clients are in transition. Thus,
the question remains: Whose awareness (nurses orProperties of the Transition Experience
clients) triggers the beginning of the process? These
studies provide a context for discussion but do notTransitions are complex and multidimensional, but
resolve the paradox.several essential properties of transition experi-

ences have been identified. These include:
Engagement

• awareness Another property of transitions is the level of en-
• engagement gagement in the process. Engagement is defined as
• change and difference the degree to which a person demonstrates involve-
• time span ment in the processes inherent in the transition.
• critical points and events Examples of engagement are seeking out informa-

tion, using role models, actively preparing, and pro-
These properties are not necessarily discrete. actively modifying activities. The level of aware-

Rather, they are interrelated properties of a com- ness influences the level of engagement in that
plex process. engagement may not happen without awareness.

The level of engagement of a person who is aware
Awareness of physical, emotional, social, or environmental

changes will differ from that of a person unaware
Awareness is related to perception, knowledge, and

of such changes. Sawyer1 found various instances
recognition of a transition experience. Level of

of differing levels and types of engagement in the
awareness is often reflected in the degree of congru-

transition to motherhood among the participants in
ency between what is known about processes and

her study. For example, a woman in the early
responses and what constitutes an expected set of

months of pregnancy who is unaware of changes
responses and perceptions of individuals undergo- in her body may not be as careful about potentially
ing similar transitions. Chick and Meleis3 included harmful medications or balancing her diet.
awareness as a defining characteristic of transition,
and they purported that to be in transition, a person Change and Difference
must have some awareness of the changes that are
occurring. They posited that an absence of aware- Change and difference are essential properties of
ness of change could signify that an individual may transitions. Although similar, these properties are
not have initiated the transition experience. We not interchangeable, nor are they synonymous with
propose that although awareness appears to be an transition. All transitions involve change, whereas
important property of transition, the lack of mani- not all change is related to transition.19 An example
festation of such awareness does not preclude the from the study of parents’ diagnostic transitions
onset of a transition experience. For example, some illustrates the difference between change and transi-
of the Korean women in Im’s5 study did not recog- tion. One of the fathers described the impact of the
nize that they were experiencing a menopausal tran- diagnosis of CHD as having resulted in an abrupt
sition; others recognized the experience only at the change in family focus. However, the transition
cessation of menstruation. However, although the was a long-term process, which involved the father
changes related to menopause were not fully recog- adapting to new roles and situations, coming to
nized, there was evidence that the women were terms with the diagnosis, and eventually resulting

in new meanings and a sense of mastery when hegoing through a transition related to menopause.
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understood the “whole picture.”6 Transitions are ment. However, such blurring did not necessarily
signify that the differences had been erased. Per-both the result of change and result in change.
ceived difference sometimes resulted in changedTo fully understand a transition process it is
behaviors or perceptions, but not all differencesnecessary to uncover and describe the effects and
affected women in the same way or held the samemeanings of the changes involved. Dimensions of
meanings. In examining transition experiences, itchange that should be explored include the nature,
may be useful for nurses to consider a client’s leveltemporality, perceived importance or severity, and
of comfort and mastery in dealing with changepersonal, familial, and societal norms and expecta-
and difference.tions. Change may be related to critical or disequili-

brating events, to disruptions in relationships and Time Span
routines, or to ideas, perceptions, and identities.

All transitions are characterized by flow and move-For example, some parents of infants with CHD
ment over time.2 Bridges19,20 characterized transitionperceived the “diagnostic event” itself as the critical
as a time span with an identifiable end point, ex-disequilibrating event, but for others cardiac sur-
tending from the first signs of anticipation, percep-gery was more forcefully disequilibrating. Sawyer
tion, or demonstration of change; through a period4 noted that the African-American women under-
of instability, confusion, and distress; to an eventualstood that any changes they experienced in their
“ending” with a new beginning or period of stabil-bodies could affect the development of their babies.
ity. However, the results of the research examinedConfronting difference is another property of
here suggest that it may be difficult or impossible,transitions, exemplified by unmet or divergent ex-
and perhaps even counterproductive, to put bound-pectations, feeling different, being perceived as dif-
aries on the time span of certain transition experi-ferent, or seeing the world and others in different
ences.6 The stories told by parents of infants withways. Messias7 noted that immigrant women con-
CHD indicated that their transition did not alwaysfronted difference on many different levels. Those
follow the same chronological trajectory. Migrationwho had expectations of facile, abundant opportuni-
provided another case in point.7 Immigrants mayties and easy money frequently were confronted
consider their transition as “temporary” evenupon arrival in the United States with the very
though they may live in another country for andifferent reality of restricted and sometimes de-
extended period. Even for those who settle perma-

meaning employment. However, expectations were
nently, the migration experience may best be char-

varied and individualized, and the disjuncture be-
acterized as an ongoing, undulating, unending tran-

tween expectations, and reality was not always for
sition. This does not necessarily mean that immi-

the worse. Whereas some immigrants were stunned,
grants or others experiencing long-term transitions

shocked, or disappointed with the reality they en-
are constantly in a state of disconnectedness, flux,

countered, others were pleasantly surprised. Immi-
or change. However, such states may periodically

grant women also found differences in the food,
surface, reactivating a latent transition experience.

supermarkets, health care system, social patterns In evaluating transition experiences, it is important
and beliefs, landscape, language, and the way to consider the possibility of flux and variability
Americans show affection. One woman remarked over time, which may necessitate reassessment of
that it involved a lot of work “not to be affected by outcomes.
all of these differences.” Some immigrants admitted

All transitions are characterized by flow andthat they themselves had changed, that they were
movement over time.now different because they had become “more

American,” more impersonal, and less socially en-
gaged. Others identified themselves as more inde- Critical Points and Events
pendent, responsible, and autonomous. Migration
often resulted in a blurring of previously perceived Some transitions are associated with an identifiable

marker event; such as birth, death, the cessation ofdifferences such as social class or gendered employ-
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menstruation, or the diagnosis of an illness; whereas the personal and environmental conditions that fa-
in other transitions, specific marker events are not cilitate or hinder progress toward achieving a
as evident.19,20 The various studies involving multi- healthy transition. Personal, community, or societal
ple transitions provided evidence that most transi- conditions may facilitate or constrain the processes
tion experiences involved critical turning points or of healthy transitions and the outcomes of
events. Critical points were often associated with transitions.
increasing awareness of change or difference or
more active engagement in dealing with the transi- Personal Conditions
tion experience. In addition, there were final critical
points, which were characterized by a sense of sta- Meanings. The meanings attributed to events pre-
bilization in new routines, skills, lifestyles, and self- cipitating a transition and to the transition process
care activities. In each study there was a period itself may facilitate or hinder healthy transitions.
of uncertainty marked with fluctuation, continuous In the Korean menopause study,5 although the parti-
change, and disruption in reality. Symptoms related cipants had ambivalent feelings toward menopause,
to the transition might also occur. During a period menopause itself did not have special meaning
of uncertainty there were a number of critical points attached to it. Most of the women did not relate
depending on the nature of the transition. Each

any special problems they were having to their
critical point requires the nurse’s attention, knowl-

menopausal transition. Furthermore, some partici-
edge, and experience in different ways.

pants indicated that they went through their meno-
For example, in the family caregiving study,8

pause without experiencing or perceiving any prob-
four critical periods were identified:

lems. Therefore, in a sense, “no special meanings”
may have facilitated the women’s menopausal tran-

1. the diagnostic period
sition.5 On the other hand, the African-American

2. the side-effect–intensive periods of chemother-
women attributed intense enjoyment to their roles

apy cycles
as mothers and described motherhood in terms of

3. the junctures between treatment modalities
being responsible, protecting, supporting, and being

4. the completion of treatment
needed.4 In these two examples neutral and positive
meanings may have facilitated menopause and

These were periods of heightened vulnerabil-
motherhood.ity during which participants encountered difficult-

ies with self-care and caregiving. Illness care condi-
Cultural Beliefs and Attitudes. When stigma istions were changing, self-care and caregiving pat-
attached to a transition experience, such as meno-terns were shifting, access to health care providers
pause in Korean culture, the expression of emo-was changing, and participants experienced uncer-
tional states related to the transition may be inhib-tainty and anxiety.
ited. Because women in Korean culture tend to
regard menopause as shameful to discuss in pub-
lic,21 they silently go through menopause on theirTransition Conditions:
own, and their menopausal experience becomes aFacilitators and Inhibitors
lonely experience. Symptoms then get attributed to
their emotional state and become stigmatized. TheirIn the discipline of nursing, humans are defined as
psychological symptoms were noted only when ex-active beings who have perceptions of and attach
pressed physically, through headaches, musclemeanings to health and illness situations. These
aches, and exhaustion. Perhaps Asian and Middle-perceptions and meanings are influenced by and in
Eastern cultures express psychological symptomsturn influence the conditions under which a transi-
through somatization because of the fear oftion occurs. Thus, to understand the experiences of

clients during transitions, it is necessary to uncover stigma.22
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Socioeconomic Status. Another inhibitor to healthy Community Conditions
menopausal transition was the women’s low socio-
economic status. The women’s experience of psy- Community resources also facilitate or inhibit tran-
chological symptoms was significantly affected by sitions. For example, to deal with their immigration
their socioeconomic status rather than their meno- transition, Korean immigrants turned to restaurants,
pausal states. As other studies have shown,23-27 parti- laundries, and/or grocery shops in the Korean com-
cipants who have low socioeconomic status were munity seeking the support of other immigrants.5

more likely to experience psychological symptoms. However, because of the need for privacy and the
mistrust within the Korean immigrant community,

Preparation and Knowledge. Anticipatory prepara- women rarely used these readily available commu-
tion facilitates the transition experience, whereas nity resources for issues related to health and ill-
lack of preparation is an inhibitor. Inherently related ness. Thus, distrust within immigrant communities
to preparation is knowledge about what to expect may prevent women from using familiar resources
during a transition and what strategies may be help- to support their various transitions. Until they be-
ful in managing it. For one immigrant Brazilian come familiar with and have access to host country
woman, lack of preparation was particularly stark.7

resources, they may get inadequate community sup-
The woman’s limited knowledge and understanding port during critical times in their transitions.5

of geography, language, and culture were transpar- African-American women also described
ent, and upon her arrival in the United States, the community-level conditions that both facilitated
consequences of her lack of preparation and under- and inhibited their transitions to motherhood.4 Fa-
standing immediately became evident. She was cilitators included:
shocked culturally, physically, and emotionally.
The woman had brought only summer clothes and

• support from partners and families, especially
the cold April weather in New York took her by

from the woman’s mother and other significant
surprise. Crammed into a room with 10 people,

women in her life
she looked out the window on a strange, unknown

• relevant information obtained from trusted health
world and thought she was losing her mind. Her

care providers and from classes, books, and othernightmares were a reflection of what life itself had
written materialsbecome. Immigration was not only a move to a

• advice from respected sourcesdifferent place, a different city, a different country,
• role modelsor a different hemisphere; she found herself literally
• answers to questionsin a different world, a world she had no idea existed.

The transition to motherhood provides another
Inhibitors of a healthy transition for theseexample of the importance of preparation and ex-

mothers included insufficient resources to supportpectations.4 When a pregnancy was not planned, or
pregnancy and motherhood. Planning and offeringwhen the mother had a history of either miscarriage
classes that were inconvenient for the women wasor illness, the transition through the stages toward
also an inhibitor. As one woman said, “Well, actu-developing a maternal identity was delayed. In the
ally, all the classes were at the hospital, and I don’tmenopause study, lack of knowledge about meno-
have a car. And they’re at night. And I didn’t havepause was found to inhibit the menopausal transi-
a coach.” Other inhibitors of a healthy transitiontion. Women who lacked knowledge often visited
for these mothers included inadequate support, un-clinics because of changes in their menstruation.
solicited or negative advice, insufficient or contra-When their physicians recommended surgical treat-
dictory information, and the hassles of being stereo-ment, the women silently followed the physicians’
typed, facing negativity from others, or beingsuggestions because they rarely knew about other

alternatives. treated like “public property.”4
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Societal Conditions intervention by nurses to facilitate healthy out-
comes.24 In each of the studies, methods were used

Society at large could also be a facilitator or inhibi- to uncover the processes inherent in healthy transi-
tor for transitions. Viewing a transitional event as tions. Some of the observations about the indicators
stigmatized and with stereotyped meanings tends or patterns of response that characterized healthy
to interfere in the process of healthy transition. transitions are discussed below. These patterns of
For example, gender inequity is a constraint at the response included feeling connected, interacting,
societal level that influences a woman’s meno- being situated, and developing confidence and
pausal transition. In patriarchal Korean culture, the coping.
position of women in the family structure is well

Feeling Connectedknown.28 Women’s position in the family explains
why their own health care needs are put behind

The need to feel and stay connected is a prominentother family members’ needs, and why they sacri-
theme in many transition narratives.29 For example,fice time for themselves. Therefore, viewing the
making new contacts and continuing old connec-menopausal transition alone without considering
tions with extended family and friends were angender inequities embedded in the daily experi-
important part of Brazilian women’s migration ex-ences of women cannot be adequate.
periences.7 Similar to what has been documentedMarginalization was another societal inhibitor
by other researchers,30-34 the immigrant women into the Korean immigrant women’s menopausal ex-
this study utilized social and kinship networks asperience. Because they were in the margin both
important sources of information, housing, trans-in the host society and in their own culture, they
portation, employment, and social support.neglected and ignored their menopausal experi-

ences. They rarely recognized menopause as a
The need to feel and stay connected is a promi-health problem. Rather, they gave priority to their
nent theme in many transition narratives.family matters and made their own needs second-

ary. Cultural attitudes toward women’s bodies and
experiences were yet another societal inhibitor to

Personal contacts and connections were a primary
a healthy menopausal transition.21

source of information about health care services
and resources. Feeling connected to health care
professionals who could answer questions and with

Patterns of Response
whom they felt comfortably connected was another
important indicator of a positive transition experi-Process Indicators
ence.7 This emerging dimension of transition sup-
ports the clinical evidence that providing culturally

Meleis and Trangenstein2 state that
competent care in hospitals requires continuity in
relationships between health care providers andnursing…is concerned with the process and the ex-
patients.35periences of human beings undergoing transitions

where health and perceived well-being is the out-
come. (p. 257) Interacting

Among people with cancer and their family caregiv-Based on the studies described in this chapter, a
healthy transition is characterized by both process ers,8 intra-dyadic interaction was a critical dimen-

sion of the transition experience. Through interac-and outcome indicators. Because transitions unfold
over time, identifying process indicators that move tion, the meaning of the transition and the behaviors

developed in response to the transition were uncov-clients either in the direction of health or toward
vulnerability and risk allows early assessment and ered, clarified, and acknowledged. Although the
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diagnosis of cancer was seen by all as a crisis event, experience, and others were favorable toward the
United States or the postmigration experience. Suchthe meaning of self-care and caregiving varied from

one dyad to another. In some dyads, the involve- comparisons most certainly served different pur-
poses for different women at different times, butment of the caregiver was resisted as the person

with the diagnosis of cancer struggled to maintain they highlight the multiplicity of perspectives in
immigrants’ experiences, something that nonmi-self-care. In other dyads, the involvement of the

caregiver was welcomed as a supportive gesture. grants may find difficult to understand or may mis-
interpret as criticism or condemnation.7These strategies were clarified through interaction

and reflection about the new and emerging relation-
Developing Confidence and Copingship. Through interaction, dyads created a context

in which self-care and caregiving could take place
Another dimension that reflects the nature of theeffectively and harmoniously.
transition process is the extent to which there is a
pattern indicating that the individuals involved areLocation and Being Situated
experiencing an increase in their level of confi-
dence. Developing confidence is manifested in the

Location is important to most transition experi-
level of understanding of the different processes

ences, although it may be more obvious in some
inherent in diagnosis, treatment, recovery, and liv-

than in others, such as migration, where location
ing with limitations; in the level of resource utiliza-

often implies a unidirectional movement from one
tion; and in the development of strategies for man-

place to another. For immigrants, there is a constant
aging. The dimensions of developing and manifest-

actual or imaginary migration back and forth be-
ing confidence are progressive from one point to

tween home and host country, between their pre-
the next in the transition trajectory. As one partici-

and postmigration lives.7 In their stories, the Brazil-
pant in the African-American pregnancy study4 put

ian women constantly made comparisons. They
it, “So I figured…I guess he’s getting enough milk.

compared their lives, experiences, practices, and
He’s gaining weight. It must be OK. So I didn’t

attitudes pre– and postmigration, from when they
worry.” Another participant in the same study was

first arrived, and after they had lived in the United
more confident because, as she put it, “I have a

States for a while. They compared almost anything:
schedule, and I’m just so in tune with his schedule.”

Health care, food, diet, nutrition, family relation-
Participants demonstrated cumulative knowledge

ships, child rearing, prices, domestic work, climate,
of situations, more understanding of critical and

weather, employment and work opportunities, and
turning points, and a sense of wisdom resulting

gender and class relations. The women also brought
from their lived experiences.

diverse perspectives to their migration experiences.
One of the characteristics of transitions is the cre-
ation of new meanings and perceptions. Compari- Outcome Indicators
sons were one of the ways the immigrant women
presented, examined, and made meaning of their Two outcome indicators emerged from the studies
experiences. They understood their new life by examined in this analysis: Mastery of new skills
comparing it to the old. needed to manage a transition and the development

Making comparisons was also a way of “situat- of a fluid yet integrative identity. The levels at
ing” themselves in terms of time, space, and rela- which these outcomes are experienced may reflect
tionships; a way to explain and perhaps justify how by proxy the quality of life for those who are experi-
or why they came, where they are and where they encing transitions. The determination of when a
have been, and who and what they are. The compar- transition is complete must be flexible and variable
isons were multidirectional in the sense that some depending on the type of change or the event initiat-

ing the transition, as well as the nature and patternswere favorable toward Brazil or the premigration
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of transition. If outcomes are considered too soon of immigrants’ reformulated identities as fluid
rather than static, as dynamic rather than stable.in a transition process, they may be process indica-

tors. If they are examined too long after a transition Some degree of ambiguity is also a part of the
notion of a fluid migrant identity. The concept ofis complete, they may be related to other events in

the client’s life. In some transitions, it is easier to fluid migrant identities as identified in the stories
of these Brazilian immigrant women also supportsdetermine a beginning and an ending point. In all

transitions, there is a subjective element of achiev- the incorporation of a transnational perspective
within a transition framework of migration. For theing a sense of balance in one’s life. In the studies

reported here, mastery and having a new sense of women in this study, one of the characteristics of
the “new identity” that came with migration wasidentity reflected healthy outcomes of the transi-

tion process. that their perspectives were now bicultural, rather
than monocultural.

In moving to, settling in, working, and inter-Mastery
acting within another social, political, economic,
and cultural environment and context, the migrantA healthy completion of a transition is determined
acquires added baggage, in that she begins to carryby the extent to which individuals demonstrate mas-
around the baggage of two (or more) cultures, twotery of the skills and behaviors needed to manage
(or more) different ways of being. At different timestheir new situations or environments.36 In the moth-
and in different spaces in a migrant’s life, she mayerhood study,4 one participant described mastery
carry more baggage from the home or host countryby indicating that “At about 2 months I started
or culture. In terms of space, she may have moremaking my own decisions.” Another described
home country baggage in her domestic or socialmastery as taking charge of her care: “I had to ask
arena, in contrast to the workplace where she mayfor that test you know. I would think that the doctors
have adapted more to the host country. However,would know…she had forgotten.” Skills needed to
there is no set pattern or formula. Because the mi-achieve mastery in the caregiving situation included
gration transition is dynamic and ongoing, overmonitoring and interpreting symptoms, making de-
time an immigrant may periodically pick up orcisions, taking action, providing hands-on care,
leave behind different pieces of this identity bag-making adjustments, accessing resources, working
gage. Situations that may trigger a change in focuscollaboratively with the care receiver, and negotiat-
or perspective include developmental, situational,ing the health care system.37 The results of the
or health-illness transitions such as marriage, preg-family caregiving study suggest that mastery results
nancy, personal or family illness, or a change infrom blending previously established skills with
employment. These transitions are then likely to beskills newly developed during the transition pro-
viewed from a bifocal perspective.7

cess. Also, skill develops over time with experi-
ence. Thus, mastery is unlikely to be seen early in
a transition experience. However, by the time cli- Conclusion
ents are experiencing a new sense of stability near
the completion of a transition, their level of mastery Knowledge is empowering to those who develop
will indicate the extent to which they have achieved it, those who use it, and those who benefit from it.
a healthy transition outcome. Understanding the properties and conditions inher-

ent in a transition process will lead to the develop-
Fluid Integrative Identities ment of nursing therapeutics that are congruent with

the unique experiences of clients and their families,
Transition experiences have been characterized as thus promoting healthy responses to transition.
resulting in identity reformulation.3,38 The results of Theories provide frameworks for understand-

ing complex situations such as vulnerable clients’Messias’s7 research support the conceptualization
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5. Im EO. Neglecting and Ignoring Menopause Withinprocesses and responses to transitions. A middle-
a Gendered Multiple Transitional Context: Lowrange theory of transitions emerged from the analy-
Income Korean Immigrant Women. San Fran-

ses of the studies presented here.
cisco: University of California, San Francisco:

Middle-range theories are characterized by 1997. Doctoral dissertation.
more limited scope and less abstraction than grand 6. Messias DKH. Gilliss CL. Sparacino PSA. Tong

EM. Foote D. Stories of transition: parents recalltheories. Also, they address specific phenomena or
the diagnosis of congenital heart defects. Famconcepts and reflect practice.9 Because diverse
Systems Med. 1995: 3(3/4):367–377.types and patterns of transitions were considered

7. Messias DKH. Narratives of Transnational Migra-
in this theoretical development, we believe that the

tion. Work, and Health: The Lived Experiences
emerging framework gives a more comprehensive of Brazilian Women in the United States. San
view of transitions, providing more specific guide- Francisco: University of California, San Fran-

cisco: 1997. Doctoral dissertation.lines for practice and driving more systematic and
8. Schumacher KL. Shifting Patterns of Self-Care andcoherent research questions.

Caregiving During Chemotherapy. San Fran-As the studies presented in this chapter indi-
cisco: University of California, San Francisco:

cate, transition experiences are not unidimensional. 1994. Doctoral dissertation.
Rather, each transition is characterized by its own 9. Meleis AI. Theoretical Nursing: Development and
uniqueness, complexities, and multiple dimensions. Progress. 3rd ed. New York: JB Lippincott: 1997.

10. Sawyer LM. Engaged mothering: the transition toFuture endeavors should be directed toward defin-
motherhood for a group of African Americaning the diversities and complexities in transition
women. J Transcultural Nurs. 1999:1:14–21.experiences through research with diverse popula-

11. Denzin NK. Sociological Methods: A Source Book.
tions in diverse types and patterns of transitions. 2nd ed. New York: McGraw-Hill: 1978.
Each concept proposed here needs to be further 12. Im EO. Meleis AI. A situation specific theory of
developed and refined. Similarly, research to dis- menopausal transition of Korean immigrant

women. Image J Nurs Scholarship. 1999:31:cover the levels and nature of vulnerability at differ-
333–338.ent points during transitions could be driven by this

13. Gudmundsdottir M. Gilliss CL. Sparacino PSA.middle-range theory. Finally, nursing therapeutics
Tong EM. Messias DK. Foote D. Congenital heart

that reflect the diversities and complexities of the defects in parent-adolescent coping. Fam Systems
transition experiences need to be identified, clari- Health. 1996: 14:245–255.
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mere identification of these concepts as central has practice of nursing as demonstrated by clients’ nurs-
ing care needs, by actions of clinicians, and by thehelped in furthering the development of nursing

knowledge is also questionable. The challenge choices of investigators of nursing research
questions.members of the discipline face is to define the

mission of nursing. The mission, then, could give
The challenge members of the discipline face ismore substance to these central concepts.
to define the mission of nursing.Recently, defining the mission has been advo-

cated by many in nursing. For example, Newman1

has stated that the challenge before nursing is to
identify and agree on the central focus of nursing.

The Mission of Nursing
Similarly, one of us (Meleis) has pleaded for sub-
stantive knowledge development in nursing and has

Attempts at articulating a substantive focus in nurs-
identified constraints to knowledge development

ing have been made by a number of metatheorists,
as the multiplicity of educational preparations, the

as well as by the authors of the 1980 ANA Social
multiplicity of driving theories, the lack of an or-

Policy Statement that defined nursing as “the diag-
ganizing concept, the focus on process rather than

nosis and treatment of human responses to actual
substance, the devaluation of clinical focus and

and potential health problems.”11 This definition,
valuation of science, and the rise of ethnocentricity.2

used by members of the discipline, has been instru-
What is needed is an organizing concept that allows

mental in providing nursing with a focus. However,
for a variety of viewpoints and theories within the

further development of the mission of nursing has
discipline of nursing. Such a concept should not be

been limited. In addition, the definition of nursing
culturally bound, and it should help in identifying

practice as described in this important document
the focus of the discipline. We submit that the tran-

has lent itself to the development of topologies
sition experience of clients, families, communities,

or listings of human responses without an equal
nurses, and organizations, with health and well-

emphasis on the nursing therapeutics needed. More-
being as a goal and an outcome, meets these

over, there is a lack of a framework that may help
criteria.

nurses decide what is a health problem and what are
Previously, Chick and Meleis3 ; Meleis4 ; and

the health care priorities from a nursing perspective.
Schumacher and Meleis5 argued that transition is a
central concept to nursing. Unlike the other identi-

Such a focus is not a focus that is being imposed
fied central concepts in nursing, transition is not a

on the discipline; it reflects the practice of
concept that is inherent in the writings of many

nursing.
of the nurse theorists. However, the concept of
transition may be thought of as being congruent
with or related to such concepts as adaptation6; More recently, Newman et al.12 proposed that
self-care7; unitary human development8; expanding the focus of the discipline of nursing is “caring
consciousness9 ;and human becoming.10 Therefore in the human health experience.” Some questions
the purpose of this chapter is to propose that facili- emanating from this focus: (a) Is it possible to study
tating transitions is a focus for the discipline of caring using empiricism as a framework? (b) If
nursing. We argue that the mission of nursing caring is universal and not limited to one discipline,
should be redefined in terms of facilitating and what aspects of caring are unique to nursing?1 and
dealing with people who are undergoing transitions, (c) Which human health experiences require nurses’
and we provide a framework that clarifies aspects unique contributions? Furthermore, because of the
of clients, health, and environment. We further ar- impersonal nature of bureaucratic systems, caregiv-
gue that such a focus is not being imposed on ers in institutions are often unable to provide per-

sonalized care, because of limitation in definingthe discipline; rather, it is a focus that reflects the
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the scope of care, the diffusion in their daily respon- view the concept of transitions was identified. Tran-
sition has been defined as “a passage from one lifesibilities, their limited power, and the expectations
phase, condition, or status to another.…. Transi-that bedside caregivers compensate for deficiencies
tion refers to both the process and outcome of com-in the resources of the system through their caring
plex person-environment interactions. It may in-process. Without an expectation of mutuality and
volve more than one person and is embedded inreciprocity in the caring relationship, exploitation
the context and the situation.”3 A transition denotesand oppression of the caregiver at the individual
a change in health status, in role relations, in expec-and institutional level may occur.13 And without
tations, or in abilities. It denotes a unique constella-the identification of some defining boundaries for
tion of patterns of responses over a span of time.the human health experience, priorities of care may

In general, the structure of a transition consistsnot be clear.
of three phases: Entry, passage, and exit.17 Com-The scope of nursing was also defined. Ac-
monalities that characterize a transition period in-cording to Fawcett,14 who utilized the work of Don-
clude process, disconnectedness, perception, andaldson and Crowley15 and Gortner,16 four proposi-
patterns of response. One important considerationtions that define the scope of nursing are as follows:
of transition is that the completion of a transition
implies that a person has reached a period of less• The discipline of nursing is concerned with
disruption or greater stability through growth rela-the principles and laws that govern the life process,
tive to what has occurred before. Increments, aswell-being, and optimal functioning of human be-
well as decrements, may be viewed as positive,ings, sick or well.
as the potential for disruption and disorganization• The discipline of nursing is concerned with
associated with pretransitional states is counteredthe patterning of human behavior in interaction with
on successful completion of the transition.3the environment in normal life events and critical

Additional support for transitions as the focuslife situations.
of the discipline of nursing comes from the exten-• The discipline of nursing is concerned with
sive literature review provided by Schumacher andthe nursing actions or processes by which positive
Meleis.5 Three hundred-ten citations with the wordchanges in health status are affected.
“transition” appearing in the nursing literature be-• The discipline of nursing is concerned with
tween 1986 and 1992 were reviewed. The identifiedthe wholeness or health of human beings recogniz-
articles crossed specialty areas and professionaling that they are in continuous interaction with
roles (educator, practitioner, administrator, and re-their environment.
searcher). In the analysis, several categories
emerged. These categories, emerging from researchWhile these definitions and scope of nursing
and clinical article reviews, lend support to thepractice have been instrumental in promoting con-
theoretical categories identified earlier.3 Types ofstructive dialogues about the mission of nursing,
transitions that nurses deal with are as follows:we believe that using transitions as a framework

adds an important dimension to identifying bound-
Individual developmental transitions, such as ado-aries of nursing, to refining phenomenon of the

lescence, becoming aware of sexual identity anddiscipline, to establishing priorities, and to devel-
going into midlife.oping congruent nursing therapeutics.

Family developmental transitions, such as mother–
daughter relationship, parenthood, and childbear-
ing family.Transitions: The Mission

Situational transitions, such as educational transi-of Nursing Redefined
tions, changing professional roles, widowhood,

In previous work by Chick and Meleis3 and Schu- relocation to nursing home, family caregiving,
and immigration.macher and Meleis5 a framework with which to



68 PART II TRANSITIONS AS A NURSING THEORY

Health/illness transitions, such as the recovery pro- of an event. Admission and discharge of patients
are events that could be considered either at a pointcess, hospital discharge, and diagnosis of
of time or as transitional experiences. The formerchronic illness.
limits nursing actions to that slice of time; the latterOrganizational transitions, such as changes in lead-
allows preparation for continuity of care, a processership, implementation of new policies or prac-
of coping within, and a longer time framework.tices, implementation of a new curriculum,

The development of nursing therapeuticschanges in nursing as a profession, and changes
could be focused on the prevention of unhealthyin communities.
transitions, promoting perceived well-being and
dealing with the experience of transitions. TheoryIn the review of these articles, three indicators
development should aim to provide greater under-of successful transitions were described: emotional
standing and insight into the transitional experi-well-being, mastery, and well-being of relation-
ences. Within this focus, then, the goals of knowl-ships.
edge development in nursing are to enhance an

Nursing’s unique contribution is its goal of a understanding of2:
sense of well-being.

The processes and experiences of human beings
who are in transition.

Given the unique focus of nursing on health, The nature of emerging life patterns and new
additional indicators identified included quality of identities.
life, adaptation, functional ability, self-actualiza- The processes or conditions that promote healthy
tion, expanding consciousness, and personal trans- outcomes, such as mastery, perceived well-be-
formation.5 Theoretically, there is support that an ing, energy mobilization, quality of life, self-
additional outcome indicator that should be ad- actualization, expanding consciousness, personal
dressed is purposeful and mobilized energy.18,19 Al- transformation, and functional ability.
though some outcomes have been identified from Environments that constrain, support, or promote
existing literature, it is most likely that emphasis healthy transitions.
on selected outcomes will be dictated by the profes- Structure and components of nursing therapeutics
sion’s social commitment and responsibility within that deal with transitions.
a given culture and not only by the theoretical na-

A focus on transitions provides a frameworkture of the discipline.
that:Other disciplines may also focus on transition;

however, nursing’s unique contribution is its goal
Acknowledges universal aspects of nursing;

of a sense of well-being. Defining nursing as “facil-
Enhances nurses’ potential in supporting emerging

itating transitions to enhance a sense of well-being”
identities and life patterns;

gives nursing a unique perspective. Only nursing
Supports nurses’ concerns about changing systems

facilitates transitions toward health and a perception
and societies;

of well-being. No other discipline has this process Challenges nurses to develop therapeutics support-
orientation to the transition experience. No other ive of positive experiences and healthy out-
discipline needs as much of a knowledge base to comes.
help clients achieve a sense of mastery, a level of
functioning, and a knowledge of ways by which It provides nurses with a framework to under-
their energy can be mobilized. Within the transition stand variations in the recovery transition, the hos-
framework, caring would be seen as a process that pital admission transition, the immigration transi-
facilitates successful transitions that is not bound tions, the discharge transition, the rehabilitation

transition, as well as the experiences of clients whoby a medically determined beginning and ending
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are in multiple transitions. It highlights the need
Only nursing facilitates transitions towardfor knowledge related to transitions into new roles
health and a perception of well-being.and new skills. The transition experienced by peo-

ple during the modernization process of societies
becomes an important focus within the discipline. A Clinical Example
The birthing transition, the transition into home
care, and the caregiving transition would also re- One of the challenging clinical problems is the
ceive more attention internationally. None of these treatment and management of breathing difficulties.
events, experiences, and responses becomes ahis- Conceptually, breathing difficulties are similar to
torical or isolated. When considering transition as other problems in that they are not merely a reflec-
an organizing framework, the events, experiences, tion of a physiologic event but evolve out of a
and responses are recognized as processes that re- complex interaction of personal, environmental,
quire a longitudinal and multidimensional approach and health status factors.23,24 Currently, three major
and a focus on patterns of response over time, all approaches to the study and treatment of breathing
of which are more congruent with nursing than difficulties have emerged. These are the biomedi-
viewing any of their transitional experiences as cal/physiologic approaches, with an emphasis on
events creating change. Such consideration limits medication and oxygen therapy, breathing retrain-
the events to singular responses in a single slice ing, smoking cessation, exercise conditioning, and
of time. nutritional evaluation.25-30 A second approach has

been the exploration of various psychologic and
Transition Versus Change personal characteristics associated with dyspnea

primarily in clients with chronic obstructive pulmo-
Transitions are processes that occur over time and nary disease (COPD). Findings from this approach
that have a sense of flow and movement. Change, have led to the use of psychotropic agents and
on the other hand, is defined “to take instead of, relaxation methods.26,31-37 The third approach has
substitute one thing for another, put, adopt a thing focused on coping strategies used by clients with
in place of another, and tends to be abrupt.”20 Tran- dyspnea.24,38-40

sition incorporates some aspects of change but ex- Few interventions have been proposed or clini-
tends the concept to incorporate flow and move- cally tested to relieve breathing difficulties.41 Some
ment. Another universal property is found in the nursing interventions, such as teaching breathing
nature of change that occurs in transitions. At the techniques, energy-conservation measures, exer-
individual and family levels, changes occur in iden- cise programs, desensitization and guided imagery,
tities, roles, relationships, abilities, and patterns of and environmental temperature control, have been
behaviors. At the organizational level, changes oc- applied in a clinical setting. However, one of the
cur in structure, function, and of the dynamics of the most challenging and frustrating dilemmas for the
organization. These properties help to differentiate nurse at the bedside is the experience of caring for
transitions from nontransitional change. For exam- a frightened client sitting up at bedside unable to
ple, brief, self-limiting illness has not been charac- catch his or her breath. The focus on symptom
terized as a transition, whereas chronic illness has control rather than viewing this as a transitional
been viewed as requiring a process of transition.21,22 experience may contribute to the lack of long-term,
Similarly, phenomena such as mood changes that intermittent, and only hospital bound nursing inter-
are dynamic but do not have a sense of movement ventions. If the experience of the client with breath-

ing difficulties was viewed as a transitional experi-or direction are not conceptualized as transitions.
Finally, internal processes usually accompany the ence with desired outcomes being mastery, im-

proved functional ability, or improved quality ofprocess of transition, while external processes tend
to characterize change.17 life, and with the goal of achieving a period of less
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disruption or greater stability through growth, the ond, it provides a common language that can en-
compass all specialty areas, professional roles, andnursing approach to the problem would be qualita-

tively different. It could transcend hospitalization theoretical and methodologic camps. Both the re-
ceived viewers and perceived viewers can equallyand strategies that are biomedically driven. The

lived experiences, the daily life events, and life- find questions to consider and contributions to
make. Better articulation across specialties and pro-styles will more accurately drive nursing therapeu-

tics. A variety of research methods could be used fessional roles is made possible. Third, because
transitions are not bounded by current nursing theo-to study which groups of clients do better with

selected interventions at different phases of the tran- ries but encompass them, nursing theories could
compete to answer critical questions in nursing. Forsitional experience and to identify which kinds of

environments support or hinder a healthy transition. example, what nursing therapeutics are effective
in treating the frightful experience of shortness ofLevels of mastery in coping with the transitional

phases will need to be explored. Similarly, the cu- breath? Are certain nursing therapeutics more suc-
cessful with different groups of clients, in a particu-mulative nature of knowledge related to breathing

difficulties will be taken into consideration when lar sequence, or at selected stages? The challenge
is for nurses to develop and test therapeutics sup-conceptualizing breathing ease as a transition.
portive of healthy experiences and outcomes and
not only events. In addition, transitions acknowl-

Conclusions edge the universal aspects of nursing, and this is
not limited by a particular cultural viewpoint.

There are multiple paradigms and viewpoints that Without an organizing framework such as
guide and inform the discipline of nursing. This transitions, the focus of the discipline may be lost;
multiplicity has prompted many analyses and cri- advances in nursing knowledge may be slow and
tiques and polarized some to prefer and espouse erratic; nurses’ expertise may go unacknowledged
the adaption of one view, one theory, or one para- and staffing patterns may be limited to caring for
digm over another. Our intention is not to reconcile events, rather than processes of becoming. Last,
the differences between these different viewpoints. using the facilitation of transitions as a defining
As Skrtic42 has stated: mission for nursing allows nurses to demonstrate

their expertise in supporting admission, recovery,
the point is not to accommodate or reconcile the

discharge, birthing, parenting, menopausing, and
multiple paradigms; and to recognize them for what

battering as processes that are not bound by timethey are—ways of seeing that simultaneously reveal
and space. The experience of transitions is longer,and conceal.
multidimensional, and far more multilayered than
each of the situations when conceptualized asRather, our intent is to suggest that by considering
events. Transitions could be utilized to turn the tidetransitions as focal and central to the discipline of
to the advantage of our clients with an emphasisnursing a more focused dialogue and debate that
on the process of achieving healthy outcomes.advances knowledge development could occur.

The concept of transition already pervadesWhat advantages does transition offer for the
much of current thinking about nursing, and thisdevelopment of nursing? First, it offers an organiz-
suggests it is not a trivial notion or passing fad.ing framework that emphasizes processes that are
We see applications cross-culturally, for all agelongitudinal and multidimensional in nature and
groups, and independent of clinical specialty orpatterns of responses over time. All are more con-
professional role. Certainly nursing needs newgruent with nursing. An integrating and organizing
knowledge, but it also needs tools and strategies toconceptual framework makes it easier for a nurse
make the best use of existing knowledge and to useto capitalize on what he or she already knows and

to use existing knowledge more insightfully. Sec- it in a way unique to nursing.
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the way people respond to change over time.
People undergo transition when they need to
adapt to new situations or circumstances in
order to incorporate the change event into2.3 TRANSITION:
their lives. Transition is a concept that isA LITERATURE REVIEW
important to nursing; however, to further de-

DEBBIE KRALIK
velop understandings, research must extend

KATE VISENTIN
beyond single events or single responses.

ANTONIA VAN LOON
Longitudinal comparative and longitudinal
cross-sectional inquiries are required to fur-
ther develop the concept.Abstract

Aim: This chapter reports a comprehensive
Introductionliterature review exploring how the term

‘transition’ has been used in the health litera-
ture. Background: The meaning of transition Facilitating transition has been identified as being a

central concept for nursing (Schumacher & Meleis,has varied with the context in which the term
has been used. The last 3 decades have seen 1994). It was considered important to review the

relevant literature to guide theoretical developmentaltered understandings in the concept of tran-
sition in the social science and health disci- of our research programme, in which the aim has

been to describe transition and identify the role ofplines, with nurses contributing to more re-
cent understandings of the transition process nurses in facilitating transition (Koch & Kralik,
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2001; Kralik, 2002). Our research focus has been health-illness and organizational (Schumacher &
to develop and consolidate our understanding of Meleis, 1994). Developmental transitions were
what transition means by revising and validating those related to the responses of individuals when
emerging knowledge grounded in the stories of re- they experience the changes that occur during the
search participants. We have developed a working life cycle, such as becoming a parent. Situational
definition of transition that has evolved from find- transitions were concerned with various educational
ings of several of our research inquiries. We define and professional roles, such as the transitions of
it as a process of convoluted passage during which graduate nurses. Health–illness transitions explored
people redefine their sense of self and redevelop the responses of individuals and families in illness
self-agency in response to disruptive life events contexts. A prominent concern was cost effective-
(van Loon & Kralik, 2005). ness during the transition of people between types

Theoretical development is ongoing within our of healthcare services, such as hospital to outpatient
research programme, however, and so a review of care. Organizational transitions represent those that
current literature and theoretical frameworks was occur in the environment and are precipitated by
undertaken to guide our theoretical deliberations changes in the social, political, or economic con-
and to develop our position in the debates and issues text. Changes in leadership have been described as
surrounding transition. We had observed in the lit- creating transitional periods within an organization
erature that the precise meaning of transition has (Schumacher & Meleis, 1994).
varied with the context in which the term has been The conditions that influence transitions were
used. We were aware that, during the last 3 decades, found to vary widely among individuals, families
the concept has evolved in the social sciences and and organizations. Schumacher and Meleis (1994)
health disciplines, with nurses contributing to more concluded that the meanings of change that people
recent understandings of the transition process as have, expectations of events, level of knowledge
it relates to life and health (Cantanzaro, 1990; and skill, availability of new knowledge about a
Chick & Meleis, 1986; van Loon, 2001; Kralik,

change event, resources available in the environ-
2002; Loveys, 1990; Meleis et al., 2000; Meleis &

ment, capacity to plan for change, and emotional
Trangenstein, 1994; Schumacher & Meleis, 1994).

and physical well-being all have an impact on tran-
While we recognized the complexity of finding a

sitions. A successful transition is one where feelings
universally acceptable and applicable definition of

of distress are replaced with a sense of well-being
transition, it was felt that a clearer understanding

and mastery of a change event (Schumacher &
of the term could be achieved by critically re-

Meleis, 1994). The transitions framework providedviewing the health literature. We were also inter-
by Schumacher and Meleis (1994) has been veryested in determining the contexts or settings in
useful for our research; however, we considered itwhich the term transition had been used.
important to update the literature review to explore
new understandings.

Background

AimThis review builds on a previous review of the
nursing literature on transition published by Schu-

The aim of the review was to explore how the termmacher and Meleis (1994). The questions asked
‘transition’ had been used in the health literature.by these authors were: What were the types of
The research questions guiding analysis of the liter-transitions addressed in the nursing literature? What
ature were: How is the word “transition” used inconditions influence transitions?
the literature? and What is the concept of transi-The types of transitions discussed in the earlier

nursing literature were developmental, situational, tion informing?
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Search Methods son to reshape their sense of self (Kralik, 2002).
We were interested in how transition occurred after

The Search forced change, for example in chronic illness, where
one’s reality and one’s sense of self were threatened

Databases (Medline, CINAHL, Sociofile, Psychlit) or disrupted. Consensus on relevance was reached
were searched using the keyword ‘transition’ and by team debate, focusing on papers where transition
a large volume of work from diverse professional was central to the change event/issue, or where
fields was retrieved. The limits set were: the discussions informed our understanding of the

transition process. A total of 23 primary studies
• articles dated between 1994 and 2004; were appraised and analysed, in addition to identi-
• transition as a central concept; and fying and discussing the major theories of
• health or social focus. transition.

Twenty-three research primary studies were
The searches were refined with the query

included in the review, and these all used qualitative
string of social, life events, illness, crisis, identity,

methodologies. Qualitative methods employ pro-
and self. These terms were taken from keywords

cesses that involve the description and interpreta-
identified in relevant papers. The focus of transition

tion of human experience so that a holistic picture of
in many articles in Medline was molecular or bio-

social and human issues can be explored (Powers &
logical in nature and hence these articles were ex-

Knapp, 1990; Creswell, 1998). Transition is human
cluded. There was overlap with the papers extracted

experience; therefore, it seems appropriate that
from the CINAHL search but further articles were

qualitative methods have been used to understand
located particularly with the illness combination.

the concept of transition.
Sociofile and Psychlit retrieved a number of articles
that had a social focus. The reference lists of re-
viewed articles were also searched for relevant

Criteria for Exclusioncitations.
We were interested in exploring how the word

Twenty-two (n = 22) papers were excluded fromtransition was used in the wider health literature.
the final review. Non-research-based were ex-Other disciplines may use different terms to de-
cluded but informed the discussion on theoreticalscribe transition; hence, it was this understanding
frameworks. Papers that did not describe the transi-that prompted the use of search terms such as dis-
tion experience or have transition as a central con-ruption, continuity, and self identity. These search
cept were also excluded. Four (n = 4) focused onterms when combined with transition highlighted
life stages or developmental stages such as the rolea new body of work from psychiatry, social work
of mothering or fathering, and these were excludedand the social sciences. Full papers (n = 45) were
(Draper, 2003; Mann, Abercrombie, DeJoseph,located. We independently reviewed each paper and
Norbeck, & Smith, 1999; Nelson, 2003; Sawyer,answered the following questions:
1999) because we considered that such life stage
transitions are normative and anticipated. Many• How is the word transition used?
quantitative research studies (n = 18) that used the• What is the concept of transition informing?
term transition as indicating a passage of movement• What are the assumptions about transition?
failed to define the concept (Brouwer-Dudokdewit,• What were the before and after? (movement to
Savenije, Zoeteweij, Maat-Kievit, & Tibben, 2002;and from)
Brudenell, 1996; Forss, Tishelman, Widmark, &• What research method was used?
Sachs, 2004; Gwilliam & Bailey, 2001; Mon-
tenko & Greenberg, 1995; Vaartio & Kiviniemi,Informed by the findings of our own research,

our focus was the disruptions that required the per- 2003; White, 1995; White, 2003). Transition was
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not defined in these papers, although the term had further developed by Turner (1969) and then
been listed as a key word or included in the title Sheehy (1977), highlighting the way that rites of
or abstract. Discussions were limited to descriptions passage throughout the stages of human life are
of movement or change from one point to another, marked by sociocultural rituals. Martin-McDonald
rather than a transitional process of inner re-orienta- and Biernoff (2002, p. 347) state
tion (Gwilliam & Bailey, 2001; Vaartio & Kivi-
niemi, 2003; White, 1995; White, 2003). that rites of passage occur when there is a transition

in cultural expectations, social roles, and status and/
or condition or position, interpersonal relations, and
developmental or situational changes to being inFindings
the world.

Transition is derived from the Latin word “transi-
tion” meaning going across, passage over time, Thus, social transition can be viewed as movement
stage, subject, or place to another; that is, to change through life. Van Gennep’s theory describes the
(Lexico, 2005: http://dictionary.reference.com/search way people move through life’s stages in three
?q=transition). The term transition has been used distinct phases. First, preliminal rites (rites of sepa-
in diverse ways in the literature of disciplines as ration) are characterized by removal of the individ-
varied as musicology, history, metallurgy, geogra- ual from their normal social life, which may occur
phy, anthropology, science and health, with discus- through the use of customs and taboos. Liminal
sions ranging from change at the molecular level, rites (rites of transition) refer to customs and rituals
to personal and developmental changes, to coun- of the individual when they are in a liminal state,
tries in transition. The literature frequently uses the perhaps feeling confused and alienated, in a state
word transition to describe a process of change in of limbo or, as (Draper, 2003, p. 63) prefers, “in
life’s developmental stages, or alterations in health no man’s land.”
and social circumstances rather than people’s re- Last, postliminal rites (rites of incorporation)
sponses to change. Transition is not just another occur where the individual is brought back into
word for change (Bridges, 2004), but rather con- society and takes up their new status (reincorpora-
notes the psychological processes involved in tion). Van Gennep’s (1960) three-phase approach to
adapting to the change event or disruption. transition continues to influence current transition

The broader research literature on transition thinking in the social and health literature.
employs a variety of methodologies and theoretical Three phases of transition are also proposed
frameworks. All studies included in this review, by Bridges (2004, p. 17), composed of an “ending,
however, used qualitative methodologies and usu- then a beginning, and an important empty or fallow
ally generated data from relatively small, selective, time in between.” What these models have in com-
nonrandom sample of participants. Data collection mon is an almost linear trajectory to transition that
periods were usually of a short time frame and involves distinct start and finish points. Kralik
focused on a specified event, with only one inquiry (2002), however, proposes that transition does not
adopting a longitudinal approach (Kralik, 2002). follow a chronological trajectory. Likewise, Pater-
Ethnic and cultural differences were rarely identi- son (2001), who performed a metasynthesis of 292
fied in this body of literature.

qualitative research studies, describes a shifting
perspectives model of chronic illness that also chal-
lenges the notion of a linear trajectory in transition.Theoretical Frameworks
Kralik (2002) and Patterson (2001) both propose
that learning to live with chronic illness is an ongo-Transition theory has a long history within other
ing process involving movement in manydisciplines, particularly anthropology. The work of

Van Gennep (1960) early in the 20th century was directions.

http://dictionary.reference.com/search?q=transition
http://dictionary.reference.com/search?q=transition
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Defining Transition or situated so they can reflect and interact, and
develop increasing confidence in coping with

Five varying senses or meanings to the word transi- change and mastering new skills and new ways of
tion were retrieved from the online lexical reference living, while developing a more flexible sense of
system Wordnet (developed by Princeton identity in the midst of these changes (Meleis et
University): al., 2000).

Transition occurs when a person’s current real-
• Sense 1: Passage (act of passing from one state ity is disrupted, causing a forced or chosen change

to another). Changing something into something. that results in the need to construct a new reality
Something performed (as opposed to some- (Selder, 1989). It can only occur if the person is
thing said). aware of the changes that are taking place (Chick &

• Sense 2: Conversion, transformation, alteration, Meleis, 1986). This awareness is followed by en-
shift. gagement, where the person is immersed in the

• Sense 3: Happening, occurrence, change. transition process and undertakes activities such as
• Sense 4: Modulation (change in tone). seeking information or support, identifying new
• Sense 5: Connects to what follows, extracting ways of living and being, modifying former activi-

common features. ties, and making sense of the circumstances. There-
fore, level of awareness will influence level of en-

Transitional definitions alter according to the gagement. Lack of awareness signifies that an indi-
disciplinary focus, but most agree that transition vidual may not be ready for transition (Meleis et
involves a passage of change. A common definition al., 2000). Bridges (2004) and Selder (1989) high-
of transition cited in health disciplines is: light the importance of a person’s need to acknowl-

edge that a prior way of living/being has ended, or
A passage from one life phase, condition, or status a current reality is under threat, and that change
to another…transition refers to both the process

needs to occur before the transition process canand the outcome of complex person-environment
begin. When this acknowledgment has occurred, itinteractions. It may involve more than one person
is possible to make sense of what is happening andand is embedded in the context and the situation.

Defining characteristics of transition include pro- reorganize a new way to live, respond and be in the
cess, disconnectedness perception, and patterns and world. The process of surfacing awareness involves
response. (Chick & Meleis, 1986, pp. 239–240) noticing what has changed and how things are dif-

ferent (Meleis et al., 2000, Kralik, 2002). Dimen-
Transition is not an event, but rather the “inner sions of difference that can be explored include the

reorientation and self-redefinition” that people go nature of the changes, how long it may take for
through in order to incorporate change into their changes to occur, what trajectory they may follow,
life (Bridges, 2004, p. xii). A concept analysis was the perceived impact of changes, and the personal,
presented by Meleis, Sawyer, Im, Hilfinger, Mes- familial, and societal influences having an impact
sias, and Schumacher (2000) that provided both a on the changes (Meleis et al., 2000). Kralik (2002)
perspective and a framework for creating meaning notes that people with chronic illness in transition
of the concept of transition such as developmental, feel different, may be perceived by others as differ-
health, sociocultural, situational, relational, critical ent, and view their world in a changed way as a
events, and organizational changes. It was proposed result of the movement that occurs during
that people may undergo more than one transition transition.
at any given time; hence, it is important for the
person to be aware of the changes taking place and How Has Transition
to engage with them (Meleis et al., 2000). Indicators Been Used in the Literature?
that transition is occurring include the individual
feeling connected to, and interacting with, their Most authors describe transition as not only a pas-

sage or movement but also a time of inner reorienta-situation and other people. The person feels located
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tion and/or transformation. Fifteen (n = 15) articles mastery. The experience of transition was a process
that involved disruptions in close relationships andhave a health-illness focus. Some reports discuss

the transition from health to illness (Arman & Re- daily living (Arman & Rehnsfeldt, 2003; Powell-
Cope, 1995). Helping people to make a transitionhnsfeldt, 2003; Elmberger, Bolund, & Lutzen,

2002; Fraser 1999; Glacken, Kernohan, & Coates, toward a sense of mastery involves the acquisition
of information (Fraser, 1999; Hilton, 2002) and2001; Hilton, 2002; Kralik, 2002; Neil & Barrell,

1998; Powell-Cope, 1995; Shaul, 1997; Skarsater, social support systems (Rossen, 1998). This was a
point that Powell-Cope (1995) also found in hisDencker, Bergbom, Haggstrom, & Fridlund, 2003),

whereas others focus on a change within the course study with homosexual couples living with HIV,
and Martin-McDonald and Biernoff (2002) foundof illness, such as commencing dialysis (Kralik,

Koch, & Eastwood, 2003; Martin-McDonald & in their study with people starting renal dialysis.
Assisting people to transition toward a senseBiernoff, 2002). The transition experience within

an institution is explored by three authors (Bertero, of mastery involves the acquisition of information
(Hilton, 2002); social support systems (Glacken,1998; Froggatt, 1997; Walker, 2001). Others focus

on life transitions such as motherhood (Bailey, Bolund, & Lutzen, 2002); maintaining or devel-
oping strong connections with others (Arman &1999; Miller, 2000); retirement (Luborsky, 1994);

relocation (Rossen, 1998); and midlife (Banister, Rehnsfeldt, 2003); and learning ways to adapt to
change through a heightened awareness of self (Fra-1999).

If we use the five senses of transition devel- ser, 1999; Hilton, 2002; Kralik, 2002; Kralik et
al., 2003; Martin-McDonald & Biernoff, 2002;oped by Princeton University, we note that the last

two senses have not been included in the papers Shaul, 1997). It is evident in these papers that transi-
tion is not simply change, but rather the processreviewed. Sense 4 refers to modulation (change in

tone), which we interpreted as related to a need for that people go through to incorporate the change
or disruption into their lives.people to have control and balance, much like a

musician playing an instrument. Sense 5 refers to
transition being a way to connect to what follows
and we interpreted this as a process of sense- What Does the Concept
making. of Transition Inform?

The focus of papers was that transition in-
volves a movement or passage between two points. The literature review identified a number of areas
Second, a transitional process involves transforma- in which the concept of transition informs practice.
tion or alteration, whether it is incorporation, inte- The most striking finding is the challenge to self-
gration, or adaptation. Third, transition involves a identity that occurs during the transition process.
process of inner-reorientation as the person learns Self-identity and transition appear to be concepts
to adapt and incorporate the new circumstances into that are closely linked. The importance of relation-
their life. We suggest that transition needs to be ships and connections was identified in the litera-
viewed on all these levels if nurses are to take a ture, as these were seen to be an integral part of
holistic approach to client care. successful transition. Furthermore, authors agree

Themes involving loss of self or shifts in self- that it is important for healthcare professionals to
identity as a result of the uncertainty and turmoil have an understanding of the transition process in
that follow a crisis event or disruption emerged order to assist people to move through it.
from several inquiries (Elmberger et al., 2002; Transition can be viewed as a process during
Glacken et al., 2001; Hilton, 2002; Kralik, 2002; which suffering may be reduced or alleviated. The
Martin-McDonald & Biernoff, 2002; Neil & Bar- suffering invoked by the forced change may be the
rell, 1998). Participants sought to regain control central driving force for transformation and transi-
following the disruptive event, and reconstruction tion. For example, older women who have survived

a stroke may experience a process of transition/of self-identity was observed through themes of
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transformation that results in reconstruction of the of transition is one way in which to conceptualize
sense of self (Hilton, 1998). They seek new roles, human responses to change. However, we have
identify ways of coping, and reconcile with the found transition to involve a complex interplay of
limitations that the stroke imposes. Arman and Re- adaptive activities to manage situational alterations,
hnsfeldt (2003) add that the illness experiences as well as a deeper psychological and spiritual in-
change one’s notion of self, which Elmberger et corporation of changes that aid reorientation of the
al. (2002) claim may be “processed” to “master” sense of self (van Loon & Kralik, 2005).
the changing sense of identity and family relations In all of the studies reviewed, researchers con-
imposed by the illness trajectory. Our research re- cluded that it is through understanding the transition
veals that disruption can lead to suffering when it process that healthcare professionals will be better
is difficult to become reconciled with the altered equipped to aid clients through processes of adapta-
sense of self, but this may be ameliorated during tion. Glacken et al. (2001) highlights the factors
the reclaiming process that occurs during transition that hinder and facilitate transition, and suggests
(Kralik 2002; van Loon, Koch, & Kralik, 2004). that healthcare professionals can address these fac-

The idea that the suffering experienced during tors as part of their care. It has been argued that the
transition may be viewed positively is challenged planning and implementation of nursing activities
by Arman and Rehnsfeldt (2003). They use exam- could be informed by the concept of transition
ples of studies where women are classified as stuck (Shaul, 1997). Glacken et al. (2001) suggests that
in the transformation process because they are not a tool be developed that assists healthcare profes-
able to adapt and integrate cancer into their lives. sionals to assess where the person is within the
Other authors assume that all people transition suc- transition process, thus ensuring that appropriate
cessfully through the illness period because they strategies are implemented at the right times. We
provide little or no discussion around people who have begun preliminary work on development of
have not readily transitioned (Hilton, 2002; Skar- such a therapeutic intervention tool with women
sater et al., 2003). survivors of child sexual abuse (van Loon & Kralik,

Healthy transitions are often linked to the de- 2005). The aim of this tool will be to build capacity
velopment of relationships and connections with by planning strategies that assist sense-making,
others. Rossen (1998) notes that the level of support which can be employed during the various stages
gained from personal relationships may influence of the transition process (van Loon & Kralik, 2005).
transition, and that women with strong family and
friend connections transitioned more readily than

Transition as a Processthose who did not have support. The influence of
relationships on transition is supported by Kralik
et al. (2003) when researching shifts in sexual self- The literature review highlights a lack of consensus

among researchers as to whether the dynamic tran-identity in women with multiple sclerosis: Women
in supportive relationships found it easier to adapt sition process has a definite beginning and end, is

linear or cyclical, and how we can help people toto the consequences of intrusive illness.
In some studies, the participants themselves move on. Papers framed by van Gennep’s rites of

passage theory (Froggatt, 1997; Luborsky, 1994;identify transition as an important part of the heal-
ing or recovery process (Glacken et al., 2001; Martin-McDonald & Biernoff, 2002) tend to as-

sume that transition is linear and unidirectional,Kralik, 2002). They describe the process of recon-
structing and incorporating change as essential to even suggesting that the three phases are somehow

distinct and readily separated for examination.transition, whether it be in the context of their rela-
tionships, their roles, or new strategies for coping Many authors propose that transition has a begin-

ning and an end (Bridges, 2004; Elmberger et al.,(Hilton, 2002; Skarsater et al., 2003). Further to
this, Glacken et al. (2001) suggests that the concept 2002; Fraser, 1999). For example, Elmberger et al.
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(2002) describes how men with cancer start the consider carrying out longitudinal studies. Kralik
(2002) used correspondence as a longitudinal datahealth-illness transition at diagnosis and how it lasts
generation strategy in a study with women withfor several years following a spiral movement. Our
chronic illness to reveal that women move throughresearch challenges these notions, suggesting that
a phase of ‘extraordinariness’ in which they are intransition is a more intricate and convoluted process
turmoil and distress. They may then move backwith forward and backward movement (Kralik,
into a sense of ordinariness, where life becomes2002; van Loon & Kralik, 2005).
familiar. However, this is never a series of steps;There was reference by Arman and Rehnsfeldt
rather, it is movement that is nonlinear, perhaps(2003) to the course of change associated with
even cyclical and recurring in nature (Kralik, 2002).breast cancer as a type of transition, transforma-
Similarly, women recovering from addiction whotion, or transcendence encompassing a search for
move from supported accommodation to indepen-meaning as the person traveled a path that aimed
dent housing find that transition in their recoveryto regain integrity, balance, and wholeness. The
involves many movements forward and sometimesauthors suggest that women could be in different
slipping back as new issues loom to threaten theirphases of that transition process and move between
progress, and ongoing changes need to be incorpo-them simultaneously while they incorporate various
rated into new ways of living and being withoutaspects of transition.
alcohol and drugs (van Loon et al., 2004).Glacken et al. (2001) proposes that living with

Hepatitis C is an ongoing transitional process that
is neither linear nor time-bound. In their study some

Other Terms Used toof the participants were restructuring their lives,
Describe the Transition Processwhile others remained in the early stages of incorpo-

ration. Powell-Cope (1995, p. 54) stated that the
Transition is clearly linked to the notion of selftransition process is
and identity and how it is affected by disruption

not linear but recurring, so that at any given time (Boeijea, Duijnsteeb, Grypdonckb, & Pool, 2002;
new losses require ongoing readjustments and thus Kralik, 2002; Young, Dixon-Woods, Findlay, &
transition continues throughout life. Heney, 2002). Self-identity is threatened during

disruption and there is a need for reconstruction of
It has also been proposed that, although life transi- identity based on new roles and responsibilities
tions may have a distinct beginning and end, transi- (Boeijea et al., 2002; Luborsky, 1994; Young et
tion for people with chronic illness may not be al., 2002). Other authors exploring life transitions
complete, as their health and well-being status fluc- also focus on the process of shifts in identity and
tuates (Shaul, 1997). redefining of self (Bailey, 1999; Banister, 1999;

Time is an essential element in transition and Miller, 2000). Although all of these papers have
therefore longitudinal studies are required to ex- limited discussion about transition, their value lies
plore experiences during the initial phase, the limi- in the understanding they bring about the forces
nal period or midcourse, and the reincorporating that influence and shape transition. An exhaustive
period that results in new ways of living and being analysis of this body of work is not within the scope
as the outcome of the transition experience (the of this review, but we highly recommend that such
ending) (Fraser, 1999; Hilton, 2002; Kralik, 2002; a review be carried out to better inform our under-
Kralik et al., 2003; Martin-McDonald & Biernoff, standing of transition.
2002; Powell-Cope, 1995; Rossen, 1998; Shaul, Biographical disruption is used by some au-
1997). Fraser (1999) conducted multiple interviews thors to describe the changes to self-identity that
over time to describe transition, and given that tran- require redefinition in the face of adversity (Boeijea

et al., 2002; Gravelle, 1997; Young et al., 2002).sition occurs over time, we suggest that researchers
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Interestingly, these papers have striking similarity Trangenstein (1994) suggest that the central focus
of nursing is to facilitate clients, families and com-to those describing transition—Young et al. (2002)
munities through life transitions, because nursingmake reference to transition, whereas Boeijea et al.

(2002) focus solely on the notion of biographical
is concerned with the process and the experiencesdisruption. These concepts arose from the work of
of human beings undergoing transitions where

Bury (1982), which centers on the importance of health and perceived well-being is the outcome.
restructuring meaning during illness. This literature (Meleis & Trangenstein, 1994, p. 257)
informed our work facilitating transition for women

Transition is the movement and adaptation towith a history of child sexual abuse and addiction
change, rather than a return to a pre-existing state.and our research with men and women with chronic
Bridges (2004, p. 11) states “every transition beginsillness, because people who have experienced pro-
with an ending,” meaning that people have to letfound disruption often have a diminished sense of
go of familiar ways of being in the world thatidentity. Thus restorying their biography has been
defines who they are. This is particularly importantintegral to healing during the transition process
for nurses, who often support people through forced(Kralik, Koch, & Brady, 2000; Kralik, van Loon, &
disruptions such as illness (Kralik, 2002). Transi-Visentin, 2006; van Loon & Kralik, 2005).
tional processes require time as people graduallyIllness trajectory is another term that may be
disengage from old behaviors and ways of definingused to describe transition. For example, Gravelle
self. Nurses working alongside people can help(1997) describes the trajectory that parents caring
them identify changes forced by illness and seekfor a child with a progressive illness travel, raising
new possibilities from disruptive experiences. Un-similar issues to the transition literature, namely
derstanding transition enables nurses to move to-adversity, acceptance, living with loss, gaining
wards a more holistic approach to the provision ofstrength, and normalization.
care (Kralik, Koch, & Wotton, 1997; Kralik, 2002).

Review Limitations What is already known about this topic:
Transition is a concept that is widely used inThe primary studies included in this review used
the health literature.diverse qualitative methods. Data were collected
The precise meaning of transition has varied

from people in diverse situations, circumstances
with the context in which the term has been used.

and environments, using diverse analytical ap-
A central focus of nursing is to assist people

proaches and theoretical perspectives. Clearly, a
through transitional processes.

tension exists between the analytical and systematic
What this chapter adds:approach required to conduct a literature review,
Transition is a central concept to nursing andwhere the intention is to undertake a secondary
further longitudinal research is required to in-synthesis of knowledge, and the diversity of method
form practice.and human circumstance and experience that is in-
Transition occurs over time and entails personal,dicative of qualitative research. In addition, the
developmental, relational, situational, societal,studies reviewed used small, selective, nonrandom
or environmental change, but not all change in-samples of participants; therefore, we decided to
volves transition.broaden the discussion by incorporating theoretical
Reconstruction of a valued sense of self-identityframeworks of transition.
is essential to transition.

Implications for Nursing
Implications for Nursing Research

Nurses in diverse practice settings assist people to
navigate transitions (LeVasseur, 2002) as illness Transition is a concept central to nursing (Meleis

et al., 2000) that is in need of further research;and change disrupts their lives. Meleis and
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synthesis. Qualitative Health Research 13(4),however, we believe that consideration must be
510–527.given to methodologies that extend beyond a single

Bailey, L. (1999). Refracted selves? A study of changes
event or inquire about a single response. Transition in self-identity in the transition to motherhood. Soci-
is recognized as a process that occurs over time; ology 33(2), 335–352.

Banister, E. (1999). Women’s midlife experience of theirhence, to understand transition experiences, longi-
changing bodies. Qualitative Health Researchtudinal comparative, and longitudinal cross-sec-
9(4), 520–537.tional inquiries are required. Gaps in the transition

Bertero, C. (1998). Transition to becoming a leukemia
literature that need to be addressed to firm up the patient: or putting up barriers which increase patient
link with nursing are: Why is it that some people isolation. European Journal of Cancer Care,

7(1), 40–46.experience transition and others do not? What are
Boeijea, H., Duijnsteeb, M., Grypdonckb M., & Pool A.the structures and processes of transition? What are

(2002). Encountering the downward phase: Bio-the gendered experiences of transition? What are
graphical work in people with multiple sclerosis

the cultural experiences of transition? Is transition living at home. Social Science and Medicine,
experienced differently by people who have experi- 55(6), 881–893.

Bridges, W. (2004). Transitions: Making sense of life’senced disruption at different points across the life-
changes. Cambridge, MA: Da Capo Press.span? Does age influence the transition experience?

Brouwer-Dudokdewit, A., Savenije A., Zoeteweij M.,How do intrapersonal factors such as personality
Maat-Kievit A., & Tibben A. (2002). A hereditary

characteristics, attitudes, beliefs, values, marital ex- disorder in the family and the family life cycle:
pectations, and degree of idealization affect experi- Huntington disease as a paradigm. Family Process,

41(4), 677–692.ences of transition?
Brudenell, I. (1996). A grounded theory of balancing

alcohol recovery and pregnancy. Western Journal
of Nursing Research, 18(4), 429–440.Conclusion

Bury, M. (1982). Chronic illness as biographical disrup-
tion. Sociology of Health and illness 4, 167–182.Merging understandings from the literature re-

Cantanzaro, M. (1990). Transitions in midlife adults with
viewed and the theoretical frameworks reveal that long-term illness. Holistic Nurse Practitioner,
transition processes occur when life’s circum- 4(3), 65–73.
stances or relationships change. Transition entails Chick, N., & Meleis, A. (1986). Transitions: A nursing

concern. In P. L. Chinn (Ed.), Nursing researchchange and adaptation, in areas such as develop-
methodology: Issues and implemenation (Chap. 18,mental (for example, child to adolescent, adolescent
pp. 237–257). Rockville, MD: Aspen,

to adult, etc.), personal, relationships, situations, Creswell, J. (1998). Qualitative inquiry and research
sociocultural, or environmental changes, but not all design: Choosing among the five traditions. Lon-

don: Sage.change results in transition. Life crises and loss
Draper, J. (2003). Men’s passage to fatherhood: An anal-experiences may force change and adaptation.

ysis of the contemporary relevance of transition the-Common to these experiences, is the dislocation,
ory. Nursing Inquiry, 10(1), 66–77.

disorientation and disruption caused to the person’s Elmberger, E., Bolund, C., & Lutzen, K. (2002). Men
life and the need for them to locate new ways of with cancer: Changes in attempts to master the self-

image as a man and as a parent. Cancer Nursing,living and being in the world that incorporate the
25(6), 477–485.changes. We hope that this literature review is a

Forss, A., Tishelman, C., Widmark, C., & Sachs, L.
useful beginning point to facilitate communication (2004). Women’s experiences of cervical cellular
and discussion that will stimulate further research changes: An unintentional transition from health to
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III
The Experience of and Responses

to Transitions

To uncover the different experiences of people go- of these developmental transitions—parenting,
menopause, and growing old.ing through changes and the many different ways

they respond to these changes, we categorized the The second major transition type is situational
transition, which is presented in chapter 4. Situa-triggers for change that nurses deal with. We first

developed the categories based on observing tional transitions are triggered by events that require
spacial or geographic changes such as dischargenurses’ clinical experiences, we then reviewed the

literature to support or refute these categories, after and relocation (of elders) and/or relationship
changes such as divorce. All of these may havewhich we used the emerging categorical framework

of the triggers to study the experiences and re- health consequences and may affect levels of well-
being. Examples of situational transitions are di-sponses to events and situations. Each of these ap-

proaches further supported the types of transitions vorce or homelessness.
Immigration is another example of a situationalindividuals face. Four types of transitions are con-

sidered in this volume. These are reflected and transition (chapter 5) that affects health, health- and
illness-seeking behaviors, as well as the immi-represented in this section with chapters that shed

more light on the particular type of change being grant’s ability to cope with other life changes. Un-
derstanding the immigration experience is usuallyconsidered. Some of these chapters are reviews,

but the majority report research studies. enhanced by learning about the immigrants in their
own homeland, therefore, I have included articlesIt is important to note that these transition

types are neither pure nor mutually exclusive, be- about Brazilians in their homeland as well as Brazil-
ians as immigrants in the U.S.A.cause transitions are complex processes and may

overlap or occur simultaneously. For example, Nurses also go through educational transitions
that are situational (chapter 6). Among the eventswhile experiencing a developmental transition (be-

coming a mother) a person may also be going that trigger transitional responses in nurses are their
transition from nursing student to nurse, to becom-through a situational transition (being discharged

from a hospital). Chapter 3 in Part III is devoted ing a competent practitioner, as well as such events
as moving up the educational ladder from a diplomato the first transition type—those transitions trig-

gered by developmental changes. Among the types or associate degree to a baccalaureate degree. Each
of these advancements up the educational ladderof developmental transitions that nurses tend to deal

with are those related to the process of becoming a creates the need for transitional intervention.
The third type of transition is that which isparent, experiencing menopause, and growing old.

Others may involve becoming an adolescent, expe- instigated by a health and illness situation (chapter
7). These we called “health and illness transitions.”riencing menarche, and dying. Each of these is a

major developmental life event that has been de- As individuals receive a diagnosis, undergo sur-
gery, or realize that they will live the rest of theirscribed or researched by nurse scientists. Each of

these triggers responses that should be uncovered lives at risk for a particular new condition, they go
through various processes and they require careand may require interventions to ensure healthy

outcomes. I have selected articles to represent some during these processes that matches their varying
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also reflects studies completed nationally and in-needs during the different stages and milestones in
ternationally.this process. What are these processes, what are the

The last type of transition discussed in Partresponses to the diagnosis and treatment processes,
III is the organizational transition (chapter 8). Orga-and how do these responses influence the outcomes
nizational transitions are triggered by changes infor the person, family, and community? These are
policies, leadership, practices, as well as models ofquestions that nurses must uncover, understand, and
care. The focus in organizational transitions is ondeal with in planning quality care for those who
uncovering and intervening in the experiences and

are undergoing such experiences. These transitions
responses of the members of the group undergoing

may be compounded by other biobehavorial, socio-
the transition, either individually or collectively.

cultural, or genetic conditions. Being an immigrant
Technological changes, introduction of electronic

and living alone, having a stigmatizing disease, or health records, robotic caregivers, new Chief Nurse
facing the end of life may affect one’s transition Officers, new leadership models, and staffing pat-
experiences and responses. Chapter 7 includes find- terns create disruptions and the need for strategies
ings from studies that reflect different triggers— that enhance healthy adoption of the new changes.
diagnosis of acute or chronic disease, beginning Several articles have been selected to reflect this
rehabilitation, experiencing memory loss, or mak- category, however, many more can be identified in
ing a decision to start palliative care. This chapter the nursing literature.



Chapter 3 Developmental Transitions

3.1 DEVELOPMENTAL and maternal role attainment, Gaffney (1992) on
maternal role sufficiency, Shin and White-TrautTRANSITIONS
(2007) on transition to motherhood in the neonatal

MARIANNE HATTAR-POLLARA
intensive care, Im and Meleis (1999) on meno-
pausal transition of low-income Korean immigrant
mothers, Schumacher, Jones, and Meleis (1999) onNormative and Nonnormative
helping elderly person in transitions, and Kaas andDevelopmental Transitions
Rousseau (1983) on geriatric sexual conformity.

Until the 1950s, multidisciplinary investiga-Human developmental transitions are complex and
tions of developmental transition were exclusivelydynamic phenomena involving a predictable series
focused on the preadult years. Stage theorists fromof biologically determined stages of growth (i.e.,
various disciplines focused their attention on thephysical, cognitive) and of normatively governed
normative, predictable, linear (hierarchical), andpsychosocial maturations. Developmental transi-
universal developmental processes that all humanstions also involve unpredictable events and transi-
go through as they progress in age from the prenataltions, which precipitate changes that are likely to
phase through infancy, early childhood, middleinfluence adult men and women’s health and well-
childhood, and pubescence, to the adolescencebeing in an adverse manner.
phase (e.g., Erikson, 1950; Freud, 1955; Piaget,Nursing researchers paid specific attention to
1967). For example, Freud and Piaget assumed thatadult developmental transitions, particularly those
developmental transitions are largely completed atthat articulate with health and intersect with nurs-
the end of adolescence, and those who thought thating, and offered a comprehensive theoretical model
development progresses beyond adolescence paidof transitions, delineating the nature and types of
less attention to adult development (Levinson,transitions, the conditions of transitions (which in-
1986). Levinson (1986), Galinsky (1981), andclude meanings, expectations, level of knowledge/
Atchley (1989), through retrospective cohort stud-skills, environment, and level of planning) and the
ies, offered descriptive frameworks detailing thepatterns and mediating factors of human responses
normative phases and corresponding behavior adultto transitions (Chick & Meleis, 1986; Meleis, 1975;
men and women are expected to go through as theySchumacher & Meleis, 1994). Meleis and col-
move through the cycle, through parenthood andleagues have conducted empirical studies examin-
into retirement. Transitions that are less predictable,ing a range of transition experiences including be-
and therefore nonnormative or universal, are thosecoming a mother (Sawyer, 1999), experiencing
developmental transitions that are concentrated dur-menopause (Im & Meleis, 1999), transitions of Jor-
ing the different phases of adulthood and are thosedanian adolescents and their mothers (Hattar-Pol-
that are more likely to articulate with health andlara & Meleis, 1995), developing chronic illness
intersect with nursing. Currently, the knowledge(Messias, 1997), and taking on a family caregiving
base on developmental transitions of adult men androle (Schumacher, 1996). Based on the nursing
women is descriptive rather than explanatory. Theframework of transitions, situation-specifics theo-
units of analysis for describing the transitionalries, and specific nursing therapeutics are evident

in the work of Mercer (2004) on becoming a mother changes adult men and women go through as they
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progress in life reflect the investigator’s unique Transitions during the adult years have been
examined through various lenses including transi-disciplinary focus and are non-integrative of the

complex individual and environmental variables af- tion through the life cycles, transition to parent-
hood, continuity theory, role theory, and life-coursefecting adult transitions. Most of the knowledge

on adult developmental transitions draws on role- perspectives. Each of these disciplines offers a
unique approach to conceptualizing transitions, andtheory research (Ebaugh, 1988; Hagestad & Neug-

arten, 1985), and life-course research (Elder, to some degree or another offers a description of
the underlying processes of transitions.1985a).

Investigating the specific attributes of normal
and/or disruptive, and predictable or unpredictable
developmental transitions so as to understand and Markers of Life Transitions
explain the mechanisms by which they influence
health and well-being is crucial for the development Among the notable theories on adult development
of specific nursing therapeutics that would effec- are Levinson’s “seasons of a man’s life” (1978)
tively assist individuals and their families through and Levinson and Levinson’s “seasons of a wom-
disruptive developmental transitions and promote an’s life” (1996) theories. Focusing his attention
their health and well-being. on adult development through a series of intensive

This chapter examines the literature on adult interviews with men and women, Levinson (1978,
developmental transitions. Initially, a brief review 1986) set out to determine the nature and extent of
of current theoretical frameworks on adult transi- possible personality changes during the ages 17 to
tions is presented, emphasizing the conditions, pat- 65 years. According to Levinson (1978), personal-
terns, and consequences of adult developmental ity development takes place during the life span
transitions. The subsequent sections examine the within a specific framework, which he calls “life
process of adult transitions through the lenses of structure.” An individual’s life structure is shaped
role theory and life-course research, followed by a by the social and physical environment, which in-
summary and discussion of the future directions clude family and work, and to some degree or an-
for nursing research. other, other variables such as religion, race, and

economic status, among others.
Levinson proposed a series of stages that are

Theories on Adult clustered around four “seasonal life cycles” that
Developmental Transitions people go through as they develop. Adult series of

stages cluster around pre-adulthood, early adult-
hood, middle adulthood, and late adulthood, withStage theories and research on child and adolescent

developmental transitions are important to under- stage-specific markers requiring acquisition of new
experience and tasks, and the incorporation of newstand the issues surrounding human developmental

transitions of the early life period and the conse- knowledge and skills. Early adult transition (17–22)
is characterized by leaving adolescence and byquence of delayed or disruptive development on

later adult years. The focus of this chapter, however, making preliminary choices for adult life. Entering
the adult world (22–28) signifies making initialis on exploring the developmental transitions of

adulthood. The issues that accompany adult devel- choices in love, occupation, friendship, values, and
lifestyle. The age 30 transition (28–33) is a timeopmental transitions are identified through exami-

nations of theories and research evidence that paid when changes occur in life structure, with either a
moderate change or, more often, with a severe andparticular attention to the process of adult transi-

tions and the underlying mechanism accompanying stressful crisis. Settling down (33–40) is character-
ized by establishing a niche in society, and bysuch transitions.
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progressing on a timetable, in both family and ca- were noted with regard to the meanings and re-
sponses women attach to their life transitions, withreer accomplishments. During this period adults are

expected to think and behave like a parent, so they women tending to be tied closer to family life.
are facing more demanding roles and expectations.

During the mid-life transition (40–45), life
structure usually comes into question and becomes Markers of Transition to Parenthood
a time of crisis in the meaning, direction, and value
of each person’s life. Also, during this period of Focusing on the psychosocial aspects of transi-
developmental transition, neglected parts of the self tioning to parenthood, Galinsky (1981) offers a
(talents, desires, aspirations) take the forefront and theory of parenthood. She focused her studies on
seek expression. Becoming more aware of how the developmental stages of parenting and de-
short life is and of death, individuals during this scribed how adults develop through the interaction
period become involved in trying to leave a legacy, with their children. Based on interviews with over
and this usually forms the core of the second half 200 parents, she identified six stages including the
of life. parental image stage, the nurturing stage, the au-

Entering middle adulthood (45–50) signifies thority stage, the integrative stage, the independent
making the choices that must be made, which may teen stage, and the departure stage. Galinsky (1981)
lead to forming a new life structure and a commit- points out that husband and wife become father and
ment to new tasks. Late adulthood (50–65) is a mother at the birth of their first baby, which forms
period during which individuals spend time re- the beginning of the first stage, the parental image
flecting on past achievements and regrets, and mak- stage, and during which the mother and father form
ing peace with oneself and with others. their image of themselves as parents. Father and

Levinson (1986) distinguished the periods of mother usually have a desire to be perfect, but often
developmental transitions and non-transitions in a experience heavy demands that were unexpected.
person’s life and classified them as either stable or The nurturing stage occurs during infancy, when
transitional. A stable period is a time when a person attachment occurs, and relationships with spouse,
makes crucial choices in life, while a transitional infant, and other people are challenged and deter-
period signifies the end of one stage and the begin- mined. Often heavy demands are made upon par-
ning of a new one. Life during these transitions ents at this time, as they establish their roles. During
can be either rocky or smooth, but the quality and the authority stage, between two and four years of
significance of one’s life commitment often change age, adults face questions of their effectiveness as
between the beginning and end of a period. parents. The young child is beginning to develop

Levinson’s theory, although comprehensive independence, and more demands are made on a
and logical, is heavily descriptive and fails to ac- parent’s time. Often a second child is born, adding
count for the wide individual, socio-cultural, and to the stress of the family.
socio-economic variations. His theory was widely The integrative stage extends from preschool
criticized for the research method used for its initial through middle childhood. As children develop
development, especially with regard to using a more autonomy and social skills, parents are re-
small sample of men and for generalizing the find- quired to set realistic goals, motivate their children,
ings to both men and women. In response, Levinson develop effective communication skills, and estab-
(1986) conducted another study with a small sample lish authority. The fifth stage, the independent teen-
of 45 women, which included housewives, aca- age stage, is the time when adolescents wrestle with
demic instructors, and businesswomen. His find- identification, responsibility, and maturity. Parents

must provide support for their adolescents, whileings show that women go through the same types of
transitions as men do, however, gender differences maintaining authority and responsibility. Finally,
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the departure stage occurs when the adolescent from actively caring for self, or when retirees regain
employment. According to Atchley (1999), there isleaves home. At this time, parents evaluate past

performance and prepare for the future relationship considerable continuity in identity and self-concept
over the retirement transition and this continuitywith their offspring.

The important points of Galinsky’s theory are contributes to the retirement adjustment process.
He observed that “middle-aged and older adultsthat parenthood develops as the children grow and

that the adult’s self-concepts are shaped through attempt to preserve and maintain existing struc-
ture…and tend to apply familiar strategies in famil-interactions with their children at each stage. When

parents are aware of and can achieve their goals, iar arenas of life” (Atchley, 1989, p.183). However,
Wang (2007) found that retirees do not follow athey will be happy and satisfied. If not, they will

be frustrated, stressed, and depressed. Galinsky’s uniform adjustment pattern during retirement and
that retirees’ patterns of responses have importanttheory serves a useful framework for the assessment

of the psychosocial transition to parenthood. consequence on their psychological well-being.

Role TheoryMarkers of Retirement’s Transition

Using a framework of continuity, Atchley (1989, As opposed to age-based theories of development,
which generally emphasize the maturational aspects1999) proposed a model of retirement that includes

six phases, the preretirement phase, the honeymoon of development and associated unique themes,
tasks, and difficulties (e.g., Erikson, 1950; Levin-phase, the disenchantment phase, the reorientation

phase, the stability phase, and the terminal phase. son, 1978), social role-based theories view life tran-
sition through role entry and exit. Transition isIn the preretirement phase, the worker becomes

aware that retirement is approaching. In the years viewed as progressing smoothly if role entry and
role exit occur “on time.” Conversely, personalprior to retirement, money is saved for funding the

dream vacation or to plan for the things that are lives and social structure are likely to be disruptive
if role entry and role exit occur “off time” andnot possible to do while working. The honeymoon

phase occurs immediately after the actual event and are unpredictable or involuntary (e.g., Hagestad &
Neugarten 1985; Neugarten, 1976; Neugarten &is normally characterized by enjoyment of one’s

free time. Now the retiree can paint the garage, do Datan, 1974).
Ebaugh, (1988, p. 149) defined role-exit asgardening, take a trip, or do other things he or she

has wanted to do for years. During the disen- the “departure from any role that is central to one’s
self-identity.” Linking role theory to life transitionschantment phase, the retiree begins to feel de-

pressed about life and the lack of things to do. After and using it to describe both the status and the
behaviors associated with role entry and role exitthe traveling, cleaning, and doing the things most

desired, the person gets tired and bored. Often the during adult life transitions, Ebaugh (1988) retro-
spectively investigated the role exits of a diverseperson then goes through a reorientation phase of

developing a more realistic attitude toward the ef- group of participants who exited one of nine roles
ranging from nuns to transsexuals. Her findingsfective use of time. Here he or she reevaluates these

activities and makes some decisions about what is offered a process of four stages in role exit includ-
ing experiencing doubt, searching for alternativemost important. These priorities then set the stage

for the next phase. During the stability phase, the roles, occurrence of a turning point, and creation
of a new identity as former role occupant. She alsoretirement routine is established and enjoyed. Per-

haps volunteer work, visiting, or some other routine found that three-fourths of her sample experienced
“the vacuum” either right before the decision to exitis developed that keeps the retiree happy and feeling

important. The terminal phase (end of retirement) or, in some cases, shortly afterwards. Depending on
whether the role exit was voluntary or involuntary,occurs when illness or disability prevents the retiree
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Ashforth (2001), in his investigation of role exit in to one’s identity, involuntary role exit may be an
especially stressful disruption (Burke, 1991). How-organizations and among retirees, found that invol-

untary exits from push-and-pull forces constitutes ever, when a role is undesirable, role exit may lead
to feeling of relief and well-being (Wheaton, 1990).a significant threat to one’s identity and sense of

meaning as well as the sense of control and belong- Therefore both individual and contextual character-
istics may influence both the process and the out-ing. The push-and-pull forces leading to involun-

tary role exit, whether they are located within the comes of role-exit transitions and may have adverse
consequences on health and well-being.life circumstance of the individual, such as failing

health, or are extrinsic, tend to be stigmatizing, thus
creating the additional burden of coping with the Life-Course Perspective
weight of shame and other emotions. Furthermore,
involuntary role exit occurs with little or no advance Life-course perspective views transition as a social
warning, thus shock and distress are additional phenomenon that is distinct from the life-span tran-
burdens. sitions (Hagestad & Neugarten, 1985). In contrast

Role theory has been extensively used in to the characteristics of life-span developmental
studying life events that may or may not accompany transitions, which are normatively governed and
life transitions. Gambardella (2008) investigated predictable across time and space, life-course tran-
the effectiveness of applying the concepts of role- sition reflects the intersection of social and histori-
exit theory in the counseling of military couples cal factors with personal biography during the dura-
who were experiencing marital discord following tion of life (Elder, 1985a). Therefore, develop-
extended periods of deployment. Her findings indi- mental transitions as viewed through the lens of the
cate that 60% of her small sample of ten reported life-course perspective are expected to vary across
improvement in the marital relationship following time, space, and populations.
intervention counseling using a framework ap- Life-course perspective (Elder, 1995; Elder &
proach based on role-exit theory. Johnson, 2003) draws attention to critical concepts

Meleis (1975) offered a theoretical base for in the life course. Concepts such as transitions and
nursing and introduced role insufficiency and role trajectories, contextual embeddedness, interdepen-
supplementation for the study and practice of role dence of life spheres, and timing of transitions con-
transitions. She defined role insufficiency as “any stitute the essence of theoretical thought and are
difficulty in the cognizance and/or performance of key concepts in researching life-course transitions
a role or the sentiments and goals associated with (Elder, 1985a; Hagestad, 1990; Shanahan, 2000).
role behavior as perceived by self or by significant These concepts are considered crucial to under-
other.” Role supplementation is defined as “a delib- standing the well-being of individuals going
erate process that included conveying information through developmental transitions. According to
or providing experience for the role incumbent to Elder (1985a), transitions refer to changes in status
become aware of the anticipated role behaviors and over time, which are discrete and bounded in dura-
goals, as well as the interrelationships between the tion, but their consequences may be long term.
new role and the roles of others.” Role supplemen- Trajectories refer to life development during peri-
tation is central for nursing in designing specific ods of relatively stable status, and often include
nursing actions and therapeutics to prevent or ame- multiple transitions that can be reliably differenti-
liorate role insufficiency through role supplementa- ated from alternate patterns. Transitions and trajec-
tion, which consists of two components: role clarifi- tories are interrelated because they are embedded
cation and role taking. in form and meaning (Elder, 1985a).

Role loss can lead to feelings of anxiety or Contextual embeddedness implies that the ex-
depression, thus leading to low levels of well-being perience of life transitions and developmental tra-

jectories is contingent on the specific circumstanceswith role exit (Thoits, 1992). When a role is central
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under which transitions occur. These include indi- Conclusions and Directions
vidual attributes such as health status, coping ef- for Future Research
forts, current and past status and roles, and family
and social context. Independent life spheres empha- Understanding the complex and dynamic nature of
sizes that experience in one life sphere is influenced adult developmental transitions requires an under-
by experience in other life spheres (Elder, 1985a, standing of the various variables influencing and
1995). According to life-course perspective, the ex- mediating the process and its consequences. Adult
perience of life transition is also contingent on its developmental transitions may be predictable, ex-
timing in terms of social and cultural deadlines, pected, or even a desirable part of one’s life trajec-
personal expectations, and occurrences or co-occur- tory. They may be anticipated or hoped for (for
rences in other life spheres. Most of the research example, planning for parenthood), or they may be
on life-course transitions focuses on the early adult- unanticipated or involuntary. While all transitions,
hood of men and less so on that of women. Bar- by their very nature, expose people to vulnerabili-
nett & Baruch (1978) recognized that the lives of ties due to the uncertainties about outcomes, unan-
women follow different patterns and involve some- ticipated or forced transitions are more likely to
what different themes than do the lives of men. For expose individuals to health risks.
example, whereas men’s lives are guided by the The majority of nursing research is focused on
development of individuation and autonomy, wom- understanding the experiences of men and women
en’s lives are guided by the development of attach- undergoing normative single or multiple transitions
ment and care (Bardwick, 1980; Gilligan, 1982a, (for example, becoming a parent, assuming the ma-
1982b). ternal role, or going through menopause while go-

Most of the research on life-course sequence ing through immigration) and on understanding at-
and markers focuses on entry to adulthood. In con- tributes of the developmental transition of mother-
trast to Levinson’s adult developmental stage of hood through studies of maternal attachments.
early adulthood, Arnett (2000) distinguished entry

However, less attention has been given to investi-
to adulthood (18–24) as a period of emerging adult-

gating processes or consequences of unanticipated
hood that has distinctive features and importance

or involuntary transitions, or to comparative studies
and is characterized by formidable arrays of new

of adult men and women going through similar
experiences and tasks requiring the development

transitions.
of new knowledge and skills to experience a suc-

The nursing transition framework integrates
cessful transition into adulthood. (Arnett, 2000; Ho-

the cumulative knowledge on the nature, condi-
gan, 1981; Cohen, Kasen, Chen, Hatmark, & Gor-

tions, and process of transition and offers an or-don, 2003). Emerging adulthood constitutes a se-
ganizing framework for both researchers and clini-quence of key transitions for entry into adulthood
cians to adequately study the variables affectingincluding leaving school, followed by first-time
the process and the variables mediating the positivejob, followed by marriage. Studies have found that
or negative consequences of transitions. It alsoa disorderly sequence of emerging adulthood transi-
serves as a framework for assessing and devisingtions resulted in poorer outcomes in life and these
corresponding nursing therapeutics. However, tran-were more common among women. (Hogan, 1981;
sitions are complex because of the interplay andKerckhoff, 1990). Cohen and colleagues (2003) fur-
interweaving of variables situated within individu-ther note that although, on average, early adult men
als and embedded in their context. Depending onand women changed roles and assumed responsibil-
the personality, disposition, and coping efforts ofity in accordance with the development sequence
individuals, and depending on the significance andand expectations of this period, their patterns of
meaning of the life-changing event as well as thedoing so were remarkably diverse and most of their
availability of instrumental support, the impact ofstudy sample had periods during which there was

progress and regress in assuming adult roles. the life-changing event on the individual and those
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moving from a known, current reality to an un- Rubin described the progressive stages of the pro-
cess that begins during pregnancy as mimicry, role-known, new reality. A transition requires restructur-

ing goals, behaviors, and responsibilities to achieve play, fantasy, introjection–projection–rejection,
and identity. The woman moves from seeking infor-a new conception of self (Barba & Selder, 1995).

Many strategies are used to adapt to a new reality mation and mimicking observations, to seeking ex-
pert models, role-playing, and fantasizing aboutwhile maintaining one’s personal integrity. Strate-

gies include recognizing the permanency of the herself as a mother. She introjects observed behav-
iors of others, projects how those behaviors wouldrequired change, seeking information for construc-

tion of a new self-definition, seeking models for a be for her, and rejects behavior she judges as inap-
propriate for herself. An ideal image of self asnew normalization, and competency testing of self

in the new role (Deutsch, Ruble, Fleming, Brooks- mother is constructed from her extensive psychoso-
cial work during pregnancy and postpartum, andGunn, & Stangor, 1988; Mercer, 1995). Transitions

may be facilitated or inhibited by the woman’s through this image the maternal identity is incorpo-
rated into her self-system. Grief work accompaniespersonal conditions, cultural beliefs and attitudes,

socioeconomic status (SES), preparation and the process as roles or parts of her life that are
incompatible with motherhood are relinquished.knowledge, and community and societal conditions

(Meleis, Sawyer, Im, Messias, & Schumacher, Selective perceptions of the woman’s self-sys-
tem (her ideal image, self-image, and body image)2000).

Establishing a maternal identity in becoming screen information that is taken in (Rubin, 1967).
The ideal image reflects the qualities, traits, atti-a mother contributes to a woman’s psychosocial

development. In contrast to physical development, tudes, and achievements the woman finds desirable
for motherhood. The self-image is a representationwhich is linear, some scholars have suggested that

psychosocial development progresses as spiraling of a consistent self in the present. The body image
is reflected by body accommodations, functions,or widening, leading to an increase in a person’s

adaptive functioning (Kegan, 1982; Rubin, 1984). and capacity; maternal identity status is contingent
on functional control of the body. Loss of functionalTheory building is a continuous process as

research findings provide evidence for clarification control leads to lower self-esteem and risk of role
of concepts, additions, or deletions. In their review failure. Rubin defined maternal identity as the end
of research on women as mothers and grandmoth- point in maternal role-taking, with a woman having
ers, McBride and Shore (2001) suggested retiring a sense of being in her role, along with a sense of
the phrase “maternal role attainment” (MRA) be- comfort about her past and future. This theory was
cause it implies a static situation rather than a fluctu- based on nurses’ field notes of their interactions
ating process, and this implication discourages the with women during pregnancy and in the first
study of motherhood from a life-span approach. month after birth.
The purpose of this chapter is to review the develop- In her 1984 book Rubin did not use the term
ment of MRA theory and current research on the MRA. She described maternal identity as an insepa-
transition to motherhood, leading to the conclusion rable incorporation into the whole personality that
that the term MRA should be replaced with the is more than a role that can be stepped into and
term “becoming a mother” (BAM). out of again (p. 38). Data for her book were drawn

from nurses’ field notes of their interactions with
women during pregnancy and 6 weeks postpartum.Background
Rubin reaffirmed the importance of tasks during
pregnancy to establish the qualitative matrix of ma-Theory of Maternal Role Attainment
ternal behavior: ensuring safe passage for self and
baby, seeking acceptance of and support for selfRubin (1967) introduced MRA as a process leading

to a woman’s achievement of maternal role identity. and baby, “binding-in” to her infant, and giving of
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self (Rubin, 1975, 1984). She said that a woman’s ple, in Josten’s (1982) research, primary clinic
nurses’ ratings of expectant mothers’ behaviors onbinding-in (a term Rubin thought more descriptive
an instrument based on Rubin’s (1975) tasks ofthan “attachment”) to her child and the formation
pregnancy showed that women who prepared veryof a maternal identity are interdependent coordi-
little during pregnancy became inadequate mothers.nates of the same process.
These findings indicate the importance of assessingRubin (1984) also renamed two of the progres-
and fostering mothers’ active preparation forsive stages in achieving maternal identity. She re-
motherhood.placed the words “mimicry” and “role-play” with

Mercer (1980, 1981, 1985, 1986), a student“replication”; the woman’s mother was identified
of Rubin, began a series of studies focused on moth-as her strongest model. Fantasy was retained. “In-
ers’ MRA in unique situations during the first 8 totrojection-projection-rejection” was replaced by
12 months of motherhood. Thornton and Nardi’s“dedifferentiation,” which preceded the woman’s
(1975) four stages of role acquisition—establishment of a maternal identity as she shifted
anticipatory, formal, informal, and personal iden-from models of expert-mothering persons to herself
tity—were used to describe the process of MRA.in relation to her child. In establishing maternal
The anticipatory stage, the period before incum-identity a mother’s image of her child stabilizes,
bency (pregnancy), is a time of psychosocial prepa-such that she anticipates her child’s behavior,
ration for the role. At birth, the mother moves toknowing “how, what, when, and why she does
the formal stage of identifying her infant’s unique-something for or with him as his mother, as her
ness and begins caretaking tasks by copying ex-child” (p. 50). An operational location of the child
perts’ behaviors and following their advice. Duringas “you,” the “I” in relation to “you,” and the “you”
the informal stage, the mother progresses from rig-in relation to “me” has occurred.
idly following directions of others to using her judg-Rubin (1984) emphasized that maternal iden-
ment about the best care for her infant. The stagetity and behavior evolve as the age, condition, and
of personal or maternal identity is characterized bysituation of the child change, such that maternal
the mother’s sense of harmony, confidence, satis-identity, maternal behavior, and the quality of ma-
faction in the maternal role, and attachment to herternal and family life are anchored in the develop-
infant. She feels a congruence of self and mother-mental age or stage, sex, physical condition, and
hood as others accept her performance (Mercer,

behavior of the child. Furthermore, a new personal-
1981, 1985).

ity dimension is incorporated into a woman’s self-
Maternal variables identified as influencing

system with the birth of each subsequent child, with
MRA included maternal age, SES, perception of the

no transference of maternal identity from one child
birth experience, early mother–infant separation,

to another. Each childbearing experience is differ-
social stress, social support, personality traits (tem-

ent, just as the woman’s life space and self-system
perament, empathy, and rigidity), self-concept,

are different. The uniqueness of each child, and of child-rearing attitudes, perception of the infant, role
the mother at that particular point in her life, require strain, and health status (Mercer, 1981, 1986). In-
systematic, extensive maternal work in getting to fant variables identified as affecting MRA included
know and incorporate each child into her self and temperament, appearance, responsiveness, and
family systems. health status. Self-reported maternal behavior, ob-

served maternal behavior, attachment to the infant,
Studies of Maternal Role Attainment and gratification in the maternal role were con-

structs of MRA used to compare three age groups
Rubin’s work stimulated nurses to look beyond the (15–19, 20–29, and 30–42 years) of women over
physiological and pathological aspects of childbear- their first year of motherhood. The majority (64%)
ing to the intricate process of becoming a mother, achieved a maternal identity by 4 months; at 1 year

4% had not achieved it.and to identify areas for providing help. For exam-
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The patterns of self-reported maternal behav- following birth. Perceived parental competence was
a constant predictor for both HRW and LRW. Addi-iors, feelings of attachment for the baby, and ob-

served maternal competence did not differ by age tional predictors of HRW’s attachment during early
postpartum were fetal attachment, SES, and ante-group, although their levels of achievement differed

(Mercer, 1985, 1986). These behaviors peaked at 4 partal worry, and at 8 months pregnancy risk was
a positive predictor. HRW’s antepartal hospitaliza-months following birth. However, mothers reported

feeling less competent and their observed maternal tion and compliance to treatment indicated an early
commitment to the health of their unborn infantscompetence decreased significantly at 8 and 12

months. Feelings of attachment for their infants and themselves. Additional predictors of LRW’s
attachment to their infants at early postpartum werewere significantly higher at 4 months than at any

other test period. All mothers reported increased anxiety, received support, fetal attachment, marital
status, and relationships with their own mothers asgratification in mothering at 4 months; teenagers

reported a decrease at 8 and 12 months, but older children. Anxiety and marital status had negative
effects. At 8 months more optimal family function-mothers reported increased gratification.

Interview data at 8 months revealed a clash ing, perceived support, and relationships with their
mothers as children contributed to LRW’s reportedbetween the infant’s evolving self in the form of

greater demands on the mother, clinging behavior, attachment to their infants. Anxiety and depression
had negative effects on their attachment. An unex-willfully exploring and moving into hazardous

situations, and the mother’s need to regain a sense pected finding was that the latermothers held their
infants following birth, the higher was theirof herself as an organized, attractive woman and

wife (Mercer, 1986). Mothers’ difficulties in bal- attachment.
No differences were found between LRW’sancing wife, mother, and employment roles also

contributed to their overall feelings of incompe- and HRW’s perceived parental competence at 1, 4,
and 8 months following birth (Mercer & Ferketich,tence; role strain was a major predictor of ob-

served competence. 1994). Both groups reported significant increases
in parental competence at 4 and 8 months after aPridham, Schroeder, and Brown (1999) also

reported a disruption in maternal behavior among minimal decrease from birth to 1 month. Self-es-
teem and mastery (sense of control) were consistentmothers of term and preterm infants from 4 to 8

months after birth. Mothers’ highest adaptiveness predictors of competence for both HRW and LRW.
HRW’s prenatal attachment to their infants was ascores were at 4 months, and their lowest scores

were at 8 months. In contrast, Elek, Hudson, and predictor of their feelings of competence at early
postpartum, 1, and 8 months. Anxiety was a signifi-Bouffard (2003) observed that first-time mothers’

infant care self-efficacy increased from 4 to 12 cant predictor of both groups’ competence during
postpartum hospitalization, and depression was amonths; however, their satisfaction with parenting

did not increase. Infant care self-efficacy was re- significant predictor at 1 month for both groups,
and for HRW at 8 months. Significant correlationslated to both parenting and marital satisfaction.

Women who were hospitalized for high-risk between the two constructs of MRA—perceived
parental competence and feelings of attachment topregnancy during the third trimester, and women

who experienced a low-risk pregnancy, were com- the infant—among both HRW and LRW at all test
periods indicated the interdependence of thesepared on two MRA constructs, attachment to the

infant and perceived parental competence, at early two variables.
High-risk pregnancy did not seem to impedepostpartum, 1, 4, and 8 months following birth

(Mercer & Ferketich, 1990). High-risk women perceived maternal competence in parenting. How-
ever, the importance of prenatal attachment to(HRW) reported higher attachment to their infants

than did low-risk women (LRW) during early post- HRW’s parental competence shows that early com-
mitment to their unborn infants might have helpedpartum, but their scores did not differ at 8 months
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offset the effects of obstetrical problems. Stainton, performance among mothers of preterm and term
infants. Maternal identity was triggered by perfor-McNeil, and Harvey (1992) reported that HRW
mance and cognitive-affective phenomena. Moth-worked especially hard on maternal tasks of preg-
ers reported from two to seven events that helpednancy while facing uncertain motherhood.
trigger their maternal identity recognition. TheseSandelowski (1995) described infertile cou-
events included contact and interaction with theples’ extra work in reconstructing their thinking
infant, assuming responsibilities of the maternalin pre-expectancy, expectancy, and parent phases,
role, validation of their mothering by either an adulttemporarily impeding their progress in the transi-
or their infant’s recognition and response, feelingstion. Sandelowski and Barroso’s (2003) meta-
of love for the infant, and feelings of protectivenesssynthesis of qualitative findings on HIV-positive
and concern toward the infant. Although mothersmothers showed consistent and profound negative
of preterm infants were delayed in their early pro-effects of this illness on maternal behavior through-
cess of maternal identity achievement, by 4 monthsout the women’s experience of motherhood.
they did not differ from mothers of term infants.Walker, Crain, and Thompson (1986a) deline-
The more positive the mothers’ perception of theirated three constructs of MRA: maternal identity,
infants, the earlier they recognized a maternal iden-and perceived and demonstrated role attainment.
tity. Mothers’ evaluation of their maternal compe-They proposed that maternal identity involves the
tence and their satisfaction in the mother role werecognitive and affective attributes of the reciprocal
positively related. Mothers of exceptionally fussyrelationship between mothers and infants in which
infants and mothers who had problems attachingthe mother establishes both linkages and boundaries
to their infants had difficulty in achieving mater-between herself and her infant. Both primiparas’
nal identity.and multiparas’ attitudes about themselves as moth-

Observed maternal behavior may be inconsis-ers were correlated with attitudes toward their in-
tent with a woman’s perception of her confidencefants within and among the test periods at 1 to 3
in mothering or how she feels as a mother. Variablesdays and at 4 to 6 weeks after birth. First-time
such as her immaturity, definition of a good parent,mothers’ formation of the relationship with their
or low self-esteem might affect her self-perceptioninfants and their gaining self-confidence in the par-
as a mother. However, observed mother-infant be-

enting role appeared to be interdependent; this find-
havior has both clinical and research merit. Britton,

ing is congruent with Mercer and Ferketich’s
Gronwaldt, and Britton (2001) reported that clearly

(1994) and Rubin’s (1984) findings. Multiparas’
observed and measured maternal behaviors with

self-confidence in the parenting role was not reli-
the infant (close contact, eye contact, loving touch,

ably related to their relationship with their infants.
examination of infant, loving talk, positive com-

Primiparas’ self-confidence was moderately corre- ments, and appearance of happiness) shortly after
lated with observed maternal behavior, maternal delivery were related to the quality of the observed
age, education, and SES at 4 to 6 weeks postpartum mother-infant relationship 6 and 12 months later,
(Walker, Crain, & Thompson, 1986b). Multiparas’ and to infant attachment behaviors at 12 months.
self-confidence during the first 3 days was related These findings indicate that early-observed mater-
to observed maternal behavior at 4 to 6 weeks; nal behavior reflected the mother’s emotional
however, their self-confidence at 4 to 6 weeks was involvement with her child, and this early behavior
related only to maternal age and infant size. was predictive of later mothering and infant behav-

Koniak-Griffin (1993) also questioned the ex- ior. However, only the mother can provide data
istence of discrete cognitive-affective and behav- about her perceptions of self as mother and of her
ioral dimensions of MRA in her historical and em- infant for conclusions to be made about her cogni-
pirical review of the theory. Zabielski (1994) re- tive assimilation of a maternal identity.
ported that she did not find support for the separa- Questions raised by Walker, Crain, and

Thompson (1986a) and Koniak-Griffin (1993)tion of maternal identity from perceived role
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about MRA constructs, and McBride and Shore’s associated with mothers’ memories of parental ac-
ceptance. When memories of parental acceptance(2001) suggestion about the timeliness of retiring

the term, mandate reevaluation of MRA. Research were high, depressive symptoms were unrelated to
maternal sensitivity. Mothers who had memoriesfindings about the transition to motherhood during

the past 5 years provide a database for describing of their parents as highly accepting of them as
children reported fewer depressive symptoms dur-transition to a maternal identity in BAM, and for

the argument to replace the term MRA with the ing the third trimester of pregnancy and following
birth. Mothers whose parents failed to let themterm BAM.
know that they were loved and valued as children
reported sadness and hopelessness throughout the
transition to parenthood.BAM as Replacement for MRA

Women with postpartum depression had more
negative perceptions of their infants, of themselvesSeveral researchers have focused on the importance
as mothers, and of their ability to provide appro-of mothers’ work during pregnancy in preparation
priate care for their infants at 2 to 3 months follow-for becoming a mother and variables influencing
ing birth (Fowles, 1998). Women who reportedthis transition. Swedish mothers’ prenatal attach-
higher levels of depression, anxiety, and maritalment to their unborn babies predicted observed
ambivalence and conflict during pregnancy re-mother-infant relationships at 12 weeks postpartum
ported less efficacy in the parenting role (Porter &(Siddiqui & Hagglof, 2000). Mothers who scored
Hsu, 2003). More child care experience was associ-high on prenatal fantasy (thinking and daydreaming
ated with greater confidence in the mothering roleabout the baby) were more involved when inter-
during pregnancy, but it did not predict self-efficacyacting with their infants. Mothers who scored high
postpartum. Maternal efficacy increased at 1 monthon prenatal interaction and affection stimulated
from the pregnancy measure; it was related to anxi-their 12-week-old infants by using more proximal
ety and marital love and maintenance, but it wasstimulation (touching and kissing). Mothers who
no longer related to depression. By 3 months nonescored high on differentiation of self with the un-
of the psychosocial indicators of well-being wereborn baby used more distal stimulation (maternal
related to maternal efficacy, indicating that moth-vocalizing).
ers’ efficacy was becoming more differentiated andExpectant mothers’ representations of their
compartmentalized and less related to internalown mothers mediated their internal working mod-
mood states or marital supports. Mothers’ percep-els of interpersonal relationships and their prenatal
tions of infant temperament were associated withattachment to their babies (Priel & Besser, 2001).
maternal efficacy at 3 months, indicating that moth-Mothers’ current relationships with their own moth-
ers’ parental competency was being shaped by theers tended to be recreated in their relationships
dynamic interplay between the infants’ traits andwith their infants (Kretchmar & Jacobvitz, 2002).
the mothers’ ongoing success in caregiving.Mothers who remembered being accepted by their

Clark, Kochanska, and Ready (2000) validatedmothers as children, and who were currently in
the bidirectionality of the early parent–child rela-balanced relationships with their mothers, were
tionship. Maternal personality alone (power asser-more sensitive and less intrusive with their 9-
tion and responsiveness) and in interaction with themonth-old infants.
infant’s emotionality predicted future parentingMothers’ memories of maternal and paternal
behaviors.acceptance or rejection as children were also pre-

A study of Finnish mothers’ adjustment ofdictors of depressive symptoms and maternal sensi-
their personal goals during pregnancy at 1 and 3tivity when their infants were 5 to 6 months old
months postpartum showed that an increase in fam-(Crockenberg & Leerkes, 2003). Self-esteem medi-

ated these effects. Greater maternal sensitivity was ily-related goals predicted a decline in depressive
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symptoms (Salmela-Aro, Nurmi, Saisto, & Halmes- engaged mothering, was identified through inter-
views with middle-class African American mothersmaki, 2001). Higher depressive symptoms during

pregnancy predicted fewer birth-related goals. An (Sawyer, 1999). Engaged mothering indicated an
active, involved, and mutual process of preparationincrease in depressive symptoms at all stages pre-

dicted an increase in mothers’ self-focused goals. for motherhood through caring for themselves and
their infants. The process began when the womenOthers reported that mothers who demonstrated

higher levels of complexity of thinking during preg- either tried to get pregnant or became pregnant,
the pregnancy was confirmed, and they decided tonancy about their future experiences as parents,

and 6 months after birth about their experiences as continue the pregnancy. Women’s strategies in this
process included getting ready, dealing with reality,mothers, were better adjusted than were mothers

with simpler expectations (Pancer, Pratt, Hunsb- settling in, and dreaming. The first three strategies
were linear, but dreaming moved back and fortherger, & Gallant, 2000).

A comparison of maternal adaptation in Nor- among past as context, present as experience, and
future as vision. Dealing with reality began duringway, Sweden, and the United States showed few

differences (Kiehl & White, 2003). Mothers dif- pregnancy and extended into the postpartum period.
Settling in began at birth and extended until thefered significantly in planned leave time from their

employment, with Swedish mothers reporting the women were comfortable and confident in caring
for, and making decisions about, their infants. Set-highest, Norwegian mothers the second highest,

and U.S. mothers the lowest. Swedish mothers who tling in was accomplished around 4 months follow-
ing birth. Descriptions of settling in are congruenthad longer postpartum hospitalization had greater

confidence in their ability to cope. Mothers with with Rubin’s (1984) descriptions of establishment
of maternal identity. The period of time for settlinggreater adaptation during pregnancy had greater

adaptation postpartum. Prenatal identification with in is congruent with findings from quantitative stud-
ies. Dreams about the child in the future, their moth-the mother role was related to mothers’ satisfaction

with motherhood. ering, and world conditions, are congruent with
Rubin’s (1967, 1984) descriptions of fantasy.Others reported that a positive experience of

mothering was related to the husband’s being a Martell (2001) described first-time mothers’
experiences as they began to orient themselves asgood father, the mother’s warmth and interpersonal

outgoingness, and a marriage low in conflict mothers during their first 3 weeks following birth.
The mothers’ psychosocial development was a con-(Paris & Helson, 2002). First-time mothers de-

scribed a “conspiracy of silence” about the realities tinuous process. The major theme was “heading
toward a new normal” as mothers focused on appre-of motherhood that they would not have been able

to manage without the physical help and confidence ciating their bodies, settling in, and becoming a
new family. Mothers were deeply aware of bodilybuilding of their husbands (McVeigh, 1997).

Researchers using quantitative approaches sensations and were appreciative of their bodies’
capabilities in giving birth and slowly returning tohave provided information about patterns of mater-

nal behavior in the transition to motherhood and a prepregnancy state. Mothers were also beginning
to bond with their newborns, despite their inabilityvariables influencing the transition. Perceived con-

fidence and competence in mothering and self-re- to think clearly or to retain information. The set-
tling-in process began as mothers began to feelported feelings about the infant were used consis-

tently as constructs reflecting BAM in earlier and competent and to develop confidence with their
infants. They felt a need to leave the hospital socurrent research. Significant relationships between

these variables were reported. that they could test their ideas about integrating the
newborn into their lives. In becoming a new familyQualitative research reports have included

women’s rich descriptors of their challenging expe- the women began realigning relationships, devel-
oping new routines, and delineating boundaries.riences in the process of BAM. A core category,
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As the mothers began developing unique rela- led to a definition of their lives from a different
perspective by reconnecting with, and learning totionships with their infants during the first 2 weeks,
listen to, trust, and nurture, the self.the newborns became more real, and they realized

The qualitative research reaffirmed the transi-the permanence of the relationship (Martell, 2001).
tion to motherhood as an intensive commitmentWomen described a warm, changing relationship
and active involvement that begins before or duringwith their partners and feelings of being more linked
pregnancy, with the woman beginning preparationto their mothers, mothers-in-law, and other women.
by seeking information and caring for herself andIn her synthesis of nine qualitative studies of
baby. The woman’s transformation and growth ofmothers in North America and Australia, Nelson
self in becoming a mother is congruent with psy-(2003) identified two often simultaneous processes
chosocial developmental and transition theories. Anin the transition to motherhood. The primary pro-
enlargement of self occurs as a woman achieves acess is engagement, defined as making a commit-
maternal identity in BAM. An expansion of herment, striving and being engrossed in mothering
maternal identity continues as she rises to new chal-through active involvement in the child’s care, and
lenges in motherhood by making new connectionsexperiencing the child’s presence. At the same time,
to regain confidence in the self.the woman’s engagement or commitment in experi-

Although the last stage in MRA is achieve-encing herself as a mother leads to the woman’s
ment of maternal identity, the dynamic transforma-growth and transformation as she becomes a
tion and evolution of the woman’s persona are notmother. She has to deal with disruptions in commit-
captured by MRA. The theory of MRA does notments, relationships, daily life, self, and work out-
include the continued expansion of the self as aside the home. Mothers agonize over when to return
mother.to work, their decisions of timing, and their con-

New names for stages in the process of estab-flicts as they search for balance between mother-
lishing a maternal identity in BAM were derivedhood and work roles (Nelson, 2003).
from the qualitative data: (a) commitment, attach-Selected phrases categorized as engagement
ment, and preparation (pregnancy); (b) acquain-included committing to new life circumstances,
tance, learning, and physical restoration (first 2 topromoting the child’s health and well-being,
6 weeks following birth); (c) moving toward a new

involvement in self-socialization, giving of self,
normal (2 weeks to 4 months); and (d) achievement

experiencing love for the baby, settling in, coming
of the maternal identity (around 4 months). The

to know, and learning to care for the baby (Nelson,
times for achieving the last three stages are highly

2003). These maternal activities do not differ from
variable, and are influenced by maternal and infant

those described by other researchers, including Ru-
variables and the social-environmental context. The

bin (1975, 1984). Selected phrases that were catego- stages also overlap; for example, physical restora-
rized as women’s growth and transformation in- tion continues beyond the first few weeks, but it is
cluded expansion of self, becoming, growth and predominant earlier. Moving toward a new normal
development, widening scope of capabilities, rede- may begin shortly after birth, but it becomes pre-
fining self and relationships, and incorporating dominant when the mother learns the nuances of
motherhood into one’s sense of self (Nelson, 2003). her baby’s behavior.

Mothers of children aged 3 to 16 years re- The commitment, attachment, and preparation
ported that their work at self-definition was a con- stage in which a woman’s work in becoming a
tinual process (Hartrick, 1997). Their process of mother begins has long-range implications. The
self-definition involved a nonreflective doing (tak- woman’s active involvement in this stage has been
ing on roles and acting out a life modeled by parents consistently linked to a positive adaptation to
and others), living in the shadows (a transitional motherhood.
period as their secure foundation crumbled), and The mother spends much time in the acquain-

tance, learning, and physical recovery stage learn-reclaiming and rediscovering self. Reclaiming self
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ing about her newborn and looking for family re- needed to further develop and refine theories and
practice related to maternal roles and transitions.semblances, wholeness, and functioning of body

parts. She studies her infant’s responses to herself
and others, and practices by trial and error as she
learns how to comfort and care for her infant. Conclusions

In moving toward a new normal stage the
woman begins to structure her mothering to fit her- Women’s descriptions of the life-transforming ex-
self and her family according to her past experi- perience in becoming a mother with the concomi-
ences and future goals. She adjusts to the changing tant growth, development, and new self-definition
relationships with her partner, family, and friends. are not adequately encompassed in MRA terminol-
Much cognitive restructuring occurs as she learns ogy. The maternal persona continues to evolve as
her infant’s cues and what is best for her infant, the child’s developmental challenges and life’s real-
and adjusts to her new reality. ities lead to disruptions in the mother’s feelings of
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HYUNJEONG SHIN cial needs.
ROSEMARY WHITE-TRAUT

Introduction
Abstract

Transition to motherhood has been described as a
Title: The conceptual structure of transition process of personal and interpersonal change,
to motherhood in the neonatal intensive care which occurs as a woman assumes maternal tasks
unit. Aim: This chapter is a report of a con- and appraises herself as a mother (Pridham &
cept analysis of transition to motherhood for Chang, 1992). For women, transition to mother-
mothers with infants in a neonatal intensive hood is a universal developmental experience
care unit. Background: Mothers with infants (Schumacher & Meleis, 1994; Meleis et al., 2000).
in a neonatal intensive care unit have more The transition to motherhood in mothers with in-
difficulty in their transition to motherhood fants in neonatal intensive care units (NICUs), how-
compared with mothers of healthy infants. ever, is different from mothers who have healthy
The concept of transition to motherhood in infants. When compared with mothers of healthy
the neonatal intensive care unit is not well- infants, mothers with infants in a NICU may experi-
understood in nursing, often being confused ence more difficulty in their transition to mother-
with mothers’ psychological responses in the hood (Shin, 2003). Feelings of disappointment,
neonatal intensive care unit. Methods: The fears about the infant’s survival, and altered mater-
concept analysis combined Rodgers’ evolu- nal experiences have been reported for these moth-
tionary method with Schwartz-Barcott and ers (Affleck et al. 1990; Affonso et al. 1992). A
Kim’s hybrid method. Thirty-eight studies mother’s early experiences, when patterns of moth-
were reviewed and a purposive sample of 10 ering and relating to the infant are being formed,
Korean mothers with infants in a neonatal are crucial (Walker et al. 1986) and a positive transi-
intensive care unit was interviewed. Find- tion to motherhood has important consequences for
ings: Three critical attributes of transition to the developing mother–infant relationship (Shin,

2003).motherhood in the neonatal intensive care
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These experiences are deeply influenced by by the identification of attributes, antecedents, con-
sequences, and additional organizing categoriesculture (Kurtzet al. 1992; Pinch & Spielman, 1996;

Simkin, 1996). For example, many Koreans have that emerged from the literature review and field-
work. This resulted in a framework that seemed tonegative impressions about infants in the NICU

(for example, they will not be healthy) and they be a more appropriate approach for clarifying the
concept within the context using empirical datathink that the mother is responsible for giving birth

to an unhealthy infant (Shin, 2003). These negative rather than seeking a universal definition based on
the literature. The phases were conducted associal responses to mothers and infants in a NICU

may inhibit mothers’ healthy transitions (Shin, follows.
2004).

Despite the importance of this transition and Theoretical Phase
its cultural influences, the concept of transition to
motherhood in the NICU is not well understood In order to have a better understanding of its use,
in nursing and has been confused with mothers’ an exploration of the application of the concept of
psychological responses in the NICU. There is not transition to motherhood in NICUs across different
sufficient knowledge to describe or understand cultures was undertaken through a review of En-
women’s transition to motherhood in the NICU. glish and Korean literature. The keywords moth-
Therefore, the purpose of this chapter is to analyse ering, motherhood, transition, high-risk infant, and
the concept of transition to motherhood for mothers NICU were used to search the CINAHL, Ovid, and
whose infants are in a NICU. MEDLINE databases. The same keywords were

used for a search of Korean nursing journals. A
manual search was conducted because there was
no comprehensive electronic database of KoreanResearch Methods
nursing literature. However, only ten articles were
found and most reported quantitative studies. Thus,Rodgers (2000) suggests that views of human be-
unpublished master’s theses and doctoral disserta-ings and related nursing phenomena are constantly
tions in Korea were added to the search. All thechanging rather than static, and are context-depen-
searches were limited to English or Korean lan-dent rather than universal or absolute. Rodgers’
guage documents for the years 1990–2004. Refer-approach, therefore, seemed to be appropriate for
ences were excluded if the focus of content wasclarifying the concept of transition to motherhood
not relevant to becoming a mother in the NICU.because the concept can change over time and be
The searches yielded 38 (21 English, 17 Korean)influenced by the context of the NICU (Shin, 2003).
studies for review.However, her model does not include the fieldwork

that can provide important empirical data. For this
Fieldwork Phasereason, a combined framework was used (Hutch-

field, 1999; Jacelonet al., 2004) and Rodgers’ evo-
lutionary method was used in conjunction with the Participants for the interviews were recruited

through purposive sampling, and data collectionHybrid model of concept development (Schwartz-
Barcott & Kim, 2000), which clearly identifies continued until interview content revealed repeti-

tious data indicating common themes. Thus, 10fieldwork as a part of the analytic process.
The combined framework consisted of three Korean mothers with infants in a NICU were re-

cruited from a university hospital in Korea, andphases: the theoretical phase of the literature re-
view; the fieldwork phase of collecting empirical semi-structured interviews were conducted. Five

were first-time mothers. Approval for the study wasdata; and the analytic phase. Delineation of the
working definition, which is the final step of the obtained from the hospitals, and participants gave

oral consent to participate in the study accordingtheoretical phase in the hybrid model, was replaced
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to usual practice in Korea. Based on the literature their situations (Shin, 2003). Those who attribute
positive situational meanings move from a confus-mentioning important periods for transition to

motherhood (Rubin, 1961; Kitzinger, 1975; Park, ing phase to an accepting phase to a shaping phase;
however, mothers who attribute negative situational1991; Mun, 2000; Jackson et al., 2003), interviews

were conducted three times during postpartum pe- meanings move from an avoiding phase to a con-
flicting phase to an accepting phase (Shin, 2003).riod: 3–10 days after the birth, near the day of

infants’ discharge, and 4–7 weeks following dis- During the first few days after the birth, moth-
ers face severe threats to their psychological well-charge. Interview data were collected between May

2002 and April 2003. Infants’ health problems var- being because of the new situation, which includes
unexpected hospitalization of the infant and unful-ied, e.g. prematurity, sepsis, pulmonary hyperten-

sion, low birth weight, pneumothorax, and cerebral filled expectancy (Affleck & Tennen, 1991). Con-
trary to mothers with healthy newborns, they expe-hemorrhage. The length of infants’ stays in the

NICU was 20–65 days and their time at home after rience uncertainty, frustration, confusion, feelings
of disappointment, and a sense of guilt and help-discharge varied between 4 and 7 weeks when third

interviews were conducted. The primary interview lessness (Rapacki, 1991; Choi, 1999; Shin, 2003),
which have an influence on mothers’ negative neo-questions concerned the definition, meanings, and

impact of transition to motherhood. Interview data natal perceptions (Kim & Jeong, 1995). Owens
(2001) said of her NICU experience: “Waves ofwere analysed using content analysis.
emotion pour over me, and it is often difficult to sort

Analytic Phase out the many conflicting feelings” (p. 68). These
whirlwinds of emotion begin with sorrow, fear,

In the third phase the data were analysed looking and shock at the sight of the overwhelming NICU
for common themes, and then Rodgers’ analytic environment and the infant’s appearance (Rapacki,
framework was applied to the data to identify criti- 1991; Emily, 1999). After seeing their infants sur-
cal attributes, antecedents, and consequences of rounded by many lines, devices, and monitors, for
the concept. example, most mothers experienced fears that the

infant would die, causing some to be afraid of vis-
iting the infant until assured by their husbands thatFindings
everything was fine (Shin, 2003). Other mothers
experienced difficulty in leaving their infants be-From the review of literature, common themes of
cause they were worried (Jackson et al., 2003; Shin,becoming a mother in the NICU were found,
2003). Despite these fears, mothers maintain a raynamely time process, maternal psychological well-
of hope for their infants’ survival (Choi, 1999; Mun,being, mother–infant attachment, and maternal role
2000). They wish and hope for their infants’ sur-attainment. These themes will be addressed below,
vival and health continuously, even 1 or 2 yearswith supportive interview data and consideration
after the birth (Choi, 1999; Mun, 2000).of the time process.

Fears and feelings about the unfamiliar NICUUsually mothers of infants in NICUs pass
environment, however, may cause difficulty in es-through ‘stages’ in their adjustment, typically mov-
tablishing mother–infant attachments (Moon &ing from shock, to denial, to anger and guilt, and
Koo, 1999). In NICUs a delayed or problematicfinally to adjustment and acceptance (Affleck &
process of attachment may occur, affecting moth-Tennen, 1991). Transition to motherhood in moth-
ers’ perceptions of their own well-being (Bialoskur-ers with high-risk infants has also been described
ski et al., 1999). Uncertainty about the infants’as a process with four syntheses of experience:
survival also influences mother–infant attachmentalienation, responsibility, confidence, and familiar-
(Bialoskurski et al., 1999). Emily (1999) wrote ofity (Jackson et al., 2003). The process is distinct

according to the meaning that mothers attribute to her NICU experience: “When the nurse asked if I
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would like to hold my daughter, I was tempted to (Raines, 1999; Holditch-Davis & Miles, 2000; Kim,
2000). Sometimes, mothers feel ambivalent aboutanswer, ‘No.’ I was frightened to bond with a baby

who might not survive” (p. 22). One of our inter- their motherhood and maternal roles (Lee, 1994;
Lim, 1997; Shin, 2003). They experience happinessview participants also said: “I think she is not my

baby yet. Nobody knows her future. I think I cannot about the infant on one hand, and grief about the
infant’s birth on the other (Rapacki, 1991; Jacksonconsider her as my baby until her discharge.”

When an infant’s health is poor and the out- et al., 2003). They long to perform their maternal
role themselves for their infants; however, theycome is uncertain, the mother may delay developing

a relationship with them as a coping strategy to avoid this role and then are forced into engaging
in mothering (Emily, 1999; Shin, 2003). This feel-prevent excessive grief in case the infant dies (Bia-

loskurski et al., 1999). It is natural to use a self- ing of ambivalence at birth continues until the in-
fant’s discharge (Lim, 1997; Shin, 2003). Mothers’protecting mechanism during the stressful time (Bi-

aloskurski et al., 1999). However, mothers using uncertainty also continues after infants’ discharge,
but may be changed in nature (Mun, 2000). Onethis particular strategy may have more sense of

shame and failure than those not using this strategy of our interview participants said: “I wanted to take
my baby to my home. But, in a way, I was afraid(Shin, 2003). One of our interview participants de-

scribed her impression of becoming a mother in of taking care of him. I was delighted when told
about his discharge. But, I felt a somewhat heavythis way: “It’s so shameful that I gave birth to this

unhealthy, premature baby. Somehow I think, and burden. I felt both good and depressed. I thought
that all the problems would be solved with hisI feel that I’m likely to have something lacking or

a deficiency and so will my baby.” discharge. But it was not. Still I cannot be sure
whether he can grow up like other healthy babies.”It appears that mothers’ feelings of shame,

guilt, and failure are related to social prejudice These comments suggest that uncertainty about the
infant’s survival changes to uncertainty about(Shin, 2003). It has been reported that Korean moth-

ers perceived a strong social prejudice against the growth and development with the infant’s discharge
(Bialoskurski et al., 1999; Mun, 2000).NICU infants (Lee, 1994; Lim, 1997; Choi, 1999;

Mun, 2000; Shin, 2003). Mothers think that their When discharged from an NICU, mothers ex-
perience a new sense of responsibility for care ofinfants in NICUs will have complications in growth

and development, and that they are responsible for the infant (Jackson et al., 2003), which gives rise
to role strain as well as emotional strain (May,giving birth to an unhealthy infant (Choi, 1999;

Mun, 2000). Nine of ten mothers interviewed in 1997; Singer et al., 1999). They feel unprepared
for discharge from the hospital and for their newour study expressed these thoughts, one describing

them thus: “I heard frequently that most of these responsibilities (Jackson et al., 2003; Shin, 2003).
They also feel insecure about caring for the infantbabies will have problems somewhere in the body

even when they grow up, and it may be difficult (Shin, 2003). In our interviews, one of the mothers
said: “I’m not ready to take care of him yet. So Ito be a normal person. Whenever I think of this, I

want to give him up right now. I can be sure that asked a nurse whether I could delay his discharge
for one week from now. Even though I learned howpeople consider it as my fault. Anyway, I failed to

give birth to a healthy baby. I have nothing to say.” to bathe him, I’m afraid that he will be hurt when
I bathe him by myself.”An infant’s admission to the NICU also may

have serious effects on the attainment of the mater- Mothers perceive that they are still not skillful
at caring for their infants, and feel a lack of confi-nal role (Affleck & Tennen, 1991; McGrath &

Meyer, 1992). Mothers often feel that they have dence (Shin, 2003). One mother in our study said:
“I’m very nervous about my ability to take care ofrelinquished primary caregiving for their own in-

fants and feel that their maternal role is diminished him. I have never slept well after his discharge.
And still it’s difficult to bathe him by myself. Afterwhile the infant is in the NICU, which leads to stress
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bathing, I’m drenched in sweat. Always I think, they establish their own sense of motherhood (Jack-
son et al., 2003; Shin, 2003).‘What if he doesn’t breathe? What if I don’t notice

something abnormal?’ ”
Psycho-Emotional SwirlingEven in the whirlwind of emotions and feel-

ings, most mothers feel grateful towards their in-
Whereas transition to motherhood in an NICU can

fants, families, and health care teams in the NICU,
be understood as a time-dependent process, this

and they think that the birth of the infant has re-
implies that psycho-emotional swirling is also a

sulted in a developed sense of meaning about fam-
process. It has flow and direction with the passing

ily, children, and life itself (Able-Boone & Stevens,
of time. Contrary to mothers with healthy new-

1994; Emily, 1999; Owens, 2001; Jackson et al.,
borns, who begin the transition with many joys

2003). If infants thrive normally, mothers’ lives
and congratulations, mothers with newborns in the

at home become increasingly normal and routine
NICU start their transition to motherhood in confu-

(Choi, 1999; Mun, 2000; Jackson et al., 2003). This
sion, with mixed feelings such as sorrow and shock

leads them to establish intimate knowledge of their
that progress to ambivalence and conflict near the

infants so that they feel competent and confident
time of their infants’ discharge (Shin, 2003). Simul-

in mothering activities and feel love for their infants
taneously with these mixed feelings, mothers con-

(Jackson et al., 2003; Shin, 2003). However, some
tinuously hope that their infants can survive and

mothers, especially first-time mothers, experience
become healthy (Choi, 1999; Mun, 2000). After

difficulty viewing themselves as mothers or feeling
birth, mothers earnestly wish only that their infants

competent as caretakers of their infants, even 3
can survive. These wishes change at the infants’

months after the birth (Zabielski, 1994; Shin, 2003). discharge to wishes that the infants will grow up
For most mothers, their infants thrive and continue as normal and healthy (Mun, 2000). Whatever the
to develop normally, and these mothers see them- circumstances, most mothers never discard their
selves as more mature as humans and as women optimistic expectations (Mun, 2000).
after 1 or 2 years have passed since the birth (Choi,
1999; Emily, 1999; Rapacki, 1991; Mun, 2000). Hovering Around the Edge of Mothering
They have a new perspective on the world, which is

In the NICU, the maternal role is diminished anddifferent from the one they had before motherhood
distanced, either by mothers’ own choosing or by(Choi, 1999; Mun, 2000).
the choice of others, resulting in diminished oppor-
tunity for mother–infant interaction (Kwon & Han,

Critical Attributes of Transition 1991; Raines, 1999; Holditch-Davis & Miles,
to Motherhood in the NICU 2000). The NICU environment and mothers’ fears

that infants will die inhibit establishing attachment
Based on the literature review and interview data, (Bialoskurski et al., 1999). Thus, mothers are forced
three critical attributes were identified: time-depen- into engaging in mothering without enough time
dent process, psycho-emotional swirling, and hov- and preparation to becoming acquainted with their
ering around the edge of mothering. infants (Emily, 1999). All of these factors lead

mothers not to engage actively in mothering, butTime-Dependent Process
to hover around the edge of it.

Transition to motherhood in the NICU is not a
static phenomenon, and there is a sense of flow, Antecedents of Transition
movement, and direction in it (Jackson et al., 2003; to Motherhood in the NICU
Shin, 2003). With the passage of time most mothers
pass from unfamiliarity with the transition situation Prior to the occurrence of a concept, certain events

called antecedents must take place. The followingto acceptance and shaping motherhood in which
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are antecedents of transition to motherhood in bies go through the NICU experience still have
difficulty in performing maternal caretaking roles,the NICU:
establishing an attachment with their infants, and

• Unexpected outcome of pregnancy having an identity as a mother even after their in-
• Awareness of the situation fants’ discharge or 3 months after birth (Kwon &
• Mother–infant separation Han, 1991; Zabielski, 1994; Shin, 2003). These

mothers feel anxiety about their ability to care for
First, an unexpected outcome of pregnancy their infants and feel guilty about ongoing follow-

resulting in the infant’s admission to the NICU up care of the infants because of the complications
must exist. Most pregnant women desire to give (Choi, 1999; Mun, 2000; Shin, 2003). Although
birth safely to a healthy baby. However, if the out- anxiety and a sense of guilt continue to exist, moth-
come of pregnancy is different from what is ex- ers reach a realization of the importance of the
pected, the transition to motherhood can also be family and life in general, and of developing a
different from what is expected (Affonso et al., sense of meaning about family and life itself (Able-
1992; Shin, 2003). Second, the mother has to be Boone & Stevens, 1994; Emily, 1999; Owens,
aware of the situation that she has to be a mother 2001; Shin, 2003). This realization is followed by
of a newborn in an NICU rather than a healthy personal growth and development, thus contribut-
newborn. In most cases, mothers’ emotional swirl- ing to a healthy mother and a healthy baby (Emily,
ing does not appear until they see and are aware 1999; Rapacki, 1991; Mun, 2000).
of that situation (Shin, 2003). Third, there has to In our interview data, however, none of the
be mother–infant separation because of the infant’s participants reached the final goal of healthy mother
admission to the NICU. This period of separation and healthy baby during the NICU period; more
leads a mother through a particular transition, which time was needed to reach that goal. In addition, the
is different from that of a mother with a healthy time required is different for each mother (Shin,
baby (Cho, 1993). 2003). Important turning points towards “personal

growth and development” and “healthy mother and
healthy baby” are (1) the time when the infant can

Consequences of Transition
be removed from the incubator (especially in the

to Motherhood in the NICU
case of premature or low birth weight infants), (2)
the time when the infant can be discharged fromThe consequences correspond to events that may
the NICU, and (3) the time when the infant looksappear as a result of the presence of the concept
normal compared with a healthy infant (Lim, 1997;and highlight the importance of the concept. The
Mun, 2000; Jackson et al., 2003; Shin, 2003).following are consequences of transition to mother-

hood in the NICU:

Influencing Factors to Be Alleviated• Delayed motherhood
• Developing a sense of meaning concerning

Five influencing factors to be alleviated were iden-family and life
tified in our combined data:

Delayed motherhood is an outcome of the transition
to motherhood in the NICU (Kwon & Han, 1991; • Negative meaning attribution

• UncertaintyZabielski, 1994). Usually, mothers with healthy in-
fants are skillful in their maternal roles and are • Social prejudice

• Lack of opportunity to make contact with thestable in motherhood by 2 or 3 months after the
birth (Rubin, 1961; Kitzinger, 1975; Park, 1991). infant

• NICU environmentCompared with these mothers, mothers whose ba-
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First, the meanings a mother attributes to a motherhood when compared with mothers of
situation are cognitive representations and interpre- healthy infants. The concept of transition to
tations that are created by her and they symbolize motherhood in neonatal intensive care units is
her definition of reality (Wrbsky, 2000). Transition not well understood in nursing, and is often con-
to motherhood in a NICU can be distinct according fused with mothers’ psychological responses in
to the meaning a mother attributes to the situation, the neonatal intensive care unit.
and negative meaning attributions to that situation

What this chapter addscan make this transition difficult (Shin, 2003). Sec-
ond, uncertainty has to be alleviated to facilitate A clearer understanding of the concept of transi-
engagement in mothering. Mothers experience two tion to motherhood in the neonatal intensive care
kinds of uncertainty related to infants’ survival in unit is based on a literature review and field-
the NICU and growth and development up to 2 work. Factors influencing the transition to moth-
years, which can make it difficult for them to form erhood in the neonatal intensive care unit are
attachment with their infants (Bialoskurski et al., negative-meaning attribution, uncertainty, social
1999; Mun, 2000). Third, some social prejudices prejudice, lack of opportunity to make contact
against the infant in an NICU have to be changed with the infant, and the unit environment.
in order for healthy transition to motherhood to Nurses need to encourage maximal mater-
take place. The social prejudice that infants in NI- nal engagement in mothering while a baby is
CUs will have some complications in the future or

in a neonatal intensive care unit and provide
problems with growth and development, and that

opportunities to interact with the infant by sup-
the mother has responsibility for giving birth to an

porting mothers to participate in infant care.
unhealthy infant, can make the transition to mother-
hood difficult and cause mothers to feel a sense of
shame, guilt, and failure (Lee, 1994; Lim, 1997; There may be interplay among these elements
Choi, 1999; Mun, 2000; Shin, 2003). Fourth, lack

and they can influence each other. For example, a
of opportunities to make contact with the infant

mother who has fewer opportunities to make con-
is a major factor leading to delayed transition to

tact with her infant in the NICU may give more
motherhood. Mothers’ opportunities for interac-

negative-meaning attributions to that situation than
tions with their infants and caring them are reduced

a mother who has more opportunities, and a motherin NICUs (Raines, 1999; Holditch-Davis & Miles,
with more negative-meaning attributions may have2000). Those who have less opportunity to make
fewer opportunities for making contact with hercontact with their infants may have difficulty in
infant because she chooses to avoid such opportuni-establishing maternal attachment (Cho, 1993).
ties. A conceptual structure of transition to mother-Fifth, the NICU environment can be dehumanizing.
hood in the NICU, based on our findings, is shownIts overall sights and sounds, such as presence of
in Figure 3.3.1.unfamiliar equipment, sudden alarms, and large

numbers of other sick infants, can lead mothers to
feel uncomfortable and to distance themselves from

Derived Definition
the infant (Miles et al., 1993). Stressful and fearful
feelings in terms of the NICU environment can be Based on the preceding analysis, our clarified defi-
an obstacle for mothers in approaching their infants

nition is as follows: transition to motherhood in
and establishing attachment with them (Moon &

the NICU is a time-dependent process that leads
Koo, 1999).

mothers to develop a sense of meaning concerning
family and life. However, without intervention,What is already known about this topic:
transition to motherhood presents as a hovering

Mothers with infants in a neonatal intensive care around the edge of mothering, with psycho-emo-
unit have more difficulty in their transition to tional swirling leading to a delayed motherhood. It
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FIGURE 3.3.1 Conceptual structure of transition to motherhood
in neonatal intensive care units (NICUs).

is preceded by the unexpected outcome of preg- of nursing science (Shin, 2004). In this study we
found that a consequence of transition to mother-nancy, awareness of the situation, and mother-in-

fant separation. Transition to motherhood in the hood in the NICU is a delayed motherhood. Thus,
nurses who care for mothers with newborns in theNICU can be influenced by negative-meaning attri-

butions, uncertainty, social prejudice, lack of op- NICU need to support them to make an earlier
transition to motherhood. To do this, nurses needportunities to make contact with the infant, and the

NICU environment. to encourage maximal engagement in mothering
during periods of forced separation such as NICUAlthough these antecedents, attributes, and

consequences were identified across cultures, an admission. For example, “kangaroo care” in the
NICU is a strategy that promotes maternal engage-individual culture might influence the attributes and

consequences of the transition to motherhood in ment (Nelson, 2003). Nurses can provide more op-
portunities to make contact with and interact withthe NICU in particular ways, making the transition

to motherhood in the NICU more delayed by in- infants by supporting mothers and encouraging
them to participate in care. Frequent contact withcreasing difficulty in accessing mothering and psy-
their babies can also give mothers a sense of psy-cho-emotional swirling.
chological stability and can initiate maternal attach-
ment, which leads to calming down the psycho-

Conclusions emotional swirling. On the other hand, nurses may
hinder attachment between mother and infant if

It is well-documented that the birth and hospitaliza- they ask mothers of very ill or premature infants
tion of a newborn poses enormous challenges to to touch them as little as possible (Bialoskurski et
mothers (Hurst, 2001). Mothers’ experiences in NI- al., 1999). However, research shows that mothers’

thoughts or emotions, such as feelings of distanceCUs, however, have only recently been the focus
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Affleck, G., & Tennen, H. (1991). The effect of newbornfrom the infant or fear of developing a relationship
intensive care on parents’ psychological well-being.with an infant who may not survive, are the main
Children’s Health Care, 20(1), 6–14.

reasons for difficulty in establishing attachment Affleck, G., Tennen, H., Rowe, J., & Higgins, P. (1990).
(Shin, 2003). Therefore, feelings of maternal dis- Mothers’ remembrances of newborn intensive care:
tance from infants should be diminished before en- a predictive study. Journal of Pediatric Psychology,

15(1), 67–81.couraging early physical contact with them. Nurses
Affonso, D. D., Hurst, I., Mayberry, L. S., Yost, K. &can help mothers to reduce such feelings of distance

Lynch, M. E. (1992). Stressors reported by mothersby examining the environment of the NICU. The
of hospitalized premature infants. Neonatal Net-

NICU should be a warm and welcoming place that work: Journal of Neonatal Nursing, 11(6), 63–70.
facilitates mothers’ getting to know their infants, Bialoskurski, M., Cox, C. L., & Hayes, J. A. (1999). The
as well as being a place for curing and caring (Ow- nature of attachment in a neonatal intensive care

unit. Journal of Perinatal and Neonatal Nursing,ens, 2001).
13(1), 66–77.Context and culture are also important ele-

Cho, K. J. (1993). A comparison of the mother–infantments for transition to motherhood in the NICU
interaction in low birth weight infants and normal

(Pinch & Spielman, 1996). While this may not be full-term infants. Unpublished doctoral dissertation,
true worldwide, mothers interviewed in Korea per- Seoul National University, Seoul.
ceived a strong social prejudice against infants in Choi, E. J. (1999). A phenomenological study on mother’s

experience of premature infants. Unpublished mas-NICUs. Social norms, or mothers’ perceptions of
ter’s thesis, Pusan University, Pusan.what others think right after the birth, are related

Emily, J. (1999). A mother’s perspective: reflections onto their outcome expectations and these influences
the NICU. American Journal of Nursing, 99(3), 22.

may decrease over time (Kurtz et al., 1992). Thus, Holditch-Davis, D. H., & Miles, M. S. (2000). Mothers’
it is necessary for health care providers and family stories about their experiences in the neonatal inten-

sive care unit. Neonatal Network: Journal of Neona-to show positive and consistent responses during
tal Nursing, 19(3), 13–21.the early NICU period in order to mitigate mothers’

Hurst, I. (2001). Vigilant watching over: mothers’ actionsnegative-meaning attributions.
to safeguard their premature babies in the newborn

This concept analysis has also verified Meleis
intensive care nursery. Journal of Perinatal and

and colleagues’ (2000) transition theory as pertinent Neonatal Nursing, 15(3), 39–57.
for explaining becoming a mother in the NICU, and Hutchfield, K. (1999). Family-centered care: a concept

analysis. Journal of Advanced Nursing, 29(5),has contributed to consolidating transition theory.
1178–1187.Properties of transition experiences (e.g., aware-

Jacelon, C. S., Connelly, T. W., Brown, R., Proulx, K., &ness, engagement, change, time span) were identi-
Vo, T. (2004). A concept analysis of dignity for

fied as components of a theoretical framework for older adults. Journal of Advanced Nursing, 48(1),
transition. In addition, influencing factors in a 76–83.
healthy transition for mothers with infants in NI- Jackson, K., Ternestedt, B., & Schollin, J. (2003). From

alienation to familiarity: experiences of mothers andCUs were identified. Further endeavors should be
fathers of preterm infants. Journal of Advanceddirected towards developing and evaluating specific
Nursing, 43(2), 120–129.nursing therapeutics for these mothers.

Kim, S. J., & Jeong, K .H. (1995). Mothers’ perception
of their normal and high-risk newborn during the
early postpartum period. Journal of Korean Acad-
emy of Child Health Nursing, 1(1), 5–15.
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3.4 NURSING PRACTICE MODEL cant others included health care providers such as
the community health nurse who made a nursingFOR MATERNAL ROLE

SUFFICIENCY diagnosis and planned care for an expectant
mother.

KATHLEEN FLYNN GAFFNEY
Central to the Meleis model were specific

nursing actions designed to prevent or ameliorate
role insufficiency, actions referred to as “role sup-Abstract
plementation.” The latter were described as a delib-
erate process that included conveying informationIn 1975 Meleis set forth a conceptual frame-
or providing experiences for the role incumbent towork for nursing practice centered on the
become aware of anticipated role behaviors andconcepts of role insufficiency and role sup-
goals, as well as the interrelationships between theplementation. Later, Millor introduced a pa-
new role and the roles of others.rental role sufficiency model for nursing re-

Later, Millor2 developed a nursing model forsearch in child abuse and neglect. Based on
the complex phenomenon of parental role suffi-the works of both Meleis and Millor, a nurs-
ciency. Specifically, Millor designed an organizinging practice model is proposed that focuses
framework for nursing research in child abuse andon maternal role sufficiency. It includes as-
neglect, the extreme manifestation of parental rolesessment of prenatal characteristics, mea-
insufficiency. Her model encompassed the transac-surement of developmental and health–
tional relationships among individual, family, andillness outcomes, and preventive role supple-
community characteristics, and parent role behav-mentation intervention.
iors, as perceived by self and significant others.
Millor’s approach was an eclectic one that drew
from symbolic interaction, stress, and temperamentNursing practice models serve as an organizing
theories.3–6 The core of her model was stress-ap-framework for clinical practice and research. The
praised transactions between parent and child that,purpose of this chapter is to present a model for
tempered by multifactoral individual and ecologicalmaternal–child nursing practice and research that
components, led to a range of parental role behav-addresses the need for primary prevention of special
iors, from normative nurturing (parental role suffi-developmental and health problems of families with
ciency) to neglect and abuse (parental roleinfants and children. Specifically, the model repre-
insufficiency).sents an expansion of earlier models developed by

Meleis1 and Millor.2

Rationale for the Expanded Model
Background

Figure 3.4.1 depicts Millor’s original nursing model
for parental role sufficiency with the proposedIn 1975 Meleis1 set forth a theoretical basis for

nursing practice based on the concept of role insuf- expansion. The expanded model includes assess-
ment of prenatal characteristics and measurementficiency. She explained that role insufficiency was

a phenomenon individuals experienced during role of developmental and health–illness outcomes, as
well as direction for role supplementation interven-transition and was accompanied by developmental

and health–illness implications. She defined role tion as described in the Meleis model.1

The primary reason for the proposed expan-insufficiency as “any difficulty in the cognizance
and/or performance of a role or the sentiments and sion of these models to the prenatal period is to

provide nursing and related practice disciplinesgoals associated with the role behavior as perceived
by self or by significant others”1 (p. 266). Signifi- with a model for more fully examining the develop-
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mental and health–illness implications of role suffi- cluded that the experience of being maltreated as
a child may be a circumstance that leads mothersciency throughout the period of transition to moth-
to lose control with their own children and neglecterhood. To initiate examination of role sufficiency
their physical or emotional needs. Their observationwhen the stress-appraised transactions between
was that women who had been maltreated as chil-mother and child have already begun is to have
dren had suffered significant psychological traumamissed the unique contribution of prenatal factors
that impaired their capability for close interpersonalthat occur early in the process of role transition.
relationships. Sroufe and Fleeson9 emphasized thatExamples of factors derived from the original
women who were victimized as children oftenmodel that may be assessed prenatally include the
thought of themselves as victims and acted out thepregnant woman’s perception of the mothering she
observed role of victimizer when caring for theirreceived as a child with respect to nurturing and
own children.discipline (Parent’s Own Childrearing History), her

However, studies10,11 of maltreating parentsperception of current difficult life circumstances
also indicated that healthy parenting outcomes areand her personal resources to cope with them (Par-
possible despite earlier maltreatment, particularlyent Self-Characteristics), and her expectations of
when women have gained knowledge about rela-the maternal role and infant competencies (Parent
tionships, relearned self–other concepts, and devel-Role Expectations).
oped secure, emotional relationships that allowedIn expanding the examination of role suffi-
them to deal with earlier traumas of childhood.ciency, consideration is also given specifically to

These findings support the notion that inter-the impact of prenatal maternal role sufficiency on
vention to break the intergenerational cycle of abuselater role behavior. The term prenatal maternal role
can be effective. It also argues favorably for earlysufficiency is proposed to encompass the spectrum
assessment and preventive intervention that sup-of prenatal behaviors that range from warm, affilia-
ports the development of nurturing relationshipstive nurturing to risky behaviors that may be delete-
before the mother is faced with stress-appraisedrious to infant health.
transactions generated by an infant who may at
times appear to be overly dependent and
noncompliant.

Assessment Component
A second concept from the nursing model for

of the Expanded Model
parental role sufficiency that may be assessed dur-
ing pregnancy is Self-Characteristics. Specifically,

Parent’s Own Childrearing History is one compo- a woman’s perception of her chronic and current
nent of the original Millor model that may be ex- stressors, coupled with her perception of her own
panded for prenatal assessment. Gaffney7 compared coping skills and supportive resources, may be con-
prenatal plans for child discipline with pregnant sidered within this concept.
women’s own perceptions of having been disci- The Children’s Defense Fund12 links dramatic
plined as a child by their mothers and found a rises in the incidence of child abuse and neglect
significant association. Further study is needed to with such stressors as poverty, homelessness, sub-
determine the extent to which these prenatal plans stance abuse, and domestic violence. Beckwith13

predict later practices of childhood discipline. cautions that most parents who experience high
However, the child abuse and neglect literature degrees of stressful circumstances do not abuse

supports the notion that a woman’s experience of or neglect their children. In fact, a comparison of
having been maltreated as a child may put her at parents experiencing high stress found that those
risk for continuing an intergenerational cycle of who did abuse or neglect their children were more
abuse and neglect. Based on their longitudinal, pro- likely to have also had a history of violence in their
spective study of the antecedents of child mal- own childhood or current violent episodes with

their partner and few satisfying social supports.treatment, Egeland, Jacobvitz, and Papatola8 con-
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FIGURE 3.4.1 Role supplementation intervention.
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The utility of prenatal assessments of percep- dence of parental role insufficiency, the concept of
prenatal maternal role sufficiency is proposed totions women have of their own stressors and sup-

portive resources has not been fully explored. How- address entities, such as prenatal maternal attach-
ment, that may be early indicators of later maternalever, Booth et al.14 conducted a study of maternal

competence that included prenatal assessment of role insufficiency.
Mercer and Ferketich16 found that prenatal ma-both difficult life circumstances and perceived so-

cial support among women at social high risk. They ternal attachment was a predictor of early maternal–
infant attachment. Although studies are not avail-found that women with low social skills who re-

ceived individually planned, therapeutic home vis- able that link prenatal attachment levels with later
parenting outcomes, it is increasingly clear thatits from nurses demonstrated improved competence

in relation to both adult social skills and maternal– disorders of attachment lie at the root of abusive and
neglectful parenting behaviors.10,17,18 Consequently,infant interactive skills. The researchers concluded

that a connection may exist between these two out- early identification of normal and dysfunctional
patterns of early attachment are warranted.comes. Specifically, they suggested that mothers

who improved their own ability to communicate
with adults were better able to reach out for the
effective support needed to deal with difficult life Intervention Component
circumstances and, in turn, became more emotion- of the Expanded Model
ally available to respond to infant needs.

A third concept from the Millor model that Beginning with the first prenatal assessment, role
may be extended for prenatal assessment when con- supplementation intervention may be initiated to
sidering prevention of child maltreatment is Parent prevent or ameliorate the incidence of maternal
Role Expectations. According to Millor (personal role insufficiency. As described by Meleis,1 role
communication, June 1992), this concept refers to supplementation intervention consists of two com-
the mother’s expectations of herself in the maternal ponents. The first, role clarification, is defined as
role and her expectations of her own infant’s “the mastery of knowledge to perform the role.” In
competencies. order to efficiently target specific role clarification

By means of prenatal assessment of these fac- needs of new mothers, clinicians and researchers
tors, clinicians and researchers may be afforded a may use available indices including the Knowledge
view of the distortions that contribute to a stressed of Infant Development Inventory (MacPhee, D.,
relationship and heightened vulnerability to mater- 1982, unpublished data) and the Developmental
nal role insufficiency. Snyder et al.,15 for example, Expectations Scale.15

examined prenatal maternal expectations of infant The second component of role supplementa-
capabilities with respect to early maternal–infant tion intervention, role taking, addresses the “empa-
interaction. They found that inappropriate expecta- thetic abilities of self”19 (p. 372) In the case of
tions by mothers during pregnancy were associated maternal role insufficiency, this component incor-
with lower scores on a measure of maternal provi- porates the woman’s capacity to understand her
sion of infant stimulation at 4, 8, and 12 months role in relation to her infant’s feelings and needs.
of age. The latter may be considered a measure of The Maternal–Fetal Attachment Scale20 addresses
maternal role sufficiency. The Snyder et al. findings this phenomenon during pregnancy. The Nursing
were confirmed in a later study by Gaffney,7 using Child Assessment Feeding and Teaching Scales21

a larger sample at data collection points during with their Sensitivity to Cues subscales tap the role
pregnancy and 4 months infant age.2 taking component.

Since the original Millor model identifies nur- In addition to the two components of role sup-
turing behaviors as evidence of parental role suffi- plementation, three specific strategies for interven-

tion have been described: role modeling, role re-ciency and abusive and neglectful behaviors as evi-
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hearsal, and reference group interactions. All three as an organizing framework to conduct and evaluate
nursing practice, a potential conclusion from thesewere used in a study of couples expecting their

first baby.22 Role modeling consisted of teaching findings is that the role modeling strategy was effec-
tive in supporting maternal role sufficiency.participants how to learn appropriate role behaviors

from family, friends, and professionals who knew Olds17 also conducted an intervention study of
a prenatal home visit program for pregnant teenag-and utilized the behaviors and values of the ex-

pected role. ers. His intervention involved the role rehearsal
strategy. That is, nurses helped pregnant teenagersRole rehearsal was facilitated with the use of

case studies. Couples were asked to think about and anticipate and recognize differences in infant tem-
perament, especially crying behavior. The pregnantexplain how they might handle a specific situation

related to infant care. This intervention strategy teenagers were helped to understand the meaning
of crying from the child’s point of view and nothelped the couples anticipate behaviors and senti-

ments associated with the parental role. misinterpret it as an indication of the mother’s fail-
ure in caregiving or a deliberate attempt by theReference group interactions were generated

through weekly meetings with the couples and two baby to disrupt the mother’s life. The teenagers in
the home visit intervention program that experi-nurse group leaders. The group forum allowed

members to test ideas, receive reinforcements, and enced this role rehearsal strategy demonstrated
fewer incidences of child abuse and neglect thanunderstand the normal range of feelings, fears, and

experiences of others in a similar point of role did a similar control group. Olds concluded that
subjects in the treatment group were able to inter-transition.

Study findings supported the notion that role pret infant behavior more correctly and respond
more appropriately, “thus forming the basis for se-supplementation intervention had a positive effect

on maternal role sufficiency.2 Specifically, the cure attachments, which may protect the child from
abuse and neglect”17 (p. 752).mothers who received role supplementation inter-

vention were less likely to show an attitude of ignor- Although studies that demonstrate the effec-
tiveness of the reference group interaction strategying infant cues and more likely to demonstrate an

attitude of responding to infant needs than were in preventing or ameliorating maternal role suffi-
ciency are limited, nursing has long used the groupmothers in two similar groups who did not receive

the intervention. process as an intervention strategy.24, 25 Future nurs-
ing studies of the effectiveness of reference groupMore recent intervention studies provide some

additional support for the use of role supplementa- interactions may consider injecting the focus group
interview technique into this intervention strategy.tion strategies to promote maternal role sufficiency.

For instance, Unger and Wandersman23 tested the The purpose of the focus group interview is to
gather “information which, when performed in aeffects of a resource mothers program for socially

disadvantaged pregnant teenagers. The resource permissive non-threatening group environment,
allows the investigation of a multitude of percep-mothers were role models in that they were experi-

enced mothers and paraprofessionals similar in race tions on a defined area of interest”26 (p. 1282).
The purpose of the reference group is to provideand socioeconomic status to the teenagers. The re-

source mothers visited the expectant mothers regu- members with a non-threatening situation for test-
ing their ideas and for receiving positive reinforce-larly during pregnancy and infancy and provided

them with needed information about the anticipated ments from others who are experiencing similar
role transitions. By wedding the intervention strat-maternal role. The researchers found that the visited

mothers demonstrated greater knowledge of infant egy with the qualitative research technique, nursing
is afforded the opportunity to meet the needs ofdevelopment, more satisfaction with the mothering

role, and greater responsiveness to infant needs than clients in an immediate practice setting and to si-
multaneously generate data that leads to the ongo-did a control group. By using the expanded model
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ing evaluation and refinement of practice in a wider reducing the incidence of LBW. Konafel34 reported
range of practice settings. that, through the use of a resource mothers program

with socially disadvantaged pregnant teenagers, the
incidence of LBW dropped to 6%, compared with
the prevailing rate of 9.6% in Virginia where theScope of the Expanded Model
program was conducted.

By using the expanded model as an organizingThe proposed nursing practice model for maternal
framework, researchers are afforded an opportunityrole sufficiency has potential application for clinical
to examine multiple clinical outcomes with theproblems in addition to child abuse and neglect.
same data set, thus yielding greater contributionsSpecifically, researchers may find it a useful frame-
to the current body of nursing knowledge. The in-work for organizing studies of many health and
tertwining nature of predictor variables and out-developmental outcomes of infancy that have ma-
comes will yield information about interrelatednessternal precedents in the prenatal period. As an ex-
that is unavailable with separate studies.ample, researchers who have studied causes and

The proposed nursing practice model is di-correlates of the incidence of low birth weight col-
rected specifically toward the prevention of healthlectively present prenatal variables that fall within
and developmental problems, such as child abusethe umbrella of the expanded model. That is, just
and neglect, that may have underpinnings evidentas the self-characteristics of prenatal perception of
during pregnancy. Since the model includes aadverse life circumstances and prenatal perception

of social support have been associated with later strong theoretical base, early prenatal assessment
child maltreatment, these prenatal variables have of maternal role sufficiency, simultaneous initiation
been associated with the incidence of low birth of preventive role supplementation intervention,
weight (LBW). Bullock and McFarlane27 examined and an overall framework for ongoing empirical
the impact of one specific difficult life circum- evaluation of health and developmental outcomes,
stance, battering during pregnancy, on later inci- it is considered to be a comprehensive model for
dence of LBW and found a significantly greater maternal–child nursing practice.
incidence of LBW among women who had been
battered compared with a control group. This find-
ing concurs with the report of the Public Health
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Next Generation. Washington, DC: National women. Findings: Three main themes were
Commission to Prevent Infant Mortality; 1990. identified: (a) the women gave their meno-

34. Home Visiting: Opening Doors for America’s Preg-
pausal transition far less attention than they

nant Women and Children. Washington, DC:
did their immigrant and work transition; (b)National Commission to Prevent Infant Mortal-
menopause was a hidden experience withinity; 1989.
the cultural background; and (c) the women

Reprinted with permission from: Gaffney, K. F. (1992). Nursing “normalized,” ignored, and endured symp-
practice-model for maternal role sufficiency. Advances in Nurs-

toms. The findings indicated additions of theing Sciences, 15(2), 76–84.
following concepts: (a) number, seriousness,
and priority of transitions; (b) socioeconomic
status; (c) gender; (d) context; (e) attitudes

3.5 A SITUATION-SPECIFIC toward health and illness; (f) interrelation-
THEORY OF KOREAN ships among all conditions shaping transi-
IMMIGRANT WOMEN’S tions; and (g) symptom management. Con-
MENOPAUSAL TRANSITION clusions: The proposed situation-specific

model is limited in scope. However, it pro-EUN-OK IM
vides an understanding of the menopausalAFAF IBRAHIM MELEIS
transition of Korean immigrant women in
context, and is a guide for nursing interven-Abstract
tions for immigrant women experiencing
transition.Purpose: To extend the previous model of

transitions by including the experiences of
low-income Korean immigrant women in the

Transition has been defined as a process that hu-United States during their menopausal tran-
mans undergo when faced with changes in theirsition. The extension results in a situation-
lives or environments (Schumacher & Meleis,specific theory of Korean immigrant women’s
1994). It is a human experience described as amenopausal transition. Design: Findings
constellation of responses over time and shaped byfrom a study of menopausal transition among
personal and environmental conditions such as theKorean immigrant women were used as a
expectations and perceptions of individuals, themain source for modification of the concep-
meanings they attribute to these experiences, theirtual properties of transitions, conditions
knowledge and skill in handling the changes, theshaping the transitions, and indicators of
experience at different points in the process, andhealthy transitions. The study was cross-sec-
their level of emotional and physical well-beingtional with methodological triangulation.
(Chick & Meleis, 1986; Schumacher & Meleis,Quantitative analysis was based on data from
1994).119 first-generation Korean immigrant

Transition is a concept central to nursing prac-women who engaged in low-status or low-
tice. Meleis (1975, 1987, 1997; Chick & Meleis,income work outside their homes; qualitative
1986) reported that nurses spend much of theirstudy using theoretical sampling method in-
time and energy dealing with clients undergoingcluded 21 women. Methods: Analyses in-
transitions precipitated by developmental, situa-cluded descriptive and inferential statistics
tional, or health and illness changes, and that theseand thematic analysis. Integrative conceptual
transitions have significant implications for well-analysis using deductive and inductive rea-
being and health. Based on Meleis’ early work,soning was conducted to determine modifica-
Chick and Meleis (1986) further developed the con-tions in theory based on the descriptions of

menopausal transition of Korean immigrant cept of transition using concept analysis. Schu-
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TABLE 3.5.1 Sociodemographic Profilesmacher and Meleis (1994) extended the effort by
of Research Participantsdeveloping a model describing the types of transi-

tions that nurses deal with, properties that character-
Sociodemographic Quantitative Qualitative partize transitions, conditions that determine the nature
profiles part (n = 21) N (%)of responses, indicators of healthy transitions, and

(n = 119)
nursing therapeutics most appropriate for people

N (%)
experiencing transitions.

We used the transition model by Schumacher
Age (years)

and Meleis (1994) as a framework to describe how Mean (SD) 47.94(5.77) 49.95(6.70)
Korean immigrant women in the United States ex- Educational
perienced menopausal transition i.e., the time be- level

No formal or 14(12) 2(9)ginning with perimenopause and ending a few years
elementaryafter menstruation has ceased (Li, Lanuza, Gulan-
schoolick, Penckofer, & Holm, 1996). Based on our expe-

Middle school 39(33) 9(43)
riences with the population, we propose revision and high
of the framework. Specifically, we propose modifi- school

College and 65(55) 10(48)cations in the conceptual properties and conditions
aboveof the transition model and an additional indicator

Family incomeof healthy transition. The revisions produce a situa-
(self-

tion-specific theory of menopausal transition of Ko- reported)
rean immigrant women. Situation-specific theories Insufficient 36(31) 10(47)
are “theories that focus on specific nursing phenom- Sufficient for 57(48) 9(43)

essentialsena that reflect clinical practice, are limited to spe-
More than 25(21) 2(10)cific populations or to a particular field of practice,

sufficientand are developed to answer a set of coherent ques-
Marital status

tions about situations that are limited in scope and Married or 107(90) 19(90)
focus” (Meleis, 1997, p. 18). partnered

Divorced or 3(3) 1(5)The basis for this integrative conceptual analy-
separatedsis was a study conducted to describe the perceived

Widowed 3(3) 1(5)meanings of low-income Korean immigrant women
Single 4(4) 0(0)

about their menopause and menopausal symptoms Length of stay
with analysis of their responses in a context of in the
immigration and work transitions (Im, 1997). This United

Statesstudy was cross-sectional using methodological tri-
Less than 14(12) 0(0)angulation. A sample of 119 Korean women was

1 year
recruited from one large Western city in the United 1 to 10 39(33) 19(90)
States. Criteria for inclusion were self-defined first- years
generation Korean immigrant women, 40 to 60 More than 65(55) 2(10)

10 yearsyears of age, who engaged in low-status or low-
income work outside their homes. Only 21 peri-
or post-menopausal women were included in the
qualitative part of the study. Initially, the first 10
participants from the larger sample were invited to lected from the first 10 women and using the theo-
participate in the qualitative component of the retical sampling technique suggested by Strauss and
study; subsequently the remaining 11 participants Corbin (1990). The sociodemographic characteris-

tics of the women are summarized in Table 3.5.1.were recruited based on themes from the data col-
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Two interview protocols and a modified ver- Immigrant women are expected to negotiate
complex educational and health-care systems,sion of the Cornell Medical Index (Brodman, Erd-

man, & Wolff, 1949) were used. Women who sometimes with limited language skills and capabil-
ities. They are also expected to assume new rolesagreed to participate were given a Korean version

of the questionnaires. Interviews were scheduled at in the host country’s educational and health-care
values and approaches. Self-care approaches tothe convenience of participants. Locations included

churches, homes, workplaces, and restaurants. In- health care and parent partnerships in educating
children are often in direct conflict with immi-terviews lasted an average of 2 hours.

Quantitative data were analyzed using descrip- grants’ value systems, skills, and customs. These
demands and expectations in their multiple transi-tive and inferential statistics. Qualitative data were

analyzed using thematic analysis, including textual tions may have led them to de-emphasize their
menopausal transition and to normalize or ignoreexamination of interview transcripts, line-by-line

coding of transcripts, categories, and descriptions it. Two examples of participants’ responses follow.
of key relationships among the categories. Analysis

Participant One: I didn’t know it at that time. But,was guided by the mode of qualitative analysis
looking back…I was really busy in adapting to thissuggested by Strauss and Corbin (1990). Once
new country and new work.…My busy schedules

codes were specified, data were sorted into catego- and stress from work made me go through pekyung
ries based on the codes. Associations between cate- (menopause) easily. I did not have time to think

about menopause. Maybe I had some symptomsgories were examined, and themes were constructed
due to pekyung. But I cannot remember anything.through analyses using both inductive and deduc-
Compared with other stressful things, it was a verytive reasoning (Denzin, 1978).
tiny part of my life.

Participant Two: It just passed by. I had many diffi-
Women’s Menopausal Transition cult things. At the same time, everything happened.

So I could not give attention to my pekyung. It just
passed by.…It’s the same experience like beingSeveral themes related to the menopausal transition
pregnant and having children.…Later, I could re-

of low-income Korean immigrant women were member it was difficult. What menopause meant
identified (Im, 1997). One theme was that the to me, how I deal with the difficulties, I never
women gave their menopausal transition far less thought about.
attention than they did their current immigration
and work transitions. Given the lowest priority Another theme was that menopause was an

experience hidden within the cultural backgroundamong the three transitions, menopause was “nor-
malized” or ignored, i.e., they regarded menopause of patriarchy. Many feminists describe how reac-

tions to menopause have been closeted and howas a normal developmental process and considered
symptoms experienced during menopause as nor- women’s experiences have been oppressed, ne-

glected, and ignored. Talking about menopause hasmal and healthy. Demands because of multiple tran-
sitions—cultural, physio-psycho-social, and work been taboo; menopause has been veiled in secrecy

and dismissed as a biologic imperative not worth(transition from housewife to employee)—may
have influenced them to devote more of their en- naming or discussing (Delaney, Lupton, & Toth,

1988; Dickson, 1990a, 1990b; MacPherson, 1981,ergy, money, and time to meeting daily life de-
mands. Some of these needs undoubtedly arose 1985; Martin, 1987; Weideger, 1976). Women who

participated in this study said they rarely talkedfrom additional hidden and in-between roles to
maintain and nurture the values, expectations, and about women-only experiences such as menstrua-

tion, pregnancy, and menopause directly in frontheritage of their country of origin while negotiating
new skills required in the host country (Meleis, of others. Such discussions were taboo even within

families. One participant said, “No, I didn’t do that”1987).
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men should take care of their responsibilities out-in response to a question about whether she talked
side of the house. Then their families will be happyabout her menopause with her friends.
and peaceful.

I kept it to myself. I did not talk about it to my
Another said:family [or] friends. Maybe I unconsciously talked

about it. But I felt there were no problems due to
menopause. It was shameful and embarrassing to It’s useless to think that it is unfair for [Korean]
talk about with my children.…Maybe if the rela- women to do all the household tasks by themselves.
tionships were good, then it would be easier to talk Society and family do not accept it. Do you think
about [it]. But I did not want to talk about that to Korean men who have been raised in Korean culture
others, including my husband. It’s shameful and will accept it? Everyone thinks that women who
it’s not…something I could talk about in public. fulfill their responsibilities as women are good

women. Everyone thinks like that. Women’s sin is
the fact that they were born as women. WomenAnother participant said:
should do their best to fulfill their responsibilities.

It is shameful to talk about it. In fact, I did not
A third theme was that the women normalized,have any problems regarding my daily activities

due to pekyung. Indeed there were no difficulties ignored, and endured symptoms experienced during
due to physical symptoms. Rather, it was a conflict menopausal transition. One of the reasons was that
inside myself because I felt that I was not able to most women did not view the symptoms as serious
do anything. I went through my menopause very

because they usually connected their symptomslonely because I considered it my own conflict.
with life events (retirement, children leaving home,
financial problems, spouse’s death, children’s inde-Under the strong influences of their patriarchal
pendence, and interpersonal conflicts) or degenera-cultural heritage, Korean immigrant women also
tive changes from aging instead of from pathologicmade their menopausal transition “invisible” while
etiologies. Consequently, they usually believed thatputting family members’ needs, especially male
their symptoms would disappear after they resolvedmembers’ needs, ahead of their own. The need to
the current conflicts and troubles. Or, they thoughtpay children’s school tuition or deal with financial
that they should live with these symptoms untilcrises often came ahead of seeking health care for
they died because aging brought the symptoms.themselves. Confucian patriarchal values might
They also believed that these symptoms were inevi-also have provided them with the rationale to be-
table and would continue regardless of any treat-have, think, feel, and be like women, as biologically
ment because the symptoms were related to aging,and socially ascribed, and to sacrifice themselves
which was perceived as normal. Another reasonfor their families (Cho, 1987; Kim & Hurh, 1987).
was the belief that the symptoms were temporary.These participants were socialized to sacrifice their
This belief influenced meaning with an expectationown needs, including their health care needs, when
that the symptoms would disappear after meno-their families had other needs, consequently making
pause. For example, when one of the women experi-their menopausal transition invisible.
enced “aches in the back of neck and skull,” sheThe following is what one woman said about
did not seek help for the symptom because herKorean women and their responsibilities:
friends informed her that the symptom was tempo-
rary and would disappear after menopause. A third[Women are] ansaram-person inside house. Men

are bakatyangban-nobleman outside house. Yeoja explanation was that they regarded the symptoms
[a woman] is ansaram and namja [a man] is bakaty- as normal and appropriate changes for women’s
angban. When introducing her husband, a woman lives. Because menopause was regarded as natural,
says that this is my bakatyangban. And when a

changes associated with it were not regarded asman introduces his wife, he says that this is my
serious health problems. Only when the changesansaram. I have been raised like that. Yeoja should

take care of her responsibilities as an ansaram and affected a woman’s daily life so that she could
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not work as usual did she seek help from either a Number, Seriousness,
and Priority of Transitionstraditional or Western physician. A fourth explana-

tion—the most important reason for normalizing,
ignoring, and enduring symptoms—was that the In multiple transitions, the number, seriousness,
women rarely have time for themselves or time to and perceived priority of each are as significant, if
spend on being concerned about symptoms experi- not more significant, than the type of transition. In
enced during menopausal transition. the transition model by Schumacher and Meleis

The following is what one participant said: (1994), transitions are characterized only by the
type of transition: developmental, situational,

I came here for my children. I want to provide health and illness, and organizational. However, the
better opportunities and a good education to them. type of transition did not fully explain the findings
So I work like an ant. Some people work for their

of the study. Research participants did not placepleasure. Some people work because others work.
much importance on their menopausal transitionBut I work for money. I need to eat and survive. I
because of other transitions concurrently experi-need to educate my children. I need to support

their education. So I was indifferent to [menopausal enced. Because the demands of their daily lives as
symptoms]. I didn’t care. Life as a working immi- immigrants and workers were more serious and
grant is very difficult and busy. Maybe women who

significant, menopause rarely meant much to them.
are not busy would care. I didn’t. So I think that

To help explain the findings, we suggest that themy menopause passed by without any notice.
number, seriousness, and priority of transitions be
incorporated into explanatory models of transitions.In summary, the women ignored but normal-

ized their menopausal transition because of the de-
mands of multiple roles and cultural heritage. Their

Additional Transition Conditionscultural heritage, their immigration experience, and
their gender made menopausal transition “invisi-

Transition conditions (Schumacher & Meleis,ble” and predisposed them to either ignore or nor-
1994) include meanings, expectations, level ofmalize the symptoms that resulted from such a tran-
knowledge and skill, environment, level of plan-sition. Also the lack of connection between symp-
ning, and emotional and physical well-being. Thetoms and menopause, the belief that the symptoms
findings of this study indicate additional conditionswere temporary, the assumption that symptoms
that influenced the women’s menopausal transition.were normal and appropriate changes for women’s

lives, and lack of time for themselves made them
Socioeconomic Statusnormalize, ignore, and endure symptoms experi-

enced during menopausal transition.
The findings indicated that symptoms experienced
during the women’s menopausal transition were
influenced by their socioeconomic status rather thanModifications in the Transition Model
by their menopausal states. Indifference to their
symptoms might have been because the womenThe findings support several modifications to the

model described by Schumacher & Meleis (1994). were immigrants with low socioeconomic status,
had to generate income, and were preoccupied withThe modifications are proposed to more fully ex-

plain low-income Korean immigrant women’s re- daily life demands. Consequently, the women’s
menopausal transition was influenced by their so-sponses to menopausal transition within the context

of multiple transitions based on the study findings cioeconomic status as low-income immigrant work-
ers. Therefore, without considering socioeconomicand our previous experiences with the population

(Figure 3.5.1). Responses might also indicate tran- factors, their menopausal transition cannot be de-
scribed, explained, or understood adequately.sitions related to gender and sociocultural contexts.
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FIGURE 3.5.1 Model of a situation-specific theory:
The menopausal transition experience of Korean immigrant women.

Gender position in the family structure is relatively well
known (Cho, 1987).

Menopausal transition cannot be adequately de-
scribed and analyzed without careful attention to Context
gender issues. Korean immigrant women’s daily
lives could be characterized by gender issues at the Although the model includes environment as a tran-

sition condition, the concept of environment doesmacroscopic societal level and microscopic family
level (Cho, 1987; Kim & Hurh, 1987; Light & not adequately address the dynamic interactions

among cultural, social, political, historic, and psy-Bonacich, 1988). At the macroscopic societal level,
many of the women worked in low-income jobs chological contexts. Context is more than the sum

of the environments. Understanding the indepen-such as cleaners, seamstresses, waitresses, and fam-
ily helpers. Even in their ethnic communities, the dent and interactive effects of the social, cultural,

psychological, and biological changes within con-women occupied lower positions than did men. At
the microscopic family level, the women often held text is crucial for understanding women’s unique

menopausal experiences. As Ruzek, Olesen, andlower positions than did their male partners, and
were totally in charge of household responsibilities. Clarke (1997) proposed, women’s health cannot be

fully understood without intertwining physical andIn a patriarchal Korean culture, women’s lower
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psychological well-being as determined by the con- well-being of relationships are included as indica-
tors of healthy transition. Yet effective managementtext in which the person operates. The results of

this study are consistent with their position on con- of symptoms can be an additional indicator of suc-
cessful menopausal transition. As the findingstext by showing that the women normalized or ig-

nored their menopausal transitions under the strong show, the women in this study ignored their symp-
toms for a variety of reasons. They thought thatinfluences of cultural attitude toward women’s

body experiences and the importance of family as a their symptoms would be temporary, were normal,
and were caused by aging. Rarely did they havepriority. Salient reasons for normalizing or ignoring

health care needs during menopausal transitions time to be concerned about their symptoms. When
the symptoms were tolerable, they did not seekexisted for the women in this study.
medical help. Only when the symptoms were so

Attitudes Toward Health and Illness severe that they could not work adequately did they
seek medical attention. Because their symptoms

A fourth transition condition is the attitudes partici-
were tolerable, the symptoms did not have any

pants held toward health and illness. Although the
special meanings, even though the symptoms could

model (Schumacher & Meleis, 1994) includes emo-
indicate potentially serious health problems such

tional and physical well-being as a transition condi-
as cervical or ovarian cancer (Gorrie, McKinney, &

tion, participants’ attitudes toward emotional and
Murray, 1994). To have healthy menopausal transi-

physical well-being were not explicitly described.
tions, women are expected to promote their health

Women’s menopausal transitions were influenced
through effective management of the perceived

by their attitudes toward women’s health problems.
symptoms as well as to prevent other potential

Because women in Korean culture tended to regard
health problems through a program that might in-

it as shameful behavior to talk about women’s
clude taking supplemental calcium and getting ex-

health problems in public (Im, 1994, 1997; Kim,
ercise. In other words, a healthy menopausal transi-

1993), their menopausal experience was lonely;
tion can be indicated by effective management of

they silently endured menopause alone.
actual and potential health problems. Therefore,
effective management of symptoms is suggested as
an indicator of healthy menopausal transition.Interrelationships Among

the Transition Conditions

Interrelationships among the transition conditions Implications for Theory Development
should be incorporated in the model as a transition
condition itself. While, in some cases, socioeco- For further development of the theory of transitions,
nomic factors might be more important than other systematic research is an essential step. This chapter
transition conditions in determining the nature of describes an integrative approach to theory devel-
the menopausal transition, in other cases, the mean- opment in which a study is used as a source of
ings of menopause were more important than was theory development along with the authors’ previ-
the socioeconomic variable. At other times, socio- ous experiences with the population. Using the the-
economic factors and the meanings of menopause ory-research-theory strategy, a theory of transition
were equally important. was modified and further developed through inves-

tigation of the menopausal transition of Korean
immigrant women who were also experiencingPerceived Effective Management of Symp-
other transitions. A situation-specific theory (Mel-toms as an Indicator of Healthy Transitions
eis, 1997) of the menopausal transition of low-
income Korean immigrant women was proposed,Within the transition framework (Schumacher &

Meleis, 1994), subjective well-being, mastery, and with modification of the original model. The scope
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ual. New York: Cornell University Medicalof application of the suggested situation-specific
College.theory of menopausal transition of Korean immi-

Chick, N., & Meleis, A. I. (1986). Transitions: A nursing
grant women is limited. Yet the theory can be help- concern. In P.L. Chinn (Ed.), Nursing research
ful for understanding the menopausal transition of methodology: Issues and implementation (237–

257). Rockville, MD: Aspen.Korean immigrant women. It might also be helpful
Cho, O. (1987). Women in transition: The low incomein setting guidelines for the development of nursing

family. In E. Y. Yu & E. H. Phillips (Eds.), Koreantherapeutics designed to support a healthy meno-
women in transition: At home and abroad (71–84).

pausal transition specifically for Korean immi- Los Angeles: Center for Korean-American and Ko-
grants. Some of the properties and concepts pro- rean Studies, California State University.

Delany, J., Lupton, M. J., & Toth, E. (1988). The curse:posed could enhance understanding of the meno-
A cultural history of menstruation. Chicago: Univer-pausal transitions of other immigrants.
sity of Illinois.The expansion and clarification of concepts

Denzin, N. K. (1978). Sociological methods: A source
through research using specific populations or par- book (2nd ed.). New York: McGraw-Hill.
ticular fields of practice can provide more effective Dickson, G. L. (1990a). The metalanguage of menopause

research. Image: Journal of Nursing Scholarship,interpretation of transitions and guide nursing prac-
22, 168–173.tice to be appropriate to the specific population.

Dickson, G. L. (1990b). A feminist poststructuralist anal-
Theory-development efforts related to the re- ysis of the knowledge of menopause. Advances in
sponses and experiences of clients undergoing and Nursing Science, 12(3), 15–31.

Gorrie, T. M., McKinney, E. S., & Murray, S. S. (1994).experiencing transitions should consider diversities
Foundations of maternal newborn nursing. Phila-in transitions related to gender, socioeconomic sta-
delphia: W.B. Saunders.tus, culture, and other simultaneous transitions, and

Im, E. (1994). An analytical study of the relationship
should be aimed at specific populations or particu- between menopausal symptoms and the stress of
lar fields of practice. Considering the results of the life events. Journal of Korea Community Health

Nursing Academic Society, 8(2), 1–34.analysis and the modifications reported here, we
Im, E. (1997). Neglecting and ignoring menopause withinpropose that future theorists focus on situation-spe-

a gendered multiple transitional context: Low-in-cific theories. This goal could be achieved through
come Korean immigrant women. Unpublished doc-

targeted research with diverse groups of clients who toral dissertation, University of California, San
are experiencing transitions. Francisco.

Kim, E. (1993). The making of the modern female gender:The findings of the study reported in this chap-
The politics of gender in reproductive practices inter support the notion that women’s experiences
Korea. Unpublished doctoral dissertation, Univer-

are not one dimensional. For further theory devel- sity of California, San Francisco.
opment of transitions, the multidimensionality of Kim, K. C., & Hurh, W. M. (1987). Employment of

Korean immigrant wives and the division of house-women’s experience during transitions should be
hold tasks. In E.Y. Yu & E. Phillips (Eds.), Koreanincorporated by questioning the assumptions about
women in tradition: At home and abroad (199–218).concepts used in the theory, as well as the adequacy
Los Angeles, CA: California State University.

of the concepts in the theory. Assumptions about Li, S., Lanuza, D., Gulanick, M., Penckofer, S., & Holm,
women’s lives should be avoided, and uncovering K. (1996). Perimenopause: The transition into

menopause. Health Care for Women International,properties, types, conditions, and interventions re-
17(4), 293–306.lated to women’s experiences should be among the

Light, I., & Bonacich, E. (1988). Immigrant entrepre-
strengths of the discipline of nursing.

neurs: Koreans in Los Angeles 1965–1982. Berke-
ley, CA: University of California Press.
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first provide an overview of transitions in elderly
persons, briefly reviewing both conceptual work
and nursing research on transitions. Next, we turn3.6 HELPING ELDERLY PERSONS
our attention to transitions and health, identifyingIN TRANSITION: A FRAMEWORK
characteristics and indicators of healthy transitionFOR RESEARCH AND PRACTICE
processes. Finally, we describe several nursing ther-

KAREN L. SCHUMACHER apeutics designed to facilitate smooth transitions
PATRICIA S. JONES for older clients. The use of this framework is dem-
AFAF IBRAHIM MELEIS onstrated with a case example.

Abstract
The Concept of Transition:

Growing old is not an event. There is not a Definition and Properties
particular day or a certain birthday that
marks a person as old. Growing old is a A transition is a passage between two relatively

stable periods of time. In this passage, the individ-process of gains and losses that takes time.
How this period of time is viewed by geronto- ual moves from one life phase, situation, or status,

to another. Transitions are processes that occur overlogical nurses shapes their work with elderly
clients and their families. The nature of nurs- time and have a sense of flow and movement. They

are ushered in by changes that trigger a period ofing assessment, the goals established with



130 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

disequilibrium and upheaval. During this period, view of self and the world (Chick & Meleis, 1986;
Meleis & Trangenstein, 1994; Schumacher & Mel-the individual experiences profound changes in his

or her external world, and in the manner in which eis, 1994).
Transitions often are conceptualized in termsthat world is perceived. There often is a sense of

loss or of alienation from what had been familiar of stages to capture their movement, direction, and
flow as they evolve over time. A classic descriptionand valued. During transitions, new skills, new rela-

tionships, and new coping strategies need to be of the stages of transition is found in Bridges’ study
(1980). According to Bridges, the first stage of adeveloped (Chick & Meleis, 1986; Meleis, 1986;

Meleis & Trangenstein, 1994). transition is “a period of endings” in which there
is disengagement from relationships or from waysLate life is a time of multiple transitions. Re-

tirement, loss of spouse and friends, relocation to of behaving as well as a change in the person’s
sense of self. The second stage, termed the “neutrala new living situation, and the advent of chronic

illness or frailty are just some of the transitions zone,” is an in-between period, a time when a per-
son experiences disorientation caused by the lossesexperienced by elderly persons. These transitions

may be categorized as developmental, situational, in the first stage, followed by disintegration of sys-
tems that were in place. This is an uncomfortableor related to health and illness (Figure 3.6.1). Many

of the transitions experienced by older persons in- but necessary period of time. Only by going through
the neutral zone can persons become open to newvolve loss and are undesired. However, some transi-

tions are positive and are welcomed. For example, possibilities. The final stage of a transition is that
of “new beginnings,” and is marked by findingstarting a new endeavor or developing new aspects

of self are transitions that represent opportunities meaning and experiencing some control. Persons
must go through all three stages to deal effectivelyrather than losses.

What are the properties of a transition? First, with the transition. However, the stages of a transi-
tion do not necessarily occur in a linear manner.a transition is precipitated by a significant marker

event or turning point that requires new patterns of Rather, they may be sequential, parallel, or
overlapping.response. These markers prompt the recognition

that business is not as usual and that new strategies Transitions also can be described in terms of
patterns. Single or multiple transitions may occurare needed to handle even familiar, daily life experi-

ences, such as managing one’s finances, main- within a given period of time, and they may be
related or unrelated. Young (1990) alluded to thetaining one’s own health, or taking care of daily

activities. Such strategies involve the development phenomenon of patterns of transition when she ob-
served that relocation to a nursing home can occurof new skills, new relationships, and new roles.

Another characteristic of transitions is that they are in the context of other transitions and can catalyze
further life changes. She also noted that relocationprocesses that take time. Transitions span the whole

period of time from the initial marker event until may include elements of situational, health/illness,
and developmental transitions. Gerontologicalharmony and stability are again experienced. This

time period is needed to experiment with different nurses often deal with such patterns of transition
in clinical practice, but very little work has beenstrategies and patterns of responses and to incorpo-

rate them into one’s own repertoire. The time re- done with theory development and research in this
area. Fruitful directions for future scholarshipquired for a transition is variable and depends on

the nature of the change and the extent to which would be to name and describe transition patterns
and to explore the relationships between differentthat change influences other aspects of a person’s

life. Another property of transition is that changes patterns and client outcomes. In this chapter, we
suggest three patterns of transition that we believein identity, roles, and patterns of behavior occur.

Transitions are not fleeting or superficial changes; merit attention: (1) the sequential pattern, (2) the
simultaneous/related pattern, and (3) the simultane-rather, they involve fundamental changes in one’s
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FIGURE 3.6.1 Transition and health: A framework for gerontological nursing.

ous/unrelated pattern. Each pattern is described giving role and undergo changes in work and family
roles. Ade-Ridder and Kaplan (1993) alluded tobriefly.

In sequential transitions, there is a ripple effect this pattern of transition when they noted that a
transition for an older adult creates a variety ofin which one transition leads to another over time.

For example, the death of one’s spouse may lead countertransitions for the family.
Simultaneous transitions also may occur with-to relocation to a nursing home, or retirement from

paid employment may lead to the emergence of out being initially related to one another. For exam-
ple, an older adult may suffer a decline in healthnew dimensions of self. It is possible for this ripple

effect to extend over a long period of time. The at the same time his or her adult child is experienc-
ing the transition to an “empty nest.” Such transi-instance in which retirement leads to insufficient

income, which in turn leads to a decline in health tions in a given family happen concurrently and,
although not directly related at first, may becomestatus, and eventually to chronic illness and loss of

social interaction, is an example of a long-term, intertwined over time.
cumulative ripple effect.

Simultaneous transitions are clusters of related
or unrelated transitions that occur together during Nursing Research on Transitions
a given period of time. In simultaneous, related
transitions, a marker event precipitates numerous What has nursing research shown about transitions?

First, transitions may be accompanied by uncer-transitions. For example, the marker event of a
stroke may usher in a cluster of transitions in func- tainty, emotional distress, interpersonal conflict,

and worry. Michels (1988) documented the uncer-tional abilities, identity, and living arrangements.
The complexity of such transitions may be com- tainty experienced by family caregivers of elderly

persons during the transition from hospital to home.pounded by simultaneous transitions for the older
adult’s family members, who may take on the care- Johnson, Morton, and Knox (1992) found that nurs-
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ing home admissions, too, are characterized by un- professional support they need during a transition.
certainty. In this transition, uncertainty was related In Michel’s (1988) study, 73% of the older adults
to lack of information and knowledge about the returned to their homes with a home-care regimen
nature of nursing homes and the boundaries for consisting of three or more components, such as
family involvement there. Families also described prescription medications, dietary changes, assess-
feelings of sadness and anger, as well as a sense ment of signs and symptoms, and continuing care
of failure when an older adult was admitted to a of an incision, tube, drain, or colostomy. Nearly
nursing home. Lack of communication with nursing two-thirds had been instructed on how to care for
home staff added to the emotional conflict. The themselves and carry out their prescribed regimen,
transition to needing assistance with self-care activ- but only half acknowledged that someone had asked
ities also may bring about emotional distress. For if they had questions or concerns about their care
example, Conn, Taylor, and Messina (1995) inves- before the transition to home took place. Some
tigated the transition to needing medication assis- family members had difficulties assuming care-
tance and found that some older adults were frus- giving responsibilities, and they did not always
trated, depressed, or angry about requiring assis- have the opportunity to participate in discharge
tance. The researchers noted that nurses should ex- planning to prepare them for the transition. Bull,
pect some caregivers and care recipients to Jervis, and Her (1995) also found that some family
experience difficulties in their relationship as the members of older patients were inadequately pre-
caregiver begins assisting the older adult and that pared for hospital discharge, did not have the oppor-
they should be encouraged to express their feelings tunity for input into discharge decisions, and en-
about these transitions in role relationships. countered problems with the coordination of ser-

Bull (1992) found that the transition from hos- vices. Stewart, Archbold, Harvath, and Nkongho
pital to home was characterized by worry. In semi- (1993) investigated a broad range of learning needs
structured interviews, participants identified wor- of family caregivers and found that health profes-
ries ranging from apprehension about learning new sionals were perceived as sources of information
skills to distress about disruption in the family’s about taking care of the physical needs of the care
usual activities of daily living. Bull also described receiver and setting up services in the home, but
the movement from worry to mastery as the transi- that caregivers reported learning very little from
tion evolved. By two months after discharge from health professionals about taking care of the care
the hospital, participants had established new rou- receiver’s emotional needs and handling the stress
tines and felt in control of the situation. The move- of caregiving.
ment from worry to mastery found in the interviews
was corroborated by quantitative data that showed
a steady decline in anxiety and depression (Bull, Transitions and Health
Maruyama, & Luo, 1995).

We turn now to a consideration of transitions andThe study by Bull and colleagues (Bull, 1992;
health. What are the characteristics of a healthyBull, Maruyama, & Luo, 1995) is noteworthy for
transition? We approach this question by consider-the way in which the dimension of time was incor-
ing transition processes and process indicators (seeporated into the research design. In this study,
Figure 3.6.1). Transition processes are the cogni-change over time was documented by collecting
tive, behavioral, and interpersonal processesdata at two points in the transition. Such a design
through which the transition unfolds. In otheris congruent with the nature of the transition experi-
words, they are what happens during a transition.ence. Because transitions are processes, research
In healthy transitions, these processes move thedesigns need to be planned so that they capture the
individual in the direction of health, whereas inevolution of the transition experience.
unhealthy transitions, they move the individual inThere is some evidence that older persons and

their family members do not always receive the the direction of vulnerability and risk.
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Process indicators are measurable indices of meanings are discovered. The process of creat-
ing meaning is complex, and time is needed forhow the transition is going at any point in time. A

process indicator can be thought of as a stop-action the older person to work through it. When the
transition is proceeding in a healthy direction,snapshot of client well-being at a key point in the

ongoing transition process. Assessed periodically, the general movement is toward rethinking and
redefining meanings. In unhealthy transitions,process indicators provide a way of tracking client

progress through the transition. We use the term there is resistance to redefining meanings. The
older person and his or her family do not con-“process indicators” rather than “outcomes” be-

cause the process should be assessed periodically sider the meaning of the transition and attempt
to apply old definitions to the new situation.over the course of the transition, not just at its

conclusion. When the older adult’s experience is 2. Modifying expectations is another process that
characterizes healthy transitions. Long-standinganalyzed using a transition perspective, it is difficult

to consider outcomes in the same way as when the expectations about self, others, and the future
may be called into question during a transitionolder adult’s experiences are viewed in isolation

from time and significant others. From a transition (Dewar & Morse, 1995; King, Porter, & Rowe,
1994; Wilson & Billones, 1994), and the olderperspective, “outcomes” evolve over the course of

the transition and also are connected to life experi- person may be reluctant to give up these expecta-
tions. However, in healthy transitions, previousences prior to and after the transition. Process indi-

cators could be used as client outcomes in research, expectations are gradually modified and re-
placed with new expectations that are realisticbut only with the caveat that they are part of the

client’s ongoing life experiences. for the new situation. In unhealthy transitions,
the older adult and family maintain unrealistic
expectations and anticipate a future that proba-Healthy Transition Processes
bly cannot happen.

3. Another characteristic of healthy transitions isSeven healthy transition processes and seven cor-
the restructuring of life routines. Routines serveresponding unhealthy processes have been identi-
to order daily life and provide predictability,fied (see Figure 3.6.1) and are described below.
manageability, and even pleasure (Cartwright,Over the course of the transition, there is a dynamic
Archbold, Stewart, & Limandri, 1994). Intension between healthy and unhealthy processes.
healthy transitions, routines are restructured inBoth the future toward which the transition is mov-
a way that is congruent with the new situationing and the past that is being left behind exert a
and allows the person to regain a sense thatpull on the elderly client. These processes move the
his or her life is predictable, manageable, andclient through the “neutral zone” of the transition
pleasurable (Daley, 1993). In unhealthy transi-toward the next phase or situation in his or her
tions, such restructuring does not take place.life. The gerontological nurse should be alert to the
Instead, the older adult attempts to cling to for-presence of these processes in clients in transition
mer routines even though they no longer workand should monitor the direction in which they
in the new situation. If the person’s abilities andare proceeding.
the environment that sustained daily routines are
no longer present, an unhealthy transition may1. Redefining meanings is one process that takes
lead to no routine at all. In such instances, dailyplace during a healthy transition (Davis & Grant,
life may become unpredictable, disordered, or1994; Langner, 1995). The elderly client and his
empty, particularly for individuals who have aor her family actively engage in exploring the
history of orderliness in their lives.meaning of the transition and in finding new

4. Healthy transitions are characterized further bymeanings. Previous meanings that do not apply
to the new situation are recognized, and new developing new knowledge and skills (Brown,
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1995; Edwardson, 1988). Specific needs for iting choices. Older adults themselves may limit
the choices available, or choices may be limitedknowledge and skills are identified, and opportu-

nities for their development are sought (Davis & by others in the environment (Nick, 1992). The
process of limiting choices forecloses possibilit-Grant, 1994). Over time, the older adult’s

knowledge and skills closely fit the demands of ies before they are explored. Choices that could
be made are passed by, and the elderly personthe new situation. In unhealthy transitions, new

knowledge and skills are avoided. Elderly per- and family are passive with respect to determin-
ing the direction of the transition.sons and families try to manage the new situation

with knowledge and skills that may have been 7. Finally, healthy transitions are characterized by
finding opportunities for personal growth (Lang-sufficient in the past, but are no longer useful

in the present situation. Opportunities for devel- ner, 1995; McDougall, 1995; Young, 1990).
New levels of self-awareness, new dimensionsoping knowledge and skills are not taken, re-

sulting in a gap between the demands of the of identity and relationships, and new abilities
can emerge during transitions. In healthy transi-situation and the knowledge and skills available

to meet those demands. tions, such opportunities for growth are em-
braced in a way that makes personal develop-5. Although transitions involve endings and dis-

ruptions, not everything in the life of the elderly ment and self-actualization possible. In un-
healthy transitions, opportunities for growth areclient and his or her family changes. There are

continuities, even as change occurs (Burgener, rejected. The developmental process is stalled
or thwarted in a way that precludes the unfoldingShimer, & Murrell, 1992; Cartwright, et al.,

1994). Healthy transitions are characterized by and emerging of self.
maintaining whatever continuity is possible in
identity, relationships, and environment. Conti- Process Indicators
nuity facilitates coping with the changes brought
about by the transition and fosters the elderly As noted previously, process indicators are measur-
person’s ability to integrate the transition experi- able indices of how a transition is proceeding. Many
ence into his or her life as a whole. In unhealthy such process indicators can be used for assessment
transitions, there is discontinuity and disruption during a transition. In this chapter, we have identi-
where it does not need to occur. There is lack fied five process indicators for consideration (see
of awareness of the possibilities for continuity, Figure 3.6.1), which are described below. We pres-
and change that could be avoided happens any- ent them to exemplify an approach to evaluating
way. In such instances, transitions become more the transition process and to stimulate others to
pervasive than they need to be and older adults identify additional indicators.
sustain losses that could have been prevented.

6. The transitions experienced by elderly persons 1. The elderly person’s symptom experience is the
often are associated with losses, but it is possible first process indicator we consider. During a
that gains occur as well. One of the gains that transition, the older person may experience new
may be experienced during a transition is the symptoms or exacerbation of previously existing
opportunity for new choices (Adlersberg & symptoms (Ferrell & Schneider, 1988; Kozak,
Thorne, 1990; Happ, Williams, Strumpf, & Campbell, & Hughes, 1996). Symptoms should
Burger, 1996). In healthy transitions, the elderly be managed as much as possible so that the
person is open to exploring new choices. He or elderly person can attend to the transition pro-
she engages in seeking and creating new oppor- cess itself. If the beginning of the transition is
tunities. Through the exercise of choice, the marked by an increase in symptoms, there
older adult actively shapes the transition process. should be a measurable decline in their fre-

quency and severity over the course of the transi-Unhealthy transitions are characterized by lim-
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tion. Although some physical and behavioral make decisions and put them into effect. For
older adults with severe cognitive or physicalsymptoms may be inevitable, they should be

controlled as much as current symptom manage- limitations, there is an appropriate transfer of
empowerment to a family member or significantment strategies allow. The presence of symp-

toms that could be controlled suggests that the other. Inappropriate disempowerment is indica-
tive of an unhealthy transition process. Disem-transition process is proceeding in an unhealthy

direction. Patterns of symptoms and the manage- powerment may be manifested in loss of control,
inability to make and carry out decisions, andment strategies used by the client should be

noted carefully because they provide insight into inappropriate assumption of control by persons
in the older adult’s environment.how the transition is going.

2. Functional status is the next process indicator 5. The final process indicator we propose is a sense
of integrity (Erikson, Erikson, & Kivnick, 1986;we propose. For the elderly person, changes in

functional status may occur during a transition Finfgeld, 1995; Mercer, Nichols, & Doyle,
1988). A sense of integrity includes a sense of(Glass & Maddox, 1992; King, et al., 1994).

However, when a healthy transition process is wholeness and coherence. Personal growth and
new insights about self are evidence of a healthytaking place, the highest possible level of physi-

cal and cognitive functioning is achieved over transition. There also is the sense that the transi-
tion fits into one’s life story in a meaningfulthe course of the transition. The elderly person’s

self-care ability, independence, and mobility are way. A loss of integrity indicates an unhealthy
transition process. Loss of integrity may be man-enhanced to the furthest extent possible. A sub-

optimal level of functioning suggests an un- ifested in a sense of fragmentation or meaning-
lessness in one’s life course.healthy transition process.

3. Another process indicator is the elderly person’s
sense of connectedness to a meaningful interper-

Nursing Therapeuticssonal network (Daley, 1993; Rickelman, Gall-
man, & Parra, 1994; Windriver, 1993). Although

The goals of nursing therapeutics from a transition
disruption in relationships may occur during a

perspective are to facilitate healthy transition pro-
transition, there will be evidence of a regained

cesses, to decrease unhealthy transitions, and to
sense of connectedness when the transition pro-

support positive process indicators (Meleis &
cess is proceeding in a healthy direction. If the

Trangenstein, 1994). Many nursing therapeutics
transition involved loss of one or more relation-

could be used to facilitate transitions. We have
ships, new or transformed relationships should

selected five for discussion here that we believe
be forged during the transition process to pro-

have particular relevance for elderly clients (see
vide a stable source of connectedness by the

Figure 3.6.1). These therapeutics take into account
completion of the transition process. Feelings of needs that are specific to this stage of the life cycle,
disconnectedness or isolation indicate unhealthy such as the needs for life review and for integration
transition processes. into new living environments. They also take into

4. Another process indicator is a sense of empow- account challenges often experienced by elderly
erment (Jones & Meleis, 1993; Nyström & Seg- persons, such as memory loss and changes in
esten, 1994). The elderly person’s sense of au- mobility.
tonomy, self-determination, and personal agency
may be threatened during the disruption brought Nursing Assessment
about by the transition. However, a new sense
of empowerment is found when the transition Nursing assessment is the basis for all nursing thera-
process is healthy. The older adult regains some peutics. The use of a transition perspective suggests

several principles for assessment. First, the naturecontrol over his or her life. He or she is able to
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TABLE 3.6.1 Tools for Measuring Processof transitions as dynamic, ongoing processes sug-
Indicatorsgests that nursing assessment must be continuous

(McCracken, 1994; Moneyham & Scott, 1995). As Symptom Experience
the transition evolves, the nurse needs to address

State/Trait Anxiety Inventory (Spielberger, 1983)
changes and developments in the client’s situation.

Geriatric Depression Scale (Yesavage & Brink, 1983)Because it is not possible to predict the course of
a transition at its outset, assessment must be ongo- Mini-Mental State Questionnaire (Folstein, Folstein, &

McHugh, 1975)ing. A linear sequence of nursing actions beginning
with assessment and moving in turn through plan- McGill Pain Questionnaire (Melzack, 1975)
ning, implementation, and evaluation is not congru-

Functional Statusent with a transition perspective. Rather, assessment
must span the whole period of transition so that Index of Activities of Daily Living (Katz, Ford,

Moskowitz, Jackson, & Jaffe, 1963)nursing care can evolve along with the movement
of the transition process. Such ongoing assessment Multidimensional Functional Assessment (Duke Uni-

versity, 1978)requires particular vigilance on the nurse’s part,
plus creation of a health-care context that supports

Connectedness
frequent contact between the nurse and client.

Mutuality Scale (Archbold, Stewart, Greenlick, & Har-Continuous assessment by the nurse takes into
vath, 1992)account patterns of transition. Knowing that multi-
Adult Attachment Scale (Lipson-Parra, 1989)ple transitions often occur for elderly persons leads

to the anticipation of simultaneous and sequential
Empowerment

transitions. For example, knowing that the death of
Desired Control Scale (Reid & Ziegler, 1981)the spouse of a frail elderly person may mean that

the elderly person must move from his or her home Integrity
shapes the nurse’s assessment of resources and op-

Fulfillment of Meaning Scale (Burbank, 1992)
tions for the future. Knowing that a transition for
an older adult often has a ripple effect through the
family means that a thorough family assessment
should be included in the assessment process. frequency of their use should be determined by the

Although assessment is a continuous process nature of the transition and the extent of the changes
for the nurse practicing within a transition perspec- it precipitates.
tive, we suggest assessment of the process indica-
tors identified previously at critical points during Reminiscence
the transition. The use of process indicators pro-
vides the nurse with a way of tracking client prog- Reminiscence (Burnside, 1990; Burnside & Haight,
ress and provides for early detection of difficulties 1992) is a nursing therapeutic that facilitates inte-
at critical points in the transition. gration of the transition into the life course. Transi-

The use of formal assessment instruments aids tions must be viewed within the context of the
the nurse in making these periodic evaluations of elderly individual’s whole life. Although they in-
the transition process. They provide an objective volve disruption and change, placing transitions
measure of the client’s situation, allowing the nurse within the context of the life course facilitates the
to identify deviations from population norms as processes of exploring meaning and discovering
well as deviations from the client’s own norm. In areas in which continuity with the past is still possi-
Table 3.6.1, we provide examples of tools that could ble. The articulation of life themes through remi-
be used to measure process indicators. The use of niscing supports the process of growth and develop-
process indicators is relevant with family members ment of identity. Reminiscence also can assist the

older adult in reinterpreting the meanings of lifeas well as with elderly persons. The timing and
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situations, achieving resolution of ongoing issues, useful for persons taking on a new role or experienc-
ing a transition in a long-standing role. In the pro-and transcending old pains. Thus reminiscence sup-

ports the process of new beginnings as the older cess of role supplementation, information and expe-
riences are conveyed to the role incumbent and hisadult proceeds through the transition.

Reminiscence is derived from “debriefing,” an or her significant others so that the role transition
can be made smoothly. It includes heighteningapproach to therapy used with victims of disasters

and with individuals who have encountered other awareness of one’s own role and another’s, and the
dynamics of their interrelationships (Meleis, 1975).crisis situations. Debriefing provides an opportu-

nity to recount the difficult experience and to relive Role supplementation has several compo-
nents. One is role clarification or the identificationthe reactions and emotions that were encountered.

Reminiscence is like debriefing in that it provides of all aspects of a role. For example, role clarifica-
tion may include a discussion of what is involvedan opportunity to reflect on important life experi-

ences and to integrate the past into the present. For in being a nursing home resident. For a family
member, it may be the identification of behaviorsthe person in transition, reminiscence provides an

important bridge between the past and present as and feelings associated with the caregiving role.
Another component of role supplementation is thehe or she ends one situation or stage in life and

embarks on another. process of role taking. Role taking is the empathetic
ability to understand the position and point of viewFor older adults with memory loss, the process

of reminiscence must be tailored to individual of another and to understand how one’s role may
affect other persons.needs. The memories that an older adult has de-

pends on the type and extent of memory loss. Using Several strategies are used in role supplemen-
tation. One is role modeling or the opportunity toreminiscence for older adults with memory loss

may require innovative strategies (McDougall, observe someone in the role that is being taken on.
Another is role rehearsal, the process of mentally1994; Rentz, 1995). For example, finding a person

who serves as a reservoir of memories for an elderly or physically enacting the new role that the person
is moving toward. Although there are multiple waysperson with memory loss may facilitate reminisc-

ing. The use of prompts, such as photographs or of enacting a given role, there are some aspects of
roles that tend to be stable and consistent acrossmusic (Cartwright et al., 1994) also may serve to

stimulate memories. individuals. For example, although there are some
common features of nursing home roles, how they
are enacted by a given individual is a dynamicRole Supplementation
and creative process. Providing clients and their
significant others with opportunities to enact andRole supplementation is a nursing therapeutic that
rehearse both the common and creative features offacilitates the process of developing new knowl-
a role leads to greater comfort with the role. Anotheredge and skills. It is a nursing therapeutic that has
strategy that facilitates transition for elderly personsbeen used for parental caregivers (Brackley, 1992),
and their families is the mobilization of a referencefor new parents (Gaffney, 1992; Meleis & Swend-
group that is responsive to the various situationalsen, 1978; Swendsen, Meleis, & Jones, 1978), for
and long-term needs of older adults. ReferenceAlzheimer’s patients (Kelley & Lakin, 1987), and
groups may be for mobility and exercise, for eating,for cardiac rehabilitation (Dracup et al., 1984), and
for recreation, and for dealing with chronic illness.it has much potential for use with elderly persons.

Role supplementation provides the support needed
Creation of a Healthy Environmentto revise skills and capabilities continuously as de-

mands evolve in the new situation. It is defined as
the process of bringing into awareness the behav- Another nursing therapeutic for older persons in

transition is creation of a healthy environment. Weiors, sentiments, sensations, and goals involved in
a given role (Meleis, 1975), and it is particularly define “environment” broadly to include the older
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person’s physical, social, political, and cultural sur- sources, but may need additional resources to meet
the challenges of a transition. The community re-roundings. During a transition, the environment it-

self or the elderly person’s interaction with a famil- sources available to older adults differ according
to geographic location and political policies, thusiar environment may change. For example, in relo-

cation or migration it is the environment itself that necessitating the ongoing mobilization of new com-
munity resources. In short, to mobilize resources,changes. It is the older person’s interaction with

the environment that changes when a decrease in the nurse needs to consider not only the availability
of resources, but whether or not they are stable ormobility or cognition limits the ability to function

in a familiar environment. changing. Also, the nurse must consider whether
existing resources are adequate or if new resourcesThere are many facets to creating a healthy

environment. One is to structure the environment must be developed.
Mobilizing personal inner resources is one stepso that it provides safety and security (McCracken,

1994; Taft, Delaney, Seman, & Stansell, 1993). toward facilitating healthy transitions in older
adults. Scholars variously refer to personal re-Another is to facilitate access to what the elderly

person needs and uses to accomplish daily routines sources as adaptability (Jones, 1991), coherence
(Antonovsky, 1987), and hardiness (Kobasa, 1979).(Daly & Berman, 1993). Honoring cultural tradi-

tions is another way of creating a healthy environ- Magnani (1990) identified “hardiness” as anteced-
ent to successful aging and recommended thatment (Jones, 1995). Finally, freeing the environ-

ment of obstacles to dignity and personal integrity nurses help older adults remain independent and
optimize normal, healthy aging using three strate-fosters a healthy environment (Magee, et al., 1993).

The use of a transition perspective means that the gies: helping to strengthen the older adult’s self-
concept; helping the older adult to see his or her lifegoal of nursing is the creation of an environment

that is dynamic and flexible enough to change in events in perspective; and encouraging appropriate
forms of activity.synchrony with the elderly person’s evolving needs.

It also means that the nurse maintains ongoing Another personal resource is wellness (Al-
ford & Futrell, 1992; U.S. Department of Healthinvolvement with the older adult and family as they

continuously modify, restructure, and reinvent the and Human Services [USDHHS] & American As-
environment to meet the needs of the older fam- sociation for Retired Persons [AARP], 1991;
ily member. Walker, 1992). A healthy lifestyle should be pro-

moted during a transition. The nurse can encourage
regular exercise, a nutritious diet, control of alcoholMobilization of Resources
intake, and abstinence from smoking. Regular pri-
mary health care services also are important duringOlder adults in transition face new situations and
a transition.demands for which previously developed resources

A strong immune system is another resourcemay no longer be adequate. Therefore, mobilization
that influences the transition process. Exposure toof resources is an important aspect of nursing prac-
new environmental threats challenges the ability oftice within a transition perspective. Enhancement
the immune system to protect the body successfullyof both personal and environmental resources ap-
and maintain physiological integrity. Therefore,propriate to the individual’s needs is necessary.
promoting activities that strengthen the immuneResources include personal, family, and com-
system is one way of mobilizing personal resources.munity resources. Specific resources in each cate-

gory may be stable or changing, ongoing or newly Recent research has demonstrated a variety of be-
haviors that increase immune system competence,developed. For example, personal resources may

change during a transition, necessitating the mobili- including laughter (Cousins, 1989), exercise (Nash,
1994), and a positive spirit (Kinion & Kolcaba,zation of new personal resources. Similarly, the

older adult may have long-standing family re- 1992). Regular immunizations against influenza



CHAPTER 3 DEVELOPMENTAL TRANSITIONS 139

and other infectious diseases provide extra immune Latino families caring for elderly family members
may need more assistance in mobilizing and ac-protection. For some frail elderly persons, a com-

promised immune system may call for use of antibi- cessing community resources to support caregiving
at home.otics to prevent as well as to treat infections.

Energy is another personal resource that facili- Throughout their lives, individuals participate
as members of many different communities. Churchtates smooth transitions. Energy is essential for de-

veloping new skills, for pursuing new opportunities and community service organizations are examples.
In late adulthood, continued contact with membersfor growth, and for maintaining functional status.

The mobilization of energy must be a deliberate of these communities contributes to a sense of con-
nectedness. The respect, common history, and affir-strategy if the older adult is to remain independent

and empowered. Proper diet and regular exercise mation that come with membership in these groups
contribute to meaning, life satisfaction, and self-are key factors in energy mobilization. However,

energy is holistic; thus psychological, social, and esteem.
spiritual factors also are significant in its mobiliza-
tion. These factors influence the older person’s mo-
tivation to engage actively in life and to seek new Case Study
opportunities for growth. In the Jones and Meleis
(1993) Health Empowerment Model, mobilization We demonstrate the use of a transition framework
of resources is an integral part of promoting energy in practice by means of a case study. Mr. Adams is
for health and healthy transitions (see Figure 3.6.2). a 76-year-old widower whose wife died one month

Family resources also may need to be mobi- following the diagnosis of leukemia. With her ill-
lized to assist an aging client in transition. Family ness and death, Mr. Adams entered a period of
resources can be described in terms of structural, transition that lasted for over a year. This transition
economic, and cultural factors. The availability of also involved his daughter, Gloria White. Mrs.
family members to assist and support an aging per- White is a middle-aged woman who lives in another
son is a primary resource. However, it is possible country with her husband and teenage children.
that even in cultures where caring for aging family Prior to her mother’s death, Mrs. White visited her
members is highly valued, the availability of family parents about once a year. Because of her family
caregivers may be limited. In today’s global soci- responsibilities and the expense of international
ety, potential family caregivers may be thousands travel, most of the communication between Mr. and
of miles away from the person needing care. Fur- Mrs. Adams and their daughter had been by
thermore, whole families may be in transition at telephone.
the same time, as is the case with immigration. In Mr. Adams had a long history of transient
such instances, the demands on each member are ischemic attacks that occasionally were accompa-
high. Thus, consideration of the needs of the whole nied by loss of consciousness. These episodes were
family is necessary. followed by mental confusion and difficulty with

Community resources outside of the family activities of daily living. Prior to her death, Mrs.
may be needed to supplement what the family is Adams had provided the assistance that he needed
able to provide. Some cultural groups tend to do at these times.
more direct caregiving and to use community ser- After Mrs. Adams’ death, family and friends
vices less than others. For example, it has been encouraged Mr. Adams to move into a retirement
shown that Blacks and Latinos enter nursing homes center for increased assistance and social contact.
at lower rates than do European Americans and However, he strongly resisted such a move.
rely on informal, family-based support systems to Throughout his home were pictures, paintings, fur-
a greater degree than European Americans (Angel, niture, and other items that represented significant

memories, not only of his wife, but of his ownAngel, & Himes, 1992). This means that Black and
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FIGURE 3.6.2 Mobilization of resources in the Jones and Meleis
Health Empowerment Model (Jones & Meleis, 1993).

parents and childhood. On the property was a small sition perspective. Her initial assessment revealed
the physical and emotional symptoms he was expe-workshop that housed an elaborate electric train,

his lifelong hobby. In the garden were flowers and riencing as well as his difficulties with activities
of daily living. He felt isolated and alone. He alsoflowering shrubs that he and his wife had carefully

chosen. Mr. Adams became angry and agitated felt as if his autonomy and rights were being taken
away and that he was going to be forced to leavewhen people encouraged him to move away from

this familiar and meaningful environment. his home. The initial nursing assessment included
calls to Mrs. White and a complete assessment ofMr. Adams’ health problems, compounded by

his grief, emotional distress, and geographical dis- her family responsibilities and resources. The nurse
learned that Mrs. White was in the process of get-tance from his daughter, worried his next-door

neighbor. She contacted a gerontological clinical ting a divorce and thus was going through a simulta-
neous transition.nurse specialist who worked with a local parish

nursing program and asked for her advice. With After the initial assessment, the nurse began
to assist Mr. Adams with mobilizing communityMr. Adams’ permission, the nurse made a home

visit and began providing nursing care using a tran- resources to enable him to remain in his home.
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Obvious needs included assistance with activities The move to the assisted living center was
of daily living, socialization, and supervision to difficult for Mr. Adams. He missed his home a
prevent harm. Assessment of resources also in- great deal and initially had difficulty identifying
cluded identifying his own strengths as well as what the new environment as home. For a while his
was necessary to supplement those strengths to con- health problems continued with frequent fluctua-
tinue living independently. Arrangements were tions in his functional abilities and mental status.
made for home care attendants to assist with activi- As the months passed, however, his health stabi-
ties of daily living, domestic chores, grocery shop- lized. His emotional well-being increased, and his
ping, and transportation. “Meals on wheels” were cognitive status improved. He was able to engage in
arranged, medications were organized for easy ad- more self-care and began to participate in activities
ministration, and an electronic personal alert system with other residents. Four months after his reloca-
for use in an emergency was set up. tion, Mr. Adams felt at home in the retirement

The nurse also helped Mrs. White negotiate center. He had made friends there and found that
the transition in her relationship with her father by he still had an acceptable degree of autonomy. Also,
assisting her to take on the caregiving role from a he had found meaning in assisting a blind resident
distance in the context of multiple family responsi- who needed a companion to accompany him on
bilities and limited financial resources. Areas in outings. Mr. Adams expressed to his daughter and
which she could provide assistance and support friends that the move had turned out to be the right
to her father were identified. Also identified were decision after all.
realistic caregiving expectations for her. During this
time, Mrs. White was a resource to her father, but
at the same time was a family member needing Implications for Practice and
support for her own transitions. Knowledge Development

Because she realized that major transitions
such as loss of one’s spouse often are followed by

The framework that we have proposed extends our
further transitions, the nurse maintained ongoing

previous work with the concept of transition
assessment with Mr. Adams and Mrs. White. For

(Chick & Meleis, 1986; Meleis, 1986; Meleis &
about 6 months, the initial arrangements provided

Trangenstein, 1994; Schumacher & Meleis, 1994)
the support Mr. Adams needed and he continued

by identifying specific transition processes, by sug-
to live at home. Then Mr. Adams’ physical health

gesting indicators of client progress through transi-began to decline. His episodes of transient ischemia
tions, and by identifying nursing therapeutics withincreased, and he had several falls that caused injur-
particular relevance for older clients in transition.ies. It became clear that he could not continue to
We have related transition processes to health bylive alone, and Mrs. White came to help him make
identifying processes that lead to well-being anddecisions and arrangements for a new living situa-
those that lead to increasing vulnerability. Thistion. He decided to enter a group living center where
work is based on the premise that the mission ofhe could have his own two-bedroom duplex, but
nursing is to facilitate healthy transitions and toalso would have all the assistance he needed.
prevent the risks to health that can arise duringIn preparation for the move, extensive time
transitions (Meleis & Trangenstein, 1994).was allowed for Mr. Adams to reminisce about the

How can this framework be used in clinicallife he had enjoyed in his home. Possessions with
practice? Three possible answers are as follows:special meaning were selected for relocation with

him to the new environment. Role supplementation
1. It has implications for nursing assessment inprepared him for his new role in the retirement

that it identifies transition processes with enoughcenter. Because the move was another major transi-
specificity to guide observation and interview.tion, arrangements were made for his daughter to be

present to provide added support during this time. The identification of healthy and unhealthy tran-
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3.7 GERIATRIC SEXUAL Because one’s sexuality is an integral aspect
of self-concept, the societal, biological, and psycho-CONFORMITY: ASSESSMENT
logical forces that alter one’s self-concept also af-AND INTERVENTION
fect one’s sexuality. Many elderly conform to these

MERRIE J. KAAS
forces by negating their sexuality and taking on a

G. KAY ROUSSEAU
non-sexual role. This geriatric sexual conformity
is an example of role insufficiency. Role theory

Abstract provides a useful interactional framework in which
to view the disparity between the sexual self-con-

The interactional relationship between the cept and behavior of the elderly and the sexual role
elderly and society constitutes an important expectations of society. Role theory also provides
focus in health care. Negative cues of society a basis for specific interventions in the sexual coun-
toward the sexuality of the elderly render the seling of the elderly and their significant others.
aged susceptible to changes in sexual role The sexuality system is composed of four
behaviors and gender identity. Geriatric sex- parts: biological sex, sexual identity, gender iden-
ual conformity is an example of a socialized tity, and sexual role behavior (Sadock, Kaplan, &
non-sexual role. Role theory provides a useful Freedman, 1976). Biological sex is the sex deter-
framework for explaining geriatric sexual mined by chromosomes, hormones, and primary
conformity as a case of role insufficiency. and secondary sex characteristics. It cannot be
Role theory, in conjunction with Annon’s changed. Sexual identity is a person’s sense of
PLISSIT model for brief sexual therapy, of- maleness and femaleness. The sexual identity can
fers a basis for specific sexual counseling be in conflict with one’s biological sex. An example
interventions for the elderly and significant would be the transsexual who has male chromo-
others. somes, hormones, etc., but whose sexual identity

is female. Sexual identity cannot be changed, but
physical appearance and behavior can be modified

The relationship between the elderly and the soci- to match sexual identity. Gender identity is a per-
ety, particularly changes in this relationship, consti- son’s sense of masculinity and femininity. Gender
tutes an important focus in health care. The suscep- identity includes both feelings. A woman can feel
tibility of the elderly to the negative cues of society “feminine” by the way she dresses and yet feel
and the influence of this environment on the self- “masculine” in the way she relates to her co-work-
concept of the elderly has been well documented ers. Gender identity can change frequently and be
(Butler & Lewis, 1977; Kuypers & Bengston, 1973; situationally determined. Sexual role behavior is
Rosow, 1974). Rosow (1974) states that in the inter- both the behavior motivated by the desire for sexual
action between the elderly and society, dependency, pleasure (sex behavior) and the behavior with mas-
deprivation, and indifference force the elderly to culine and feminine connotations (gender behav-
be “devalued, stereotyped, excluded from social ior). Intercourse, masturbation, kissing, hugging,
opportunities, lose roles and confront role ambigu- reading “sexy” books, and sexual fantasizing are
ity, and struggle to preserve self-esteem through all examples of sexual role behavior motivated by
youthful self-images” (p. 12). It is through this the desire for sexual behavior. Responding submis-
interactive process between the aged and society sively, nurturing, initiating a date, being the “bread-
that the elderly are socialized into an ambiguous winner” of the family, and assuming responsibility
and negative role. It is also through this same inter- for housekeeping and cooking are examples of gen-
active process that the elderly are socialized into a der behavior. Sexual role behavior can be in con-

stant flux depending on the situation. Geriatric sex-non-sexual role.
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ual conformity assumes a change in gender identity sexlessness. The elderly are more susceptible to
this prescription because of a number of factors.and corresponding sexual role behaviors.

The symbolic interactional perspective of role The first is the physiological changes in the sexual
response cycle that occur with aging. Masters andtheory is particularly useful as a theoretical frame-

work for describing geriatric sexual conformity. Johnson (1966) found definite changes in sexual
response in the geriatric population. According toThis perspective considers the dynamic interactive

process between culture, societal structure, and the their research there are four phases of the sexual
response cycle: excitement, plateau, orgasmic, andindividual (Cottrell, 1969). “Role” in this sense,

then, is not “merely a set of behaviors or expected resolution. Age changes occur in all phases for both
men and women. Because of these age changes thebehaviors, but a sentiment or goal that provides

unity to a set of potential actions” (Turner, 1962, elderly may feel as if they are losing their ability
to be sexually expressive, i.e., the loss of specificp. 26). Roles develop interactively and are based

in terms of other relevant roles. They are developed sex behaviors that had been normal and satisfying.
Other role losses that occur with age are lossesthrough a role-taking process in which the individ-

ual acts in reaction to his perceptions of significant related to family and friends, work, and social activ-
ities. These contribute to the changes in sexualothers’ views (Turner, 1978). Once a role is as-

sumed by an individual, it is validated when others role behaviors that have masculine and feminine
connotations. All of these losses may induce dimin-acknowledge acceptance of that role, and then it

gives direction for role-appropriate behaviors (Mel- ished ego strength and self-identity, which make
the elderly more susceptible to the acceptance ofeis, 1975). These role behaviors are then continued

or modified because of perceived positive benefits. society’s role expectation of sexlessness.
From where does this expected role of sex-In this sense, self-concept is a reflection of “how

one relates to significant-other roles” (Meleis, 1975, lessness originate? There is the myth that sexual
expression is not characteristic of old people andp. 265).

Allport (1967) distinguishes four meanings of that sex is wrong or sinful if continued into later
life. Several explanations have been offered to ac-roles: role expectations, role conception, role accep-

tance, and role performance. Role expectations are count for these myths, including the notion that,
what the culture prescribes; role conception is the traditionally, it has been felt that sexual activity
individual’s perception of his/her role; role accep- should be engaged in primarily for procreative pur-
tance or rejection is the affective response to that poses, and only secondarily for recreative purposes.
role; and role performance is the behavior the indi- Because reproductive purposes in old age cannot
vidual expresses relevant to that role. be maintained, the myth of sexlessness continues. A

second explanation is the extension of the Oedipal
conflict. Observing or imagining parents engaging
in sex created high levels of anxiety in some people.Role Expectation
This anxiety may prevail because the elderly repre-
sent the parent generation (Pfeiffer, 1975). A thirdRole expectation is the set of expected behaviors
possible explanation for the continuation of thesethat culture prescribes. Sexual role behavior at any
myths is the fear among the young that their ownage is dependent on several factors including pre-
sexual abilities could be lost with age (Lobenz,vailing mores concerning sexual behavior, actual
1975). One way to deal with this fear is to discountphysical capacities, the individual’s past history of
the importance of sex in later years. If sex is notsexual behaviors, and available partners. For the
important, then neither is the loss of sex. The youngelderly, “the ‘symptoms’ of being old are associated
may also seek to eliminate the aged as competitorswith the ‘attitudes and actions’ of those in one’s
for sexual objects by fostering and generating thesociety” (Kuypers & Bengston, 1973, p. 38). In the

case of geriatric sexuality, our society prescribes stereotype of the asexual elderly (Busse & Pfeiffer,
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1969). Because of the physiological aging process has been identified by the elderly, they can accept
it or reject it. If past sexual experiences of theand psychosocial factors, the elderly are predis-

posed to restricted sex role behaviors. The elderly elderly have been satisfying, and the importance of
their sexuality cemented in their self-concept, thisdepend on cues from the society to direct their

sexual behavior. Society’s sexual role expectation role will be rejected, and they will continue to
express their sexuality in gratifying ways. In theof sexlessness limits sexual activity in the elderly

through restrictive cues based on myths and taboos. case of sexual conformity, an elderly person invol-
untarily accepts the sexless role. Meleis (1975) de-
scribes this disparity between societal expectations

Role Conception and individual perception as role insufficiency.
“Role insufficiency is any difficulty in the cogni-

Role conception is the individual’s perception of zance and/or performance of a role or of the senti-
his or her roles. How a person perceives a role is ments and goals associated with the role behaviors
dependent on the role taking done with significant as perceived by the self or by significant others”
others in society. A change in one’s own role mir- (p. 266). Role insufficiency may result from poor
rors a changed perception of the role of significant role definition, losses of roles with or without modi-
others, because roles exist in relation to their orien- fications of other roles, lack of knowledge of role
tation toward other roles (Turner, 1962). This inter- behavior, or impaired or absent perceptions or inter-
actional approach to roles shifts the process of role pretations of role behaviors.
conception from the idea of neat, prescribed behav- Meleis (1975) also states that “once a role
iors to a dynamic, changing perception based on evolves, the need to reciprocate in role behaviors
reflections of relationships with others. becomes actually a need for benefits received in

Zusman (1966) states that “the person ren- order to continue receiving them” (p. 265). The
dered susceptible, because of frames of reference costs incurred by remaining sexually active,
derived from past experiences which are not avail- namely, ridicule and scorn, may then lead older
able, becomes unusually dependent on current stim- individuals who retain the physiological and psy-
uli for cues regarding appropriate behavior, de- chological prerequisites for normal sex role behav-
termining right and wrong, true and false, and judg- iors into adopting what is essentially a “sick” role.
ing what impulses to obey and which to inhibit” Some behaviors inherent in the sick role, such as
(p. 389). Society’s current attitudes toward geriatric loneliness, sexlessness, or regression, are already
sexuality reflect sexlessness, so when the elderly perceived as characteristics of the elderly popula-
role-take, the role they perceive as appropriate is tion, so they are already positively reinforced.
NOT one of a sexually active and satisfied 75-year-
old! Quite the contrary, the elderly are told they
are incompetent, dangerous, and incapable of self

Role Performance
control. Stereotypes such as “dirty old man” and
“indecent old woman” are the negative messages

Role performance is what the individual actually
that are conveyed. Based on the reflections from

does with the accepted role. It is the behavior in
society, the elderly conceive of their sexual role as

the social system. In this case, sexual role perfor-
sexless, or non-sexual.

mance is the result of group pressure. Klein (1972)
posited that older individuals, in comparison with
younger individuals, would be more susceptibleRole Acceptance or Rejection
to external pressures and thereby conform more
readily. His research results showed that, in general,This is the affective response to the role expecta-

tion, which, in this case, is the role of sexlessness older persons tend to be more conforming. The
tendency toward conforming might be seen as ain old age. Once this sexlessness (non-sexual role)
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trait most characteristic of the elderly. His research chological forces. It is the behavioral and affective
outcome of the incongruence between the sexualindicated that this conforming nature may be due

in part to elderly persons’ perceptions of their own self-concept and sexual behavior of the elderly, and
the sexual role expectations of society or significantlow competence. It follows, then, that if the elderly

are more susceptible to conforming behavior be- others. It is the difficulty in the understanding and/
or performance of sexual role behavior as perceivedcause of their negative self-perceptions, that con-

forming sexual role behaviors and a change in gen- by the elderly or their significant others. In role
theory terms, it is an insufficiency in sexual roleder identity may also ensue.

With the learning of new role appropriate be- behavior.
Professional health-care providers can inter-haviors comes the atrophy or extinction of other

behaviors. Geriatric sexual conformity causes the vene to minimize this insufficiency in sexual role
elderly to lose their capacity to function sexually. behavior. Meleis (1975) describes the process of
Masters and Johnson (1966) state, however, that role supplementation as a way to prevent and treat
both aging males and females can continue to enjoy role insufficiency. Role supplementation is the pro-
satisfying sexual relationships with continued, ef- cess by which role insufficiency or potential role
fective stimulation. Without this stimulation, emo- insufficiency is identified by the role incumbent
tional and physical, the ability to enjoy satisfying and significant others, and the conditions and strate-
sexual relationships is diminished or lost. One for- gies of role clarification, role modeling, role re-
gets how to initiate and maintain a social conversa- hearsal, and reference group, and are used to de-
tion, or how to curl the hair or shave. When sexual crease or prevent role insufficiency (Swendson,
role behaviors atrophy because of disuse, the el- Meleis, & Jones, 1978). In the case of geriatric
derly psychologically conform and see themselves sexual conformity, through role supplementation,
as asexual or neuter. Hence, gender identity is also the elderly and their significant others come to be
conformed. There is a real sense of change in feel- cognizant of the sexual role expectations and behav-
ings of masculinity and femininity. iors, and educational strategies are developed to

The elderly learn to disavow any sexual feel- diminish the disparity between these expectations
ings or desires as a result of guilt, fear, or shame. and behaviors.
When asked about sexual feelings, one older Role clarification is the identification of the
woman told this author “Oh no, old people knowledge and behaviors associated with a role.
shouldn’t have those anymore.” The elderly also Role modeling occurs when an individual is able
learn appropriate skills to hide their desires and to learn and emulate behaviors or attitudes through
activities to conform to the sexless role. Jokes about watching others enacting the same behaviors or
earlier sexual prowess mask the present sexual attitudes. Role rehearsal occurs when an individual
desires. mentally enacts a situation or role, and anticipates

Finally, with the combination of sexual dys- or imagines the responses of significant others. Ref-
function, and learned behaviors to hide their sexual- erence groups are a number of people gathered
ity, the elderly may consciously or unconsciously together with the same general interest for the pur-
exhibit a change in gender identity. A well-dressed, pose of supporting the development of different,
stylish, pretty older lady may change to a drab, adaptive behaviors, and discussing feelings and
unkempt, old woman who isolates herself from in- attitudes.
teractions with others. The isolation serves to pro- Just as role theory provides a framework for
tect her from further negative reflections. strategies for sexual role supplementation, Annon’s

(1976) PLISSIT model also provides a framework
for behavioral treatment of sexual problems. ThisA Conceptual Scheme
model designates four levels of approach for identi-for Intervention
fying and resolving sexual concerns. Inherent in
this model is developments sequencing so that theGeriatric sexual conformity results from an inter-

active process between social, biological, and psy- least intrusive approach is used first, at the permis-
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sion-giving level. The four levels are: (1) Permis- sexuality. Sensitive books such as Comfort’s, A
Good Age, or Butler and Lewis’s, Love and Sexsion, (2) Limited Information, (3) Specific Sugges-

tions, and (4) Intensive Therapy. After Sixty, or films such as “Love Toads” or “A
Rose by Any Other Name” may also serve as roleYoselle (1981) has used this model in concep-

tualizing nursing intervention with elderly clients. models and stimulate discussion of various forms
of sexual expression. The elderly may serve as roleA synthesis of these two models offers a way of

identifying specific interventions to reduce geriatric models and speakers at community groups inter-
ested in sexuality and the aged, as well as in seniorssexual conformity through sexual role supplemen-

tation in each of the four levels of approach to groups in the community and institutions. A prob-
lem with role modeling in geriatric sexuality is thatcounseling. Because geriatric sexual conformity is

an interactional process between the elderly and there are not enough visible role models because
the elderly are more isolated in society. Encourag-their significant others. The interventions suggested

here may be useful for both elderly clients and their ing peer socialization and intergenerational social-
ization will facilitate the visibility of the elderly.significant others, e.g., family, friends, partners,

nursing staff, physicians, and so on. Role rehearsal, the mental enactment of a role
can be used by both the elderly and significant
others to imagine their own sexual development inLevel I: Permission
the past or the future. This imagery will serve to
facilitate discussion of attitude and value develop-At this first level of intervention, the elderly client
ment and consequent sexual role behavior.(individual or group) is “permitted” to communi-

Reference groups also serve an important per-cate about sexual issues. This level allows for the
mission-giving function. It is through these groupsleast intrusive discussion of various aspects of sexu-
that different attitudes, feelings, and concerns areality. Strategies of role clarification, role modeling,
shared. Both the elderly and their significant othersrole rehearsal, and reference group facilitate the
can benefit by openly discussing general sexualclient’s ability to discuss sexual attitudes and con-
issues and attitudes. Again, if the health care profes-cerns. Role clarification at this level would involve
sional is facilitator of these groups, role modelingletting the elderly know that it is normal to be
can take place and permission can be given to thinksexual and to have sexual fantasies and dreams,
about and talk about sexuality and the aged.and that the behavior they are engaging in is not

perverted or abnormal. It is also important to dis-
Level II: Limited Informationcuss sexuality in broad terms, encompassing both

sex and gender behavior. Frequently it is the job
of the health-care professional to be a sounding Providing limited information in conjunction with

permission-giving can serve as a preventive andboard and to let the elderly know that many others
share their concerns. It is also important at times treatment intervention. In fact, it is difficult to give

permission without limited information, and viceto give the elderly permission not to engage in
certain sexual behaviors, if they so choose. Role versa. Limited information gives key information

that can minimize concerns and allow for attitudi-modeling is an important strategy at this first level.
The healthcare professional can facilitate open nal change.

Role clarification would include providing in-communication by ensuring privacy and confidenti-
ality, by not reinforcing defenses and anxiety by formation about anatomy and physiology, normal

age changes in the sexual response cycle, mythscondoning jokes, testing, and distortions, by choos-
ing appropriate but understandable vocabulary, by regarding attitudes toward geriatric sexuality,

myths about appropriate sexual role behavior in theusing open ended questions, and by not placing a
value judgment on sexual role behavior. The way elderly, and the general effects of drugs, alcohol,

medications, diet, and exercise on sexuality. Infor-in which the health-care professional conducts the
discussion of sexuality and the elderly will serve mation about the effects of various illnesses on

sexuality can also be included. Books on sexualityas a model for the elderly or others in discussing
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and aging can provide information, but, unfortu- Role rehearsal can involve role-playing and
fantasy. Role playing and/or fantasizing about ini-nately, most literature about specific illnesses or

medications do not include information on tiating conversation with a friend, requesting a date,
dressing up, carrying out the date, and respondingsexuality.

Role modeling can be facilitated by the use to potential problems can all help the elderly and/
or significant others anticipate new sexual role be-of books, magazines, and films that depict the nor-

malcy of sexual expression in the elderly. One such haviors and prepare for possible problems. Fanta-
sizing about previous sexual relationships and thefilm, “A Ripple in Time,” can serve this purpose.

Elderly role models can discuss personal experi- positive feelings and satisfying behaviors can di-
minish anxiety and facilitate initiation of present-ences related to their sexuality with significant

others. day action. Graduated dating sessions (Annon,
1976) can also help prepare for new sexualRole rehearsal can be facilitated through role

playing situations with the elderly or significant behaviors.
Reference groups can be supportive in timesothers in which aspects of geriatric sexual role be-

havior must be explained. For example, the health- of trying out new behaviors. The threat of new
behaviors can be diminished by discussing the fearcare professional can role-play with other health-

care providers a situation that would necessitate and anxiety with others. The group is also a place
where changes in attitudes and alternative plans cangiving information about sexuality to elderly cli-

ents. Role-playing can also be used to try out re- be discussed. The reference group may also become
a place to meet new partners. Reference groupssponses of the elderly to those who disapprove of

sexual expression in the elderly. may be composed of couples, partners with special
concerns, singles, heterosexuals, or gays/lesbians.Reference groups also may be important in

providing limited information about individual dif- These groups may also include families, friends,
or other health-care providers who have specificferences in normal age changes, responses to these

changes, and experiences with various illnesses concerns and want special information that will
help them change their attitudes or behavior or helpand treatments.
them to be supportive.

Level III: Specific Suggestions
Level IV: Intensive Therapy

At this level, specific suggestions are provided to
help change sexual role behavior. Through role Intensive therapy constitutes treatment/counseling

by a qualified sex therapist. As health-care profes-clarification health-care professionals can provide
specific information about alternative sexual posi- sionals we need to give ourselves permission not

to be an expert on all issues. When the sexualtions or techniques, use of self-stimulation, and
use of lubricants and vibrators, various diets, or concerns of either the individual elderly person or

significant others become too complex, referral tomedications. These suggestions are specific to indi-
vidual concerns, rather than discussed generally as an appropriate sex therapist is necessary.

Geriatric sexual conformity is an interactivemight occur in Level I or II, and are intended for
use in a brief therapy framework. process between the elderly and their significant

others resulting in a disparity in the understandingRole modeling can be useful when discussing
various sexual techniques and positions. There are and/or performance of sexual role behavior as per-

ceived by the elderly or the significant others.increasingly more films and literature depicting al-
ternative techniques for clients with limitations of Health-care professionals can minimize this insuffi-

ciency through role supplementation. Utilizingmobility, pain, or difficult respiration. Unfortu-
nately, many of these resources aren’t specifically strategies of role clarification, role modeling, role

rehearsal, and reference groups with the elderly andoriented to a geriatric population as yet.
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significant others can change sexual role expecta- lowed, P.D. labeled himself as impotent since start-
ing blood pressure medication, but that it was alltions and behaviors.
right because he was “too old for sex anyway.” I
pointed out that he engaged in other activities many

A Case Study for Role Supplementation people would say he was too old for. Why then
was he too old for sex but still bicycled and jogged?

This case illustrates geriatric sexual conformity and At the end of his visit I invited him to return for
interventions using the PLISSIT model and role discussion of his concerns and referred him to a
supplementation. The health-care professional is a group (reference group) on sexuality and aging that
nurse practitioner in a senior citizens’ drop-in clinic I was facilitating. Further individual counseling at
in a senior center. the permission level included a discussion on sexual

The client, P.D., was a 65 year old male who fantasies and dreams and the normalcy of fantasy.
was self-labeled as impotent. His personal history The reference group consisted of four men and
included an early retirement and a divorce in his seven women who attended activities in the senior
early fifties. He had one daughter with whom had center. Reference group discussions at this level
had minimal contact and there were no grandchil- covered how family and societal attitudes can either
dren. A medical history showed a seven year history inhibit or encourage sexual expression. The group
of mild hypertension, which was being treated with identified family and societal messages indicating
a salt-restricted diet and diuretics. He had also had that it is not OK to be old and sexual and they
a mild myocardial infarction at age 60. In discussing explored their feelings about that message.
his problem with achieving erections, he attributed
the problem to age and antihypertensive medica- Level II: Limited Information
tion. He had experienced major role losses without
finding new meaningful ones and had accepted an

Role clarification at this level included giving infor-
asexual role for himself. There was also some dete-

mation on the sexual response cycle and aging ef-
rioration in social skills and social distancing

fects. He was also given information on his blood
from others.

pressure medication, which did not have a direct
physiological effect on the sexual response cycle.
Fantasies were discussed as a pleasurable sexualInterventions at Each Level
activity and as a way to rehearse actual sexual
role behaviors.Level I: Permission

Reference group discussions at this level cen-
tered on personal values and beliefs and how theyPermission to discuss sexual concerns was given
affected sexual behaviors. Where individuals ex-by asking P.D. if he had any sexual concerns. Non-
pressed dissatisfaction with their sexual lives andverbal permission was given by keeping a number
held values that interfered with obtaining sexualof books on sexuality on the office bookshelves.
satisfaction, we explored the option of modifyingRole modeling at the permission level occurred
values.with an open attitude and with the use of appropriate

vocabulary in discussions of sexuality.
Level III: Specific SuggestionsThis client responded quickly to the non-ver-

bal message of the books by walking into the office
on his first visit, picking up a book on sex and Role clarification included avoidance of alcohol

prior to sexual activity and the need to use moreasking, “Why do you need this in a senior citizen’s
clinic?” Permission was extended by giving the direct genital stimulation. Since he had no partner,

masturbation was suggested as a pleasurable sexualresponse that people are sexual and that senior citi-
zens are no exception. In the discussion that fol- activity, as a way to learn about his own responses,
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of socialization theory and research. Chicago: Randand as an alternative to partner sex. It was also
McNally, 1969.suggested that he incorporate some of the new infor-

Klein, R. L. Age, sex, and task difficulty as predictors
mation he gained from discussions and reading into of social conformity. J. Gerontology, 27, 1972.
his fantasies. Kuypers, J., & Bengston, V. Competence and social

The group discussions at this level focused on breakdown: A social psychological view of aging.
Human Development, 61, 1973.topics such as stimulation techniques, positions, sex

Lobenz, N. Sex after sixty-five. Public Affairs Pamphletand illness, and alternatives to partner sex. Intensive
No. 519. Public Affairs Committee, Inc., 1965.therapy was not utilized with this client, although

Masters, W., & Johnson, V. Human sexual response.
he was informed of the availability of those services Boston: Little, Brown and Co., 1966.
through the group discussion. Meleis, A. Role insufficiency and role supplementation:

A conceptual framework. Nursing Research, 24,During the 1-month period this client received
1975.individual counseling and participated in group dis-

Meleis, A., & Swendson, L. Role supplementation: Ancussions, he increased his social contacts and his
empirical test of a nursing intervention. Nursing

self-pleasuring behaviors (fantasy, masturbation).
Research, 27(1), 1978.

He also reported having “wet dreams” again. Hav- Pfeiffer, E. Sexual behavior. In Howells, J. (Ed.), Modern
ing achieved erections during sleep contributed to perspectives in the psychiatry of old age. New York:

Brunner/Mazel, 1975.his ability to achieve erections during masturbation
Rosow, I. Socialization to old age. Berkeley: Universityand renewed the possibility of partner sex.

of California Press, 1974.While this man responded to a nonverbal invi-
Sadock, B., Kaplan, H., & Freedman, A. The sexual
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Chapter 4 Situational Transitions:
Discharge and Relocation

4.1 PERCEIVED READINESS FOR teaching (amount of content received and
nurses’ skill in teaching delivery), and careHOSPITAL DISCHARGE IN ADULT

MEDICAL-SURGICAL PATIENTS coordination explained 51% of readiness for
discharge score variance. Patient age and

MARIANNE E. WEISS
discharge readiness explained 16% of vari-

LINDA B. PIACENTINE
ance in postdischarge coping difficulty.

LISA LOKKEN
Greater readiness for discharge was pre-

JANICE ANCONA
dictive of fewer readmissions. Conclusions:

JOANNE ARCHER
Quality of the delivery of discharge teaching

SUSAN GRESSER
was the strongest predictor of discharge

SUE BAIRD HOLMES
readiness. Study results provided support for

SALLY TOMAN
Meleis’ transitions theory as a useful model

ANNE TOY
for conceptualizing and investigating the dis-

TERI VEGA-STROMBERG
charge transition. Implications for Practice:
The study results have implications for theAbstract
clinical nurse specialist role in patient and
staff education, system building for the post-Purpose: The purpose of the study was to
discharge transition, and measurement ofidentify predictors and outcomes of adult
clinical care outcomes.medical-surgical patients’ perceptions of

their readiness for hospital discharge. De-
sign: A correlational, prospective, longitudi-

With the contemporary focus on minimizing lengthnal design with path analyses was used to
of hospital stay, patients are discharged in an inter-explore relationships among transition the-
mediate rather than complete stage of recovery.1ory-related variables. Setting: Midwestern
Care needs extend beyond discharge into the hometertiary medical center. Sample: 147 adult
where the burden of managing the complexities ofmedical-surgical patients. Methods: Pre-
recovery falls on the patient and family members.2-6dictor variables included patient characteris-
Readiness for discharge is typically a medical teamtics, hospitalization factors, and nursing
decision based on achievement of clinical criteria.practices that were measured prior to hospi-
The patient’s perception of readiness for dischargetal discharge using a study enrollment form,
may be different than their care provider’s evalua-the Quality of Discharge Teaching Scale, and
tion.7,8 In studies of hospital discharge and the tran-the Care Coordination Scale. Discharge
sition to care at home, the patient’s perception ofreadiness was measured using the Readiness
readiness for discharge has rarely been includedfor Hospital Discharge Scale administered
as a study variable. Assessment of readiness forwithin 4 hours prior to discharge. Outcomes
discharge and the transition to home-based recoverywere measured 3 weeks postdischarge with
and care has become increasingly important forthe Post-Discharge Coping Difficulty Scale
patient safety, satisfaction, and outcomes. Identifi-and self-reported utilization of health ser-

vices. Findings: Living alone, discharge cation of predictors of readiness or lack of readiness

153
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is essential for determining appropriate timing of when short-term outcomes of the preparatory pro-
cess can be measured; and (3) the postdischargedischarge and subsequent postdischarge follow-

up needs. period when patients’ perceptions of their ability
to cope with the demands of care at home and theirThe purpose of this study was to identify pa-

tient characteristics, hospitalization factors, and needs for support and assistance from family and
health services provide evidence of positive or ad-hospital nursing practices that are predictive of

adult medical-surgical patients’ perceptions of their verse outcomes of the patient’s transitional process.
Four major dimensions of transitions theory werereadiness to go home at the time of discharge and

the relationship of perceptions of discharge readi- explored in this study: the nature of the transition
(hospitalization factors including planned or priorness to posthospitalization coping and utilization

outcomes. The study is of particular significance admissions and length of hospital stay), transition
conditions (patient characteristics including age,to Advanced Practice/Clinical Nurse Specialists,

whose role responsibilities encompass outcome gender, race, socioeconomic status, payor, and liv-
ing alone), nursing therapeutics (discharge teachingachievement for selected patient populations

through patient and staff education, system building and care coordination), and patterns of response
(readiness for hospital discharge, postdischargefor continuity of care, optimization of outcomes

during transitions between venues of care, and mea- coping difficulty, and postdischarge utilization of
health services). Transitions theory proposes thatsurement and evaluation of clinical care processes

and outcomes.9 the nature of the transition, transition conditions,
and nursing therapeutic practices will affect pat-
terns of response during a transition. Transitions
theory concept definitions and specification of theTheoretical Framework
related study variables and empirical indicators are
presented in Table 4.1.1.Going home following hospitalization has com-

monly been referred to as a transition for the patient
and the family that begins prior to discharge and

Backgroundextends into the postdischarge period.2,3,10-14 Meleis’
middle-range theory of transitions15 was selected
as a guiding framework for conceptualizing the Readiness for hospital discharge is a concept that

is familiar to patients, families, and providers ofdischarge transition and identifying relevant study
variables because of the congruence between the hospital-based care. It has been described as an

estimate of patients’ and family members’ abilityconcepts of this middle-range theory and the con-
cepts of the specific transition situation of going to leave an acute care facility,18 a perception of

being prepared or not prepared for hospital dis-home after hospitalization. Testing of transitions
theory concepts and relationships in the specific charge,7,19 and as an indicator of sufficient recovery

to allow safe discharge although the patient is insituation of hospital discharge will not only develop
knowledge to advance clinical practice but will also an intermediate rather than later stage of recovery.1

Attributes of readiness for discharge include physi-extend nursing knowledge about the phenomenon
of transitions.15,16 A transition is a process of passage cal stability; functional ability, preparedness, and

competence to manage self-care at home; psychoso-from one life phase, condition, or status to another
during which changes in health status, role rela- cial factors including coping skills; availability of

social support; adequate education and informationtions, expectations, or abilities create a period of
vulnerability.15,17 Hospital discharge was viewed as about what to expect; and access to healthcare sys-

tem and community resources.19-22a transitional process occurring in 3 sequential
phases: (1) the hospitalization phase during which A patient’s readiness for discharge can be as-

sessed from the perspectives of the care provider,discharge preparation occurs; (2) the discharge
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TABLE 4.1.1 Linkages Between Meleis Transitions Theory Concepts,
Study Variables, and Study Measures

Transitions Theory Nature of the Transition Nursing Therapeutics Patterns of Response:
Concept Transition Conditions a. Feeling confident

and competent
b. Feeling connected

Transitions Theory Descriptors of the Personal or Focuses on the Development of
Definitions15,17,30 type, pattern, and environmental prevention of unhealthy understanding of

properties of a conditions that transitions, promoting diagnosis, treatment,
transition facilitate or hinder perceived well-being, and recovery, and living

progress toward dealing with the with limitations, and
achieving a healthy experience of transitions strategies for
transition managing

A key nursing strategy is The need to feel and
preparation for transition stay connected with,
through education as examples,
targeting assumption of supportive persons
new role responsibilities and healthcare
and implementation of professionals
new skills

Study Variables Hospitalization Patient Hospital nursing practices Readiness for hospital
factors characteristics discharge

–Discharge teaching Postdischarge coping
difficulty

–Care coordination Utilization of
postdischarge support
and services

Study Measures a. Planned a. Age Quality of Discharge Readiness for Hospital
admission b. Gender Teaching Scale Discharge Scale–Adult
b. First (no prior) c. Race Form

Care Coordination Scalehospitalization d. Socioeconomic
Post-Dischargec. Previous status
Coping Difficultyadmission for same e. Payor
Scalecondition f. Lives alone

d. Length of a. Calls to friends and
hospital stay family

b. Calls to provider
c. Calls to hospital
d. Office or clinic
visits
e. Urgent care/ER
visits
f. Readmission
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patient, and family who may have different percep- tion with programs and services, and postdischarge
outcomes. Nurses and patients may have differenttions of the patient’s readiness.7,8 Most commonly,

readiness for discharge is measured in the form of a priorities for discharge teaching,32 but in general it
includes activities of daily living, pain and woundcriterion-based assessment using situation-specific

criteria to guide clinical discharge decisions.23 The management, treatments and medication, recogniz-
ing complications, and accessing follow-up ser-need to include patient’s perceptions of readiness

for discharge has been identified as an important vices.33 Extensive discharge teaching has become
a standard of hospital care. However, anxieties re-component of discharge assessment,19,20 however,

few studies have directly assessed readiness for lated to the complexity of managing medical care
needs at home, the amount and consistency of infor-discharge from the patient perspective. The method

of assessment is often limited to a single-item ques- mation, the timing of teaching, and the relevance
of the content to personal needs and concerns aretion in yes/no response format on which more than

90% of patients report readiness for discharge.20,24-26 barriers to retention of discharge teaching.34 Conse-
quently, although most patients report receivingRecently, Weiss et al.22,27 have developed and tested

a summated rating scale for measurement of pa- adequate information prior to discharge, they iden-
tify gaps in needed information when questionedtients’ perceptions of readiness for discharge. Re-

sults indicated a general perception of readiness after discharge.33,35-37 In particular, patients report
lack of anticipatory education to promote thebut not complete readiness at the time of discharge.

Despite the clinical relevance of the patient’s knowledge, coping skills, confidence, and support
needed for managing the stressful, complex, andperception of readiness for discharge, only a few

studies have been conducted to determine the con- changing realities of the posthospitalization experi-
ence.6,38 When informational needs are not ade-sequences of discharging a patient who is not ready

from either the clinician’s or the patient’s own per- quately addressed, patients experience difficulties
in managing posthospitalization care4 and increasedspective. For example, failure to meet postsurgical

discharge criteria has been associated with a higher postdischarge utilization of provider office visits.35

Care coordination activities have been suc-incidence of symptoms at 24 hours postdischarge.28

Adult patients who reported unmet needs for care cessful in promoting positive perceptions of dis-
charge readiness and ability to manage care atafter discharge had higher rates of posthospitaliza-

tion complications and readmission than those who home.39 Active patient communication, family par-
ticipation, and interdisciplinary collaboration dur-reported that their postdischarge needs were

met.29 Results of descriptive studies provide evi- ing discharge planning promotes congruent identifi-
cation of learning needs and priorities by the pa-dence of problems and concerns after hospital

discharge that reflect lack of readiness for the tient, family, and clinician, leading to successful
home transition and satisfaction with dischargetransition from hospital to home, such as diffi-

culties with activities of daily living, medication planning services.40,41

Readiness for discharge is a transitional out-and pain management, health maintenance, emo-
tional adjustment, family caregivers, and access come in the continuum of care from hospital to

home. Because the patient’s perspective has onlyto health and social services.5,6,20,31

Patient education in the form of discharge occasionally been included in studies of discharge
readiness, little is known about adult medical-surgi-teaching and coordination of care through discharge

planning activities are the primary hospital nursing cal patient characteristics, hospitalization factors,
and nursing practices that promote feelings of readi-strategies for preparing patients for discharge. Prac-

tice and research reports on these topics have fo- ness for discharge or the relationship of readiness
for discharge to the patient’s experience of copingcused on the needs and concerns for specific patient

populations, essential content for the health condi- with home management in the posthospitalization
period.tion, and evaluation of knowledge gained, satisfac-
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FIGURE 4.1.1 Proposed relationships between study variables.

Methods the adult medical-surgical portion of the larger
study sample.

The sample consisted of adult medical-surgi-The following research questions guided the selec-
cal patients at an urban tertiary-level medical centertion of the correlational, longitudinal study design:
in the midwestern United States. Patients were re-
cruited from general medical, surgical, and cardiac1. What patient characteristics, hospitalization fac-
inpatient units. Patients met study inclusion criteriators, and hospital nursing practices are predictive
if they were at least 18 years old, were dischargedof patients’ perceptions of readiness for hospi-
directly home following hospitalization, had suffi-tal discharge?
cient English language skills to read and respond2. Do patients’ perceptions of readiness for hospi-
to consent forms and study questions, and had tele-tal discharge predict postdischarge coping diffi-
phone access for postdischarge data collection. Pa-culty and utilization of family support and
tients were excluded if they did not have sufficienthealth services?
cognitive skills to complete the consenting, ques-
tionnaire, and interview processes independently orThe proposed relationships between the study
they were discharged home with hospice care. Aconcepts are presented in Figure 4.1.1.
power analysis indicated that a sample of 120 would
be sufficient to achieve a power of 80% in multipleThis study was part of a larger study of predictors
regression analyses with up to 10 predictor vari-and outcomes of readiness for discharge among a
ables at a moderate effect size.43 A total of 147broad sample of patients (adult medical-surgical
patients enrolled in the study, 135 (92%) completedpatients, postpartum mothers, and parents of hospi-
data collection at discharge, and 113 (77%) com-talized children) discharged from acute care facili-
pleted the 3-week postdischarge telephone inter-ties.42 The study reported here includes variables

and results specific to the discharge transition of view. Loss to follow-up at the 3-week postdischarge
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period was due to inability to reach the patient discharge. The RHDS—Adult Form is a 22-item
instrument that includes 21 items from a masterusing primary and alternate telephone contact infor-

mation. There were more nonwhite (χ2 = 3.98, df version of the RHDS that can be used across patient
populations22 and 1 additional item specific to adult= 1, p = .046) and public assistance patients (χ2 =

5.60, df = 1, p = .02) in the lost-to-follow-up group medical-surgical patients (knowledge about caring
for personal needs). The items form 4 subscales:than among those who completed the follow-up

interview. Two patients died during the 3-week Personal Status, Knowledge, Coping Ability, and
Expected Support. The RHDS is a self-reportedinterval after discharge.
summated rating scale with items scored on an 11-
point scale (0–10) with anchor words (eg, not at

Variables and Instruments all, totally) to cue the subject to the meaning of
the numeric scale. Higher scores indicate greater

Patient Characteristics readiness. The reading level of the instrument is
and Hospitalization Factors grade level of 8.5 (Microsoft Word, 2003, Flesch-

Kincaid Grade Level Score). Construct validity,
During the inpatient hospitalization prior to the day

using confirmatory factor analysis and contrasted
of discharge, data on patient characteristics (age,

group comparisons, and predictive validity have
gender, race, socioeconomic status, living alone)

been established for the 21-item scale.22 The Cron-
and hospitalization factors (planned admission

bach’s alpha reliability estimate for the 22-item
[aware of admission date for at least 24 hours prior

RHDS—Adult Form was .93.
to admission], number of admissions to the hospital,
previous admission for same condition) were col-
lected from the patient during study enrollment.

Discharge TeachingThe Hollingshead 4-Factor Index of Social Status
was used to calculate a family socioeconomic status

Educational preparation for discharge was mea-score using education and occupation data from
sured using the QDTS. Discharge teaching wasone or both parents depending on marital status.44

conceptualized as the composite of all teaching re-Payor (a patient characteristic) and length of hospi-
ceived by the patient (from the patient’s perspec-tal stay (a hospitalization factor) data were ab-
tive) during the hospitalization in preparation forstracted from the medical record.
discharge home and coping with the posthospital-Four scales were developed and tested for the
ization period. Principal components exploratorylarger study:22,42 The Readiness for Hospital Dis-
factor analysis of the QDTS data for the largercharge Scale (RHDS) was a modification and exten-
study sample identified a 2-factor structure (contentsion of earlier work by Weiss and colleagues with
and delivery) accounting for 54.2% of scale vari-postpartum patients.27 The modified version of the
ance.42 The QDTS consists of 18 items and uses aRHDS and the Quality of Discharge Teaching Scale
similar scaling format to the RHDS. The content(QDTS), Care Coordination Scale (CCS), and Post-
subscale consists of 6 items representing theDischarge Coping Difficulty Scale (PDCDS) were
amount of “content received” during teaching indeveloped for the specific purposes of measuring
preparation for discharge. The 12-item “delivery”variables related to the discharge transition by 3
subscale reflects the skill of the nurses as educatorsteams of nurse experts.
in presenting discharge teaching and includes items
about listening to and answering specific questions
and concerns, expressing sensitivity to personal be-Readiness for Hospital Discharge
liefs and values, teaching in a way that the patient
could understand and at times that were good forThe adult patient version of the RHDS was used

to capture patients’ perceptions of readiness for patients and family members, providing consistent
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information, promoting confidence in ability to care urgent care/emergency room visits, and hospital
readmission.for themselves and knowing what to do in an emer-

gency, and decreasing anxiety about going home.
The total scale score is calculated by adding the Procedures
content received and the delivery subscale scores.
For the adult sample, the Cronbach’s alpha reliabil- Approval was obtained from university and hospital
ity coefficients for the total scale was .92 and for institutional review boards. The principal investiga-
the content received and delivery subscales were tor trained the undergraduate nursing students who
.85 and .93, respectively. served as study research assistants in the study pro-

cedures for obtaining informed consent, data collec-
tion, and telephone interviewing. Before the day of

Care Coordination discharge, the research assistants identified eligible
patients from inpatient hospital records, described

The CCS, with 5 items measuring care coordination the study to potential participants, obtained in-
during discharge preparations, used the same scal- formed consent, and abstracted medical records.
ing format as the RHDS. With a small number Within 4 hours prior to discharge, patients com-
of items, this scale did not perform adequately in pleted the RHDS, the QDTS, and the CCS. The
reliability testing in the larger study and with the research assistant who enrolled the patient con-
adult patient sample. Any results from its use should ducted a telephone interview at 3 weeks postdis-
be viewed cautiously. charge to collect PDCDS and postdischarge utiliza-

tion data.
SPSS 13.045 was used for the analyses. Incom-Postdischarge Coping Difficulty

plete responses on study questionnaires were re-
placed by substitution with item means if less thanThe 10-item PDCDS used the same scaling format
20% of the responses on a scale were missing.as the RHDS. Higher scores represented greater
Otherwise the respondent’s scores were deletedcoping difficulty. Attributes of postdischarge cop-
from the affected analysis. This procedure resulteding that were included in PDCDS items were diffi-
in different numbers of available respondents forculties with stress, recovery, self-care, self-medical
each analysis. Descriptive statistics were used tomanagement, family difficulty, help and emotional
describe the study sample and overall response pat-support needed, confidence in self-care and medical
tern on study measures. Path analyses of relation-management abilities, and adjustment. Exploratory
ships described in the proposed study model basedfactor analysis with the larger study sample indi-
on transitions theory (Figure 4.1.1) were conductedcated a single dominant factor accounting for 39%
using multiple regression for examining outcomeof scale variance. Reliability for the adult sample
variables measured at the interval level (RHDS andwas 0.87.
PDCDS) and logistic regression for outcome vari-
ables measured at the nominal level (utilization
variables). Preliminary analyses were conductedPostdischarge Utilization
using variables associated with each of the transi-of Support and Health Services
tions theory concepts (transition conditions [repre-
sented by patient characteristics], nature of the tran-Utilization of support and health services was self-
sition [represented by hospitalization factors], andreported during a postdischarge telephone inter-
nursing therapeutics [represented by hospital nurs-view. The following occurrences were recorded
ing practices]) in separate analyses for each of the 3in dichotomous format (yes/no): calls to friends
outcome variables (readiness for discharge, copingand family for advice and/or support, calls to pro-

viders, office or clinic visits, calls to the hospital, difficulty, and utilization of services). A final re-
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TABLE 4.1.2 Patient Characteristics andgression model was tested for each outcome vari-
Hospitalization Factors (n = 147*)able using only the significant predictor variables

from the preliminary analyses. This procedure as-
Mean SD

sisted with retention of sufficient statistical power
for the analyses and identification of additional rela- Age 53.4 (15.1)
tionships not originally specified in the research

Socioeconomic status† 38.0 (13.8)
questions. Length of hospital stay 5.0 (4.0)

(days)

n %Results

GenderCharacteristics of the sample are presented in Ta-
Female 78 (53.1)ble 4.1.2.
Male 69 (46.9)

The 147 participants included 78 (53.1%) Race
women and 69 (46.9%) men. The sample as a whole White 91 (63.2)
included a range of ages from 20 to 88 with a mean Black 50 (34.7)

Hispanic 1 (0.7)age of 53.4 (SD = 15.0). Half of the sample was
Asian 2 (1.4)married; 20% reported that they were living alone.
Marital status

The Hollingshead 4-Factor Index of Social Status Married 75 (51.0)
score was greater than the scale’s median value of Single 34 (23.1)
33, with 55% of the sample having post–high school Widowed 19 (12.9)

Other (divorced, separated) 19 (12.9)education. The sample was predominantly white
Lives alone 29 (19.9)(63.2%) but included a substantial proportion of
Payor

black patients (34.7%). Demographics for the geo- Public 60 (41.1)
graphic location (county/city) of the study sites46

Private 80 (54.8)
Self 6 (4.1)were 68.7%/53.7% non-Hispanic white, and 20.2%/
Education31.4% black.
Less than high school 23 (15.9)Overall, 93% of patients reported being ready
High school 42 (29.0)

to go home on a single-item yes/no format question. Partial college 36 (24.8)
The sample as a whole reported that they felt rea- 4-year college 28 (19.3)

Graduate education 16 (11.0)sonably ready for discharge (RHDS item mean =
Admission8.0 [SD = 0.9], range of item means = 6.1 to 9.1),
Planned admission >24 73 (50.7)that they received good quality teaching (QDTS

hours
item mean = 7.6 [SD = 1.4], range of item means First admission to hospital 14 (9.7)
= 4.9 to 8.9), and that they had fairly low levels of Previous admission for same 44 (30.8)

diagnosisdifficulty coping in the postdischarge period
(PDCDS item mean = 2.4 [SD = 1.0], range of item

Values are presented as mean [SD] or n (%).
means = 0.9 to 4.0) [maximum item score on all *The n in some categories is smaller due to missing data

from incomplete responses. % indicates percent of actualscales = 10.0]. Postdischarge utilization of health
respondents.

services rates were calculated for all patients re- ✝Hollingshead 4-Factor Index of Social Status44 scores range
from 0 to 66.sponding to the postdischarge interview and are

presented in Table 4.1.3. Only 3 of the 113 respon-
dents (2.7%) did not access any health service (call
or visit to provider, emergency visit, or readmis-
sion) during the first 3 weeks following discharge.
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TABLE 4.1.3 Utilization of Postdischarge dictors of patients’ perceptions of readiness for dis-
Support and Services (n = 113) charge. The QDTS delivery of teaching subscale

score was the strongest predictor. The direction on
Postdischarge Support and n %

the relationships between QTDS—teaching deliv-Services
ery and CCS were in the expected direction, with
more effective teaching delivery and greater care

Calls to friends and family 30 26.5
coordination associated with greater readiness forCalls to providers 34 30.1
discharge. The direction of the relationship betweenFollow-up doctor visits
amount of discharge teaching content received andOffice/clinic visits 91 80.1

Unscheduled 12 10.6 readiness for discharge was inverse. In the regres-
Calls to hospital 12 10.6 sion analyses in Table 4.1.4 (Models 3b and 4), it
Urgent care/ER visits 4 3.5 appeared that less content received was associated
Readmission 8 7.1

with greater readiness for discharge, although both
the amount of “content received” and “teaching
delivery” were positively associated with RHDS (r
= 0.24, p = .01 and r = 0.62, p < .01, respectively)Predictors of Readiness for Discharge
and with each other (r = 0.57, p < .01) in bivariate
correlations. This finding indicates that QDTSThe results of multiple regression analyses of the
“content received” is a net suppression variable.47RHDS are presented in Table 4.1.4. The first path
This effect indicates that when the stronger pre-to be analyzed was the relationship of patient char-
dictor variable (teaching delivery) was held con-acteristics and RHDS. The 6 predictor variables
stant, more content offered did not improve thewere entered simultaneously into the regression
readiness for discharge outcome, in fact, less mayequation. The resultant model (Table 4.1.4, Model
have been desirable in the presence of quality deliv-1) explained 16% (R2 = 0.16) of the variance in
ery of discharge teaching. To explore for the possi-RHDS scores in this sample with a population esti-
bility of unanticipated differences in the amountmate of 11% (Adj. R2 = 0.11). The “lives alone”
of “content received” by patient characteristics orvariable emerged as the only significant indepen-
hospitalization factors, analysis of variance testsdent predictor. Next, the 4 hospitalization predictor
were performed with no significant differencesvariables were entered simultaneously into a regres-
found for any of the variables tested. For age, socio-sion equation for RHDS (Table 4.1.4, Model 2).
economic status, and number of days in hospital,The resultant model was not statistically significant.
the correlations with amount of content receivedThe nursing practice variables of QDTS and
were not statistically significant.CCS were then entered into a multiple regression

analysis as predictors of RHDS. The QDTS total
Outcomes of Readiness for Dischargescale score and CCS accounted for 33% of the

variance in RHDS (Table 4.1.4, Model 3a).
Two outcomes, postdischarge coping difficulty andWhen QDTS subscale scores were entered in
utilization of support and healthcare services, wereplace of the total scale score with CCS (Table 4.1.4,
evaluated. The results of path analyses of predictorsModel 3b), these variables accounted for 44% of
of PDCDS scores and utilization of services arethe variance in RHDS and all were significant pre-
presented in Tables 4.1.5 and 4.1.6, respectively.dictors. As a final step, all significant predictors
First, RHDS was entered as a predictor in a linearfrom the hospitalization phase were entered as pre-
regression equation for PDCDS as the outcomedictors of RHDS (Table 4.1.4, Model 4). The resul-
variable. The results (Table 4.1.5, Model 1) indi-tant model accounted for 51% of the variance in
cated that RHDS scores explained 10% of the vari-RHDS. “Lives alone,” QDTS content received and

delivery of teaching, and CCS were significant pre- ance in PDCDS scores. To assess the contribution
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TABLE 4.1.4 Predictors of Readiness for Discharge (RHDS)

Variable Statistics

Predictor Variables Model B SE B Standardized β t p
Statistics

Model 1: Patient F6,104 = 3.32
Characteristics:
a. Age p = .01 0.31 0.22 0.14 1.40 .17
b. Gender (0–male, R2 = 0.16 3.56 6.27 0.05 0.57 .57
1–female)
c. Race (0–white, Adjusted R2 = −5.51 7.34 −0.08 −0.75 .45
1–nonwhite) 0.11
d. Socioeconomic 0.40 0.26 0.16 1.56 .12
status
e. Payor (0–public, −5.15 11.09 −0.05 −0.47 .64
1–private)

f. Live alone −30.66 8.16 −0.35 −3.76 <.01
(0–no, 1–yes)
Model 2: F4,106 = 0.18
Hospitalization
Factors:
a. Planned P = .95 3.50 6.65 0.05 0.53 .60
admission (0–no,
1–yes)
b. First R2 = 0.01 4.22 12.33 0.03 0.34 .73
hospitalization
(0–no, 1–yes)
c. Previous Adjusted R2 = −0.52 7.26 −0.00 −0.01 .99
admission for same −0.03
condition (0–no,
1–yes)
d. Length of −0.47 0.97 −0.05 −0.49 .63
hospital stay
Model 3a: Hospital F2,104 = 25.41
Nursing Practices
a. QDTS p < .01 0.31 0.10 0.33 3.22 <.01
b. CCS R2 = 0.33 1.03 0.33 0.32 3.12 <.01

Adjusted R2 =
0.32

Model 3b: Hospital F3,103 = 27.46
Nursing Practices
a. QDTS—Content p < .01 −0.47 0.19 −0.23 −2.48 .02
received
b. R2 = 0.44 0.83 0.14 0.58 5.83 <.01
QDTS—Delivery
c. CCS Adjusted R2 = 0.88 0.30 0.27 2.90 .01

0.43
Model 4: All F4,103 = 26.50
significant
predictors
a. Live alone p < .01 −21.09 5.73 −0.26 −3.68 <.01
(0–no, 1–yes)
b. QDTS—Content R2 = 0.51 −0.40 0.18 −0.19 −2.25 .03
received
c. QDTS— Adjusted R2 = 0.77 0.14 0.54 5.61 <.01
Delivery 0.49
d. CCS 1.93 0.29 0.29 3.26 <.01

QDTS indicates Quality of Discharge Teaching Scale; CCS, Care Coordination Scale.
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Table 4.1.5 Predictors of Postdischarge Coping Difficulty (PDCDS)

Variable Statistics

Predictor Variables Model Statistics B SE B Standardized β t p

Model 1: RHDS F1,86 = 9.32
p < .01 −0.19 0.06 −0.31 −3.05 <.01
R2 = 0.10
Adjusted R2 =
0.09

Model 2: Patient F6,94 = 1.76
Characteristics
a. Age P = .12 −0.29 0.13 −0.25 −2.24 .03
b. Gender (0–male, R2 = 0.10 3.76 3.59 0.11 1.05 .30
1–female)
c. Race (0–white, Adjusted R2 = 3.94 4.13 0.11 0.95 .34
1–nonwhite) 0.04
d. Socioeconomic −0.06 0.15 −0.04 −0.36 .72
status
e. Payor (0–public, 7.39 7.09 0.12 1.04 .30
1–private)
f. Live alone (0–no, 1.54 4.61 0.04 0.33 .74
1–yes)
Model 3: F4,86 = 1.35
Hospitalization
Factors
a. Planned admission p = .26 7.76 3.82 0.22 2.03 .05
(0–no, 1–yes)
b. First hospitalization R2 = 0.06 4.33 6.58 0.07 0.66 .51
(0–no, 1–yes)
c. Previous admission Adjusted R2 = 2.42 4.28 0.06 0.57 .57
for same condition 0.02
(0–no, 1–yes)
d. Length of hospital 0.54 0.55 0.11 0.99 .33
stay
Model 4a: Hospital F2,79 = 0.36
Nursing Practices
a. QDTS p = .70 −0.02 0.07 −0.05 −0.34 .74
b. CCS R2 = 0.01

Adjusted R2 = −0.11 0.25 −0.06 −0.46 0.65
−0.02

Model 4b: Hospital F3,78 = 1.93
Nursing Practices
a. QDTS—Content p = .13 0.31 0.17 0.28 1.89 .06
received
b. QDTS—Delivery R2 = 0.07 −0.25 0.12 −0.30 −2.04 .05
c. CCS Adjusted R2 = −0.14 0.25 −0.08 −0.58 .57

0.03
Model 5: All F3,81 = 5.22
Significant Predictors
a. RHDS P < .01 −0.18 0.06 −0.30 −2.93 <.01
b. Age R2 = 0.16 −0.26 0.11 −0.24 −2.29 .02
c. Planned admission Adjusted R2 = 4.26 3.50 0.12 1.22 .23
(0–no, 1–yes) 0.13

RHDS indicates Readiness for Hospital Discharge Scale; QDTS, Quality of Discharge Teaching Scale; CCS, Care Coordination
Scale.
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Discussionof all variables temporally antecedent to postdis-
charge coping, multiple regression analyses were

Most patients feel ready for discharge but there wascomputed for sets of predictor variables in their
enough variability in the study data to suggest thattheory-based groupings: Model 2—transition con-
those who are not ready have poorer postdischargeditions (patient characteristics); Model 3—nature
coping outcomes. The study’s results also validateof the transition (hospitalization factors); Model
the importance of discharge teaching in preparing

4—nursing therapeutics (hospital nursing prac-
patients to feel ready to go home. The relationship

tices—QDTS and CCS). A final model (Model 5)
of discharge teaching to postdischarge coping was

was computed with all significant predictors from
indirect with readiness for discharge as an im-

the preliminary models. The final model as a whole
portant intermediary. The findings suggest that dis-

was statistically significant in predicting PDCDS,
charge teaching places the patient in a state of readi-

explaining 16% of its variance. Age and RHDS
ness that sets the stage for successfully managing

emerged as significant predictors in this final analy- care and continuing recovery at home without sub-
sis. Younger adults and those who did not perceive stantial difficulty coping with the early postdis-
themselves to be ready experienced greater cop- charge period. The significant relationships identi-
ing difficulty. fied in the analyses indicate a trajectory of hospital-

To assess the predictors of postdischarge utili- based nursing practices that impact patient readi-
zation, logistic regression analyses were conducted ness as an outcome of hospitalization, which then
for each of the 6 utilization variables in the same is reflected in postdischarge coping and utilization
manner as previous analyses, entering temporally outcomes. This trajectory is consistent with the
antecedent variables and PDCDS (which was mea- transitions theory propositions that generated the
sured concurrently) in their theory-based groupings research questions for the study.
for preliminary analyses. The test statistics for the Higher quality discharge teaching was associ-
final models of all significant predictors are pre- ated with more positive perceptions of discharge
sented in Table 4.1.6. Readiness for Hospital Dis- readiness. Both the amount of discharge teaching
charge Scale was predictive of readmission to the content and the skills of nurses in delivering the
hospital but not of any other utilization variable. discharge teaching were associated with patients’
As expected, higher RHDS scores were associated perceptions of discharge readiness. The “delivery”
with fewer readmissions, although only 8 study of teaching was the strongest predictor of discharge
participants were readmitted. Living alone was the readiness. This finding has important implications
only patient characteristic variable associated with for development of nursing staff skills in discharge
a utilization variable, with a more than 3-fold (OR teaching and of programs and materials for patient
= 3.53) increase in the number of patients calling education. Often, the focus of patient education is
family and friends for advice and/or support. the content itself. The findings of this study suggest

Higher PDCDS scores were also associated that the skills used in content delivery are associated
with a slightly greater use of family and friends with readiness as an outcome. In preparing nurses
(OR = 1.04). Patients reporting higher levels of in discharge teaching, emphasis should be placed
care coordination made fewer calls to the hospital on the quality of the delivery of discharge teaching
after discharge. Those with a longer length of stay that results in the patient feeling prepared for the
made more office or clinic visits to providers. Of transition home. Specifically, delivery of teaching
particular note, patients experiencing a first admis- that included particular attention to listening and
sion to the hospital were 7 times (OR = 7.76) more answering, sensitivity to personal beliefs and val-
likely to have an unscheduled office visit than pa- ues, clarification, consistency, scheduling at times
tients who had a prior hospitalization. Figure 4.1.2 convenient for the family to attend, focusing on
displays the significant relationships identified in anxiety reduction, and confidence building im-

proved patients’ perceptions of their readiness tothe regression analyses.
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TABLE 4.1.6 Significant Predictors of Postdischarge Utilization

Logistic Regression Statistics

Outcome Variables Predictor B SE χ2 Odds Ratio 95% CI p
Variables

Calls to family and Live alone 1.26 0.61 4.28 3.53 1.07–11.66 .04
friends (0–no,

1–yes)
PDCDS 0.04 0.01 7.99 1.04 1.01–1.06 .01

Calls to provider NS
Calls to hospital CCS −0.15 0.06 6.25 0.86 0.77–0.97 .01
Office/clinic visits Length of 0.45 0.22 4.09 1.57 1.01–2.44 .04

hospital stay
Unscheduled office/clinic First 2.05 0.85 5.88 7.76 1.48–40.66 .02
visits hospitalization

(0–no,
1–yes)

Urgent care/emergency NS
visits
Readmission RHDS −0.03 0.01 6.83 0.97 0.95–0.99 .01

RHDS indicates Readiness for Hospital Discharge Scale; CCS, Care Coordination Scale; PDCDS, Post-Discharge Coping
Difficulty Scale; NS, nonsignificant.

go home. The combination of verbal and written of teaching was still positively and more strongly
related to RHDS. The complementary, synergistic,modalities for presenting information for discharge

has been recommended.48 This study did not evalu- and complex nature of patient teaching is evident
in these findings. Although providing informationate how the nurses used these modalities or how

these modalities were customized to the patient’s in preparation for discharge is, in general, benefi-
cial, more may not always be better. In the presenceneeds. What was evident from this study was that

the skill of nurses as they provided for the patient’s of excellent teaching delivery skills, less content
may be needed to produce the desired outcome.discharge learning needs was an important predictor

of the patient’s perception of readiness to go home. Overcompensation with excessive content may oc-
cur in the absence of high-quality teaching skills.The complexity of patient teaching was evi-

dent in the results of bivariate and multivariate Content in the absence of quality delivery skills
is not as effective as when nurses with excellentanalyses of the relationship between the quality of

discharge teaching and readiness for discharge. As teaching delivery skills provide the discharge prep-
aration. Overloading the patient with all of the con-expected, in the bivariate correlations of the QDTS

content received and delivery subscales with tent the nurse perceives as beneficial may, in fact,
interfere with retention. Anxiety, fatigue, and otherRHDS, both were positively correlated. When

placed in the context of the totality of the teaching illness responses; age-related memory; and medica-
tions can all potentially impact attention and reten-encounter (ie, both the content received and the

way it is “delivered”), when both subscale scores tion of content presented in discharge teaching.
Identification of information to meet individualizedwere entered together into a model for predicting

readiness for discharge as an outcome (Table 4.1.4, needs may reduce the amount of content but in-
crease the accessibility of the information whenModel 3b and Model 4), the amount of content was

negatively associated with RHDS, whereas delivery needed. Several reports have indicated that patients
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FIGURE 4.1.2 Final model of relationships among study variables.
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report gaps in teaching once they are home, espe- illness and recovery. Likewise, older adults may
have already developed successful coping behav-cially in the areas of expectations and realities of

the postdischarge period and strategies for handling iors during past health-related episodes that facili-
tate coping in subsequent health experiences. Pa-the complexities of postdischarge self-manage-

ment.4,6,31 Less but targeted content focused on ex- tients who lived alone or who had difficulty coping,
sought support and/or advice from friends and fam-pectations, realities, and problem-solving may be

more effective than facts alone. Future research ily. Nature of the transition variables, specifically
efforts should be directed to uncovering “best prac- a longer hospitalization and a first hospitalization,
tices” for assessment of the desirable amount of were associated with greater utilization of medical
content and the best methods of delivering dis- surveillance services in the postdischarge period.
charge teaching. Meleis’ transitions theory was a useful model

Living alone and poor care coordination were for conceptualizing and investigating the discharge
associated with lower readiness for discharge transition. Many of the relationships identified us-
scores. The importance of family support and conti- ing transitions theory as a guiding framework were
nuity of care during the transition from acute to supported by the study findings. Consistent with
community-based care is well documented.4,38,41 transitions theory, the findings indicate that transi-

Patients’ perceptions of their discharge readi- tion conditions, the nature of the transition, transi-
ness were associated with difficulties with postdis- tion conditions, and nursing therapeutics impact
charge coping and the occurrence of readmission patterns of response across the posthospitaliza-
in the first 3 weeks postdischarge. With only 8 tion transition.
patients readmitted, this finding should be viewed
with caution. However, failure to institute anticipa-
tory interventions for patients who do not perceive Limitations
themselves to be ready for discharge may lead to
unintended adverse clinical outcomes for the patient Patients’ perceptions of their discharge transition,
and cost outcomes for the health system. Readiness including their perceptions of the discharge teach-
for discharge is a nurse-sensitive intermediate pa- ing, their readiness for discharge, their postdis-
tient outcome in the transition from acute to com-

charge coping difficulty, and self-reports of service
munity-based care. Patients with low readiness for

utilization were the data on which study findings
discharge scores are not the only patients who need

were based.
support and services following discharge. Per-

These perceptions reflected the patient’s real-
ceived readiness for discharge explained a small

ity but may not have accurately represented the
portion of the variance in discharge coping diffi-

clinical reality or the actual teaching that was pro-culty and the likelihood of service utilization. Many
vided. A legitimate question arising from this re-patients with high perceived readiness for discharge
search is “Do patients accurately assess their readi-also experienced difficulties and potentially pre-
ness for discharge?” This question was not ad-ventable utilization of compensatory services in the
dressed in this study. Further exploration of thepostdischarge period. The need for continuing care
relationships between patient, family, and providerand services beyond hospitalization is clear from
perspectives on discharge readiness is needed tothe patterns of postdischarge utilization observed
determine the relative contribution of each to antici-in this study.
pating postdischarge outcomes.Predictive pathways, in addition to those origi-

Data for this study were collected in a singlenally proposed, emerged from the analyses of the
hospital and may not reflect the experience of pa-discharge transition model. Younger adults were
tients in other facilities and geographic locations.more likely to experience coping difficulty, possi-
The instruments for the study were developed forbly related to the competing demands of family

life, work responsibilities, and needs related to the the specific purposes of this study and, for all but
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one scale (CCS), their reliability estimates were a nursing theory that incorporates the patient’s
experience and the role of the nurse, in this case,acceptable and validity was supported. These in-

struments will benefit from additional testing. Care transitions theory, as a guiding framework for
investigating and ultimately planning systems ofcoordination was positively associated with readi-

ness for discharge, however, this finding should be care that address the important considerations of
the discharge transition and other transitionalconsidered with skepticism until the relationship

between care coordination and readiness for dis- processes.
charge is tested with a better measure. The number
of subjects was adequate for the number of vari-
ables entered into the multiple regression equations, Acknowledgments
providing sufficient power for analyses of readiness
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more subjects are needed to confidently explore the of Nursing undergraduate students Cheri Goepfert,
relationship of predictor variables to utilization Lindsay Gorectke, Meghan Jolly, Patrick McNally,
outcomes. Elizabeth Pricco, and graduate student Kim Nelson,

who served as research assistants for the study. The
nursing staff of Wheaton Franciscan Healthcare,

Conclusions and Implications for St. Joseph, Milwaukee, WI, were active participants
Advanced Practice Nursing in the research process through their support of the

study, involvement in study planning, and assis-
The results of this study are particularly relevant tance with distribution of study questionnaires to
to the role of the clinical nurse specialist (CNS) their patients at the time of hospital discharge.
across their 3 spheres of influence on patients/cli-
ents, nurses and nursing practices, and organiza-
tions/systems.9 The results clearly point to the im-
portance of nurses’ patient education skills in pro- REFERENCES
moting readiness for discharge and outcomes be-
yond discharge. Preparation of nursing staff to 1. Korttila K. Anaesthesia for ambulatory surgery: firm
effectively deliver discharge teaching with empha- definitions of “Home Readiness” needed. Ann

Med. 1991;23(6): 635-636.sis on the appropriate amount of content and effec-
2. Bull M, Maruyama G, Luo D. Testing a model oftive delivery methods is within the domain of the

posthospital transition of family caregivers forCNS. Readiness for discharge assessment should
elderly persons. Nurs Res. 1995;44(3):132-138.

be part of discharge preparation for every patient 3. Bull MJ. Managing the transition from hospital to
and those who are less ready may benefit from home. Qual Health Res. 1992;2(1):27-41.

4. Bull MJ, Jervis LL. Strategies used by chronically illrescue strategies to avert adverse outcomes. Readi-
older women and their caregiving daughters inness for discharge can be both a process measure to
managing posthospital care. J Adv Nurs. 1997;25identify patients in need of additional interventions
(3):541-547.

before and after discharge and a nurse-sensitive 5. Clark M, Steinberg M, Bischoff N. Patient readiness
outcome measure of the hospitalization experience. for return to home: discord between expectations
Building systems of care that routinely assess prog- and reality. Aust Occup Ther J. 1997;44:132-141.

6. LeClerc CM, Wells D, Craig D, Wilson JL. Fallingress toward readiness, outcome at the time of dis-
short of the mark: tales of life after hospital dis-charge, and implementation of strategies for ad-
charge. Clin Nurs Res. 2002;11(3):242-263.dressing gaps in readiness that emerge after hospital

7. Congdon JG. Managing the incongruities: the hospital
discharge will promote optimal short-term and discharge experience for elderly patient, their
long-term outcomes of the hospitalization experi- families, and nurses. Appl Nurs Res. 1994;7

(3):125-131.ence. This study also points to the value of using



CHAPTER 4 SITUATIONAL TRANSITIONS: DISCHARGE AND RELOCATION 169

8. Reiley P, Lezzoni LI, Phillips R, Davis RB, Tuchin 24. Bernstein HH, Spino C, Baker A, Slora EJ, Toulou-
kian CL, McCormick MC. Postpartum dis-LI, Calkins D. Discharge planning: comparison

of patients’ and nurses’ perceptions of patients charge: do varying perceptions of readiness im-
pact health outcomes? Ambul Pediatr.following hospital discharge. IMAGE J Nurs Sch.

1996;28(2):143-147. 2002;2(5):388-395.
25. Greene M. Adult Surgical Patients’ Perceptions of9. National Association of Clinical Nurse Specialists.

Statement on Clinical Nurse Specialist Practices Discharge Readiness and Postoperative Recov-
ery [Master’s thesis]. Milwaukee, Wis: Univer-and Education. 2nd ed. Harrisburg, Pa: National

Association of Clinical Nurse Specialists; 2004. sity of Wisconsin—Milwaukee; 1991.
26. Weiss M, Ryan P, Lokken L, Nelson M. Length of10. Clark A, Nadash P. The effectiveness of a nurse-

led transitional care model for patients with stay after vaginal birth: sociodemographic and
readiness-for-discharge factors. Birth. 2004;31congestive heart failure. Home Healthc Nurse.

2004;22(3):160-162. (2):93-101.
27. Weiss ME, Ryan P, Lokken L. Validity and reliabil-11. Coleman EA, Smith JD, Frank JC, Min S, Parry C,

Kramer AM. Preparing patients and caregivers ity of the perceived readiness for discharge after
birth scale. J Obstet Gynecol Neonatal Nurs.to participate in care delivered across settings:

the care transitions intervention. J Am Geriatr 2006;35(1):34-45.
28. Chung F. Recovery pattern and home-readiness afterSoc. 2004;52(11):1817-1825.

12. Esche CA, Tanner EK. Home health care. Resiliency: ambulatory surgery. Anesth Analg. 1995;80
(5):896-902.a factor to consider in facilitating the transition

from hospital to home in older adults. Geriatr 29. Mamon J, Steinwachs DM, Fahey M, Bone LR, Ok-
tay J, Klein L. Impact of hospital dischargeNurs. 2005;26(4):218-222.

13. Shyu Y. Role tuning between caregiver and care planning on meeting planning needs after re-
turning home. Health Serv Res. 1992;27(2):receiver during discharge transition: an illumi-

nation of the role function mode of Roy’s Adap- 155-175.
30. Schumacher KL, Meleis AI. Transitions: A centraltation Model. Nurs Sci Q. 2000; 13(4):323-331.

14. Woods LW, Craig JB, Dereng N. Transitioning to concept in nursing. Image J Nurs Sch. 1994;26
(2):119-127.a hospice program. J Hosp Palliat Nurs. 2006;8

(2):103-111. 31. Tierney AJ, Closs SJ, Hunter HC, MacMillan MS.
Experiences of elderly patients concerning dis-15. Meleis AI, Sawyer LM, Im E-O, Messias DK, Schu-

macher K. Experiencing transitions: an emerg- charge from hospital. J Clin Nurs. 1993;2:
179-185.ing middle-range theory. Adv Nurs Sci.

2000;23(1):12-28. 32. Ruchala PL. Teaching new mothers: priorities of
nurses and postpartum women. J Obstet Gyne-16. Higgins PA, Moore SM. Levels of theoretical think-

ing in nursing. Nurs Outl. 2000;48(4):179-183. col Neonatal Nurs. 2000;29(3):265-273.
33. Jacobs V. Informational needs of surgical patients17. Meleis AI, Trangenstein PA. Facilitating transitions:

redefinition of the nursing mission. Nurs Outl. following discharge. Appl Nurs Res. 2000;13
(1):12-18.1994;42:255-259.

18. Steele NF, Sterling YM. Application of the case 34. Paterson B, Kieloch B, Gmiterek J. “They never
told us anything”: postdischarge instruction forstudy design: nursing interventions for dis-

charge readiness. Clin Nurse Spec. 1992;6 families of persons with brain injuries. Rehabil
Nurs. 2001;26(2):48-53.(2):79-84.

19. Fenwick AM. An interdisciplinary tool for assessing 35. Henderson A, Zernike W. A study of the impact of
discharge information for surgical patients. Jpatients’ readiness for discharge in the rehabili-

tation setting. J Adv Nurs. 1979;4:9-21. Adv Nurs. 2001;35(3):435-441.
36. Lee NC, Wasson DR, Anderson MA, Stone S, Git-20. Schaefer AL, Anderson JE, Simms LM. Are they

ready? Discharge planning for older surgical tings JA. A survey of patient education postdis-
charge. J Nurs Care Qual. 1998;13(1):63-70.patients. J Gerontol Nurs. 1990;16(10):16-19.

21. Titler MG, Pettit DM. Discharge readiness assess- 37. Steele JM, Ruzicki D. An evaluation of the effective-
ness of cardiac teaching during hospitalization.ment. J Cardiovasc Nurs. 1995;9(4):64-74.

22. Weiss M, Piacentine LB. Psychometric properties of Heart Lung. 1987;16(3):306-311.
38. Berkman B, Millar S, Holmes W, Bonander E. Pre-the Readiness for Hospital Discharge Scale. J

Nurs Meas. 2006; 14(3):163-180. dicting elderly cardiac patients at risk for read-
mission. Soc Work Health Care. 1991;1623. Stephenson M. Discharge criteria in day surgery. J

Adv Nurs. 1990;15:601-613. (6):21-38.



170 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

39. Kleinpell R. Randomized trial of an intensive care discharge home. Purpose: The purpose of
unit-based early discharge intervention for criti- this article is to describe three domains of
cally ill elderly patients. Am J Crit Care.

psychosocial experiences of stroke survivors
2004;13:335-345.

during the first month following discharge40. Anthony MK, Hudson-Barr D. A patient-centered
for acute stroke. Method: Data were col-model of care for hospital discharge. Clin Nurs

Res. 2004;13(2):117-136. lected from 125 stroke survivors interviewed
41. Bull MJ, Hansen HE, Gross CR. A professional- at 1 month following discharge home. Re-

patient partnership model of discharge planning sults: Findings indicate that changes in sense
with elders hospitalized with heart failure. Appl

of self, connectedness with others, and com-Nurs Res. 2000;13(1):19-28.
munity integration presented the major42. Weiss ME, Piacentine LB, Johnson NL, Jerofke T.
challenges.Readiness for hospital discharge: predictors and

outcomes. In review.
43. Polit DF. Data Analysis & Statistics for Nursing

Stroke is a leading cause of severe, long-term dis-Research. Upper Saddle River, NJ: Prentice
Hall; 1996. ability in the United States.1,2 Approximately 80%

44. Hollingshead A. Four Factor Index of Social Status. of stroke survivors are discharged home to continue
New Haven, CT: Hollingshead; 1975. Work- recovery, yet little is known about experiences of
ing Paper.

stroke survivors during the transition period after45. SPSS [computer program]. Version 13.0. Chicago:
discharge home.3-6 The purpose of this article is toSPSS, Inc.; 2004.
describe three domains of psychosocial experiences46. Census 2000. State and county quickfacts: U.S. Cen-

sus Bureau. Available at: http://quickfacts. of stroke survivors during the first month following
census.gov/qfd/states/55/55079.html. Accessed discharge for acute stroke. Data were obtained from
November 28, 2005. a multisite study to develop culturally sensitive

47. Messick DM, van de Geer JP. A reversal paradox.
models of stroke recovery across 2 years after dis-Psychol Bull. 1981;90(3):582-593.
charge home.48. Johnson A, Sandford J, Tyndall J. Written and verbal

information versus verbal information only for Transition is a passage from one life phase,
patients being discharged from acute hospital condition, or status to another and is embedded in
settings to home. In: Cochrane Database Syst the context of a particular situation.7 A salient fea-
Rev. The Cochrane Library; 2003.

ture of a transition is that there is usually a trig-
gering event that initiates a change in the way indi-Reprinted with permission from: Weiss, M. B., Piacentine, L.

B., Lokken, L., Ancona, J., Archer, J., Gresser, S., et al. (2007). viduals look at themselves and their life situations.8

Perceived readiness for hospital discharge in adult medical- The occurrence of a stroke is a triggering event that
surgical patients. Clinical Nurse Specialist, 21(1), 31–42.

is accompanied by family members being focused
initially on survival of the stroke victim during the
acute phase of treatment. Once the family sees that4.2 TRANSITION EXPERIENCES
the loved one will survive, they begin to anticipateOF STROKE SURVIVORS
changes needed after discharge and the stroke survi-FOLLOWING DISCHARGE HOME
vor begins coping with changes in functional abili-

MAUDE RITTMAN ties and body image.9 These events usher in the
CRAIG BOYLSTEIN onset of a transition. Two additional features of
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JOLIE HAUN iors.10 The purpose of this article is to describe

psychosocial experiences during the first monthAbstract
transition period.

Background: Little is known about the tran- Several studies using qualitative methods have
reported on transition processes.11-13 Findings indi-sition experiences of stroke survivors after

http://quickfacts.census.gov/qfd/states/55/55079.html
http://quickfacts.census.gov/qfd/states/55/55079.html
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cate that the occurrence of a stroke affects the lives in this analysis. To be included in the study, the
patient had to meet the following criteria: (1) abilityof other family members and the transition process

is chaotic, resulting in changes in family relation- to communicate as measured by a score of at least
6 on the communication subscale of the Cognitiveships, caregivers coping with exhaustion, and survi-

vors taking one day at a time and struggling to Scale of the FIM™*; (2) mentally competent as
measured by a score on the Mini-Mental Statushang onto hope for recovery. The chaotic period is

followed by reorganization during which life be- Examination (MMSE) of 18 or above; and (3) pres-
ence of a caregiver who was willing to participatecomes a search gap by exploring the psychosocial

transition experiences of stroke survivors during and signed an informed consent.
the first month after discharge home. Qualitative
data from semi-structured interviews of 125 stroke

Data Collectionsurvivors at 1-month postdischarge are used to an-
swer the research question: What are the psychoso-

Qualitative data were obtained from in-depth, semi-cial domains of the transition experience following
structured interviews with stroke survivors anddischarge home poststroke? The three domains in-
field observations made during home visits at 1-clude: changes in sense of self and bodily experi-
month postdischarge. Quantitative data were alsoences, changes in connectedness, and changes in
collected and were used to describe the sample andcommunity integration. Quantitative data are used
examine changes in functional status (FIM™ motorto describe the stroke survivor characteristics and
scale) and mental status (MMSE) between dis-functional changes between discharge and 1 month
charge and 1 month. Depression (Geriatric Depres-following discharge home.
sion Scale [GDS]) and instrumental activities of
daily living (Frenchay Activities Index [FAI]) were
assessed at 1 month.Method

Data were derived from a longitudinal multisite
Data Analysisstudy to develop culturally sensitive models of

stroke recovery. For the longitudinal study, stroke
Interviews were tape-recorded, transcribed verba-

survivors and their caregivers were invited to partic-
tim, verified, and entered into N6 (QSR Interna-

ipate in the study while hospitalized for acute
tional Pty Ltd., Doncaster, Victoria, Australia), a

stroke. Informed consents were obtained prior to
computer program designed to assist with qualita-

discharge. Data included in these analyses were
tive data analysis. The program allows researchers

collected during home visits at 1 month after dis-
to code text data and retrieve data related to codes

charge home at four Veterans Affairs Medical Cen-
in specific themes or patterns of experiences. Four

ters (VAMCs) including Gainesville, Tampa, and
experienced qualitative researchers participated in

Miami, Florida, and San Juan, Puerto Rico. The
coding the data using a coding tree developed

study was reviewed and approved by the institu-
from a preliminary analysis of 12 interviews. Each

tional review boards and the VA Research and De-
analyzed the data independently to identify aspects

velopment Committees at each of the VAMCs.
of recovery including transition from hospital to

Written informed consent was obtained from all
home, and consensus was achieved in team meet-

participants prior to entering the study.
ings. Three psychosocial domains were identified
in the data. All data related to each of the psy-
chosocial domains at 1 month after discharge wereSample
reexamined to identify characteristics of stroke
survivors’ experiences at 1 month following dis-A total of 123 male veterans and 2 female veterans

discharged home and their caregivers were included charge home. The three psychosocial domains of
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the transition experience after discharge home in- month was an increase of 5.8 points. Though the
average change was positive, 14 (11%) veteransclude: changes in sense of self and bodily experi-

ences, changes in connectedness, and changes in had no change and 33 (26%) scored lower on the
FIM™ during their 1-month interview.community integration.

The cognitive subscale of the FIM™ measures
communication skills and social cognition and
ranges from 5 to 35 points. The average cognitiveResults
subscale score at discharge was 31.2, and it was 32
at the 1-month interviews. Forty-six (37%) veteransDescription of Stroke Survivors
had no change in their cognitive scores, 32 (25%)
veterans showed lower cognitive functioning, andThe sample included veterans from three racial and
48 (38%) had increases in their cognitive FIM™ethnic groups: African American (n = 33), Puerto
scores. The second subscale we tested focused onRican (n = 49), and non-Hispanic white (n = 43),
the recovery of motor function. This subscalewith a total sample of 125 stroke survivors. Ninety-
ranges from 13 to 91. The average FIM™ motoreight percent of the stroke survivors were male
score at discharge was 74.8 and the average 1-veterans with an average age of 66 (range, 40–93
month score was 79.9. Of all the veterans in ouryears). Puerto Rican stroke survivors were the old-
survey, 14 (11%) had no change in their motorest (69 years), followed by whites (67 years) and
function, 29 (23%) had a decrease in motor func-African Americans (62 years), F(2, 123) = 26.81,
tion, and 83 (66%) showed increases in motor func-p < .001. Type of stroke varied with 53% having
tioning at the 1-month interviews.ischemic stroke, 42% having cerebrovascular dis-

The final measure of change during the transi-ease, and 4% having hemorrhagic strokes. Puerto
tion is mental status as measured by the MMSE.Rican stroke survivors were more likely to suffer
This scale has 32 items, and scores range from 0an ischemic stroke, F(2, 123) = 6.35, p = .002,
to 32 with higher numbers indicating better mentaland were less likely than whites or African Ameri-
status. The average MMSE score at discharge wascans to suffer from cerebrovascular disease, F(2,
26.5, and it was 26.7 at the 1-month interviews.123) = 5.38, p = .005. Forty-seven percent of our
Twenty-six veterans (21%) showed no change insample had left body paresis (paralysis), 43% had
their mental state, 46 (37%) had a reduction inright body paresis, 3% had both sides affected, and
mental state, and 54 (43%) had an improved mental7% had no paresis. The number of days spent in
state during the 1-month interviews. Overall thesethe hospital prior to discharge ranged from 0 days
statistics demonstrate an average trajectory of re-to 129 days with an average of 19.1 days. Puerto
covery for the veterans in our study with the greatestRican stroke survivors spent significantly more
gains in motor functioning.time in the hospital (24 days) than did whites (17

The FAI was used to evaluate instrumentaldays) or African Americans (15 days), F(2, 123) =
activities of daily living at 1 month following dis-4.92, p = .008.
charge. The mean score was 29.58 (range, 15–57).Changes during the transition in the first
Puerto Rican stroke survivors had a score of 26.2,month included functional assessments that were
which is statistically similar to the 30.7 score fortaken at discharge and compared to assessments at
whites but is significantly different from the scorethe 1-month follow-up visit. Functional assess-
of 33.1 for African Americans, F(2, 123) = 4.8, pments (FIM™) at discharge indicated that most pa-
= .010. The GDS was also collected at 1-monthtients were in the high range of functional ability.
postdischarge to evaluate depressive symptoms.The average of the total FIM™ score at discharge
Higher scores on the GDS scale indicate more de-from the hospital was 106 out of a possible 126
pressive symptoms, and a score of 10 or above isscore, and the average total FIM™ score at 1 month

was 112. The average change from discharge to 1 considered to be within the depressed range. The
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average GDS score for whites (8.98), Puerto Ricans tion home as they attempt to make sense of the
stroke in their daily lives. For many, the inability(10.14), and African Americans (7.44) are statisti-

cally similar, F(2, 123) = 1.63, p = .200. The to use the body as before results in self-disruption
and can make the return home bewildering as theyaverage GDS score for all stroke survivors is 9.04

(range, 0–29). attempt to reestablish a sense of normality in their
daily lives. As one man tells us, “I see myself as

Changes in Sense of Self and Bodily different because of the way I walk and the way I
Experiences act. I can’t go anywhere like a normal person.”

We found that depression, as measured by the
The most common experience following discharge

GDS, and disruption in sense of self are linked. In
is a disruption in a person’s ability to construct

the first month after discharge, 100% of Africans
self; more than two thirds of stroke survivors in this

Americans, 83% of Puerto Ricans, and 81% of
study experienced disruption or changes in sense of

whites who experienced disruption of self also
self. Interwoven throughout participants’ discus-

scored 10 or higher on the GDS indicating possible
sions of their lives after discharge home were per-

depression. Depression and consequently low self-
ceptions of how they now viewed their bodies and

esteem are common difficulties that occur after
the impact of these changes on their self-image and

stroke.21-24 As one stroke survivor commented when
self-esteem. Indicators of these changes were found

asked about how he sees his life now, “I wouldn’t
in statements like “I’m not the same,” “My life is

say frustrated, I would say sick, sick of life, once
different,” “I feel worthless,” “Life is meaningless,”

I even thought of killing myself to be clear, I
“I feel useless,” “I’m stooped over shriveling,” and

thought of taking my life, I thought of a lot of
“I’m handicapped.” As one man commented, “My

things.” Knowing the difficulties that can arise from
life’s philosophy has changed because…I can’t

changes in one’s sense of self and related depression
walk and I can’t move my body freely.” Participants

is important in preparing stroke survivors and their
also expressed feelings of social stigma. As one

families to manage care at home.
man said, “It’s just self-degrading. I really hate the

It is important to note, however, that not all
way I feel, feel about myself.” Another participant

participants experienced disruption of sense of self.
stated, “When you are in this disgrace, you are

Participants who experienced continuity of self did
apart (from others).”

not show signs of changes in their self-image, self-
The way people experience and talk about their

esteem, or overall self-perspective. These partici-
body is one of many resources used in construction

pants typically stated that they are “the same per-
of sense of self.14-18 When illness or injury interrupts

son” or feel that “nothing has really changed.” “Life
the taken-for-granted functioning of the body, one’s

is about the same,” says one participant. Another
understanding of self can also change.19 Changes

man states, “Basically nothing has changed for me,
in self-image and self-esteem are precursors to

for me personally. My life really ain’t changed that
changes in overall self-perspective20 or, more gener-

much.” One participant told us that stroke was a
ally, sense of self. As an 80-year-old former Marine

“message for me to slow down,” but he insists
articulates changes in his sense of self at 1 month:

that he continues to “look at life the same way,
you know.”You’re supposed to be pretty straight and pretty

macho…[but]…I am not that any more. I miss being We analyzed narratives of stroke survivors
that.…Being in the Marine Corp and going from who did not experience disruption of sense of self
straight…with a cadence down to this is a long way to identify strategies used to maintain continuity.
and it does have some effect.…I don’t like to be

We found that bodily changes can be managedstooped over shrivelin’.
through the use of various symbolic resources that
help to normalize them. Such resources includeStatements of disruption reflect the struggle

that stroke survivors experience during the transi- beliefs about age and God and spirituality. Berger25
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described symbolic resources as plausibility struc- will. The stroke was a direct message from God
conveying His displeasure. As one survivortures or conceptual frameworks for understanding

and explaining the meaning of experiences.25 Our commented:
findings that these resources can be useful strategies

It’ll make me appreciate the Lord more, things Heto normalize the situation after stroke are similar
do for me, and the way I hold it dear. That thisto other studies on stroke recovery and disruption,
stroke was, uh, supposed to happen ‘cause when itreflecting a growing body of literature on how peo-
happened, I know I didn’t remember that I should

ple manage changes during an illness without expe- a got my blood pressure checked good as I can
riencing disruption to sense of self.26-29

remember, and so, this is supposed to happen to
make me a better person.Interpreting the stroke as part of the aging

process normalizes physical changes in the body.
Part of the cultural understanding Americans have Stroke reifies faith, as one man indicated:
of illness is that it occurs with advanced years, “With this stroke, it brought me closer to God, too.”
making it part of the normal life trajectory.26,27,30 In this way, the stroke provides a clear sign that
One of the youngest participants of the study, aged God’s will is present in one’s life.
49, said “Well I’m getting older and I just don’t In summary, stroke disrupts one’s sense of
have strength and energy that I used to have.” Older self because it changes and alters the taken-for-
participants framed it in the same way. One older granted body. Disruption creates a need to normal-
man stated, “I guess it’s just part of getting old. ize the situation in an effort to create order from
When you get eighty, why, things change.” Attrib- chaos.19 Our study provides evidence that self-im-
uting physical effects of the stroke to a function of age, self-esteem, and overall self-perspective are
age allows stroke survivors to normalize stroke- often casualties of stroke. The transition period is
related physical changes, ameliorating or muting fraught with confusion, anxiety, depression, and,
altogether the effects of bodily changes on one’s for some, thoughts of suicide. For others, the transi-
sense of self. tion from prestroke to poststroke is managed

Spiritual beliefs provide another strategy to through symbolic resources that help normalize
normalize changes in bodily experiences and create their experiences. The use of age and spirituality
continuity while coping with changes due to illness are ways to maintain continuity in one’s sense of
and disablement.29 Many participants came to un- self. As people reconstruct the biography of self

and tell the story of who they are, these symbolicderstand the stroke and its effects on their body as
resources serve to normalize their sense of self andfalling under the explanatory framework of spiritu-
represent the first steps on the road to strokeality or as part of God’s plan. Though they remain
recovery.unsure of God’s purpose, they accept His role in

the stroke. One man said, “I feel like the Lord put
something on me that he wants me to have.” This Changes in Connectedness
sentiment was echoed by another participant who
said, “I think this is what God gave me.” Another Analyses of data from our study indicate that fol-
stated, “I’ve always been Catholic. I’ve always be- lowing discharge home poststroke, feelings of iso-
lieved in God. So that’s, I’m sure there’s a reason lation were a major issue that stroke survivors
for all this.” faced. Participants reported a broad range of experi-

The belief that stroke onset was part of God’s ences reflecting their sense of connectedness or
plan indicated that physical changes were some- isolation based on their perceptions of social sup-
times viewed as consequences for personal behav- port and interactions with others at 1 month. These
iors, such as smoking and drinking. A number of descriptions reflect their experiences during the
men felt that God was punishing them and, conse- transition following discharge. The model of a con-

tinuum of connectedness and isolation was devel-quently, they attributed physical changes to God’s
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oped from the data and consists of five domains visit in their homes were 1.4 times more likely to
have an adverse outcome event than those withthat constitute the experience of being connected

to others or feeling isolated: (1) availability of oth- more social connections.32

ers, (2) support from others, (3) interaction with
Support From Othersothers and the community, (4) ability to contribute,

and (5) the ability to engage in intimate relations.
Participants in our study experienced a range ofStroke survivors’ experiences in these five domains
support from others. Some participants enjoyedspanned the continuum from feeling connected to
close ties with family and friends while others didothers to feeling isolated during the transition. Each
not. Physical presence of others was not alwaysdomain is discussed below.
related to feelings of support. Participants often
talked about needing support and contact with oth-Availability of Others
ers. Connected participants often talked about re-
ceiving support from others and the way it makes

At one end of the continuum, socially connected
them feel. One participant stated:

participants reported more social visits, adequate
levels of support, and continued interaction with I feel good. My family loves me a lot and everybody
the community while managing their transition at and I don’t have problems with anything…he [son

in law] helps me, he…is very good. So I don’t have1 month poststroke. Their ability to maintain inter-
reason to complain. My brothers are all great withaction with the community often involved support
me…life treats me well…they have more, morefrom others, as stated by one participant:
affection towards me.

Hell, if I didn’t have her I’d be in a nursin’ home. This participant’s perceptions of being loved
Let’s face it. She does everything. Last night the

and being treated well reflect his sense of connect-youngest grandson had a concert…I was settin’
edness with others while managing transitionthere goin’ to the left like that, kept slidin’ to the

left, cause the left side’s gone…she pulls hers right poststroke. Receiving support is critical for recov-
up side of me, leans up there before so I can lean ery and achieving an optimal quality of life.6,32,33

against her, instead of fallin’ out of the chair. Isolated participants did not have this level of sup-
port and often reported their families were not al-

At the other end of the continuum, stroke sur- ways able or willing to help them. As one partici-
vivors who experienced isolation were more likely pant who experienced isolation stated:
to be unmarried, and they reported having fewer

I’m alone, no one takes care of me, if I need to dosocial visits from family and friends, fewer people
something difficult I have to grab myself from theto confide in, and less psychological and instrumen-
wall just to walk.…I have family but they all havetal support. For example, several isolated partici-
their own things to do…except one of my sisters

pants stated they spend much of their time isolated who comes from [mentions the city] to bring me
and alone. One participant commented, “I am al- something to eat, like a dog.…
ways alone…I would like to have a companion.…”
Previous research has shown that social isolation Inadequate emotional support diminishes a

person’s ability to manage transition at 1 monthmay adversely affect those recovering from stroke.
Small social networks are related to elevated risks poststroke.6 Furthermore, the experience of isola-

tion diminishes the general well-being of the indi-of mortality among those with coronary disease,
even when controlling for age and disease severity vidual.32 In addition to the physical presence of

others, maintainence of an active social supportand adjusting for income, hostility, and smoking
status.31, 32 Findings indicate that in a group of ethni- system and social functioning has been reported to

be critical for an optimal quality of life for individu-cally diverse participants, those who reported
knowing fewer than three people well enough to als recovering from a stroke.6,32-34
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Interaction With Others and the Community environment. Connected participants reported con-
tributing to their environment in different ways.

Social and recreational interactions are also critical One participant reported giving his family cooking
in maintaining a sense of connectedness with others lessons: “I’m teaching my son how to cook…him
poststroke.35 In addition to the social support pro- or my wife, cause neither one can cook. She can’t
vided by a network of family and friends, church cook but she’ll try, so I go I go in there and I
was identified as a major source of social interac- guide her.” Another participant reported helping
tions. One participant who maintained connections his son’s neighbors:
with the community spoke about his social life

[A] neighbor of one of my sons cut his tree downat length:
and put all the logs over into his yard for his, my
other son wanted to use it for burning for the fire-

Second Sunday every month, there’s a Polish dance. place and I told him, I said, I’ll come out there and
And I belong to the Polish Church in Bellview. I’ll load my little truck and I’ll pull them over to
And ahh, there’s a Polaski Club down there and your house…I hauled three or four truck loads over.
they have Polish music and Polish food once a Loaded them up myself. My wife helped me load
month. I’m very friendly down there. People are some of ‘em up. And I went over to my other house,
very friendly with me and the kind of people that other son’s house, and unloaded and we stacked
I like to associate with…I might go to the store it up for him, and I was really exhausted, but it
over there, I might go to the community center, I felt good.
belong there. And just visit in general; a lot of
friends over there…Friday nights I usually go to In contrast, isolated participants were more
the VFW, fish fry, associate, have a couple of likely to talk about their inability to contribute
drinks…yeah, Elk’s, Eagle’s. I belong to both Ea-

poststroke and being a burden to others as a resultgle’s and Elk’s.…
of their stroke, which often contributed to their
experience of being isolated, One isolated partici-However, most participants, whether con-
pant stated:nected or not, were not able to maintain prestroke

activity levels. The inability to interact with others I don’t wanna be a burden to anybody else.…Now
was a common experience for isolated participants. I can’t seem to get out and do what I wanna do or

get out and go, you know or get out and work orAs one isolated participant stated:
something.…I mean I just seem to wanna just stay
by myself more. It’s been worse, get a little de-I don’t have public…I don’t have neighbors…the
pressed.…It’s just that I’ve gotta feeling, like I’mone people that come here are my son and the lady
just useless and you know, I can’t do anythingthat comes help me.…I haven’t gone out to buy
anymore you know, it’s depressing.…it’s kinda de-anything…the lady and my son buy everything for
pressing. All of a sudden you find out that youme.…I have little contact with other people…I
can’t do much of anything, you gotta depend onspend my time at home and I don’t go out unless
people, you know.it is to the hospital.…

The experience of being unable to contribute
Social isolation not only inhibits the experi-

to one’s environment has a negative influence on
ence of connectedness with others but can also

self-concept and thus the ability to feel connected
promote depression and physical illness for individ-

to others.35 Like the connected participants, isolated
uals managing transition at 1 month poststroke.32

participants would benefit from the opportunity to
contribute to their household and community during

Ability to Contribute
their first month of recovery poststroke.

Survivors’ ability to contribute to their home and Ability to Engage in Intimate Relations
their environment is important for sustaining a
sense of connectedness with others poststroke.35 Connected participants often spoke about intimate
Connected participants were more likely to talk relationships with family and friends. One partici-

pant who enjoyed a strong connected family stated:about maintaining the ability to contribute to their
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My boys have never had a day go by that they were stroke may contribute to individualized care and
with me that they never knew and heard me say interventions to improve outcomes during the tran-
that I love them. They say that to me a lot, and

sition following discharge.they hug me a lot.…But I don’t want to be just…just
a hook, like a handshake. I want it to be something

Changes in Community Integrationlike I might not see you again Dad and this might
be the last time. I want you to know that I love
you…over the way that I used to think, that’s…’it’s Community integration is defined as community
a very much a positive thing.

activities that occur outside the home environment.
Outside employment and education were also in-

This quote shows the role that love and inti-
cluded in the definition of community integration.

macy with his sons has in sustaining this partici-
Interviews were examined to determine the level

pant’s daily life. The experience of intimacy with
of community integration survivors described at 1

others has been described as a protective factor
month following discharge home. In general, data

against isolation, and it promotes a sense of con-
indicate that at 1 month stroke survivors are in a

nectedness with others.35

period of adjustment, and participation in activities
However, at 1 month postdischarge, partici-

outside of the home is a major challenge for many.
pants who experienced isolation seldom spoke Our findings indicate that at 1 month following
about intimate relations. Rather, they talked about discharge most stroke survivors described low lev-
experiencing a lack of intimacy. One isolated par- els of community integration. However, community
ticipant talked about his choosing to remain alone integration occurred on a continuum from low to
and his difficulty with intimacy when he said: moderate to high. We describe characteristics of

these three levels and the impact this had on stroke
I’d rather stay by myself, you know, this is even

survivors’ lives.gonna make it worse you know.…So I’ll crawl a
Following discharge home, stroke survivorslittle bit more in my hole again, and I’ll be more

frequently reduce activities they enjoyed prior toby myself.…I dunno how the heck this is gonna
work out, I’m gonna tell ya, because it’s kinda the stroke. For example, activities such as walking
depressing. and swimming are reduced or given up altogether,

and, conversely, many participants increase the
Our findings suggest that isolated participants’ time spent in passive activities like daydreaming,

lack of intimacy and connectedness with others sitting, and watching television. Survivors who ex-
significantly contributed to a sense of isolation dur- perience low community integration express an out-
ing their first month of transition poststroke. look on life that consists of taking things easy,

Overall, findings suggest connected partici- hoping they will improve physically as time goes
pants achieved feelings of intimacy and maintained by, eventually being able to return to important
social connections with others, whereas isolated activities such as going out to see friends or resum-
participants experienced loneliness and a sense of ing previous hobbies such as repairing automobiles.
disconnection from others, both physical and emo- These survivors discuss adhering to their medica-
tional. Reports from participants provided evidence tion schedule, expecting that in time the medicine
for the range of experience of connectedness and will help them physically improve enough that they
isolation during the first month of stroke recovery, are able to return to the activities they did before
providing data to develop a model of a continuum of their stroke. The decline in participation in active,
connectedness and isolation. Assessment of stroke outside community and leisure activities is often
survivors’ experiences using the domains of the attributed to physical and psychological barriers,
continuum of connectedness and isolation can pro- including fear of falling, being afraid to leave the
vide valuable information for clinicians and infor- house, and transportation difficulties. Several parti-
mal caregivers. Understanding the stroke survivor’s cipants with low community integration describe

becoming emotionally over-whelmed by their limi-experiences of connectedness or isolation post-
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tations, saying that they are trying to stay out of and play sports. And now nothing. Life is full of
unhappiness.” Those who can go out with the helpother people’s way until they get better. These find-

ings are similar to a study by Holbrook and Skil- of a family member and do some gardening or go
out to eat express some hope and optimism for thebeck36 who found that 75% of the 122 poststroke

patients they surveyed reduced most of the commu- future. For those who need constant assistance, their
future is described as uncertain and bleak as seennity and leisure activities they had done before

the stroke and never resumed them later in the in this statement:
recovery process.

One is worthless, practically. You’re alive, but youFatigue continued to be a problem that many
are worthless. Alive for what? They have to feedstroke survivors discussed. Lacking the energy and
you, bathe you.…What can you say that you arestrength to go out and participate in community
doing? Living a monotonous life, like a vegetable.

activities, these participants remain indoors most Sometimes it is better that they give you something
of the time during their first month of recovery. that leaves you dead and it is over.
Some tried to stay busy around the house, and others
were trying to reestablish activites. One man, aged The main variable in this shift from indepen-
57, said that he believes he could do the things he dence to dependence is walking ability. Many parti-
wants to do inside and outside of the house if he cipants with low community integration report hav-
could only get the motivation to do it: “I can do ing fallen during their first month home. They real-
the same things, it’s just motivating myself to do ize that due to a loss of balance, stamina, and func-
them. I know they got to be done but I just don’t tional ability in one of their legs they are not able
get motivated to do it.” A 73-year-old participant to walk the way they were used to doing prior
remarked, “I’ve never been a lazy man. I worked to the stroke. One man commented on difficulties
all my life, and there’s things I want to do. I just related to falling: “Yeah, fallin’ is the worst. It’s
let them go.” Another participant, aged 52, summa- hard to describe ‘cause it’s like a sack of rocks, this
rized the experience that most of the participants side of my body.” Another participant described the
with low community integration are facing 1 month changes he has experienced since returning home
poststroke when he says: from the hospital when he said:

I can’t go out. I want to go places. It makes me I wasn’t very active but, I’d walk around and go
you know, like I want to go places. I want to get different places. I’ve got a computer room out there.
dressed, put my nice clothes on and. I just feel I’d go in the computer room and at Christmas time
lonesome. I feel trapped. I can’t get out. I used to like to put up the lights and stuff. This

year I just can’t do it. I know how to put up the
Feelings of living a more restricted life re- lights but I used to fix our lights and we’d put them

sulted in participants feeling “locked up,” “in jail,” up together outside and stuff. This year I just can’t
do any of it. I can’t walk.and “incapacitated.” Other survivors said they were

okay with being homebound with minimal outside
Depression is linked with low community inte-activities. They expressed pleasure in yard work or

gration. Depressed participants typically see thewalking a little around their house, depending on
future as bleak, uncertain, and filled with continuedother family members to do the shopping, banking,
health problems, whereas others remain optimisticand other responsibilities the survivor had done
and hopeful for their recovery and make plans tobefore the stroke. Most survivors with low commu-
travel and visit family and friends. Some survivorsnity integration are passive observers who witness
wait on time and medication to heal them; otherslife through television or radio. Without the support
exercise because they believe that pushing them-of their families, they would likely not be able to
selves physically will optimize their recovery.live at home. As another survivor commented, “My

life has changed 100%. Before I used to exercise These veterans, however, remain uncertain about
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when and how much this exercise will “pay off” Some continued to work full-time. Survivors with
high community integration believed that re-for them in terms of regaining the functioning and

activity level they have lost since their most recent maining active in community life and doing the
same community activities they did before thestroke. In other words, 1 month postdischarge

marks a time of uncertainty during the transition stroke was a very important aspect to their recovery.
High community integration, however, did not al-for these stroke survivors as they continue to re-

engage with meaningful activities. ways coincide with high levels of motor function-
ing. One person with high community integrationAt 1 month following discharge home, not all

survivors experienced low community integration. described how others saw him as “handicapped”
due to noticeable hand and leg impairments. De-Those with moderate community integration did

get out into the community during their first month spite his handicaps, the survivor continued an active
community life. He described attending up to threeof recovery, albeit to a limited extent. A few of

them stated they still worked part-time and were 12-step program meetings a day, biking daily, and
continuing to go out with friends and socializing.beginning to drive in a limited area around their

home. These two activities were used by partici- Even with the same physical limitations as many
persons with low and moderate community integra-pants as major benchmarks for expecting future

improvements. Fatigue and decreased physical tion, this survivor participated in community and
leisure activities daily and enjoyed rigorous physi-strength were also major concerns for this group,

and they adapted to these limitations when they cal activities.
went out into public places by using assistive de-
vices. Survivors with moderate community integra-
tion described walking as an important exercise to Discussion and Conclusion
improve their physical stamina and ensure they did
not lose more functional ability. Walking for exer- The experiences of stroke survivors during the first
cise was expressed as the major reason these survi- month after discharge home are characterized by a
vors left their homes and entered community set- process of adapting to changes in their sense of self,
tings. These participants were actively engaged in their connections with others, and their community
continuing rehabilitation activities to strengthen participation. Although participants scored high on
their recovery. the functional assessment, our findings indicate

Survivors with moderate community integra- that, at 1 month postdischarge, they are managing
tion described engaging in casual public activities multiple psychosocial changes and could benefit
such as attending weekly bingo games, walking the from interventions that prepare them for the transi-
dog, or going to a friend or neighbor’s house to tion back home and assist them during the transi-
talk. Church attendance was regularly mentioned tion. Health care providers can use their knowledge
as an important part of many of these survivors’ about the experiences of stroke survivors as they
weekly routine. Some stated they were embarrassed learn to manage recovery to promote a better quality
in public due to hand impairments or other difficult- of life at home.
ies when eating out such as needing others to tell During the first month after discharge, stroke
them they had food dangling from their mouth. patients are often troubled by changes in their bod-

Survivors with high community integration ies, and consequently this changes the way in which
described the stroke as having little or no impact they see themselves. Informal caregivers, family
on their community, social, and civic life. The abil- members, and friends play a significant role in help-
ity to drive was an important difference between ing stroke survivors manage these changes during
those with moderate and those with high commu- the transition period. Our findings indicate that
nity integration. Driving the car brought more inde- stroke survivors often experience isolation from

others. Connectedness with others is a contributorpendence and ability to go out into the community.
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to health and well-being following stroke. Positive encouraging the stroke survivor and caregiver to
find meaningful ways to contribute to the familyhealth is defined as leading a life of purpose, having

quality connections with others, possessing self re- and community; discussing alternative approaches
to intimacy after stroke; and accessing transporta-gard, and experiencing mastery over the environ-

ment. Interventions are needed to help family mem- tion to promote community integration and increase
social interactions and connectedness with others.bers and friends maintain connections and

strengthen relationships with stroke survivors dur-
ing this recovery period.
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4.3 ASSESSING OLDER PERSONS’ sons with services such as meals, transportation,
and housekeeping.READINESS TO MOVE TO

INDEPENDENT CONGREGATE When older adults relocate to ILCs, they expe-
rience a disruption of their lives. The literatureLIVING
indicates, however, that those older adults who plan

EILEEN K. ROSSEN
well for their move and use strategies to incorporate
their new living arrangements into the structure ofAbstract
their daily lives are more satisfied with their move
and experience better quality of life.6,7 Older adultsOlder adults are increasingly choosing to re-
who plan poorly for the move and give little fore-locate to congregate-type independent living
thought to the effects of the move on their livescommunities. Relocation to an independent
are less satisfied with their move and experience aliving community is a late-life transition that
poorer quality of life.6,7 This article reviews theis considered a stressful life event. Although
literature on factors that influence both positive andrelocation to an independent living commu-
negative outcomes of relocation to ILCs. The articlenity offers potential benefits, many older per-
also provides 2 assessment tools for determining thesons have difficulties during this transition,
readiness of an older person to move to independentincluding poor adjustment, loneliness, and
congregate living and proposed areas for the olderdepression. All of these are associated with
person to think about to promote readiness for thepoorer health, higher healthcare costs, in-
move. Older people’s responses to the assessmentcreased risk of institutionalization, and in-
tools can guide advanced practice nurses (APNs)creased morbidity and mortality. This article
to identify older persons at risk for difficulty duringprovides guidelines for assessing the readi-
relocation process and identify the areas that putness of an older person to move to an inde-
these older adults at risk. This knowledge will allowpendent living community and implications
APNs to consider ways of intervening to promotefor advanced practice nurses whose role en-
positive relocation adjustment and quality of lifecompasses promoting the health and well-
in older adults.being of older adults. Using the assessment

guidelines, the advanced practice nurse can
identify older persons at risk for difficulty

Late-Life Relocationduring relocation and intervene with guid-
ance and strategies to promote positive relo-

Late-life relocation, a transitional process, com-cation adjustment.
prises initiation of the move, the actual move, and
subsequent adjustment to the new setting.6 The rea-
sons older adults give for relocating to ILCs vary,The U.S. population is aging rapidly, and by 2030,

approximately 20% or 71 million people are ex- but they include concerns about health of self or
spouse, need for help with cleaning and cookingpected to be 65 years or older.1 With our aging

society, an estimated 23% of persons 65 years chores, difficulty in maintaining their home and
yard, the expenses of living and maintaining theiror older experience relocation,2 and increasingly,

they are choosing relocation to independent con- home, safety, and social isolation.4 Factors that
older adults consider in choosing to move to angregate living communities (ILCs), where they

can continue independent living in a “protected” ILC reflect their reasons for moving and are related
to (a) financial capability, (b) amenities provided,setting with supportive services.3-5 Independent

congregate living communities are residential set- (c) relationships, (d) transportation, and (e) healthc-
are provision.8 Krout and colleagues8 report that thetings of multiunit independent living apartments

adapted to meet the special needs of elderly per- financial questions most asked are “Can I afford
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the ILC for my lifetime and how will the financial and self-rated health, and higher levels of depres-
sion, loneliness and anxiety,20 and this is a contribut-obligations at the ILC change my lifestyle?” The
ing factor to poor relocation outcomes.6 Positivemost often asked questions related to amenities of
correlations have been found among perceptions ofthe ILC are “Does the ILC have an atmosphere I
self and others and psychological adjustment towill like and fit into? Will I like the food served?
relocation.9,19 Preserving relationships among fam-Do they have activities I will enjoy?” Questions
ily and friends and having a confidant were foundrelated to relationship concerns are “Will my rela-
to positively influence psychological adjustment totives and friends visit me, or can I visit them after
and satisfaction with a new home.3,6,7 High self-I move to the ILC? Will I make new friends and feel
esteem scores and low symptoms of depressionsocially comfortable at the ILC?” Transportation
were factors contributing to positive relocation ad-concerns are reflected in the question, “Will I have
justment, whereas low self-esteem and higher levelstransportation to places I will need or want to go
of depressive symptoms contributed to poor reloca-to?” Finally, healthcare provision is reflected in the
tion adjustment.7

question, “Will my current and future health-needs
According to the nursing model of transitions,be met when I move to an ILC?”

relocation is a situational transition.21 TransitionsThe literature suggests that older adults re-
are defined as complex person–environment inter-spond in varying ways to relocation transition: some
actions embedded in the context and the situationare able to adapt effectively to the move with posi-
that consist of both the disruption of the person’stive outcomes, whereas others have difficulty in
life and the person’s responses to the disruption.adaptation, with subsequent negative outcomes.
Transitions are process oriented. There are 3 majorPositive relocation outcomes include improvements
concepts in the transitions model: universal proper-in health and social interactions7 and psychological
ties, transition conditions, and indicators of healthybenefits such as experiencing unexpected gains,6,9

transition. Universal properties include the charac-finding meaning in the experience,10,11 and experi-
teristics of the process or movement from one stateencing feelings of safety and security.12,13 Negative
to another such as changes in identity, roles, rela-relocation outcomes include declining health, re-
tionships, abilities, and patterns of behavior. Transi-duced functional independence, social isolation and
tion conditions are personal and environmental fac-

loneliness, reduced quality of life, and dissatisfac-
tors that influence the transition, such as physical

tion and depression.4,6,7,12-16 These negative out-
and emotional well-being as well as person–

comes are associated with high healthcare costs,
environment interactions. Indicators of healthy

increased risk of institutionalization, and increased
transition are factors that indicate the quality of the

morbidity and mortality.4,13,17

transition outcome, such as satisfaction with the
Factors found to affect late-life relocation ad- new home and perceived quality of life. With the

justment and physical, psychological, and social increasing numbers of older adults moving to ILCs,
well-being include the person’s perception about there is a need for healthcare professionals to assess
the choice to move, the predictability of the new the readiness of older adults to go through the situa-
environment, perceptions of self and others, preser- tional transition of a move to an ILC, so that those
vation of relationships, presence of a confidant, who are at risk for negative outcomes and poten-
maintenance of independence, and depression.3,6,7,18

tially costly healthcare use can be identified and
Perception of having a choice to move has been interventions developed to prevent these negative
positively correlated with psychological adjust- outcomes. Implementing such interventions can
ment, conceptualized as morale, congruence, and contribute to meeting the Healthy People 2010 ob-
continuity and is a contributing factor to positive jective of increasing older adults’ quality and years
relocation adjustment.3,6,19 Lack of choice or feeling of healthy life.22

forced to move has been associated with dissatisfac- Clinical nurse specialists and other APNs can
play an essential role in meeting this need becausetion with the new home,6 poorer functional status
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they are in many settings where older adults seek make the move, he or she should be supported;
however, if the individual is resistant to the movehealthcare and live.23-27 For example, as healthcare

delivery shifts from acute inpatient care to commu- or says that someone else strongly wants him or
her to move, then the older adult should be encour-nity-based settings,27 APNs are moving into ex-

panded community-based roles.26 Many provide di- aged to discuss feelings and desires about the move
so that the individual can resolve those feelings andrect care to individuals, families, and communities

(case management), and they may also be responsi- have a successful move, or choose not to move.
Questions 2, 3, 4, 5, and 6 explore the person’sble for assessing the needs of populations such as

older adults.26 Thus, they are well positioned to preparedness in many areas that will be affected
by a move to an ILC. For example, in one study,assist elders who are relocating.
women who adjusted well to their relocation to
ILCs said that they had planned well for the move,
knew what furniture and belongings to take withAssessment of Readiness
them, felt they had a good plan for disposing ofto Move to an ILC
unnecessary belongings (ie, what to give to chil-
dren, sell, or throw out) and had planned in detailHow does one know what an individual’s risks are
the progression of activities they needed to makefor negative relocation outcomes? Recent re-
to be ready to move (e.g., selling the home withsearch6,7,14,15 suggests that the parameters for as-
closing date, shutting off utilities, etc), and knewsessing older persons’ readiness to move to ILCs
who was going to help them pack, clean, and move.6include (a) choice in relocation, (b) preparation for
Other women who adjusted well discussed howthe move, (c) congruence between the ILC and
they had planned to eat dinner at different tablesthe older person’s expectations, (d) existence of a
for the first month after they moved so they wouldconfidant, and (e) openness to forming new rela-
meet as many new people as possible. One persontionships. Two specific tools can be used to deter-
planned to attend as many different functions asmine the readiness of older adults contemplating
possible during her first few months at her newmoving to an ILC. The first is a set of questions
home, even those she was less interested in, so shedeveloped based on the review of literature that
could get better acquainted with her new neigh-assess the above 5 factors. The questions in Table
bors.6 Another person told how she had visited the4.3.1 can be used in an interview, and older adults’
ILC at different times of the day and evening andanswers to the questions will help to assess the
had eaten several meals at the ILC before movingindividual’s readiness to move and provide poten-
to get “a feel” for the place.6 The older person’stial indicators to develop strategies to promote the
answers to these questions reveal areas that haveolder person’s positive adaptation to relocation to
been thought of and planned for as well as areasan ILC.
that have not. To promote positive adjustment, sup-Question 1 explores the person’s perception
port and encouragement can be given for thoseof having a choice to move and being an integral
areas that have been well planned, whereas furtherpart of the decision. The literature points to better
discussion and problem solving can be used in areaspsychological adjustment following relocation
that the older person has not thought of orwhen persons believe they have a choice about
planned for.whether to move or not, whereas lack of choice or

Positive psychological adjustment to and satis-feeling forced to move has been associated with
faction with a relocation have also been shown to bedissatisfaction with the new home, poorer func-
influenced by preservation of positive relationships,tional status, and self-rated health as well as higher
continued social support from family and friends,levels of depression, loneliness, and anxiety.6,7,28

and the presence of a confidant.6,7,14,17 Older persons’Therefore, it is important to determine the older
person’s desire to move. If the person wants to answers to questions 7 and 8 in Table 4.3.1 will give
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TABLE 4.3.1 Questions Healthcare Providersa good indication of their thinking and planning
Can Ask to Assess Readiness to Movein regard to their relationships. If they talk about

maintaining ties with family and friends and discuss 1. How was the decision to move made? Who partici-
the ways they plan to do that (eg, have dinner with pated in making the decision? How do you feel

about the decision to move?family every Sunday after church and continue to
2. How do you plan to handle the actions necessarygo shopping with a daughter at least once a week),

for relocating to an independent living commu-then their continued relationships are likely to
nity (ILC)?

contribute to positive adaptation. If they do not 3. What factors do you think will determine the fit
discuss how they will continue relationships, then between you and the ILC? For example:
it may be useful to aid older persons to identify a. Is the ILC close to your current home, family,

and friends?who they would like to remain in contact with and
b. Have your visits to the ILC contributed to yourto problem solve ways they can do that (eg, weekly

decision to move there?telephone calls, sending notes/letters, and inviting
c. What are your thoughts about the people who

people to dinner). Older persons’ answers to the live there?
questions in Table 4.3.1 can serve as the starting 4. What kinds of things are you doing to prepare for

the move? For example:point for discussing and problem solving areas that
a. How do you feel about giving up your cur-are known to contribute to positive relocation

rent home?adjustment.
b. How did you determine what belongings/furni-

A second tool to assess readiness for relocation ture to move?
to an ILC is the 32-item Self-Efficacy Relocation c. What kinds of plans do you have for the things
Scale.28 Self-efficacy theory suggests that people that you are not taking with you?

d. How do you plan to move your belongings?are better able to meet challenges such as relocation
Who will help you?when they believe that their thoughts, emotions,

5. How do you think the move will affect your life?behaviors, and living situations are within their con-
6. What kinds of things do you think will change?

trol and they have the confidence to carry out Remain the same?
needed behaviors.29,30 Beliefs in personal efficacy 7. How do you think the move will affect your rela-

tionships with family? Friends? Others?also contribute to ability to activate the motivation,
8. Who do you have that you can talk about almostcognitive resources, and actions necessary to ac-

anything with?complish specific tasks.29 Therefore, older adults’
self-efficacy or sense of control over their behavior,
their environment, and their own thoughts and feel-
ings can contribute to positive relocation adjust- learning the new address and telephone number
ment. Nurses working with older adults in primary and handling mail), and the engagement efficacy
care and community health settings should assess subscale is made up of 16 items that refer to the
clients planning relocation to determine their relo- individual’s confidence in engaging in social inter-
cation self-efficacy. actions and activities (eg, continue relationships

The Self-Efficacy Relocation Scale consists of with family and friends and make new friends).28

3 subscales: transition management efficacy, daily The scale factors reflect relocation as process or
living efficacy, and engagement efficacy. The tran- phases of the move from the actual preparatory and
sition management efficacy subscale is made up of completion actions (transition management effi-
9 items that refer to the individual’s confidence in cacy) to consideration of new business and daily
planning and preparing the activities of moving (eg, living arrangements (daily living efficacy) and to
hiring movers and unpacking boxes). The daily dealing with staying connected with friends and
living efficacy subscale consists of 7 items that family as well as connecting with the new environ-
refer to the individual’s confidence in meeting new ment (engagement efficacy).28 Items are rated on

a 5-point scale indicating respondents’ degree ofand continuing demands of living at the ILC (eg,
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confidence in their ability to carry out needed relo- help them meet the challenges of relocation and
thus contribute to their quality and years ofcation behaviors (5 = extremely confident, 4 =

very confident, 3 = moderately confident, 2 = a healthy life.
little bit confident, and 1 = not at all confident).
Subscale and total scores are calculated by sum-

Acknowledgmentsming the responses, with higher scores indicating
greater confidence in being able to carry out the

The author thanks Elizabeth Tornquist and Dr. Su-behaviors necessary to move to an ILC. Answers
san Letvak for their review and comments.on the tool can be used to guide development of

interventions to support positive self-efficacy be-
haviors and encourage the development of behav-
iors that support relocation adjustment.
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gration, partial integration and minimal inte- ever, has shown some psychological benefits of
relocation, such as experiencing unexpected gainsgration. These preliminary findings suggest

that nurses who identify older women with (Smider, Essex, & Ryff, 1996), finding meaning in
the experience (Johnson, 1999; Tracy & DeYoung,low self-esteem, high depressive symptoms

and low quality of life premove may be at 2004) and feeling secure (Choi, 1996). The impact
of relocation is related to age, a person’s perceptionrisk for poor relocation outcomes. Interven-

tions to ease the transition process and im- about choice to move, predictability of the new
environment and perceptions of self and othersprove relocation adjustment are needed.
(Danermark & Ekstrom, 1990; Rossen & Knafl,
2003; Smider et al., 1996). Perception of having a

The U.S. population older than age 65 years is choice to move has been positively correlated with
increasing dramatically and expected to reach 71.5 psychological adjustment, conceptualized as mo-
million by 2030 (U.S. Department of Commerce, rale, congruence and continuity (Armer, 1996;
Economics and Statistics Administration [USDC- Johnson, 2001), whereas lack of choice or feeling
ESA], 2004). Older women are the fastest growing forced to move has been associated with older
population segment in the rate of 1.4 times of men women’s dissatisfaction with the new home (Ros-
counterparts in 2003 (Department of Health and sen & Knafl, 2003), poorer functional status and
Human Services, Administration on Aging self-rated health and higher levels of depression,
[DHHSAA], 2004). Approximately 23% of older loneliness and anxiety (Rokach & Brock, 1997).
persons age 65 years or older experienced reloca- Perceptions of self and others have been positively
tion, a significant life transition and those older correlated with women’s psychological adjustment
than age 85 years are moving at an even greater rate to relocation (Johnson, 2001; Smider et al., 1996),
(DHHSAA, 2004). Although older adults prefer and preserving relationships and social support
to continue living in their own home (DHHSAA, were found to positively influence psychological
2004), many are moving to an independent living adjustment to and satisfaction with a move
community (ILC) where they can continue indepen- (Armer, 1996).
dent living in a “sheltered” environment with sup- The studies to date thus suggest that a person’s
portive services (Armer, 1993; Lassey & Lassey, perceptions about choice to move, preparation, psy-
2001; Rossen & Knafl, 2003). ILCs are residential chological resources and relationships affect reloca-
settings of multiunit independent living apartments tion adjustment and, in turn, physical, emotional
adapted to meet the special needs of elderly persons. and social well-being. The majority of relocation

studies, however, have focused on relocation migra-
tion patterns (Duncombe, Robbins, & Wolf, 2003;Late-Life Relocation
Litwak & Longino, 1987; Longino, 1997), housing
quality (Sweaney, Mimura, & Meeks, 2004) andRelocation is a transitional process that includes
relocation to nursing homes or assisted-living facili-initiation of a move, the actual physical move and
ties (Kao, Travis, & Acton, 2004; D. T. F. Lee,adjustment to the new environment (Remer &
Woo, & Mackenzie, 2002). Few studies have exam-Buckwalter, 1990). Relocation sometimes has had
ined health-related effects and quality of life ofnegative outcomes, including declining health, re-
women who relocated to ILC. Relocation has beenduced functional independence and quality of life,
identified as an important situational transitionincreased health care utilization, higher health care
(Schumacher & Meleis, 1994). With the increasingcosts (Badger, 1998; Berkman, 1997; Castle, 2001;
numbers of older women moving to ILCs, there isChoi, 1996; Johnson, 2001; Piven & Buckwalter,
a need to examine how relocation affects older2001), and increased risk for institutionalization,
women’s health and quality of life to identify thosemorbidity and mortality (Danermark & Ekstrom,

1990; Piven & Buckwalter, 2001). Research, how- at risk and to design nursing interventions to sup-
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port women’s transition to a new home, enhance were physical well-being, emotional well-being and
person–environment. Subjective well-being washealth outcomes, prevent negative consequences

and promote independent living (U.S. Department considered the indicator of a healthy transition.
Guided by Schumacher and Meleis’ (1994) transi-of Health and Human Services [USDHHS], 2000).
tion theory, Rossen and Knafl (2003) identified
qualitatively three RTS—full integration, partial in-

Purpose tegration and minimal integration—to indicate the
degree of success women experience in a move to

This article reports a study designed to investigate an ILC. Integration was defined as the individual’s
the impact of moving from a private residence to adjustment or adaptation to the new living situation.
an age-specific congregate ILC. Specifically, the
current study describes: (a) pre- and postmove
health-related characteristics (physical and emo- Method
tional well-being); (b) person–environment interac-
tions (perception of having a confidant and social Design, Setting, and Sample
activities); (c) subjective well-being (quality of life)
of older women who moved to ILCs; and (d) the The current study used a one-group pretest–posttest
relationships between the measures of emotional design to gain a more comprehensive understanding
well-being (self-esteem and depression) and quality of women’s late-life relocation to ILCs. The current
of life and relocation transition styles (RTS; RTS study was a part of a large, mixed-methods study.
refers to three distinct qualitatively derived late- Qualitative data from the current study have been
life relocation types—full, partial and minimal inte- reported elsewhere (Rossen & Knafl, 2003).
gration; Rossen & Knafl, 2003). The target population was community-dwell-

ing women age 61 years or older who could read,
write and speak English and who had definitiveTheoretical Framework
plans to move (i.e., a scheduled move-in date) to
an ILC. A convenience sample who met these crite-The nursing model of transitions (Schumacher &

Meleis, 1994) that guided the current descriptive ria was recruited from 12 ILCs chosen from a roster
of member ILCs in an association of independentstudy is composed of three major concepts: univer-

sal properties, transition conditions and indicators housing communities for seniors in a large mid-
western city and surrounding area. Women whoseof healthy transitions. Universal properties consist

of the characteristics of process and movement from spouses had died within 13 months of the current
study were excluded to reduce the possibility thatone state to another and involve changes in identity,

roles, relationships, abilities and patterns of behav- the early stage of grieving, which itself is a transi-
tion (Scannell-Desch, 2003), would be a confound-ior. Transition conditions are personal and environ-

mental factors that influence the transition. They ing factor. The ILCs provided similar programs
and services for residents, including transportation,include emotional and physical well-being and per-

son–environment interactions. These conditions are meals and social activities. A designated facility
representative from each ILC identified potentialconceptualized as facilitators or inhibitors to

healthy transition (Schumacher & Meleis, 1994). study participants. Those who met the selection
criteria were invited to participate, and informedThe third major model concept, indicators of a

healthy transition, are factors indicating the quality consent was obtained.
Thirty-one community-dwelling English-of the transition outcome, such as subjective well-

being. The two model concepts used for the current speaking women completed the current study. Their
ages ranged from 61 to 91 years with a mean agestudy were transition conditions and indicators of

a healthy transition. Transition conditions measured of 78 (SD = ± 6.34); 23% were young-old (age
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61–74 years), 61% old (age 75–84 years) and 16% vice utilization and chronic medical conditions.
Health was operationalized as self-report of healthold-old (age 85 years or older). Most (93%) were

White, 6.5% were African American. The sample as excellent, good, fair, or poor. Health satisfaction
was operationalized as self-report of satisfactionwas diverse in marital status with 64.5% widowed,

19.4% married, 12.9% single and 3.2% divorced. with health, as not at all satisfied, not very satisfied,
very satisfied, or completely satisfied. Health limi-The women were fairly well educated, with 45.2%

reporting education beyond high school, 25.8% re- tations were operationalized as self-reported daily
activity limitations related to health, from not at allporting a high school education and only 29% re-

porting less than high school education. Religious limited, limited a little, somewhat, quite a bit or
almost completely. Health habits were operationa-affiliations included Protestant (52%), Catholic

(42%) and Jewish (6%); incomes varied, with 42% lized as a yes-or-no response to the questions: Do
you smoke? Drink alcoholic beverages? Do physi-reporting less than U.S. $20,000 per year, 29%

between $20,000 and $40,000 and 22% reporting cal exercise such as walking? Health service utiliza-
tion was operationalized as number of physicianincomes higher than $40,000. Although all of the

women interviewed premove completed the move, visits, hospital nights and bed rest days due to ill-
ness in past 6 months. Chronic medical conditionsone participant declined the postmove interview

because her husband was ill. were operationalized as self-reported number of
chronic conditions in the past 12 months. These
measures of physical well-being have been used

Data Collection in other studies of older adults (Adelmann, 1994;
Ferraro & Kelley-Moore, 2001).

The current study was approved by the human sub-
jects’ research committee at the first author’s insti- Emotional Well-Being. The second transition
tution. Each ILC facility provided a letter of support condition in the current study, emotional well-be-
for the current study. Data were collected in partici- ing, was measured with two indicators: self-esteem
pants’ homes via face-to-face interviews at two and depression (Table 4.4.1). Self-esteem was mea-
points approximately 4 months apart: within the sured by the Rosenberg Self-Esteem Scale (RSE)
month prior to the move and between the 3rd and that assesses global feelings of self-worth or self-
4th months after the move. After obtaining written acceptance (Rosenberg, 1965). Higher scores corre-
informed consent from the participants, the authors spond to higher levels of self-esteem. For older
collected demographic, health, self-esteem, depres- adults, a score of 29 or less has been shown to
sion, social and quality-of-life data. indicate low self-esteem (Caserta & Lund, 1993).

Depression was measured by the Geriatric Depres-
sion Scale (GDS; Yesavage et al., 1983), whichMeasures
assesses affective, cognitive and behavioral symp-
toms of depression. Scores of 0 to 10 indicate noTransition Conditions
depression, scores 11 to 20 indicate mild depres-
sion, and scores of 21 to 30 indicate moderate toTransition conditions measured in the study were
major depression (Yesavage et al., 1983). Bothphysical well-being, emotional well-being and per-
measures have been widely used with reports ofson–environment interactions (Schumacher & Mel-
good reliability and validity in community elderlyeis, 1994).
(Billipp, 2001; Cully et al., 2005; Gardner &
Helmes, 2006; Stamatakis et al., 2004; Wang,Physical Well-Being. Physical well-being was
2004). For the current study, internal consistencymeasured with six indicators; health, health satis-

faction, health limitations, health habits, health ser- reliabilities (Cronbach’s alphas) for the RSE were
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.86 premove and .88 postmove; the GDS Cron- Data Analysis
bach’s alphas were .84 premove and .89 postmove.

All analyses were performed using SPSS (2004).
Person–Environment Interactions. The third Descriptive statistics were used to describe the mag-

transition condition measured in the current study, nitude of each variable, and nonparametric statistics
person–environment interactions, refers to the rela- (paired-samples sign test, McNemar test) were used
tionship of the individual to the changing social to test differences between pre- and postrelocation
environment (Schumacher & Meleis, 1994). It was variables. Statistical significance was based on a
measured in the current study by two indicators: predetermined .05 level.
perceived confidant and participation in social ac- In the qualitative portion of the study (Ros-
tivities. Perceived confidant was operationalized as sen & Knafl, 2003), transition styles were devel-
self-report of presence or absence of a confidant. oped from the iterative processes of reviewing cate-
Social activities were operationalized as the self- gories of descriptive codes and subcodes, clustering
reported amount of participation in five areas of codes, and identifying thematic patterns. Matrix
activity (Adelmann, 1994; Danermark & Ekstrom, display techniques described by Miles and Huber-
1990; Smider et al., 1996; see Table 4.4.1). man (1994) facilitated categorizing participants into

one of three RTS) based on 13 qualitative themes:
Subjective Well-Being

full integration, partial integration and minimal in-
tegration. A full integration RTS was defined asQuality of Life. Subjective well-being, a com-
voluntarily moving, being well-prepared for theponent of the concept indicators of healthy transi-
move, having premove expectations fulfilled, hav-tion (Schumacher & Meleis, 1994) was measured
ing enduring confidant relationships and multipleas quality of life. Quality of life was chosen because
other strong relationships, continuing premovethe literature indicates that it is a component of
daily patterns or centering life on routines of thesubjective well-being (e.g., Ferrans & Powers,
new community, having a sense of competence in1992) and it has been used by other researchers as
handling the demands of the new situation, anda measure of subjective well-being (e.g., Lee &
having a sense of belonging and satisfaction withMcCormick, 2004). The Quality of Life Index
the new community. A minimal integration RTS(QLI) quantifies an individual’s appraisal of the
was defined as feeling forced to move and poorlyimportance and satisfaction or dissatisfaction with
prepared for the move, having only partially metfour areas of life: health and physical functioning,
premove expectations, discontinued confidant rela-social and economic functioning, psychological and
tionships, few or strained relationships and feelingspiritual functioning, and family functioning (Fer-
essentially solitary and without friends, feeling arans & Powers, 1992). The range of possible scores
lack of belonging in the new setting, and beingis 0 to 30 for the total score and for each of the
only somewhat satisfied or reluctantly acceptingfour subscales. Higher scores indicate better quality
the new home. A partial integration RTS was de-of life. The QLI has been used with older women
fined as containing some of the characteristics of(Ferrans & Powers, 1992), and reliability and valid-
the full and minimal integration RTS. Each individ-ity have been established (Ferrans & Powers, 1992).
ual with a partial RTS had a unique combinationFor the current study sample, internal consistency
of characteristics of the full and minimal integra-reliability (Cronbach’s alphas) for premove total
tion RTS.scale, health and functioning, socioeconomic, psy-

The current study looked at whether there waschological and/or spiritual, and family subscales
a correspondence between participants’ self-es-were .94, .88, .87, .82 and .52, respectively; post-
teem, depression and quality-of-life scores and theirmove they were .80, .72, .64, .89 and .65,

respectively. RTS. To describe the relationships between (a)
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TABLE 4.4.1 Model Constructs and Measures: Emotional Well-Being,
Person–Environment Interactions and Subjective Well-Being

Mode Construct Measure Description of Measures Rating Scale

Transition conditions Self-esteema Affective judgments emerging 1 = strongly
Emotional well-being from the individual’s compari- disagree,

sons of what they are like to 4 = strongly
what they desire to be like (10 agree
items)

Depressionb Feelings of hopelessness, lack 1 = no,
of control in response to events 2 = yes
and or situations (30 items)

Person–environment interactions Confidant Self-report of a person they can 1 = no,
confide in 2 = yes

Social activities Self-report # per week (a) visit
family, (b) visit friends.

(c) attend different groups, (d)
total social activities attend.

(e) total times attend social ac-
tivities

Indicators of healthy transition Quality of lifec Person’s sense of well-being 1 = very
Subjective well-being stems from satisfaction or dissat- dissatisfied,

isfaction with areas of life that
6 = veryare important to the individual
satisfied;(64 items in two parts)
1 = very
unimportant,

6 = very
important

a. Rosenberg Self-Esteem Scale (Rosenberg, 1965).
b. Geriatric Depression Scale (Yesavage et al., 1983).
c. Quality of Life Index (Ferrans & Powers, 1992).

lent,” 87% said they were “somewhat to completelymeasures of self-esteem, depression and quality of
satisfied” with their health and 58% reported health-life and (b) women’s RTS, participants’ levels of
related limits on activities as “limited a little to notself-esteem, depression and quality of life were
at all limited.” Most (87%) of the women reportedcompared to their previous placement in one of the

three RTS. more than one medical condition. Arthritis was re-
ported most frequently (65%), followed by high
blood pressure (48%) and heart trouble (39%).

Findings
Other medical problems included hearing loss, cata-
racts, macular degeneration, dizziness, headaches,Transition Conditions
high cholesterol and irritable bowel syndrome.
Within the past 6 months, women had had an aver-Physical Well-Being. Before the move, 77.4%

of the women rated their health as “good or excel- age of 3 days of bed rest, three physician visits
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and 31/2 days in the hospital. Nearly all (90.3%) Person–Environment Interactions. Pre- and
reported that they did not smoke, 67.7% did not postmove, 87% of the sample reported having a
drink alcoholic beverages, 48.4% did not walk for confidant with whom they could discuss almost
physical activity and 71% cleaned their own homes. everything. Two women reported having no confi-

There were no significant changes in self-rated dant pre- or postmove, two reported gaining a confi-
health after the move: 8 women rated their health dant postmove and two who reported having a con-
higher postmove, 4 reported it lower and 19 re- fidant premove reported no confidant postmove. At
ported no change. Nine women reported greater the time of the move, the women typically visited
satisfaction with their health postmove, 4 reported family twice a week, visited friends once a week,
less satisfaction and 18 reported the same satisfac- participated in three different kinds of social activi-
tion. As expected, there were no significant changes ties and attended four social activities per week.
in the percentages of women reporting various There were no significant changes postmove in the
health problems, for example, arthritis, heart trou- percentages that visited their families, visited
ble—with one exception. The percentage reporting friends, ate out with their husband and attended
high blood pressure decreased significantly, from social activities. There was, however, a significant
48.4% before the move to 29.0% after the move; the increase in the percentage who attended group so-
percentage of participants who walked for exercise cial functions, from 41.9% (n = 13 premove) to
increased from 51.6% before the move to 77.4% 71.0% (n = 22 postmove); also, 42% (n = 13)
after the move, also a significant difference. There reported an increase in social activities, and only
was no significant change in the total number of 12% (n = 4) reported a decrease following the
physical activities from premove (M = 1.74, SD = move. These differences were significant (p = .049)
1.18) to postmove (M = 1.61, SD = .96; paired based on the McNemar test of dependent propor-
sign test, N = 31, p = .68), or in the total number of tions. Although the total number of social activities
times per week that participants engaged in physical did not change, the mean number of times per week
activities (premove M = 4.62, SD = 4.44; postmove that participants engaged in social activities in-
M = 6.05, SD = 4.06; paired sign test, N = 31, creased significantly from 4.4 SD = 3.5 to 8.2 SD
p = .15). = 5.0 (paired sign test, N = 31, p < .001). Twenty-

five participants reported an increase, five a de-Emotional Well-Being. There were no signifi-
crease and one no change.cant changes in scores on the RSE after the move

(see Table 4.4.2). For older adults, a score of 29
Subjective Well-Beingor less is indicative of low self-esteem (Caserta &

Lund, 1993). In the current study, premove scores
Quality of Life. The women showed a signifi-ranged from 21 to 40, with 25% scoring 29 or

cant improvement in total scores on the QLI afterless. Two women who scored high on self-esteem
their move (see Table 4.4.2) and on the Social andpremove scored low postmove, and two women
Economic and the Psychological and/or Spiritualwho scored low on self-esteem premove scored
QLI subscales, although not on the Health andhigh postmove.
Functioning and Family subscales. Postmove, 81%As can be seen in Table 4.4.2, there were also
of the participants experienced greater overall lifeno significant changes in depressive symptoms after
satisfaction, and 19% experienced less; 73% experi-the move. Premove GDS scores ranged from 0 to
enced greater satisfaction with their socioeconomic19, with six women scoring in the mild depression
situation, 23% experienced less and 4% remained atrange. Postmove scores ranged from 0 to 22, with
the same level of satisfaction; and 63% experiencedthree women scoring in the mild depression range
greater satisfaction with their psychological and/orand one in the moderate depression range. Four
spiritual life domain postmove, 19% experiencedwomen who scored mildly depressed premove

scored not depressed postmove. less satisfaction and 19% saw no change.
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TABLE 4.4.2 Comparison of Premove and Postmove Self-Esteem,
Geriatric Depression and Quality-of-Life Scores

Premove Postmove

Measure M SD n M SD n p

Self-esteema 31.5 0.5 31 32.0 0.4 31 .664
Depressionb 6.5 5.1 31 5.9 5.6 30 .690
Quality of lifec

Quality of Life 23.8 3.6 31 25.5 2.3 31 .001
Index total score

Health and 22.9 4.6 31 24.2 2.7 31 .151
functioning

Social and 23.4 4.7 31 26.4 2.3 31 .009
economic

Psychological and/or 25.5 4.0 31 26.9 3.7 31 .015
spiritual

Family 25.1 4.0 31 26.6 3.7 31 .523

Note: Differences between premove and postmove scores were found based on the paired sign test.
a. Rosenberg Self-Esteem Scale (Rosenberg, 1965).
b. Geriatric Depression Scale (Yesavage et al., 1983).
c. Quality of Life Index (Ferrans & Powers, 1992).

Integration. Table 4.4.3 presents participants’ significantly lower high blood pressure. Overall,
94% were somewhat, very, or completely satisfiedself-esteem, depression and quality-of-life levels

by RTS. Low depression and high self-esteem and with their health postmove. This finding is in con-
trast to previous reports that relocation negativelyquality of life correspond with full integration RTS;

high depression and low self-esteem and quality of influences elders’ mental and physical health (Choi,
1996; Dimond, McCance, & King, 1987: Ferraro,life correspond with minimal integration RTS.
1983; Johnson, 2001) and that women in particular
report declines in self-rated health after relocation

Discussion (Dimond et al., 1987).
The improvements in reported health may be

Because nearly 25% of older adults change resi- explained by several factors, including provision
dence every 5 years (Sweaney et al., 2004), wom- of the main meal of the day, which offered good
en’s late-life relocation transition is important to nutrition and social contact (McReynolds & Ros-
understand (Rossen & Knafl, 2003: Schumacher & sen, 2004), and accessible and varied physical, edu-
Meleis, 1994). The current study described older cational and social activities. Many of the women
women’s health, self-esteem and depression, pres- were walking more postmove than premove be-
ence of a confidant, social activities and quality of cause their ILC provided walkable routes from their
life before and after moving to an ILC. Postmove, apartments to the common area for the evening
the sample reported that they were healthier, engag- meal, to get their mail, or to join in a social event.
ing in healthier habits and enjoying a better quality Women who had a full integration RTS (45%)
of life. The women also tended to show improve- had high self-esteem, low depressive symptoms and
ments in most health measures after the move; they high quality of life. Women who had a minimal
reported improved self-rated health and health satis- integration RTS (13%) reported lower self-esteem,
faction, an increase in walking, fewer bed rest days, higher depressive symptoms and lower quality of

life. Those with a partial integration (42%) had ahospital days, and number of physician visits; and
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Table 4.4.3 Correspondence of Self-Esteem, Depression and Quality-of-Life
Levels by Relocation Transition Styles (RTS)

Relocation Transition Styles (RTS)

Full Integration RTS Partial Integration RTS Minimal Integration
(n = 14) (n = 13) RTS (n = 4)

Self-esteema

Medium and/or high 11 10 2
Low 3 3 2
Depressionb

Not depressed (0 to 10) 13 11 2
Mild depression (11 to 20) 1 0 2
Moderate and/or 0 1 0

major depression (21 to 30)
Quality of lifec

Highest 50% 14 7 0
Lowest 50% 0 6 4

Note: One case did not provide a Geriatric Depression Scale.
a. Rosenberg Self-Esteem Scale (Rosenberg, 1965).
b. Geriatric Depression Scale (Yesavage et al., 1983).
c. Quality of Life Index (Ferrans & Powers, 1992).

mix of high and low values for emotional and social ered a risk factor for an unhealthy response to relo-
cation, as should high depressive symptoms eitherfunctioning and quality of life. In spite of the posi-

tive postmove findings, more than one half (55%) pre- or postmove.
After the move, there were significant im-of the study participants achieved only partial or

minimal relocation integration, with the potential provements in QLI total scores, Social and Eco-
nomic subscale scores, and Psychological and/orfor lower self-esteem, higher depression and lower

quality of life. Clearly it is important for health Spiritual subscale scores. Thus, relocation appeared
to improve the women’s satisfaction with qualitycare professionals to understand the dynamics of

relocation to an ILC and the ways in which this of life and, contrary to much of the relocation litera-
ture, relocation proved to be beneficial.relocation affects the health and well-being of

older women. This research demonstrates the applicability
of transition theory in general and the nursingPre- and postmove, the presence of a confidant

appeared to contribute to a positive relocation tran- model of transition (Schumacher & Meleis, 1994)
in particular to a community population of relocat-sition. Others have also found that for older women,

having a confidant acts as a buffer to the stress and ing women at risk for diminished emotional health
and quality of life. The theory provides a frameworkanxiety associated with difficult life events such as

relocation (Baltes & Silverberg, 1994; Crohan & by which a nurse can assess an individual’s risk
for poor relocation transition outcomes. In addition,Antonucci, 1989; Dimond et al., 1987; Hamilton,

1990; Huss, Buckwalter, & Stolley, 1988; Rossen & the evidence of the usefulness of this model in
guiding the study of relocation transition suggestsKnafl, 2003).

Women who were classified as achieving full its possible relevance for studying other situational,
developmental and health and/or illness transitions.or partial integration RTS had higher self-esteem

scores and lower depression scores than women The sample in the current study was small,
participation was voluntary, and data were collectedwho were classified in the minimal integration RTS.

Thus, low self-esteem premove should be consid- only at one follow-up point; therefore, the findings
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congregate housing by rural elders. Geriatric Nurs-must be interpreted with caution (Cook & Camp-
ing, 17, 79–80.bell, 1979). Further research needs to be conducted

Badger, T. A. (1998). Depression, physical health impair-
with larger samples of men and women and samples

ment, and service use among older adults. Public
that are heterogeneous in ethnicity, marital status Health Nursing, 15, 136–145.
(including newly widowed) and relocation type Baltes, M. M., & Silverberg, S. B. (1994). The dynamics

between dependency and autonomy. In D. L. Feath-(i.e., independent, assisted living, long-distance re-
erman, R. M. Lerner, & M. Perlmutter (Eds.), Life-location). A potential measurement limitation in
span development and behavior (pp. 52–90). Hills-the current study was the use of the Rosenberg’s
dale, NJ: Lawrence Erlbaum.

global self-esteem scale as a measure of emotional Berkman, L. F. (1997). Social relationships, connected-
well-being; it may have lacked the sensitivity to ness, and health: The bonds that heal. A summary
change during the short period of follow-up. A of a presentation. Retrieved November 20, 2000,

from www.obssr.od.nih.gov/Publications/SOCIAL.more sensitive measure of state- or domain-specific
HTMself-esteem may be more useful than a global mea-

Billipp, S. H. (2001). The psychosocial impact of inter-sure of self-esteem for measuring change in self-
active computer use within a vulnerable elderly pop-

esteem (McCauley, Elavsky, Motl, & Konopack, ulation: A report on a randomized prospective trial
2005; McGannon & Spence, 2002). Studies with in a home health care setting. Public Health Nursing,
larger sample sizes and a more sensitive measure 18(2), 138–145.

Caserta, M. S., & Lund, D. A. (1993). Interpersonalof self-esteem may help determine whether the rela-
resources and the effectiveness of self-help groupstionships of self-esteem, depression and quality of
for bereaved older adults. The Gerontologist, 33,life with RTS found here will hold for other samples
619–629.

and other relocation types. Castle, N. G. (2001). Relocation of the elderly. Medical
Although the data from the current study are Care Research and Review, 58(3). 291–333.

preliminary, nurses who identify older women with Choi, N. G. (1996). Older persons who move: Reasons
and health consequences. Journal of Applied Geron-low self-esteem, high depressive symptoms and low
tology, 15, 325–344.quality-of-life indicators should be aware that these

Cook, T. D., & Campbell, D. T. (1979). Quasi-experi-women may have difficulty in relocation adjust-
mentation: Design & analysis issues for field set-

ment and may need more support than other women tings. Boston: Houghton Mifflin.
in these areas. The correspondence found between Crohan, S. E., & Antonucci, T. C. (1989). Friends as a
emotional well-being, person–environment interac- source of social support in old age. In R. Adams &

R. Blieszner (Eds.), Older adult friendship: Struc-tions, subjective well-being and RTS offer health
ture and process (pp. 129–145). Newbury Park,care providers a basis for identifying those at risk
CA: Sage.for poor relocation outcomes and for planning and

Cully, J. A., Gfeller, J. D., Heise, R. A., Ross, M. J., Teal,
implementing programs for elders who are C. R., & Kunik, M. E. (2005). Geriatric depression,
relocating. medical diagnosis, and functional recovery during

acute rehabilitation. Archives of Physical Medicine
and Rehabilitation, 86, 2256–2260.

Danermark, B., & Ekstrom, M. (1990). Relocation and
health effects on the elderly: A commented research
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Wang, J. J. (2004). The comparative effectiveness among home country or to another Middle Eastern country
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aging. Though they were now back to live in theYesavage, J., Brink. T., Rose, T., Lum, O., Huang, V.,
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Reprinted with permission from: Rossen, E., & Knafl, K. (2007). Within this small group of diners, some had
Women’s well-being after relocation to independent living com- returned to their homeland to ensure that their teen-
munities. Western Journal of Nursing Research, 29(2), 183–199.

age daughters maintained Middle Eastern values
toward virginity, dating and the preference for a
marriage initiated within their faith and culture.

4.5 WOMEN IN TRANSITION: Others went back temporarily because their wives
BEING VERSUS BECOMING OR felt isolated and alienated in their neighborhoods
BEING AND BECOMING and because they missed their extended families.

Still others did the same because husbands wereAFAF IBRAHIM MELEIS
concerned about their changing role and image in

IN ASSOCIATION WITH SANDRA ROGERS
the family. These husbands had become alarmed
with sex-role changes in the family and sought toAbstract
return to the home country in search of support for
their discomfort with these changes. These wereWomen are at the center of all life transitions
educated professional couples seated around thatwhether the transitions are within the family,
dinner table. None of them acknowledged or ac-such as maturation, or because of national
cepted the roles women played in the decisions formodernization or a move to an urban center,
either the first or rotating immigration. Yet womenor because of relocation to another nation.
were the center of all immigration decisions.Ironically, women’s roles in these transitions

In analyzing immigration patterns and pro-are ignored at best and misrepresented at
worst. What we need is a raising of conscious- cesses and in reflecting on that animated dinner

www.census.gov/prod/2004pubs/censr-19.pdf
www.census.gov/prod/2004pubs/censr-19.pdf
www.aoa.gov/prof/statistics/profile/2004/2004profile.pdf
www.aoa.gov/prof/statistics/profile/2004/2004profile.pdf
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conversation and the many interviews we have The framework for my analysis reflects of ne-
cessity my own areas of interest. As a nurse sociolo-completed, I became aware of what the literature

is beginning to support. Women are central in the gist, my research reflects an interest in the roles that
women enact in interactions with their significantimmigration process. They are profoundly affected

by it and they affect decisions about it. Even when others and reference groups, their transitions and
their health status and behavior. My recent researchthey appear to have limited formal power in this

process and even if the assumption that their infor- further reflects a focus on Middle Eastern women
in their home countries and as immigrants to Cali-mal power is limited is correct, the immigration

transition exerts a significant influence on their fornia. The conceptual framework that I use for
analysis considers identity, transition and health.roles in the family and society. That dinner conver-

sation also represented a microcosm of the struggle The process by which women tend to develop iden-
tities is built upon the repertoire of roles that theythat first-generation immigrants confront in being

from a home country and maintaining all of the enact and the health-care options that are available
to them.values and the sex-role behaviors of that home

country and becoming an American and thus co- The numbers of immigrants and refugees are
increasing in North America, and there is no reasonopting new sex-role behaviors. That struggle has

been the center of many theoretical and method- to believe that their numbers will decrease (Reim-
ers, 1985). As long as there is oppression in theological discussions on ethnic identity, assimilation
world and as long as there are economic inequities,and integration. The questions remain: Is it being
internal civil wars and conflicts between nations,versus becoming or being and becoming? More
populations will shift dramatically (Davis, 1974).importantly, in what ways do being and becoming
The developed countries will continue military andinfluence the health of women?
economic interest in the troubled spots in the worldThe purpose of this presentation is to discuss
and they will also continue to provide necessarythe roles of women in the immigration and postim-
aid. Some necessary assistance is the acceptancemigration process and to identify some areas of
of refugees and immigrants. Therefore, most immi-neglect in knowledge development regarding
gration movement is from low-income countrieswomen immigrants. Though I do not have many
to high-income industrialized nations. Immigrationanswers, I will make two points. First, we cannot
trends indicate that there will be an increasing num-really identify or understand the experiences, situa-
ber of immigrants entering both the U.S. and Can-tion and health of immigrant women without paying
ada (Reimers, 1985). The problems of meeting thespecial attention to women’s situation in general
needs of these individuals become the responsibil-and immigrant women’s situation in their own
ity of industrialized societies.country of origin. Therefore, there are equally com-

Census data indicate that of immigrants to thepelling reasons for both international and cross-
United States during this last decade, one-half ofcultural research on women’s roles and health. Sec-
them were women. In Canada more than 30% ofond, feminism as it is conceptualized in the West
the total number of immigrants have been women.may be an inappropriate and incongruent frame-
There have been many research studies addressingwork for understanding the situation of immigrant
the immigration process, with a majority focusingwomen. To develop these themes, I will offer some
on the adjustment of men during the immigrationcomments related to the following: a rationale for
process, and the roles they play in the labor market.a focus on immigrant women, women’s health in

developing countries, immigrant women and their
roles, women’s health as immigrants in developed Rationale
countries, and challenging questions that we con-
tinue to face in developing knowledge about immi- In spite of the number of women and their apparent

centrality in the immigration process, I join thegrant women.
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very respected Canadian authors Boyd, Lynam and central roles they play: marriage, employment and
parenthood. Verbrugge and Madans (1985) ana-Anderson in concluding that immigrant women are

neglected as a group in studies of women at large, lyzed data collected by the National Health Inter-
view Survey (NHIS) for the periods 1964–65 andas well as in studies related to immigrants and

migrants. We know very little about their experi- 1977–78 and concluded that, although employed
women demonstrated the best health profile, non-ences, their needs, their illnesses, their health status

and their ways of coping with major transitions. employed and nonmarried women have the worst.
There is a definite trend toward a healthier women’sThis neglect is not confined to one country; the

literature indicates a global neglect of measures population owing to participation in the labor mar-
ket. The data and conclusions were focused mainlyregarding the movement of women across nations,

as well as the migration of women from rural to on white American women and black women. No
such data exist on recent, first-generation immi-urban areas within countries (Anderson, 1985;

Boyd, 1975; Lynam, 1985). grant women.
Considering that first-generation immigrantsImmigrant women may have been ignored in

research studies because of the premise that has generally hold low-paying, dead-end jobs, they en-
counter other profound health hazards. In addition,permeated immigration studies that women depend

on males for their immigration (Boyd, 1984). Re- their resources and support systems are somewhat
limited and their access to health resources is se-cent analysis of immigration patterns indicate that
verely hampered. All these conditions provide awomen are not simply following men in immigra-
strong rationale for making health care for immi-tion nor is their immigration attached completely to
grant women a global priority.kin immigration. There are some societal conditions

such as the labor market of the developed world
that attract the immigration of women. Some of

Women’s Health in Developing Countries
these conditions are an increase in the availability
of low-wage jobs that are particularly tailored for A more effective approach to understanding the
women. Examples are the electronics assembly health-care needs of immigrant populations is one
lines and the sweatshops of the garment industry that takes into consideration the health of women
(Sassen-Kools, 1984). Women from the Southeast in their own culture; their health being a product
Asian countries (e.g., Indonesians, Sri Lankans, of the conditions in their country of origin.
Taiwanese, Vietnamese and South Koreans) are I would like now to put immigrant women’s
preferred workers in electronic firms in California health within the context of global issues in wom-
for several reasons. First, they were trained in their en’s health. The United Nations’ Decade on
homes to perform manual work that is delicate in Women ended on July 26, 1985, with a summary
nature. Second, they are used to working under of major health issues impinging on women. When
pressure, are cooperative and continue to show re- global accomplishments related to improvement of
spect to those in authority. Third, they agree to the lot of women are looked at, several themes
work for relatively low wages (Taplin, 1986). become apparent. In general, communicable, conta-

Therefore, it is apparent that immigrant wom- gious and infectious diseases are declining; how-
en’s labor and wage patterns and trajectories are ever, they continue to be responsible for high mor-
simply different than immigrant men. Yet even re- bidity and mortality rates in some of the low-in-
ports of labor-force experiences of immigrants are come countries. It is of note that in some countries
largely based on male immigrants (Boyd, 1984; such as India and Bangladesh, there are higher mor-
Kossoudji & Ranney, 1984). It is certainly possible tality rates for women and female children than for
that women’s job market roles may lead to different male children (Miller, 1981, 1984).
health hazards than those facing men. Women’s In addition to continuing to battle communica-

ble diseases, many of the so-called stress diseasesphysical and mental health has been related to three
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of the highly industrialized nations (such as cardio- clear waste, chemical waste and noise; all of which
influence the incidence of cardiovascular and neo-vascular diseases and accidents) are also finding
plastic diseases (Ulin, 1982).their way to the less industrialized countries.

Limited access to health care is another globalWomen are as much victims of a host of stress
issue. A high percentage of the world populationdiseases as men are, but they are not equally consid-
is medically underserved. Ulin (1982) asserts thatered when discussions are initiated about work and
“as many as 25% of the U.S. population live instress. There is also a universal myth that exists
medically underserved areas (that are) character-about women’s work. The myth tends to classify
ized by physician shortages, poverty, high infantwomen in larger proportion as nonworking women.
mortality, and a high population of the aged” (p.Women’s work is either hidden labor within a hus-
534). It is of concern to many that there remains aband’s business, or not classified because it is con-
lack of research in other aspects of women’s healthsidered merely housework. Therefore, those who
that are of global interest such as hazards to healthwork as servants, prostitutes, or even those who
owing to female labor (Stein & Maine, 1986) andare housewives are not considered to the same de-
the mental-health consequences of various familialgree as men in health-care studies and analyses. In
and societal roles.addition, although life expectancy for women in

Again, this may be due to a global myth thatEgypt, for example, has increased from 49 years
women are not involved in the labor force of thein 1965 to 59 years in 1983 (World Bank, 1985),
world or that they do not want to be involved inthere is still limited knowledge related to their aging
development. In fact, there are indications of theprocess, caring roles for other elderly members in
fallacy of this myth. I could cite historical examplesthe family, and menopausal experience, to say noth-
of women in the Pharaonic era of Egypt or giveing of the effect of osteoporosis on their lives.
the results of contemporary research, all of whichWhen women’s health is discussed, it tends
point out that women like to be involved in develop-to be circumscribed in terms of pregnancy and ma-
ment and that when they are not, they “feel leftternal roles and less in relation to the many other
behind.” For example, in a 1984 study of Nigerianroles that women enact. Even at that, mortality
women, the Nigerian scholar Tomilyo Adekanyerates attached to reproduction remain high (Stein &
concluded the following:Maine, 1986). Some of the reasons for such high

mortality rates remain related to limited access to Nigerian women are involved in all aspects of agri-
health care, multiple pregnancies and nutritional culture, production, processing, and trade. How-
problems. Even when it is very apparent that nutri- ever, to enhance women’s contributions and inte-

grate them into rural development, it is necessarytional disorders play an important role in women’s
to increase the women’s access to productive re-health and subsequently in children’s health, wom-
sources in agriculture. (p. 430)

en’s nutritional problems are glossed over. These
problems range from malnutrition owing to under- It is society that may not be encouraging wom-
nourishment or starvation in the developing world, en’s involvement. Nigerian women need access to
to overnourishment that results in obesity and nutri- cooperatives for purchasing power and for market-
tional disorders such as bulimia and anorexia ner- ing of their products and access to the appropriate
vosa in the developed world (Maglacas, 1983; technologies that would support their products.
Ulin, 1982). They also need both formal and informal education

Environmental pollution plagues women to help them develop comfort and facility with tech-
whether they live in developing or developed coun- nological innovations, ways by which they can have
tries. The developing countries experience pollu- access to new jobs and ways by which they can
tion through inadequate sanitation, parasites and communicate with the outside world (Adekanye,
contagious diseases. The developed countries have 1984, p. 430). They are not unlike women in any

other developing nation.created environmental pollution in the form of nu-
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That these third-world women are consistently morally enraging to the North Americans who deal
with these women. That vehement response cou-a part of the economic support of their families

is especially salient when we consider immigrant pled with a feminist approach tends to further alien-
ate immigrant women who continuously feel thatwomen. Although immigrant women may continue

to value child-rearing and housekeeping roles, they people in the host society simply do not understand
their values, their commitments to family and theiralso want to help achieve the North American

dream for their extended family; a goal that man- life goals. Moreover, such values, commitments
and goals are devalued and discredited.dates their participation in the labor force. Perez

(1986) indicates that the economic success of Cu- Unlike the individualism that is promoted in
the West, immigrant women aspire to a better lifeban immigrants in America can be traced to the

labor-force participation of all family members, for the family unit and not for the self alone. Femi-
nism in third-world countries is defined not in termsparticularly mothers and daughters.

We have not been able to adequately and effec- of freedom from male oppression; rather, it is free-
dom from foreign oppression, from hunger, pov-tively use the fine resources of immigrant women.

There are no adequate policies to open new options erty, illness, malnutrition and from other forms of
deprivation (Aguilar-San Juan, 1982). Navarrofor them. They are deprived of demonstrating their

highest potential and their host societies are de- (1979), a Latin American social scientist, put it
very well:prived of making use of that highest potential. More

importantly to this International Council on Wom-
In a continent where poverty, illiteracy, unemploy-en’s Health Issues, their health may be profoundly
ment, extreme concentration of wealth, lack of civil

influenced in the process.
liberties, and exploitation are major issues because

Immigrant women from developing countries they affect a large majority of the population, sex
tend to suffer from triple negative status. They are discrimination in all its aspects, as it is denounced

by middle-class North American and Europeanwomen, they are immigrants and they are from
feminists, could easily be dismissed as secondary.developing countries. They are stigmatized with
(p. 114)several social definitions. They are viewed as dif-

ferent with an emphasis on the negative aspects of
Immigrant women from developing countries

their differences. They are considered a problem for
come to interpret their experiences in terms of so-

society’s agencies, such as educational and health-
cial inequities, not sex-role inequities. To them so-

care systems. They are considered to be dependent
cial inequalities are far more important than sex-

followers, qualities accorded negative meaning in
role inequalities. Immigration heightens their sense

the West. They are considered an economic prob-
of socioeconomic inequalities and makes it even

lem because they are thought of as nonproductive
more urgent for them to relegate sex-role inequities

as they prefer roles that are circumscribed by home
to a much lower priority than their sisters in the

and children. Finally, they have been viewed as
host society.

barriers to family assimilation and integration.
At the heart of our misunderstanding of the

roles of immigrant women is the misconception Immigrant Women and Their Roles
that arises from viewing them in terms of sex-role
inequities. This negative conception pictures them To understand the nature of the health needs of
as being oppressed and controlled by males in the immigrant women, it is imperative to examine the
family, with no options; totally dependent on their unique roles they enact. Immigrant women partici-
males and preoccupied by their roles as mothers pate in every aspect of the immigration process
and wives (Pontifical Commission of the Pastoral and, in some instances, have been the instigators
Care of Immigrants and Itinerant Peoples of the of the movement from one locale to another. In

these instances, the immigration process was initi-Holy See, 1981). To accept such roles is usually
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ated by a wife or a mother or even sponsored by in the industrialized host countries. Adult first-gen-
eration male immigrants continue to expect it,one of her relatives:
women may begin to want to relinquish it; but

For every woman who was prompted by the male children have the most problems with it. Children
and followed willingly or regretfully, there were learn new values in schools, values associated with
two who resisted and forced him to remain where openness and confrontation. They resist having to
he was; and there were five who had been the

discuss matters of utmost importance to them withinitiators of the idea: mother, sisters, wives, or
their fathers or other elderly male members of thedaughters who worked at cajoling or pressuring

males into taking the lead or forced them to make family by going through their mothers. They resent
the move. (Smith, 1980, p. 79) their mothers’ seeming evasiveness in communica-

tion and the mothers’ attempts to perform the advo-
Although Smith was describing Portuguese cacy role between the father and other members of

immigrants specifically because Portugal is “sup- the family. This negotiating role is important but
posedly a classic example of the male-dominated stressful for women. Immigrant women are given
society,” the same analysis could apply to the deci- neither credit nor acknowledgment by the younger
sion-making process of immigrants from any num- generation in the family or by the society at large
ber of countries. Understanding the process of deci- for enacting this role.
sion making related to immigration is significant Women are also expected to play an intermedi-
in understanding the health and adjustment of im- ary role in family negotiations with formal and
migrants in their new locale. Women who instigate informal agencies and other facilities in the new
and participate in decisions related to immigration host country. Because of the nature of their commit-
may demonstrate a different adaptation pattern than ment to the nuclear and extended family and to
those who have been coerced into immigrating. household responsibilities, immigrant women tend

All women in developing countries tend to to be a key link between members of the family
have a negotiating or intermediary role in family and educational, health and community sectors.

They are the ones who tend to ease other familyinteractions; perhaps more than is true in industrial-
ized societies. By a negotiating, intermediary role, members into new roles (Pontifical Commission,

1981), In addition, women are the guardians of theI mean a method of advocacy. It is advocacy for
children in decisions that are made by the husband. family’s ethnic identity, they are the ones who play

an instrumental role in the maintenance of lan-It is also advocacy for males in the family to save
face, to maintain their respect and protect them guage, or in the development of a new language.

They play an important role in how many and whichfrom direct confrontations with children and/or
other members of the extended family. Although of the values and norms of the host society are co-

opted and integrated into the family’s norms andthis negotiating role holds a great degree of infor-
mal power in influencing decisions, it is a burden- roles and which traditional values are maintained

(Seller, 1975). Women are also the ones who facili-some role and has the potential to cause emotional
distress and family polarization, thus draining en- tate the necessary balance and harmony between

the being from and the becoming to. In the processergy and leading to emotional burnout.
A family negotiating role requires less con- of playing this intermediary role, a woman may

experience role stress.frontation, more tact, some evasiveness, a bit of
indirectness in communication and some cover-ups. The constraints and the forces inherent in the

role of intermediary and the cost on the health ofIt is because of these properties that the negotiating
role takes on significance for immigrant women. women in enacting such a role are not completely

understood. Although women may have been, andAlthough this role may have been expected, ac-
cepted and sanctioned in their home countries, it most probably were, the negotiators and mediators

in family, clan and community matters in their ownis fraught with ambivalence and mixed expectations



204 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

countries, enacting an integrative role in the com- Another role of women is that of worker. Im-
migrant women’s roles in the U.S. labor force aremunity of a new country may be more taxing and
expanding, but their contributions have been ne-less rewarding. Stress may result because immi-
glected, misdefined and underestimated; as havegrant women in their new environment may have
been the consequences of their integration into thefewer resources to support these roles or they may
work force. Several aspects of their work role arehave limited access to resources. The regular ex-
important when we consider their health.tended family that may have given them support

First, immigrant women tend to have differentin their homeland may have been replaced by a
types of participation in the work force than othercritical set of live-in in-laws, or nonunderstanding
women in their countries of origin and other womenneighbors, or even an ethnic enclave consisting of
workers in the host society. Although men predomi-individuals who adhere strictly to the values and
nate as laborers in industrialized countries (Taplin,beliefs of the country of origin.
1986), Asian women are beginning to comprise aIt is indeed a marvel to watch these women
significant “number, if not the majority” of elec-play these two significant roles of decision maker
tronic industry workers in the U.S. They tend toand intermediary in spite of severe limitations im-
be put in the low-income brackets. Immigrants’posed on them by their host country and its new
eagerness to acquire any job in the new land makesvalues. We need to understand these roles and also
them vulnerable to accepting whatever low-paying,the strategies that these women use on behalf of
high-risk jobs are available. This allows the multi-each family member. What are the constraints they
national companies that hire them to broaden theirencounter and ingeniously surmount; and how do
profit margins (Taplin, 1986, p. 191).they cope with the distress associated with these

Second, immigrant women tend to developroles?
lower occupational prestige than do male immi-Similarly, women in general play a significant
grants even from the same nationality. Their workrole in the health care of the family; immigrant
experience in the U.S. does not help in enhancingwomen in particular play a more central role (Gra-
this prestige. This has been due to their lack ofham, 1985). They make many of the decisions about
knowledge of the world market, the necessity ofusing health services and complying with ways to
obtaining training at their own expense, languagepromote health and prevent illness. Knowing their
problems and the nature of their foreign credentials,beliefs and attitudes toward health, health care and
as well as family responsibilities that may requirehealth behavior will help health-care professionals
them to stay in nonprestigious jobs (Sullivan,provide necessary care to the immigrant family as
1984).a whole.

Third, immigrant women who are active inIn the fifth seminar on adaptation and integra-
the labor force continue to carry the primary respon-tion of permanent immigrants in Europe (1981), the
sibilities of household activities, though it influ-Pontifical Commission proposed concentration on
ences the balance of power in the family (Pessar,
1984). And even if there is a differential in their

the specific and important role that women migrants
earning power that mandates more participatorycan play both in the process of group identity and
household activities, role changes are bound to cre-in the dynamic relationship (of opposition or coop-
ate tremendous stress reactions in the differenteration) which can be established within the receiv-

ing community taken as a whole (relations between members of the family (Kossoudji & Ranney,
the family–school–neighborhood and the commu- 1984). Therefore, a woman’s integration in the
nity sector), that is, in the integration of the “knowl- work force makes her continue to be dependent on
edge” transmitted by the family, the “knowledge”

wages of men; increases her work load and her roletransmitted by the school, and the “knowledge” that
responsibilities, and does not significantly improveis acquired within the “framework of social life.”

(p. 4) her social status (Bloom, 1985; Griffith, 1985).
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The poor, less educated, separated or divorcedDifficulty in speaking the language of the host
(women), were likely to (1) feel that their socialcountry increases the burden and energy expended
resources were only nominally effective in mediat-

in all these roles (Boyd, 1984). It is also a factor ing between them and the pressures of life strains,
in the apparent lack of integration of these women and (2) define the scope of physicians’ roles and
in the communities in which they live. Though responsibilities broadly.

forced to act as links with these communities, they
She also found that, when compared withdo not feel part of any of them. Questions related

women whose life situations were less burdened,to balancing role demands and to job risks for these
these women visited the health-care system morewomen remain untapped and unanswered.
frequently, reporting vague, disorganized and un-There are other roles to consider. The longer
recognizable symptoms.the first-generation immigrants are in industrialized

I am beginning to sense that some immigrantsocieties, the more roles will evolve. Immigrant
women are using the health-care system, as outpa-women will follow the same universal trend in liv-
tients or as inpatients, as a cry for help, as a way foring longer than their male mates. In many of the
them to take “time out” from their truly burdensomecountries from which the majority of women are
roles. More accessible mechanisms for “time out”currently immigrating, whether from the Middle
exist in their countries of origin and none exist inEast or Southeast Asia, women are cared for in
their new home country. What better and safer placetheir old age by daughters, daughters-in-law and
to take “time out,” a few days to bring back sanity

sons. What are some of the potential aging problems
and perspective, to maintain a sense of personal

that might happen to these women and what models
dignity and pride, than a bed in a health-care sys-

of care will be useful for them? If cared for by
tem? In the meantime, they are overtested and ov-

their aging sons and daughters, what are some of the
ermedicalized because a true understanding of their

consequences of that care on the family members?
situation does not exist. I still do not have research
data to support this hunch, but I have many clini-
cal anecdotes.

Consequences

Needs of Immigrant WomenThe process of transition and the many competing
roles that immigrant women enact and the limited

As a result of their experiences, varied though these
supportive resources for those roles may act as may be, immigrant women have similar needs.
stressors and increase the “potential of overuse” or These include the need to receive credit for their
the so-labeled abuse of the health-care system by roles, support during transition, knowledge of
women, as they may manifest a higher use of health- sources and resources and a more equitable deal in
care services (Gallin, 1980). Immigrants may seek their new home.
health care that is related to recent immigration in Immigrant women need an approach that es-
an attempt to receive support and assurance. They pouses the acceptance of differences and the reas-
may turn to a spouse, which in turn increases stress surance that they are playing valuable roles that are
in the family (Lynam, 1985). Immigrant women important to group identity formation and to the
have turned to health-care systems for solutions to integration of family members in society. They
some unmanageable conditions that are not within need to be credited for the different but significant
the jurisdiction of attending physicians (Shuval, roles they play in the family and in the host society.
Antonovsky & Davies, 1970). Some of these condi- These women need an openness from health profes-
tions include spouse abuse and concerns about the sionals who seek to truly understand the meaning
school performance of their children (Ng & Rami- of family identity that they hold. This includes un-

derstanding values promoted by various religions.rez, 1981). Gallin (1980) found that:



206 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

They need an approach from the receiving Finally, there are some critical points for pro-
vision of resources. One such critical point is al-host society that indicates an interest in being and

becoming. They need support during their transition ways after the transition, whether it be the immigra-
tion transition, postpartum transition, or job transi-through the period of relocation and training pro-

grams. It is important, though, to know that they tion (Lynam, 1985). We need resources to deal with
illness transitions and resources to deal with maritaltend to prefer to seek help through their relatives

first or through those who are part of their private distress (Chick and Meleis, 1986). Not all these
resources have to be professional ones. Communityselves, rather than from outsiders (Lynam, 1985).

Only when they have been here for a while do they resources are equally effective. Professionals can
help by providing appropriate community contactseek help from outsiders.

Heller (1979) and Lynam (1985) propose the and in matching needs and resources. In general,
immigrant women need what a UNICEF studydevelopment of some ways to increase immigrant

women’s social competence and mastery in the new group called a fairer deal in society. They need to
feel that they belong to, are not isolated from, theenvironment. Perhaps programs to assist in a suc-

cessful relocation and for retraining modeled after host society (Lynam, 1985).
Now the question is, What could the receivingSwedish programs could be explored. What these

women do not need is a cursory list of resources; society do to promote an understanding of immi-
grant women, without forcing them to abandon theirrather, they need a genuine interest in facilitating

their participation in these resources. They need a being and their own country-of-origin identity and
without forcing them to integrate totally by becom-sincere interest in helping them sort out some of

their insurmountable hurdles and constraints that ing a perceived American? What could be done to
strike a balance between being and becoming?may be foreign to us, such as being home before

their husband arrives or being home to prepare a
lunch for male members of the family. Studies show
that women tend to use the resource of personal Challenges and Questions
contact if it is made by a person familiar to them.
They will follow through only if persistence is pres- The challenge ahead of us in studying immigrant
ent with personal contact (Lynam, 1985). women and in focusing on identifying their roles

Immigrant women need resources (Nagata, in the immigration process and the relationship be-
1969) to help them understand our North American, tween roles and health-care options and outcomes,
rather complex, systems. We need resources to help such as health status and health behavior, will en-
us understand their health-care needs. We need lan- sure a healthy reproductive and productive national
guage and cultural interpreters and brokers, profes- force. What is needed is an approach to the study
sionals who can interpret symbols for them and on of immigrant women that evolves from broader
their behalf. Presently we tend to depend on the assumptions than the ones that have guided previ-
women’s family members for translations and, ous research. Two important components of that
worse yet, for interpretations of meanings. The re- approach are that women must be active, not pas-
sult is that we do not reach these clients. sive, participants in the process and that the focus

An immigrant man related to me what he did must not be limited to the maternal role alone.
when he was put in the position of translating and Recognizing women as valuable contributors
interpreting while his wife was in active labor. The to development in society may help in turning the
obstetrician said to him, “Tell your wife not to push government’s attention to the social, physical and
now.” The man said to me, “How can I tell her not psychological needs of women (Ward, 1982).
to push when she is screaming and when the head Therefore, women’s roles, the ways by which
is about to pop out?” So I turned to her and said, women negotiate and mediate between different
“Push, push.” The more he said, “Do not push,” agencies and different cultures, need to be studied.

In addition, studies of the strategies that immigrantthe more I urged her to push.
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women use on behalf of family members in helping Conclusion
them develop access to the new country’s institu-

Women are at the center of all life transitions,tions, such as schools and health-care systems, will
whether the transitions are within the family, suchhelp to elucidate some of the constraints in their
as maturation, because of national modernizationprocess of immigration.
or a move to an urban center, or because of reloca-We should also be attempting to answer ques-
tion to another nation. In each one of these transi-tions related to understanding not only their cultural
tions, women are profoundly influenced by change,identity but our own as well. This understanding
particularly when they are not able to influencemay decrease the racism and the potential of a
decisions regarding such change. Ironically, wom-ghetto-like existence. It could help in promoting a
en’s roles in these transitions are ignored at besttrue integration of a mosaic of cultures. It could
and misrepresented at worst. That neglect is a two-also increase the awareness of the expanding roles
edged sword. First, this neglect prevents the reflec-of women. Knowledge of the identity, values and
tion of these experiences on policies related tonorms of families in different sectors of community
women. Second, this neglect limits the wisdom thatis essential to working with immigrant women.
we are able to glean from their experiences thatSuch knowledge will promote collaboration be-
may then influence other women in the host society.tween the different societal subsystems, “with a
This wisdom could come in the form of optionsview to the protection of cultural identity and inte-
and a range of positive coping styles that immigrantgration” (Pontifical Commission, 1981).
women may have used successfully in negotiatingMore studies are needed to understand the inte-
their new life experiences. What we need is a con-rior fabric of immigrant working and nonworking
sciousness raising, an awareness of these womenwomen. Such studies could help in deciphering
among us who are struggling with the being versustheir strategies for managing demands and the ways
the becoming dilemma and who would like to solveby which they maintain the family’s ethnic being
it by integrating being and becoming.and enhance ethnic becoming. These studies would

In discussing gender inequities in food distri-help us further to interpret how they plan and orga-
bution internationally, Amartya Sen (1984) urgesnize their lives to balance the multiple demands of
that “a low key and clinically academic discussionwork, family, community and extended family, all
of the problem of intrafamily distribution is notof which span at least two cultures (Bloom, 1985).
quite adequate.” She goes on to admonish us toThere is a great deal to be gained from understand-
add to those discussions “a bit more rage, a biting the strategies that immigrant women have cre-
more passion, a bit more anger.” Let us declare aated to meet some of these competing demands and
focus on first-generation immigrant women to helpby comprehending the constraints and the forces
us understand their experiences and provide themon them in doing this.
with adequate resources to meet their needs. WeFinally, because women as a whole are more
should approach this task as Sen urges, with angerreceptive to making changes in their family and
for existing negligence, with embarrassment forlife situation and usually have more to gain by these
lost time, and with a real passion and a sustainedchanges (Nash, 1980), we need to collaborate in
commitment to ensure that immigrant women, andinternational research to find out whether immigra-
all of us, can both be and become.tion and/or development have benefited women in

improving their status and expanding their roles.
More significantly for us in the health field, we
need to find out in what ways did the immigration
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4.6 MELEIS’S THEORY OF in relation to other forms of transition.
NURSING TRANSITIONS AND
RELATIVES’ EXPERIENCES OF
NURSING HOME ENTRY Introduction
SUE DAVIES

With increasing levels of frailty among the ageing
Abstract

population, a growing number of family caregivers
are finding themselves in the situation of needingAim: This chapter explores the extent to

which Meleis’s mid-range theory of nursing to assist a relative to move into a nursing home.
This frequently involves them in helping the oldertransitions is supported by the findings of a

study exploring relatives’ experiences of the person to make the decision, find a suitable home,
make the move and settle into their new environ-move to a nursing home. Background: Mid-

range nursing theories are useful tools in ment. The move to a nursing home represents a
major event in the life of the older person and canhelping to understand the scope of nursing

practice in a range of contexts and situations. be a traumatic experience for all concerned (Reed &
Payton 1996, Wright 1998). Temporal models ofHowever, as yet, many formal mid-range the-

ories have not been adequately tested. Meth- caregiving suggest that when family caregivers as-
sist an older person to move into a nursing home,ods: Findings from a constructivist study of

relatives’ experiences of nursing home entry they enter a new but still involved stage and are
likely to require support to achieve a smooth transi-were re-analysed in relation to the extent to

which they reflected the domains of the theory tion (Nolan et al. 1996a). However, there is little
research evidence to suggest the type of supportof nursing transitions. Data for the original

study were generated during 37 qualitative that will be most effective.
This chapter draws on evidence from an empir-interviews involving 48 close family members

of older people who had recently moved to ical study, the main aim of which was to develop
a deeper understanding of the needs of relatives ofa nursing home, and in observational case

studies in three nursing homes. Findings: All older people who move into nursing homes (Davies
2001). Data derived from semistructured interviewsdomains of the theory of nursing transition

were supported by the data generated within with 48 family caregivers who had experience of
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such a move, together with observational case stud- nomenon of interest. An important exception is the
formal mid-range theory of transitions describedies in three nursing homes enabled the development
by Schumacher and Meleis (1994) and Meleis etof a series of theoretical propositions. It was antici-
al. (2000). This presents a comprehensive frame-pated that these would suggest appropriate support-
work that recognizes the significance of transitionsive interventions to enable a healthy transition. In
for health and attempts to encapsulate characteris-comparing these insights with the existing litera-
tics and indicators of healthy transition processesture, the relevance of Meleis’s theory of nursing
so as to suggest appropriate nursing interventions.transitions (Meleis et al. 2000) as a potential frame-

work for guiding practice in this area became appar-
A Theory of Nursing Transitionsent. In this chapter, the extent to which Meleis’s

theory was supported by data from the study is
Meleis’s theory of nursing transitions proposes that

explored. Ways in which the theory of nursing tran-
assisting people to manage life transitions is a key

sitions could be modified to reflect more fully fam-
function of nursing (Schumacher & Meleis 1994,

ily caregivers’ experiences of assisting a relative
Meleis et al. 2000), with transition defined as: ‘The

to move into a nursing home are also outlined.
passage or movement from one state, condition or
place to another’ (Chick & Meleis 1986, p. 237).

The rationale for considering this an important
Background area for nursing and social care is that people under-

going transitions tend to be more vulnerable to
Theoretical Perspectives risks that may affect their health and wellbeing.
on the Move to a Nursing Home Transitions often require a person to incorporate

new knowledge, to alter behaviour, and therefore
In the growing literature on experiences of long- to change the definition of self in the new social
term care, a number of conceptual and theoretical context (Wilson 1997, Meleis et al. 2000). The
frameworks have been applied to the needs of older challenge for nurses and others involved in support-
people living in nursing homes and their families. ing those undergoing transition is to understand
However, these are mostly derived from research transition processes and to develop interventions
carried out in settings other than nursing homes, which are effective in helping them to regain stabil-
and there is a need for more explicit empirical ity and a sense of well-being (Schumacher & Meleis
testing of a range of theoretical ideas in the nursing 1994). Meleis and colleagues have conducted em-
home context. Importantly, much of the literature pirical work examining a range of transition experi-
on relatives’ experiences of admission to a nursing ences, including becoming a mother (Sawyer 1999),
home is devoid of references to theoretical or con- experiencing the menopause (Im & Meleis 1999),
ceptual frameworks that might provide a basis for developing chronic illness (Messias 1997) and tak-
education, research and practice in this field. In ing on a family caregiving role (Schumacher 1996).
terms of mid-range substantive theories, notable The findings of these studies have led them to de-
exceptions include Bowers’ (1988) typology of velop a formal middle-range theory of transitions.
family caregiving, Nolan et al.’s (1996a) temporal The three domains of this theory—the nature of
model of caregiving, and Nolan et al.’s (1996b) transitions, transition conditions and patterns of re-
typology of admission types. A number of writers sponse—are illustrated in Figure 4.6.1.
have attempted to apply mid-range theories devel- This theory, in contrast to others described
oped in other contexts to the experiences of older previously (e.g., Bowers 1988, Nolan et al. 1996b),
people and their relatives in relation to nursing is formal rather than substantive: that is, it is not
home entry. These are summarized in Table 4.6.1. concerned with a particular instance of a transition,
However, with one exception, these theories are i.e. nursing home entry, but rather focuses on transi-

tions more generally.only useful in explaining certain aspects of the phe-
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TABLE 4.6.1 Application of Theoretical Frameworks Pertaining to
Relatives’ Experiences of Nursing Home Entry

Theoretical Examples Definition/Description Typical Application Within
Framework the Literature

Caregiving as a career Cosbey (1994) Career is defined as ‘a series The notion of the caregiving ca-
Aneshensel et al. of statuses and clearly de- reer can be used to explain the

(1995) fined offices held throughout motivations of community-dwell-
Murphy et al. (1997) the life course, in which ing spouses at different stages
Ross et al. (1997) there are typical sequences in the care-giving career and

of position, achievement and their feelings associated with
responsibility.’ visiting.

Locus of control Morgan & Zimmer- Locus-of-control (LOC) con- Shifting the LOC in decision
(LOC) man (1990) struct has three foci: internal making towards older people

Brown & Furstenberg control, external control and and family members will en-
(1992) the influence of powerful oth- hance satisfaction with care and

Chen & Snyder ers. Intervention of prac- ease adjustment.
(1996) titioners can result in

changes in LOC orientation
in client.

Life crisis and Oleson & Shadick Transition is defined as the Older people relocating to a
transition (1993) passage or movement from nursing home and their families

Meleis and one state, condition or place experience a life transition that
Trangenstein (1994) to another. Effective coping they often perceive as a crisis.

Schumacher & Meleis with transition/crisis requires People experiencing transition
(1994) understanding and effective are usually able to discern dis-

management of the event. crete phases in the process.

Continuity theory Elliot (1995) Continuity theory is con- Continuity is maintained not
Gladstone (1995) cerned with ‘maintaining a only by performing familiar ac-
Reed & Payton (1995) continuous sense of self in tivities, but also by engaging in
Ghusn et al. (1996) the face of the many internal a subjective process that brings
Onega & Tripp and external disruptions ac- about a feeling of order, consis-

Reimer (1997) companying old age.’ tency and a restoration of per-
sonal meaning in situations
marked by physical, psychologi-
cal or environmental change.

Social exchange Clarke (1993) Relationships are rooted in Delayed reciprocity is an im-
theory Nelson (2000) reciprocity. portant concept for understand-

ing why relatives continue to en-
gage in seemingly unbalanced
relationships with nursing home
residents.

Family systems theory Kaplan & Ade-Ridder The family is perceived as a Family systems theory has been
(1991) unitary group, with the con- used to explain the impact of re-

Bogo (1987) sequence that change affect- location on family caregivers
Drysdale et al. (1993) ing one member will bring and to suggest interventions that

about change in the rest of may assist families to preserve
the family unit. The implica- and enhance relationships fol-
tion is that the family as a lowing the move.
whole will need additional
support and information to
re-establish equilibrium.
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FIGURE 4.6.1 Model of nursing transitions (Meleis et al. 2000).

The Study Methods

Aims discrete but related phases of data collection were
undertaken within a broadly constructivist frame-
work (Rodwell 1998) (Figure 4.6.2). The first phaseGiven the dearth of literature exploring relatives’
comprised 37 semistructured interviews with 48experiences of the move to a nursing home the aims
people who had experienced admission of a closeof the study were:
relative to a nursing home. Participants were re-
cruited using a range of strategies and essentially• to describe and interpret the experiences of family
were a sample of convenience (Table 4.6.2). Thecaregivers in relation to helping a relative to
most successful strategy involved contacting man-move into a nursing home and continuing to sup-
agers of local nursing homes and inviting them toport them in such a setting;
distribute information packs about the project to• to describe and interpret staff and family caregiv-
relatives, who then contacted the researcher di-ers’ perceptions of current practice within nursing
rectly. Advertisements in local newspapers and car-homes in relation to supporting and involving
ers’ publications also produced some response.family caregivers, particularly around the time

Relationships between people who took partof admission; and
in the interviews and the nursing home resident• to generate understandings and insights to in-
are shown in Figure 4.6.2. For 16 of the mainform, assist and empower older people who expe-
participants (11 spouses, four adult children andrience admission to a nursing home in the future

and their family caregivers. one niece), the older person had been co-resident
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FIGURE 4.6.2 Overview of study methods.

prior to their admission to the nursing home. The (private individual or large corporation) and loca-
tion within the city. The nature of the researchinterviews were conducted mostly in participants’

own homes and focused on events leading up to was discussed during an initial meeting with home
managers, and all three approached agreed to takethe admission, the experience of relocation and

involvement since admission. part. Participation was then negotiated with resi-
dents, staff and relatives on an individual basis. TheThe second phase of the study involved de-

tailed case studies in three nursing homes. Here, principal data collection method was participant
observation within the ‘participant as observer role’the intention was to locate relatives’ experiences

in the context of everyday life within each home, (Junker 1960, Pearsall 1965). Between 12 and 15
days of observation were spent at each home overusing participant observation and field notes, inter-

views with staff, residents and relatives, analysis a 5- to 6-month period. Characteristics of the case
study homes included in the second phase areof documents and reflective accounts of the re-

searcher’s experiences within the setting. Homes shown in Figure 4.6.2.
Data for both phases of the study were gath-were purposively selected from a list of those in the

area to provide a range of size, type of ownership ered concurrently between 1999 and 2001.
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TABLE 4.6.2 Number of Participants for who decided that the research did not fall within
Individual Interviews Recruited Using Each the remit of the Committee at that time. This was
Strategy because participants were not accessed via their use

of health services. However, mindful of the ethical
Strategy Participants

issues prompted by the study design, in particular(primary
the potentially distressing nature of some of thecontact)
experiences that participants would be invited to
recall, the researcher invited a small group of col-

Contact with nursing home 20
leagues to discuss ways of minimizing risk to parti-managers
cipants and a strategy was agreed, including the

Advertisement in local newspaper 6
opportunity for referral to external agencies where

Contacts made on visits to nursing 3
indicated. The information provided by each partic-homes
ipant was scrupulously protected as confidential,

Advertisement in Carers’ 3
and data were coded and anonymized so that noNewsletter
notes or record of an interview could be associatedSheffield Transitional Care Forum 3
with an individual.

Local branch of Relatives’ 2
Association

Total 37
Data Analysis

The approach to initial analysis of the data was
Rigour inductive, and sought to develop theoretical propo-

sitions that would accurately reflect the partici-• Within both phases of the research the following
pant’s feelings, thoughts and actions (Maykut &features were designed to produce co-constructed
Morehouse 1994). A similar approach was used tonarratives of each participant’s experiences:
analyse the individual interview and case study• Consent was negotiated over several days to en-
data. Although detailed analysis of the data wassure that the participant was aware of what their
undertaken in stages the process was essentiallyinvolvement would require.
ongoing, with a written summary being prepared• An outline interview schedule was handed or
following each interview and on completion of eachposted to each participant in advance.
case study. This phased approach to data analysis• Throughout each interview the researcher at-
is consistent with the constructivist method andtempted to check her understanding and interpre-
comprised four steps:tation of what was being said with the

participant(s).
• unitizing—locating units of meaning within the• The researcher fed in her own views and experi-

text,ences to each interview when appropriate, includ-
• categorizing—taking all the units of data anding insights developed from earlier interviews

sorting them into categories of ideas,and observations.
• filling in patterns—searching for convergent and• A summary of each interview was posted to the

divergent opinion and seeking explanation forparticipant(s) for comments.
these discrepancies and• A summary of findings from each phase of the

• member checks—feeding back the categorizationresearch was sent to participants for comments.
to participants (Lincoln & Guba 1985).

Ethical Considerations
QSR NUD*IST (Qualitative Solutions and Re-
search) was used to unitize and categorize the data.An outline of the study was submitted to the Chair-

person of the Local Research Ethics Committee, At the same time as data were extracted from each
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interview or set of field notes and aggregated in elements of the theory of nursing transitions, and
then to attach nodes resulting from the analysis ofrelation to categories, the integrity of each case

was maintained by entering key categories on to a the relatives’ data to this new tree. Components of
the findings of the relatives’ data that did not mapmatrix for each participant so that linkages between

themes could be examined. Examination of key on to the theory could then be easily identified.
Once this process was complete the map was re-themes was undertaken in parallel, comparing simi-

lar cases using the aggregation of data under the viewed by an independent researcher, who con-
firmed the appropriateness of the allocation of datacategory headings and tracing the development of

themes in relation to an individual participant’s to each domain.
The extent to which the study findings wereexperiences. This process also facilitated the devel-

opment of ‘meta-themes’ representing the range of found to be consistent with the domains of the
theory of nursing transitions is shown in Tablesexperiences described.

Further details of the methods of data collec- 4.6.3 to 4.6.5.
As can be seen clearly, there are numeroustion and analysis have been reported elsewhere (Da-

vies 2001, Davies & Nolan 2003). points of connection between the formal theory of
Meleis et al. (2000) and findings of the current
study, suggesting that the notion of transitions pro-Findings
vides a broadly appropriate framework within
which to locate these findings. The key question isThe main thematic framework that emerged from
whether it provides a complete framework or if thethe findings is shown in Figure 4.6.3. Data analysis
present theory could suggest ways in which that ofrevealed three phases to the transition: ‘Making the
Meleis et al. (2000) could be extended.best of it’; ‘Making the move’ and ‘Making it bet-

A significant limitation of Meleis’s model forter,’ with relatives’ experiences across these phases
considering transitions to a nursing home settingbeing understood in terms of five continua, re-
(and thereby potentially other forms of transition)flecting the extent to which they felt they were:
is the failure to acknowledge the reciprocal interre-feeling ‘under pressure’ or not; ‘in the know’ or
lationships between the key stakeholders. Analysis‘working in the dark’; ‘working together’ or ‘work-
of data from both phases of the study revealed theing apart; ‘in control of events’ or ‘losing control,’
sterility of attempting to understand and explainand feeling ‘supported’ or ‘unsupported’ both prac-
family caregivers’ experiences of nursing home en-tically and emotionally. These findings have the
try without also considering the experiences ofpotential to inform health and social care practice
older people and staff within nursing homes (seein supporting family caregivers at this time and
Davies 2003). The experiences of older people andhave been reported in detail elsewhere (Davies &
family caregivers are shaped by the complexity ofNolan 2003, 2004).
decision making in this context and are influencedFollowing the initial analysis, the findings
by a range of perceived demands and responsibilit-were re-examined in relation to the domains of
ies. The move to a nursing home creates a seriesthe theory of nursing transitions. This involved a
of stressors and demands for older people and theirdetailed consideration of each domain of the theory
caregivers. Staff within nursing homes also experi-and its constituent parts, and mapping the empirical
ence demands and stressors; yet the model of nurs-data on to these domains. This process was also
ing transitions seems to underemphasize this inter-facilitated by the use of QSR NUDIST, which cre-
play, and rather portrays professionals (nurses) asates a ‘tree’ structure, involving nodes and sub-
relatively detached ‘experts’ and the flow of sup-nodes, to reflect the conceptual or theoretical frame-
port as ‘one-way.’ Thereby, the model fails fullywork emerging during the analytical process. It was
to acknowledge the significance of ‘emotional la-a fairly straightforward process to create a new

structure representing the domains and constituent bour’—the emotional component of all nursing
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FIGURE 4.6.3 Relatives’ experiences during phases of admission to a nursing home.
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TABLE 4.6.3 The Nature of Transitions

Element Description/Implications Relevance to Current Study

Types
Developmental Nurses regularly encounter four main All of these transition types may affect fam-
Situational types of transition in their work with ily caregivers involved in assisting an older
Health/Illness individuals and families. person to relocate to a new long-term care
Organizational Interventions need to be tailored to environment.

the type of transition.
Patterns
Single Transitions are commonly patterns of Many relatives were dealing with not only
Multiple complexity and multiplicity, with indi- the situational transition of a change in the
Sequential viduals experiencing more than one nature of the relationship with a close family
Simultaneous type of transition concurrently. member, but also with transition in their
Related health status, often as a consequence of their
Unrelated own ageing or ill health. The result was that

they were commonly dealing with a whole
series of stressors and demands simultane-
ously, not all of which were necessarily re-
lated to the transition.

Properties Meleis et al. (2000) describe a number
of universal properties of transition or
commonalities that are evident across
the range of types of transition. Con-
sideration of these properties in rela-
tion to a particular transition is espe-
cially important in suggesting which
nursing interventions are appropriate.

Awareness Level of awareness is related to per- Initially, most relatives were unaware of and
ception, knowledge and recognition of therefore unprepared for the traumatic nature
a transition experience. of the transition. Later, most experienced it

as painful and emotional. However, few had
been encouraged to consider or talk about
their own experiences. There was a lack of
acknowledgment that relatives were them-
selves undergoing a life transition.

Engagement Engagement is the degree to which a Relatives varied in their degree of engage-
person demonstrates involvement in ment in the process. Those who were proac-
the processes inherent within the transi- tive in seeking information tended to have
tion. Indicators include seeking out in- more positive experiences.
formation, using role models, actively
preparing and proactively modifying
activities.

Change and difference Transitions result in changes in role, Relatives described changes in role, relation-
identity, relationships, abilities and pat- ships and patterns of behaviour. Efforts to
terns of behavior. maintain continuity suggested attempts to re-

tain their caregiving identity within the new
context. New abilities related largely to strat-
egies for negotiating care with staff to en-
sure best care.

(continued)
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TABLE 4.6.3 (continued)

Element Description/Implications Relevance to Current Study

Transition time span and The process of transition takes place Participants described their experiences in
critical points and events over time, commonly involves develop- terms of three main stages: making the best

ment, flow or movement from one of it (involving decisions about long-term
state to another and can often be di- care choices); making the move (involving
vided into a series of stages or phases. the physical transfer and getting to know the
Critical points and events are associ- individuals and routines within the new envi-
ated with increasing awareness of ronment); and making it better, which in-
change and more active engagement volved them in identifying a new caring role,
with the transition process. monitoring care, and maintaining their rela-

tionship with the older person.
Critical events were most commonly associ-
ated with the decision to seek long-term care
and with negative events within the new care
environment that caused them to reflect upon
whether they had made the right decisions.

work and specifically work in a nursing home. This ceived, providing feedback to staff and filling any
component is clearly illustrated in the following gaps. The following quotes are illustrative:
data quote from our study:

We do try to help out when we visit. I’ve knitted
about 12 blankets for them and we often take resi-

They’re like my family. It’s like I’ve got two homes. dents back to their rooms. Sometimes they say, ‘Oh,
I worry about them when I’m not here and some-

we’re glad to see you—you can give the teas out!’
times I ring up to find out how they are, if someone’s

I don’t mind this, and I enjoy being with them.
been a bit poorly, for example. (Care assistant, case

You can have a laugh with some of them. (Elsie,
study home 3)

Daughter, Interview no. 8)

There’s only one thing I’ve been a bit concernedFurthermore, the model of nursing transitions
with, and that is she doesn’t seem to be awake attends to treat recipients of nursing interventions
all at the moment. I’ll have to talk to Steve about

as passive and as if they have little potential to
it. I think she needs to have the medication reduced.

contribute to their environment or to influence their She’s spending too much time asleep. Jim (man-
own destiny. On the contrary, relative participants ager) will see to that and the doctor or the nurse
in our study were very clear that they had an im- will sort that out. (Bill, Husband, Interview no. 15)
portant contribution to make, and described three

To perform these roles effectively, relativesroles that they performed within the nursing home.
must be prepared and encouraged to take the initia-These were: maintaining continuity, which in-
tive and sometimes to challenge the status quo.volved helping the older person to maintain their
This may require some adaptation on the part ofsense of identity through the continuation of loving
staff who have been used to operating with a differ-family relationships and through helping the staff
ent mindset, one that sees relatives as potentialto get to know them as an individual; contributing to
adversaries or in some cases as ‘customers’. Thecommunity through interacting with other residents,
most positive experiences seem to result when rela-relatives and staff, taking part in social events and
tives perceive that they too have a larger part togenerally providing a link with the outside world,
play in ‘making it work’ and this contribution isand keeping an eye, by monitoring the care re-
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TABLE 4.6.4 Transition Conditions

Element Description/Implications Relevance to the Current Study

Transition Wide variations occur among indi-
conditions viduals, families or organizations

in transition.
An appropriate framework for as-
sessment needs to capture this vari-
ation to reflect transition experi-
ences.

Personal These emerge from subjective ap- Because of the overall lack of anticipation of place-
meanings praisal of an anticipated or experi- ment as a life event, few relatives had given prior

enced transition and the evaluation thought to its likely impact.
of its likely effect on one’s life.

Cultural beliefs When stigma is attached to a transi- Negative perceptions of nursing homes were held al-
and attitudes tion experience, the expression of most universally prior to the need to consider long-

emotional states related to the tran- term care options. For most participants, these percep-
sition may be inhibited. tions contributed to feelings of guilt and are likely to

have inhibited relatives in expressing their own needs.
Socioeconomic Socioeconomic status has an im- Older people and their relatives who were able to sup-
status portant impact on transition experi- plement social services fee levels, and those who were

ences. able to pay the full cost of nursing home care and
therefore bypass the need for social services assess-
ment, were able to choose from a wider range of ac-
commodation. Low socioeconomic status often contrib-
uted to the experiences of being out of control of
events.

Preparation and People undergoing transition may Most relatives were in the dark as to what to expect in
knowledge or may not know what to expect terms of levels of service and their own involvement

and their expectations may or may following the move. Expectations of rehabilitation ser-
not be realistic. As a transition pro- vices within the home were usually unmet.
ceeds, expectations may prove to
be incongruent with unfolding real-
ity.
Extensive planning helps to create Many participants were unaware of whether a detailed
a smooth and healthy transition assessment of their relative’s needs had taken place.

Where relatives were involved in assessment, experi-
ences were usually more positive.

Community The availability or lack of availabil- Community resources include support from prac-
conditions ity of community resources can fa- titioners and from friends and other family members,

cilitate or inhibit transitions. and characteristics of the nursing home environment
that support a smooth transition. Participants within
the study derived support from a range of sources ex-
ternal to the nursing home. In particular, family mem-
bers and friends frequently provided a listening ear
and shared responsibility for continuing to support the
older person living in the nursing home through regu-
lar visits.

Assessment of community condi-
tions and adaptation and supple-
mentation where possible can facili-
tate a smooth transition.

Health and social care professionals, particularly social
workers, were identified as a source of valuable sup-
port. However, just as frequently, participants de-
scribed a sense of isolation and a perception that they
were working apart.
The type of community model that was dominant
within a nursing home had important implications for
the experiences of relatives, residents and staff.

(continued)
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TABLE 4.6.4 (continued)

Element Description/Implications Relevance to the Current Study

Society The wider sociocultural Relatives felt under pressure from negative
environment shapes the transition images of nursing homes portrayed in the me-
experience. dia.
Awareness of the sociocultural context of a Relatives were aware of the poor working
transition can enable nurses to develop inter- conditions and lack of training for staff work-
ventions at the group, community and soci- ing in nursing homes.
etal level. Staff within some homes often felt isolated,

lacking in support and recognition.

TABLE 4.6.5 Indicators of Healthy Transitions

Element Description/Implications Relevance to the Current Study

Indicators of These include both process and out- Suggests the importance of ongoing and regular assess-
healthy transitions come indicators. Process indicators ment and care planning in relation both to the needs of

are helpful in identifying whether older people and those of their close relatives. This
clients are moving in the direction was absent for most of the relatives within the study,
of health or towards vulnerability but, where it did take place, was associated with more
and risk. positive experiences.
Ongoing assessment is therefore
crucial in facilitating nursing inter-
ventions to promote healthy out-
comes.

Process indicators This is concerned with making new This was reflected in the importance attached by rela-
contacts and continuing tives in the current study to continuity in staffing and

Feeling old connections. consistent allocation of individual staff members. Rela-
connected tionships with individual members of staff were im-

portant, both to residents and to relatives, enabling
them to remain in control and to be in the know.

Feeling connected to healthcare pro- Maintenance of the relationship between the relative
fessionals who can answer ques- and the older person was an important element of
tions and with whom they feel com- maintaining continuity. Being able to continue the rela-
fortable; also requires continuity in tionship in the same pattern as before or re-establish-
relationships between healthcare ing a prior pattern was an important outcome for rela-
providers and patients/clients. tives within the current study; however, few had man-

aged to achieve this.
Interacting Through interaction, the meaning The importance of effective communication at all

of the transition and the behaviours stages of the transition was a key finding.
developed in response to the transi-
tion are uncovered, clarified and ac-
knowledged.

(continued)
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TABLE 4.6.5 (continued)

Element Description/Implications Relevance to the Current Study

Through interaction, a context is The potential consequences when communication was
created in which self-care and care- less than effective were apparent in relatives’ experi-
giving can take place effectively ences of working in the dark, feeling unsupported and
and harmoniously. working apart from care staff. The effectiveness of

communication had important implications for the type
of relationship that developed between relatives and
nursing home staff.

Location and Location involves understanding Participants within the current study varied in the ex-
being situated the new life by comparing it with tent to which they had reached an understanding and

the old; being situated involves acceptance of how they came to be in their present sit-
finding justification for how or uation. Those who felt they had been able to maintain
why they came, where they are and control of decisions, had been able to take their time
where they have been. in planning the move and had been well supported ap-

peared to adjust more easily
Process indicators The extent to which there is a pat- The current study provides evidence that the actions of

tern indicating that the individuals health and social care staff are important influences on
Developing involved are experiencing an in- the extent to which relatives develop confidence and
confidence crease in their level of confidence; coping skills. Where relatives are provided with up-to-
and coping demonstrated by an understanding date and relevant information, are encouraged to recog-

of the different processes inherent nize their own expertise and to contribute to an older
in diagnosis, treatment, recovery person’s care in the way that both they and the older
and living with limitations, in the person are comfortable with, then confidence in their
level of resource utilization and in ability to cope within the new environment developed
the development of strategies for rapidly. However, where such support was not forth-
managing. Involves a sense of wis- coming, and relatives lacked the inner resources to rec-
dom resulting from lived ognize their own abilities, then they frequently failed
experiences. to reach this level of well-being.

Outcome indicators A sense of achievement of skilled The extent to which family members demonstrated
role performance and comfort with ‘mastery’ was variable and to a degree dependent

Role mastery the behaviour required in the new upon whether care staff facilitated or impeded their
situation. involvement in direct care-giving activities and in deci-

sion making. Many remained uncertain about their abil-
ities to meet the needs of their relative within the new
care environment. Others were more confident that
skills developed over many years were transferable to
the new setting and were able to resist staff efforts to
‘take over’. Observations within the case study set-
tings suggested limited attempts by staff to encourage
relatives to recognize their own ‘mastery’ of the role
of family caregiver within the nursing home.

May be represented by individuals
starting to make their own deci-
sions and by taking control of the
situation.

Fluid Transition experiences have been Development of a bicultural perspective was reflected
integrative characterized as resulting in iden- in participants’ attempts to understand the pressures on
identities tity reformulation. Perspectives be- nursing home staff, trying to see the situation from

come ‘bicultural’ rather than ‘mono- their point of view. A further application of this idea
cultural.’ could lie in the relatives’ ability or willingness to cre-

ate a life outside of the home.
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opinion, but as a moral failing—service users arewelcomed by staff. The importance of such a dy-
‘ungrateful’ or ‘awkward’ or ‘demanding.’namic is missing from the theory of nursing transi-

tions as currently described.
Data from both phases of this study and other

work demonstrate that relatives can play an im-
portant role in enriching the lives not only of theirDiscussion
own relative, but of other residents, their families

The model of nursing transitions as first described and staff (McDerment et al. 1997, Ryan & Scullion
by Schumacher and Meleis (1994) in 1994 and 2000, Davies 2001). Such findings are consistent
modified in later writings (Schumacher 1996, Mel- with emerging ideas about relationship-centred care
eis et al. 2000) provides a useful framework for (Tressolini & the Pew Fetzer Task Force on Ad-
considering the findings from a study of relatives’ vancing Psychosocial Health Education 1994, No-
experiences of nursing home entry. In particular, lan et al. 2004), which seek to redefine the provision
the model’s focus on transition types, conditions of health and social care in ways that value and
and outcomes is helpful in considering the factors attest to the relationships that form the context in
that might facilitate or inhibit a successful transition which care is provided.
to a new ‘healthy’ state. However, as with any According to its main proponents, relation-
developing mid-range theory, application to diverse ship-centred care addresses the interdependences
situations is necessary to adjust and adapt the model between care ‘providers’ and ‘receivers’ and ‘cap-
to fit a range of circumstances. Comparing the tures the importance of the interactions amongst
model with the findings of a study of relatives’ people as the foundations of any therapeutic or
experiences of nursing home entry suggests a num- healing activity’ (Tressolini & the Pew Fetzer Task
ber of important omissions and insufficient empha- Force on Advancing Psychosocial Health Educa-
sis within certain important dimensions of the tion 1994, p. 11). There is, however, a need for
framework. In particular, the failure of the model further conceptual and empirical work to identify
to represent the reciprocal nature of relationships ways in which relationship-centred care can be
within care homes and the suggestion that residents elaborated upon and made a reality (Nolan et al.
and family caregivers are passive recipients of care 2004).
do not accord with these findings. The potential The significance of organizational culture
consequences of such a perception in the context of within nursing homes, in particular models of care,
long-term care are tellingly summarized by Stanley for the experiences of service users was an im-
and Reed (1999, p. 65): portant finding of this study (Davies 2003) and

finds support in the literature (McDerment et al.
The vivid images that we have of recipients of

1997, Stanley & Reed 1999). This aspect is alsocharity, from frail older people to vulnerable chil-
insufficiently emphasized within the model of nurs-dren, do not include any notion that they might be

giving something back to their benefactors—the ing transitions for it adequately to represent key
traffic of kindness is entirely one way…This denial factors shaping relatives’ experiences of nursing
of reciprocity does a number of things. It diminishes home entry. The culture of a particular home is
the service user as an active agent and portrays him

influenced by the values held by staff, particularlyor her as entirely passive. This passivity is then
those in senior positions, and by the model of caretaken as a rationale for privileging the expert’s

view, as this inability to act is taken as evidence in operation. These factors in turn determine per-
of incompetence to act. A further idea is then ceptions of roles and the nature of relationships
brought into play, about the way in which the ser- within the home. Historical traditions, availability
vice user should be grateful to the practitioners for

of resources, leadership style and expectations ofwhat they are providing as he or she would not be
service users are also likely to play a part (Stanley &able to cope without this assistance. Any rejection

of care is then viewed not just as a difference in Reed 1999). However, crucially, it would appear
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that staff, relatives and to a lesser extent residents within this field. In particular, the findings suggest
that at each phase of the transition, practitionersalso have the potential to influence the culture or

‘type of community’ that is created (Davies 2003). should aim to:
Taken together, these findings raise questions,

• work in partnership with older people and theirwhich at this point it is not possible to answer,
family caregivers,about whether the relative absence of this reciprocal

• be aware of the range of pressures that familyand interactive dimension is an element of Meleis
caregivers are experiencing and attempt to mini-et al.’s (2000) theory that requires further explora-
mize these pressures wherever possible,tion in relation to other forms of transition.

• ensure that older people and their family caregiv-
ers are well informed,

• enable older people and family caregivers toConclusion
maintain control over events and decision mak-
ing andMid-range nursing theories require empirical test-

• ensure that older people and family caregivers areing in a range of care settings and environments if
supported, both in practical and emotional terms.they are to develop as useful frameworks to guide

nursing practice in all situations. Supporting people
Most of these interventions and strategies find sup-through times of transition is an important nursing
port within Meleis’s theory of nursing transitions.function, and Meleis’s theory of nursing transitions
However, practitioners using this model to guidehas been shown to have utility in understanding the
their practice are likely to miss opportunities toimpact of a wide range of life changes. Mapping
encourage family caregivers to recognize the im-the findings of a qualitative study of relatives’ expe-
portant contribution that they themselves can makeriences of nursing home entry on to the model
to ensuring a successful transition for all concerned.suggests that the three domains—the nature of tran-

sitions, transition conditions and patterns of re-
sponse—may be helpful in considering the range of
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the transition, and in explaining the range of experi-
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Chapter 5 Situational Transitions:
Immigration

5.1 MIGRATION TRANSITIONS to provide an overview of migration as a global
transition phenomenon, briefly review other migra-

DEANNE K. HILFINGER MESSIAS
tion models, and examine migration through the
lens of the transitions framework.

Transnational migration is a global phenomenon
characterized by multidirectional flow and move-

Migration: A Globalment of persons, goods, and information across
Transition Phenomenonregional and national borders, resulting in new,

fluid connections and social fields that cross host
Since the latter part of the 20th century, moreand home societies. A complex situational transi-
people have moved faster and further across thetion, migration may involve radical social, cultural,
globe than ever before, creating an expansive eco-economic, and environmental changes, as well as
logical migratory space (Carballo & Mboup,potential disruption and difference in a wide range
2005). Pressures of population growth, environ-of human interactions and social networks (Jones,
mental transformations, increasing wealth disparit-Zhang, & Meleis, 2003; Meleis, Sawyer, Im, Mes-
ies and relative poverty, and natural and human-sias, & Schumacher, 2000). Migration experiences
induced disasters all contribute to migratoryinvolve multidirectional, recurring movement
streams from economically poor regions and coun-across geographical places and social spaces, re-
tries to areas that are considered economically bet-sulting in fluid and complex personal identities.
ter off. More accessible international transporta-Immigrants’ experiences suggest that it is not the
tion and the rapid expansion of new technologiesmigratory movement or border crossing per se, but
and global communication systems have facilitatedrather the accompanying passages between differ-
this global phenomenon.ent life conditions, statuses, and phases and the

In- and out-migration, both internal (e.g., ruralresulting self-redefinitions over time, that charac-
to urban) and cross-border, occurs across all regionsterize migration as a life transition (Messias,
and involves individuals across the spectra of gen-1997, 2002).
der, social and economic class, race/ethnicity, cul-Health is an integral component of migration
tural groups, and health/illness status. Yet the socialtransitions; health disparities among immigrant
and cultural variability and heterogeneity amonggroups and between native-born and immigrant
migrants is often masked by broad racial/ethnicpopulations are of increasing concern to health
categories used by the United States (U.S.) Censuspractitioners and researchers. Critiques of existing
Bureau (e.g., Hispanic, Asian, and Pacific Islander)theoretical models of immigration and health in-
and in much public health research (Hoffman etclude ethnocentric bias, inadequate empirical sup-
al., 2008). Previously viewed primarily as a male-port, and lack of applicability to diverse, heteroge-
centered phenomenon in which women participatedneous immigrant populations (Hunt, Schneider, &
as dependents, migration has become increasinglyComer, 2004). The transitions framework is one of
feminized, with women making up about half of allthe more contemporary concepts and frameworks
international migrants (Carling, 2005; Fry, 2006).applied to migration (Meleis et al., 2000; Messias &

Rubio, 2004). The three-fold aim of this chapter is This trend is attributed to a wide range of factors,
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from changing gender norms and expectations to cess, composed of three phases: predeparture, tran-
sition, and postarrival (MacPherson & Gushulak,transformations in global agricultural practices, la-

bor market dynamics, and increasing competition 2004). In the health sciences, there is a considerable
body of scholarship on the relationships betweenfor goods and services (Fry, 2006). Women’s inde-

pendent participation in labor migration and an up- immigration and health. One of the most common
constructs is acculturation, referring to adaptiveswing in family and refugee migration, in which

women usually outnumber men, have contributed to changes in behaviors, beliefs, and values of individ-
uals or groups resulting from contact with anotherthe feminization of global migration. An additional

factor is the emergence of several female-specific culture (Marin & Gamba, 1996). There is increasing
recognition of the limitations of single-item proxyforms of migration, including the commercialized

migration of domestic workers, the migration and measures of acculturation (e.g., place of birth, dura-
tion of residency in the host society, or host-countrytrafficking of women in the sex industry, and the

organized migration of women for marriage (Car- language ability) in capturing complex accultura-
tive processes (Barger & Gallo, 2008; Bathum &ling, 2005).

Accelerated human migration is one of the Bauman, 2007; Lutsey et al., 2008; Marmot &
Syme, 1976; Messias & Rubio, 2004) and criticismhallmarks of globalization. According to the Inter-

national Labour Organization (ILO, 2004), one in of the inherent ethnocentricity and conceptual flaws
of the construct itself (Hunt et al., 2004). In re-five Mexican workers currently lives abroad and

increasing numbers of young, educated Argentin- sponse, more sophisticated instruments that purport
to measure multiple dimensions of acculturationeans are returning to the European countries from

which their grandparents migrated. Participants in have been developed (Abraido-Lanza, Armbrister,
Florez, & Aguirre, 2006; de los Monteros, Gallo,the globalization of higher education, students

move across the globe for educational opportunities Elder, & Talavera, 2008). However, much of the
population-based immigrant health research has fo-and some do not return home; Filipino women leave

their own families behind to work as immigrant cused on the predictive power of specific factors
(e.g., language, ethnicity, and acculturation) onnannies and housekeepers in Taiwan, Saudia Ara-

bia, and the United States; and transnational enter- health outcomes rather than on the complex under-
lying processes that may be contributing to immi-prises move managers around the world and “body-

shop” for skilled workers and professionals over- grants’ health status (Castro, 2008). Responding to
these methodological and conceptual challenges,seas. For lower-income countries, migration to in-

dustrialized countries has resulted in a significant some immigrant health scholars have begun to
move away from linear, ethnocentric models ofbrain drain of physicians, nurses, educators, engi-

neers, and scientists, undermining efforts to build acculturation to more fluid, dynamic explanations
of immigration experiences, such as the transitionsand sustain national economies (ILO, 2004). Within

countries, similar economic, social, and environ- framework (Messias & Rubio, 2004; Portes &
Zhou, 1993).mental motives fuel domestic migration.

Migration Models and Frameworks Application of the Transitions
Framework to Migration

Scholars use various models to describe, explain,
and predict the patterns and impacts of human mi- The transitions framework builds on interdisciplin-

ary scholarship in immigration and health; incorpo-gration. One such model identifies key interactive
and dynamic components of population movement: rates the longitudinal aspects and multiple inter-

secting individual, population, and environmentalThe characteristics of the migratory population; the
precipitants for mobility; and the movement pro- factors of the migration phenomenon; and focuses



228 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

on migrants’ patterns of response and responsive impact other characteristics and responses to the
nursing interventions, rather than static outcome migration transition. Examples include planned, un-
measures. Use of the transitions framework allows planned, forced, voluntary, temporary, permanent,
for recognition of the complex, longitudinal, and cyclical, return, regular, legal, undocumented, and
iterative components and processes of migration. irregular migration. Patterns of migration may also
Its utility is further increased through its concurrent be related to external precipitants or motives (e.g.,
applicability to other health-related transition economics, labor, political).
phenomena. Recognized properties of transitions include

awareness, engagement, change and difference,
Nature of Migration Transitions: time span, and critical points and events (Meleis et
Types, Patterns, and Properties al., 2000). Levels of awareness and engagement

may vary with the patterns and conditions of the
Migration is a complex situational transition that

migration transition, as with migrants’ characteris-
rarely occurs in isolation (Meleis et al., 2000; Mes-

tics (e.g., age at time of migration, current age,
sias, 2002). For very recent immigrants or return-

gender, social class, country of origin, educational
migrants, the migration transition may be the most

level, marital status, employment and occupational
visible or pressing. Given the longitudinal nature

history pre- and post-migration) and immigration
of a migration transition, it must be considered

status (e.g., legal immigrant, refugee, political asy-
concomitantly when assessing or delivering inter-

lum, migrant worker, undocumented). It is im-
ventions with immigrants undergoing develop-

portant to note that legal migration status may
mental or family role (e.g., birth/parenthood, ado-

change over time. For example, individuals wholescence, aging, end-of-life), health–illness (e.g.,
enter the host country as tourists or business travel-chronic illness, post-hospitalization recovery), or
ers may overstay their visas, becoming undocu-situational (e.g., occupational, educational, profes-
mented or out-of-status; or undocumented or irregu-sional) transitions. For example, international re-
lar immigrants may eventually acquire legal tempo-search indicates higher divorce rates among migrant
rary or permanent resident status.populations and more deleterious emotional impact

The potential for change and difference associ-on the children of divorced migrants, when com-
ated with migration transitions is vast. It includespared to nonmigrants (Carballo & Mboup, 2005).
changes in social, political, economic, and environ-Factors that may mediate the multiple transitions
mental conditions; different modes of language,within the migration experience include the con-
religious and cultural expression; and different ortexts of the sending and receiving societies, age at
changing educational and employment opportuni-migration, and gender (Birman & Trickett, 2001).
ties and levels of individual, family, and communityIn the United States, an example of an organiza-
health, welfare, and security. Migrants may experi-tional transition embedded within the migration
ence significant changes in climate, housing, livingtransition is the transition to the U.S. health care
conditions, occupation, diet and physical activitysystem, which requires sophisticated levels of
patterns, health status, socioeconomic status, familyknowledge and skills to understand, access, and
and social networks, communication channels, andnavigate the complex and complicated system of
gender norms and relations. This is not to implyinsurers, services, and providers. Immigrant parents
that immigrants live in a state of constant discon-are at particularly high risk of alienation from sys-
nectedness, flux, or change. However, such statestems of health care and support services available
may surface periodically, particularly in relation toto low-income and other vulnerable populations
health or illness concerns (Messias, 2002).in the United States (Yu, Huang, Schwalberg, &

Migration tends to be an ongoing transitionKogan, 2005).
that has no set time span or universally applicableThere is wide variability in individual and

group patterns of relocation and settlement that may critical points or events. In most cases, identifica-
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tion of some key discrete migratory event may be lice) and access to culturally and linguistically ap-
propriate health, education, social and legal ser-possible. There may be critical events related to the

decision to migrate, the migratory journey, entry, vices. An example of the challenging intersections
of personal, community, and societal conditions isadaptation and settlement processes, or health/ill-

ness events. Detention and deportation are possible the knowledge, skills, and self-efficacy required
of immigrants in order to successfully access andcritical events among undocumented or irregular

migrants. It is important to identify and explore navigate complex social systems in the face of lan-
guage, cultural, economic, social, and legal barriers.other critical points within individual, family, and

community migration experiences. Over time, al- Carballo and Mboup (2005) reported that compared
to U.S.-born citizens, noncitizens were at the high-though the migration transition may appear dor-

mant, there is always the potential for reactivation est risk of not being aware of health and community
resources for most outcomes, followed by natural-by internal or external events or transitions, such

as personal illness, death of a family member, or ized citizens. Noncitizens were least aware of ser-
vices related to family discord, child care issues,political turmoil in either host or home regions.
and family violence.

The migration transition may be facilitated byConditions of Migration Transitions
the human capital that immigrants bring with them.
Immigrants arrive with varying degrees of eco-Migration occurs within complex personal, com-
nomic and social capital. Certain human resources,munity, and societal contexts. It is imbued with
such as educational level, technical expertise, lin-personal meanings, motives, expectations, and
guistic aptitude, social skills, and work ethic, mayknowledge and impacted by levels of pre-migration
be valued and sought after by the host society. Butpreparation and postarrival support. The migration
across the globe, many immigrants arrive with littletransition is also influenced by prevalent cultural
formal education, lacking proficiency in the hostbeliefs and attitudes in both sending and host areas.
country language, possessing few marketable orThese transition conditions may, in turn, facilitate
technical skills, and locate in places with weakor inhibit accompanying processes and patterns of
family and ethnic social networks (Castro, 2008).response (Meleis et al., 2000). People relocate for
Common inhibitors of migration transitions includea myriad of internal and external motives (e.g.,
being subjected to xenophobia, discrimination, rac-political, social, economic, geographic, personal,
ism, and sexism. Such experiences may vary byeducational, family). They may be subject to vary-
immigrants’ gender, race, and ethnic minority sta-ing levels of influence, connections to, and support
tus (Carling, 2005). At the personal and familyfrom earlier migrants, either in home or host society
level, conditions that can inhibit a healthy migration(Menjívar, 2000). Other migration conditions in-
transition include economic burdens related to debtsclude the level of immigrant engagement in the
incurred in the process of migrating and the com-social life and formal economic system of the host
mitment to send remittances to home and family;country (Nandi et al., 2008). Smuggled and traf-
economic or employment insecurity; and familyficked migrants are particularly at risk for segre-
separation, disruption, and intergenerational con-gated living conditions and economic, labor, physi-
flicts. Many of these conditions also may contributecal, psychological and sexual exploitation, and
to poor or compromised health status among immi-abuse and may live in constant fear of exposure or
grant populations.deportation (MacPherson & Gushulak, 2004).

At the level of community and society, migra- Immigration, health, and educational policies
may facilitate or inhibit migration transitions. Di-tion transition conditions include the political and

economic context of sending and receiving coun- rectly or indirectly, policies may facilitate incorpo-
ration into host-country systems and institutionstries; existing structural support systems in receiv-

ing areas (e.g., housing, transportation, judicial, po- or increase psychosocial stress among immigrants,
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create barriers to social adjustment, and contribute stranded social, cultural, economic, and political
to social deviance. Despite the fact that most receiv- relationships with their societies of origin and set-
ing countries benefit from the labor of immigrants, tlement (Glick Schiller, Basch, & Blanc-Szanton,
there is increasing evidence that current policies 1992). Immigrants’ health practices and decisions
and practices in these countries are “rendering mi- and actions related to seeking health care occur
gration and the life of migrants more insecure and within transnational social fields; therefore, provi-
risky from a health perspective” (Carballo & sion of care must take into consideration individual,
Mboup, 2005, p. 14). For example, policies re- family, community, and environmental patterns,
stricting or denying family migration create disrup- properties, and conditions of migration transitions.
tions in family and reproductive health, and may The transitions concept and framework can guide
indirectly contribute to higher rates of sexually the development of new initiatives and innovative
transmitted diseases. Similarly, policies that deny health services to meet the needs of individuals and
or restrict migrants’ access to health care services families as they move and settle, temporarily or
contribute to the worsening health status of individ- permanently, in communities around the globe. Ap-
ual migrants as well as to the larger public health plication of the transitions framework in nursing
status within receiving countries. practice and research with international and domes-

tic migrant populations broadens the possibilities
Patterns of Response

of potential outcome variables beyond conventional
concepts (e.g., acculturation). Through a transitionsIn identifying and assessing patterns of response to
lens, the focus is on the complexities and richness ofmigration transitions, it is important to take into
immigrant transitions, which may encourage nursesaccount the potential multiplicity of immigrants’
and researchers to envision and value the myriadtransition experiences and the possibilities of ensu-
ways in which fluid, integrative identities may being changes in identities, roles, relationships, and
manifest. Future priorities include the assessment,patterns of behavior (Meleis et al., 2000; Schu-
development, and implementation of policies, pro-macher & Meleis, 1994). Individual-level process
grams, and nursing interventions designed to facili-indicators of a healthy migration transition include
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prove mastery of requisite knowledge and skillsgrowth, and well-being (Messias, 2002). Examples
needed to access (and provide) essential resourcesof outcome indicators of a healthy migration transi-
and services to emigrants and immigrants, and cre-tion include the development of language skills
ate and strengthen social connections and networksand cultural mastery that allows for meaningful

interactions and communication with members of within and across sending and receiving communi-
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incorporates and values components of both home
and host societies; and sustained community con-
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isolation, cultural conflicts, physical and psychoso- REFERENCES
cial difficulties, anxiety, depression, and reliance
on alcohol and other drugs are all potential indica-

Abraido-Lanza, A. F., Armbrister, A. N., Florez, K. R., &
tors of a difficult or unhealthy migration transition. Aguirre, A. N. (2006). Toward a theory-driven

model of acculturation in public health research.
Implications for Nursing and American Journal of Public Health, 96, 1342–1346.
Health Interventions Barger, S. D., & Gallo, L. C. (2008). Ability of ethnic

self-identification to partition modifiable health risk
In an increasingly interconnected world, transna- among US residents of Mexican ancestry. American

Journal of Public Health, 98(11), 1971–1978.tional migrants tend to forge and sustain multi-



CHAPTER 5 SITUATIONAL TRANSITIONS: IMMIGRATION 231

Bathum, M. E., & Bauman, L. C. (2007). A sense of Lutsey, P. L., Diez Roux, A. V., Jacobs, D. R., Burke,
G. L., Harman, J., Shea, S., et al. (2008). Associa-community among immigrant Latinas. Family and

Community Health, 30(3), 167–177. tions of acculturation and socioeconomic status with
subclinical cardiovascular disease in the multi-eth-Birman, D., & Trickett, E. J. (2001). Cultural transitions

in first-generation immigrants: Acculturation of So- nic study of atherosclerosis. American Journal of
Public Health, 98(11), 1963–1970.viet Jewish refugee adolescents and parents. Journal

of Cross-Cultural Psychology, 32, 456–577. Marin, G., & Gamba, R. J. (1996). A new measurement
of acculturation for Hispanics: The bidimensionalCarballo, M., & Mboup, M. (2005). International migra-

tion and health. Geneva: Global Commission on acculturation scale for Hispanics (BAS). Hispanic
Journal of Behavioral Science, 18, 297–316.International Migration. Retrieved December 28,

2008, from http://www.gcim.org/attachements/ Marmot, M. G., & Syme, S. (1976). Acculturation and
coronary heart disease in Japanese-Americans.TP13.pdf

Carling, J. (2005). Gender dimensions of international American Journal of Epidemiology, 104, 225–247.
MacPherson, D. W., & Gushulak, B. D. (2004). Irregularmigration. Geneva: Global Commission on Inter-

national Migration. Retrieved January 3, 2009, migration and health. Global Migration Perspec-
tives No. 7. Geneva: Global Commission on Interna-from http://www.gcim.org/mm/File/GMP%20No

%2035.pdf tional Migration. Retrieved December 28, 2008,
from http://www.gcim.org/gmp/Global%20MigraCastro, F. G. (2008). Personal and ecological contexts for

understanding the health of immigrants. American tion%20Perspectives%20No%20 7.pdf
Meleis, A. I., Sawyer, L. M., Im, E. O., Messias, D. K.Journal of Public Health, 98(11), 1933.

de los Monteros, K. E., Gallo, L. C., Elder, J. P., & H., & Schumacher, K. (2000). Experiencing transi-
tions: An emerging middle-range theory. AdvancesTalavera, G. A. (2008). Individual and area-based

indicators of acculturation and the metabolic syn- in Nursing Science, 23(1), 12–28.
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5.2 A MODEL OF rates of emotional distress, there is still little under-
PSYCHOLOGICAL ADAPTATION standing of the mechanisms by which stressors in-
TO MIGRATION AND volved with migration and resettlement affect emo-
RESETTLEMENT tional health (Brody, 1970; Michalowski, 1987).

For example, life change scales developed to tapKAREN J. AROIAN
typical life stressors have been commonly used to

Abstract document both the magnitude and types of stressors
involved with migration (Lin, Tazuma, & Masuda,

The purpose of this qualitative study was to
1979; Rahe, 1981). This “list approach” has major

investigate the implications of migration for
shortcomings: (a) it leaves the aspects of migration

emotional status over time. Analysis of inter-
and resettlement that are most distressing and the

view data provided by 25 Polish immigrants,
reasons why to conjecture; (b) it does not explicate

who resided in the United States ranging from
how generic stressors have components unique to

4 months to 39 years, allowed the construc-
migration and resettlement; and (c) it does not con-

tion of a model describing migrants’ psycho-
tribute to understanding migration and resettlement

logical adaptation. Loss and disruption, nov-
as a complex process that unfolds over time with

elty, occupational adjustment, language ac-
cumulative interactions among multiple stressors.

commodation, and subordination were de-
A further limitation of extant research on the

scribed as predominant aspects of migration
relationship between migration and emotional dis-

and resettlement. Psychological adaptation
tress is that most studies have used static outcome

required the dual task of resolving grief over
measures such as rates of clinical morbidity or stan-losses and disruption involved with leaving
dardized outcome measures of psychological func-Poland and of mastering resettlement condi-
tioning that are unrelated to sources of distress.tions associated with novelty, occupation,
Using outcome indicators alone does not elucidatelanguage, and subordination. The model pro-
mechanisms of how life change affects health butvides assessment parameters and direction
merely documents a relationship between lifefor intervening with migrants who are dis-
change and health status. Thus, the mechanisms oftressed. The model may also be generalized
how migration and resettlement influence emo-to other types of life change as well.
tional health remain ambiguous.

Scholars on migration and health also caution
Nursing science is concerned with individual and

that viewing migration as risk is overly simplistic
group adaptations to environmental contexts in rela-

and criticize research on this topic as being con-
tion to health outcomes and populations at risk for

ducted almost exclusively in a pessimistic fashion.illness (ANA Commission on Nursing Research,
They further note that less pessimistic approaches1980; Stevens, 1984). Study of psychological adap-
to the study of migration have found that migrationtation to the experience of migration and resettle-
and resettlement can present both opportunities andment is an exemplification of these nursing con-
risks (Barger, 1977; Beiser, 1982; Graves &cerns. Migrants are confronted with major changes
Graves, 1974; Kuo & Tsai, 1986). Consistent within lifestyle and environment, have many challenges
refinements in the knowledge of life change andfor adaptation, and experience higher rates of emo-
stress (McFarlane, Norman, Streiner, & Roy, 1983;tional distress than their host populations (Brody,
Paykel, 1974), it can no longer be assumed that all1970; Hull, 1979; Rack, 1982).
life change has deleterious consequences for health.
Therefore, the context of life changes and theirRelated Literature
meanings as well as those factors that are related
to successful coping and adaptation must beAlthough the literature on migration and health has

burgeoned with potential causes for migrants’ high considered.
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Although understanding the reasons for mi- (n = 5), and Subsample 3 (1980 to 1988) (n = 14).
The mean length of time in the United States ingrants’ high rates of distress is limited, even less

is known about which conditions of migration and years was: 30.83 (range: 23 to 29), 14.20 (range:
8 to 22), 3.86 (range: 4 to 7) for Subsamples 1, 2,resettlement affect well-being or how people trans-

form potentially stressful conditions into opportuni- and 3, respectively. The sample included 15 males
and 10 females and the mean age was 43.92 (range:ties. Most likely, the meanings of phenomena

change over time as individuals gain mastery over 26 to 77 years).
Grounded theory (Glaser, 1978; Glaser &or transform conditions that initially pose chal-

lenges for adaptation. Since adaptation, by defini- Strauss, 1967) was the method used in this study.
Study participants’ initial and changing experiencestion, is a process that unfolds over time (Cohen &

Lazarus, 1983; Wild & Hanes, 1976), linking the of migration and resettlement were inductively ex-
plored and testable hypotheses regarding psycho-sources of distress or well-being to changing condi-

tions in the experience of migration and resettle- logical adaptation to migration and resettlement
were generated. Cross-sectional sampling and ret-ment is crucial for explicating factors related to

migrants’ emotional status. rospective reports provided documentation of
changes in the experience of migration and resettle-Rather than treating migration and resettle-

ment as a unitary, static process, the purpose of this ment over time. Stratifying the sample according
to three distinct waves of migration also ful-study was to explore the conditions under which

migrants experienced psychological distress, and to filled the criteria of maximum variation or “theoret-
ical” sampling (Glaser, 1978) recommended forexplore the sources of their well-being. Resettle-

ment was also investigated as a process unfolding grounded theory methodology. This sampling al-
lowed making case comparisons among the threeover time and presenting changing demands as well

as evolving opportunities in the host society. Spe- wave subsamples with respect to differences in their
experiences of and their adaptation to both migra-cific aims of the study were to identify: (a) the type

of migration and resettlement phenomena encoun- tion and resettlement.
Sample recruitment as well as data collection,tered; (b) the psychological meanings of and emo-

tional reactions to these phenomena; and (c) how coding, and analysis were conducted by the same
investigator. Sample recruitment and data collec-the experience of migration and resettlement and

emotional reactions to it changed over time in re- tion occurred concurrently over an 8-month period
as more people were invited to participate in thesponse to adaptive strategies.
ongoing study. The sample was recruited by in-
person and written advertisement in local Polish
organizations and natural networks in the commu-Method
nity. Recruitment ceased when attempts to obtain
additional subjects yielded no new responses.Sample

InstrumentsA purposive sample of 25 Polish immigrants, who
resided in the Seattle area and had been in the

Appointments were made with individuals who ex-United States ranging from 4 months to 39 years,
pressed interest in participating in the study. Thewas obtained for this study. Purposive sampling
appointments consisted of obtaining informed con-involved stratifying study participants according to
sent, conducting a semistructured interview, andthree historically distinct waves of Polish migration
administering a paper and pencil Demographic and(Szulc, 1988), yielding three comparison groups or
Migration Questionnaire (DMQ) that was devel-subsamples. Breakdown of the sample by wave of
oped by the investigator for use in a larger studymigration was as follows: Subsample 1 (post-World

War II era) (n = 6), Subsample 2 (mid to late 1970s) (Aroian, 1988). The DMQ elicited descriptive in-
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formation about sex, marital status, religion, family analysis, interview data were content analyzed by
the constant comparative method (Glaser, 1978).income, education, prior and present employment

status, length of time waiting for the first country This method was used to abstract the qualitative
data into concepts and categories reflecting aspectsof resettlement, number of external and internal

migrations, citizenship, sponsoring agent, accom- of migration and resettlement that were reported as
having implications for emotional status. An earlypaniment, length of time in the United States, and

availability and proximity of kin. level of coding involved isolating data that were
sources of stress or well-being by linking the de-
scriptions of migration and resettlement experi-Procedure
ences to the accompanying meanings and emotions.
A simple categorization, including positive experi-The interviews were audiotaped and transcribed
ences or gains and negative experiences or losses,verbatim to ensure reliability of the data collection
was used to classify stimuli having implications forand analysis. During in-depth interviews, inter-
distress and well-being. Similarly, psychologicalviewees were asked to spontaneously introduce top-
affect was dichotomized as positive, such as happi-ics for discussion in response to the questions,
ness or comfort, and negative, such as distressing.“What prompted you to leave Poland?” “What is
A code book was developed simultaneously withit like to be an immigrant?” and “How has the
the actual coding to increase intraanalyst reliability.experience of being an immigrant changed over
The code book described the codes and definedtime?” Probes elicited emotional reactions to and
characteristics of the data that would exclude orpsychological meanings of phenomena introduced
qualify the data segment as labeled by a particu-by the interviewees. More specific questions about
lar code.positive and negative aspects of migration and re-

The next level of content analysis involvedsettlement followed open-ended questions of the
bringing the codes to higher levels of abstractioninterviewees’ overall perspective on the experience.
and identifying the central categories. Once the dataThis funnel approach (Chenitz & Swanson, 1986)
were coded at this level of abstraction, a validitywas used to discover unanticipated responses and
check involved discussion and verification of codesavoid imposing an a priori frame of reference on
and categories with a research assistant who wasthe respondents that the experience of migration
familiar with the data. In addition, more specificand resettlement was necessarily stressful.
questions from the interview schedule regardingPreliminary data analysis occurred simultane-
the most positive and most stressful aspects of theously with data collection. The process of inter-
immigration experience served as a second-orderviewing and checking the accuracy of transcribed
validity check for the centrality of interview data ontapes provided the interviewer with initial global
different topics and coded categories. After majorinsights and tentative hypotheses regarding the
categories were developed, responses to these moreemotional experience of migration and resettle-
specific questions were tallied and checked againstment. This preliminary data analysis provided focus
the categories that emerged from the raw data. Oncefor the interviews conducted during later stages of
the categories were validated, case comparisonsdata collection; in addition to the usual interview
were made to examine variations of the categoriesprotocol, relevant themes and categories that
among the three subsamples. Finally, preliminaryemerged through analysis of earlier interviews were
hypotheses were developed and tested with respectpresented to subsequent interviewees as a way of

validating impressions and verifying hypotheses to how the categories were linked to psychologi-
cal adaptation.that were generated from the earlier interviews.

Initial impressions of the data were solidified Descriptive statistics were used to summarize
the DMQ and these data were triangulated withduring a period of intensive data analysis discrete

from data collection. During this period of data factual data obtained during the interviews regard-
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ing the motivation for and conditions surrounding and involuntary immigrants; 9 of the 14 interview-
ees or their spouses were deported by the Polishthe migrations and resettlement. Data from the

DMQ and factual data from the interviews were government for their activities in the Solidarity
movement in Poland. The remaining 5 intervieweescombined to provide a Demographic and Migration

Profile for each of the three subsamples. These left voluntarily for personal reasons such as wanting
more freedom; 4 of these 5 defected and left Polandprofiles provided the context for this study’s find-

ings on the emotional experience of migration and suddenly. In addition, people in Subsample 3 had
the most formal assistance with resettlement (i.e.,resettlement as well as document that the stratifica-

tion scheme did achieve maximum variation a period of public financial assistance and formal
English lessons) and the highest percentage of non-sampling.
family sponsorship.

The Experience ofFindings
Migration and Resettlement

Demographic and Migration Profiles
Although there were major group differences
among the wave subsamples in the motivation forAnalysis of the DMQ revealed few demographic
and the circumstances involved with leaving Po-differences among the wave subsamples that were
land, interview data from all three subsamples de-not a reflection of length of time in the United
scribed remarkably similar experiences of migra-States. In addition, interview data suggested that
tion and resettlement. Each interviewee character-the wave of migration subsamples were similar with
ized the experience as extremely stressful. Positiverespect to premigration social and economic status.
aspects of the experience included self-growth, fi-Analysis of interview data, however, revealed
nancial opportunities, or having freedom. However,marked differences among the three subsamples
it was clear that leaving the homeland and the initialwith regard to the motivation for and the conditions
resettlement period posed many demands for adap-surrounding migration and resettlement. More spe-
tation and that monumental tasks and conditionscifically, every interviewee from Subsample 1 had
had to be negotiated before the interviewees couldsudden and involuntary migrations that were the
begin to experience any opportunities afforded bydirect result of Soviet or Nazi occupation of Poland
migration. Content analysis of interview dataduring World War II, or a post-World War II
yielded six central categories that summarize theagreement that consigned Poland and partitioned
universal process of migration and resettlement re-its eastern border to the Soviet Union. People in
ported by the interviewees. The central categoriesSubsample 1 also had the longest periods of tempo-
include: Loss and disruption, novelty, occupation,rary living while waiting for resettlement and the
language, subordination, and feeling at home.least formal or informal assistance with the resettle-

ment process.
Loss and DisruptionIn sharp contrast, all interviewees who emi-

grated during the mid to late 1970s (Subsample
2) voluntarily chose and planned their emigration. The frequency of and the intensity of affect associ-

ated with data reflecting the theme of loss led to theReasons given for emigrating by these interviewees
were economic advancement or to join family mem- development of this central category. This category

reflects how all 25 interviewees, even those whobers. These people had the shortest period of tempo-
rary resettlement, the highest percentage of family left voluntarily, felt that leaving Poland involved

multiple, simultaneous losses that totally disruptedsponsors, and little formal assistance.
Subsample 3, interviewees who emigrated their lives and caused considerable distress. One

man succinctly captured what it means to emigrate.during 1981 to 1988, were a mixture of voluntary
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He stated, “Immigration has everything to do with experience in the United States as a busboy: “I was
one of those faceless people running around. Thisintellectual and emotional attachment.” Losses in-

cluded valued possessions, careers, places of emo- makes you feel even more like you’re nothing. I
was starting at the very bottom. I never was beforetional significance, and, most important, the loss

of family and friends. Descriptions such as “your that far down.” Some people found status demotion
the most distressing aspect of their entire migrationwhole life is gone” or “you have to divorce yourself

from the past” were offered to explain what this and resettlement experience.
experience was like.

Language

Novelty
Language, like occupation and loss, emerged as a
central category due to the frequency of data and

Immediately following the loss and disruption in-
the intensity of affect associated with phenomena

volved with leaving Poland, the interviewees de-
related to this category. Language accommodation

scribed numerous distressing resettlement de-
was emphasized as the second priority for success-

mands. Negotiating and limiting novelty was one
ful resettlement, partly because English was needed

major resettlement demand. Novelty reflects a
to secure satisfactory jobs. In addition, people

theme common in much of the interview data that
needed English proficiency for nonwork-related

people had a great deal to learn about the host
tasks of daily living, gaining acceptance by the host

society. Knowledge deficits were described as hav-
society, and for psychological and social needs for

ing a variety of consequences; they jeopardized
communication. A woman explained, “When you

people’s ability to live satisfactorily, both materi-
don’t know the language, you lose communication

ally and psychologically in the host society. Lack
with people. This is like a handicap. To people who

of basic information made the simplest of tasks
don’t know me, I can’t explain who I am and that

difficult. Not having basic information, although
depresses me.”

overwhelming, was a short-term problem for most
interviewees. However, more complex information, Subordination
such as cultural differences in styles of social inter-
action, took much effort and time to acquire. During content analysis of the interview data, what

initially appeared as seemingly disparate data were
Occupation recognized as reflecting the common theme of sub-

ordination. These data included descriptions that
the interviewees had little choice or control over aThe theme of occupational hardship was readily

apparent due to the frequency of interview data variety of matters that were important to them,
felt like second-class citizens, had suffered insultsrelated to this topic and the intensity of the associ-

ated emotional responses. Occupational adjustment based on their ethnic identity, and had no choice
but to accept American customs. The conclusionwas described as most essential for successful reset-

tlement; interviewees had to find means of financial that these situations represent subordination is sub-
stantiated by literature on interethnic power rela-support but had few resources to do so. Novelty

either made it difficult to look for a job or created tions that documents that immigrants have a lower
status or rung in relation to native-born (van denconfusion during job interviews. Numerous addi-

tional occupational handicaps had to be overcome Berghe, 1981; Lieberson, 1961). An example of
data reflecting the theme of subordination includesbefore gaining access to satisfactory jobs. As a

result, most interviewees worked lengthy stints as an incident where one interviewee was chastised
for going to nursing school. She was told, “you aremenial laborers. For example, prior to emigrating,

a professional man had been a guest researcher an immigrant and you think you have all the same
rights as people born here.”in the United States. He described his first work
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Feeling at Home tions was incomplete when checked against the
interview data: Some interviewees from each of
the three subsamples had achieved occupationalTogether, data related to the central categories of
adjustment and language accommodation and hadnovelty, occupation, language, and subordination
limited novelty and subordination or had over-represented major resettlement demands and char-
come them.acterized the resettlement environment as unfamil-

However, although they no longer experiencediar, distressing, and often hostile. The positive af-
distress associated with these conditions, they re-fective state of feeling at home was spontaneously
ported not feeling at home. Instead, these peopleintroduced by many interviewees as the desired
identified unresolved grief, such as missing theirresolution for the distress experienced during reset-
homeland and nostalgic illusion, as contributing totlement. Feeling at home is defined as a positive
their feeling displaced or between two worlds. Foraffective state of psychological comfort derived
example, one man who had successfully achievedfrom feeling at ease, familiar, and included in a
all outward signs of material and social adaptationsocial structure. In addition to interviewee state-
referred to the idealized memory of his homelandments regarding the desirability of this positive af-
as a wound that interfered with his ability to enjoyfective state, feeling at home is a logical indicator
his material gains. He stated, “I would like to eradi-of no longer experiencing the resettlement environ-
cate this completely, forget my past and that wouldment as unfamiliar, distressing, and hostile. Thus,
be OK. It’s always coming back to me, after 47feeling at home represents the endpoint in psycho-
years, the memories, this tremendous power thatlogical adaptation to the experience of migration
does not let you relax.”and resettlement.

Analysis of interview data also revealed thatContent analysis of interview data revealed
return visits to the homeland were described as athat mastery of resettlement tasks related to the
powerful way of confronting the past and resolvingcentral categories described above either directly
nostalgic illusion. Furthermore, return visits wereor indirectly contributed to feeling at home. Inter-
reported to cause a dramatic acceptance of the

viewees stated that occupational adjustment, lan-
United States as home. Both the relationship be-

guage accommodation, and overcoming subordina-
tween missing an idealized homeland and not feel-

tion increased their sense of belonging, either by
ing at home in the United States and the reported

increasing host receptivity toward them, increasing
efficacy of return visits for facilitating acceptance

their desire to mutually accept the host country, or
of the United States as home, are consistent with

by giving them a needed sense of purpose in the
theoretical perspectives on grief. More specifically,

new environment. Language ability and working
grief resolution requires emotionally experiencing

in nonmenial jobs also decreased novelty, and this and tolerating the pain of grief through confronting
familiarity was reported to make the United States what was lost and relinquishing overidealized at-
feel more comfortable. Additionally, language abil- tachments to old bonds before reinvesting emo-
ity and working in nonmenial jobs allowed inter- tional energy in new ones (Benoliel, 1985; Parkes,
viewees to form satisfying social relationships with 1972, 1983; Worden, 1982). Thus the tentative hy-
members of the host society and this level of social pothesis that successful psychological adaptation
integration further contributed to feeling at home. requires mastery of resettlement conditions was re-

vised with the qualifying statement that mastering
Grief Resolution and Return Visits resettlement conditions was necessary, but not suf-

ficient. Instead, psychological adaptation to migra-
Despite interview data documenting a relationship tion and resettlement requires the dual task of mas-
between mastering resettlement tasks and feeling at tering resettlement demands and grieving and re-
home, the hypothesis that successful psychological solving the losses left in the homeland. (See Fig-

ure 5.2.1.)adaptation required mastery of resettlement condi-
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FIGURE 5.2.1 Psychological adaptation to migration and resettlement.

Despite how both grieving losses and mas- ment conditions and resolving losses may also be
oppositional, not only because of the magnitudetering resettlement conditions were necessary for
and timing of resettlement demands immediatelysuccessful psychological adaptation, the dual effort
following multiple simultaneous losses, but alsoof mastery and grieving was described by the inter-
because of the orientation needed for masteringviewees as oppositional. For example, a woman
resettlement conditions. For example, pressing re-stated, “If you started new life you must think about
settlement tasks required pragmatic future-orientedfuture and make many plans. Missing Poland comes
adaptive strategies or involved putting all one’slater because you are too busy.” The literature de-
efforts into the present for the purpose of futurescribing the magnitude of demands and the amount
gains. Grief resolution, on the other hand, repre-and timing of losses as key variables influencing
sents an emotional goal and is a past-oriented strat-adaptive outcomes supports interviewee accounts
egy that requires energy to “remember and emotion-of the contrast between resolving loss and mastering
ally relive the past” in order to resolve past attach-resettlement tasks (Aquilera & Messick, 1986; Co-
ments (Benoliel, 1985; Parkes, 1972, 1983; Wor-hen & Lazarus, 1983; French, Rogers, & Cobb,
den, 1982).1981; Parkes, 1972; Worden, 1982). More specifi-

cally, the interviewees described experiencing mul-
tiple, simultaneously occurring losses and multiple Future Considerations
resettlement demands that quickly followed losses
and further required monumental coping efforts. The proposed model provides knowledge that can

be used to guide valid assessment of psychologicalThe dual requirement of mastering major resettle-
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adaptation to migration and resettlement and to de- losses while mastering the present. Since psycho-
logical adaptation is contingent upon these dualvelop intervention protocols for migrants. More
tasks of mastery and grief resolution, magnitude ofspecifically, assessing migrants’ psychological sta-
losses and demands may be a crucial predictor oftus should include how well they have accom-
psychological risk for individuals confronted withplished crucial resettlement tasks, as well as investi-
life change.gating whether they have resolved grief over attach-

Future research is needed to investigate thements left in the homeland. Interventions should
way both the magnitude of demands and losses andassist migrants to find a balance between strategies
the unanticipated nature of the losses may make theaimed at mastery and those aimed at grief
pragmatic goal of mastering pressing resettlementresolution.
conditions contrary to the more emotional goal ofThe model on a more abstract level may also
grief resolution. Even though interviewees fromapply to psychosocial adaptation to various types
each wave subsample appeared to have equally de-of life change. Life change has been identified as
manding resettlement experiences, there werealways involving losses of some type, no matter
group differences in what the literature has identi-how symbolic, and requiring some adaptive strate-
fied as factors influencing grief resolution (Worden,gies (Holmes & Masuda, 1973; Parkes, 1971). More
1982). For example, people from Subsample I hadspecifically, Parkes (1971) viewed losses and gains
the most traumatic and sudden departures from Po-as two ways of classifying changes in state where
land. It is unclear, however, whether a greater num-final outcomes, positive or negative, actually repre-
ber of people from this subsample had the mostsent a balance between the losses and gains inherent
difficult time resolving their losses and acceptingin all changes in life space. Parkes (1971) also
the United States as their home.discussed how life change requires a shift in as-

The inability to investigate the consequencessumptions about the world where old patterns of
of these differences by subsample for both griefthought and activity must be given up and fresh
resolution and feeling at home resulted from theones developed. This conceptualization emphasizes
inductive design of this study where the initiativeboth attachment to these prior ways of viewing the
for introducing actual themes came totally fromworld and the need to adapt by developing a new
the interviewees. Because the importance of griefset of assumptions that fit the new circumstances.
resolution and the concept of feeling at home as

Although some of the specific components of the
the core to psychological adaptation emerged from

migration and resettlement experience may not be
the data, and although many people offered infor-

applicable or be the most crucial elements of every
mation regarding grieving their losses and whether

type of life change, adapting to the new involves
they felt at home in the United States, there were

mastering the conditions associated with the new
no data on these topics for every person. Further-

state. In addition, because of the nature of human more, the large number of study participants in
attachment, grieving what was lost—even when Subsample 3 and the recency of their arrival in the
the new state is a positive one—is most likely an United States prevented investigation of the full
essential requirement for accepting the change or trajectory of resolving losses and mastering resettle-
feeling comfortable with the new. ment conditions. Given the small sample and sub-

However, few life changes may equal the mag- samples for this study, the consistent reports of the
nitude of both the losses and demands and the sud- experience of migration and resettlement, and the
den unanticipated nature of the losses people de- fact that data on subjects from Subsample 3 were
scribed here. In addition, some immigrant groups collected too soon after their arrival in the United
may have less traumatic departures and less de- States to predict resettlement outcomes, it was not
manding resettlements (Morrison, 1974). As pre- possible to fully investigate all contingencies re-
viously discussed, the magnitude of demands and lated to grief resolution and feeling at home.
the unanticipated nature of the losses are most likely Due to the limitations of this study, the pro-

posed model presently lacks propositional state-related to the contrast of simultaneously resolving
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apy. New York: Springer Publishing Company. ronment that is both welcoming and hostile. On

one hand, they find a tolerance of diversity, asReprinted with permission from: Aroian, K. J. (1990). A model
manifested in acceptance of ethnic food and cele-of psychological adaptation to migration and resettlement. Nurs-

ing Research, 39(1), 5–10. brations and sensitivity to employees of different
backgrounds. On the other hand, a backlash exists
that is manifested in policies to curb services for
undocumented immigrants and to limit the potential5.3 IMMIGRANT TRANSITIONS
of class action suits that challenge some practicesAND HEALTH CARE:
of immigration and nationalization services (SanAN ACTION PLAN
Francisco Chronicle, Oct. 22, 1996, p. 1). Most

AFAF I. MELEIS recently, Californians voted to prevent undocu-
mented immigrants from receiving educational, so-
cial, and health services. A backlash is also mani-Change should occur so that nursing is not compro-
fested in the hate crimes committed by confessedmised and the consumer is not placed at risk. This
white supremacists. These crimes reflect fear ofis another challenge for the profession to take on,
encroachment on otherwise homogenous commun-and we need to lead the way. We are not willing to
ities.settle for less than the latest in technology; neither

Such backlash may be also a reflection ofshould we settle for less than the appropriate envi-
many myths that surround immigrants and refugees.ronment in which to practice or less than the pres-
One such myth is that newcomers take jobs thatence of professional nurses to provide and direct
would otherwise be available for nonimmigrants.the nursing care of patients. We must be willing
In reality, foreign-born workers tend to obtain jobsto stand for quality and recognize that, although
that are refused by those who are native-born. Incompetition is forcing new boundaries, nursing ex-
northern California, immigrants and refugees workcellence can continue to provide a competitive
as housekeepers, manicurists, grocery store owners,edge.
seasonal farm workers, and janitors,—unwantedImmigrants and refugees have been part of the
jobs that were quickly filled by first-generation im-fabric of the United States since its inception,
migrants who did not turn down demanding, low-thanks to liberal immigration laws. However, to-
status jobs for which they themselves are some-day’s immigrants and refugees are finding them-
times overqualified.selves in a more confusing social climate than did

What does all this have to do with nursing?their predecessors, a climate characterized by am-
Everything! Nurses are concerned with the life ex-bivalence about whether they should be accepted
periences of people and how these life experiencesand ambiguity about their status.
may affect their health and responses to illness.Two major trends characterize the current im-
Furthermore, to diagnose and treat immigrants whomigrant and refugee situation. First, because of a
are ill, we must be able to put their responses withinworldwide trend toward having pride in one’s cul-
the context of their lives; otherwise, our understand-ture, immigrants often have an intense need to be-
ing and interpretation of their responses to illnesslong to a community that reflects the identity of
will be limited.their home country. Such communities provide sup-

Immigrants and refugees experience a longport for newcomers and opportunities for cultural
continuity through holiday celebrations, ethnic and arduous transition. The transition from a home-
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land to a new home involves material and psychoso- BENGT FRIDLUND

BARBRO ARVIDSSONcial losses. The manner in which immigrants and
refugees experience these losses differs depending

Abstracton whether they were forced out of their homes,
whether their homes were devastated by war, and

Background: Involuntary migration and ad-whether they were forced to get rid of their posses-
aptation to a new cultural environment issions to begin a new life. The degree to which
known to be a factor of psychological stress.attachment to objects and loss of such attachments
Primary Health Care Nurses (PHCNs) fre-may affect health and illness has not been consid-
quently interact with refugee families as mi-ered or explored.
grant health needs are mainly managedMuch needs to be done to provide immigrants
within Primary Health Care. Aim: To de-with culturally competent and transition-competent
scribe the health of the involuntary migratedquality care. We must focus our scholarly efforts
family in transition as conceptualized byon uncovering transition experiences and examin-
Swedish PHCNs. Method: Thirty-fouring the dynamic nature of the relationships between
PHCNs from two municipalities in Swedencultural explanatory frameworks, transition experi-
were interviewed and phenomenographicalences, and the nature of health care actions. Re-
contextual analysis was used in analyzing thesearch should focus on how these variables interact
data. Findings: Four family profiles werewith responses to symptoms and symptom manage-
created, each epitomizing the health charac-ment and coping. These studies could be specific
teristics of a migrated family in transition:to the country of origin or specific to the transi-
(1) a mentally distressed family wedged intional experience.
the asylum-seeking process, (2) an insecureEqually important is the need to be vocal about
family with immigrant status, (3) a familypolicies designed to marginalize and disenfranchise
with internal instability and segregated fromimmigrants and refugees that leave them at even
society, and (4) a stable and well-functioninghigher risk of stress and illness. Although the issues
family integrated in society. Contextualsurrounding undocumented immigrants are numer-
socioenvironmental stressors such as livingous, complex, and have no easy or quick solutions,
in uncertainty awaiting asylum, having un-I do not believe that denying health care to such
processed traumas, change of family roles,persons solves the larger issues of documentation.
attitudes of the host country and social segre-Depriving families of preventive and primary care
gation within society were found to be detri-will only exacerbate health problems and lead to
mental to the well-being of the family. Con-the need for more expensive emergency care; it
clusion: Acceptance and a clear place in so-also raises ethical and moral issues that must be
ciety as well as clearly defined family rolesaddressed within our profession.
are crucial in facilitating a healthy transition

Reprinted with permission from: Meleis, A. I. (1997). Immigrant for refugee families. Primary Health Care
transitions and health care: An action plan. Nursing Outlook,

Nursing can facilitate this by adopting a fam-45(1), 42.
ily system perspective in strengthening the
identity of the families and reducing the ef-
fects of socioenvironmental stressors.

5.4 PRIMARY HEALTH CARE
NURSES’ CONCEPTIONS OF

IntroductionINVOLUNTARILY MIGRATED
FAMILIES’ HEALTH

Migration in general and involuntary migration in
particular are known to be factors in psychologicalKERSTIN SAMARASINGHE
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stress (Bhugra, 2004). The situational change of in the exiled family was one of the major determi-
nants of poor mental health in refugee childrenmoving from one country to another leads into tran-

sition, defined as the transformation of identity be- during the first 18 months of exile (Hjern, Angel, &
Jeppson, 1998). Both parents being refugees espe-cause of the adjustments to various changes created

by the new situation (Bridges, 2003). The transfor- cially from non-European war zones were found to
be an additional risk factor related to the psycholog-mation process consists of so-called accultura-

tion—the adaptation to new cultural beliefs through ical health of the child (Cederblad, Berg, &
Höök, 2002).social interactions (Berry, 1997). Transition occurs

over time and is a three-phased process, first con- The concept of transition is of interest to nurs-
ing because of its emotional and physiological im-sisting of the letting go of the old identity, second,

being caught in-between the old and the new iden- pact on wellness (Schumacher & Meleis, 1994).
According to Neuman & Fawcett (2002), health istity, and finally the development of a new identity

(Bridges, 2003). This process imposes the risk of equated with wellness, and is defined as the condi-
tion in which all parts and subparts are in harmonyacculturative stress (Berry, Kim, Minde, & Mok,

1987). For a family in cross-cultural transition, with the whole of the client where more energy
is being generated than used. Neuman & Fawcettchange in the family system is inevitable, and the

full impact of the splitting of families because of (2002) define a family as a group of two or more
persons who create and maintain a common culturemigration and acculturation is shown most often

after 3 to 5 years in the new host country (Sluzki, and whose central goal is one of continuance and
to maintain system stability and integrity. The con-1979). Changes are likely to occur related to family

roles and obligations, memories and communica- cept of family may have a wide range of definitions
in a cross-cultural perspective but nevertheless al-tion, relationships with other family members, and

changes in family connections with the ethnic com- ways plays a central role in the various development
processes of the individual, such as provision ofmunity and the host nation state (Weine et al.,

2004). In addition, social degradation, marginality, social security and the preservation of cultural iden-
tity. Hence the whole of the family system shouldracism, social passivity and loss of control increases
be taken into account when caring for refugees.the vulnerability to psychological distress and phys-
However, there is little research performed on refu-ical disease (Sundquist, Bayard-Burfield, Johans-
gees in transition from this perspective (Weine etson, & Johansson, 2000; Westermeyer, Bouafuely,
al., 2004). As Primary Health Care Nurses (PHCNs)Neider, & Callies, 1989). Consequences of trauma
play a vital role in the assessment and promotionas well as family members being resettled across
of health (Allender & Spradley, 2001), it is essentialdifferent nations are additional stress factors for
to identify health issues of importance from a fam-refugee families (Weine et al., 2004).
ily perspective in order to facilitate a healthy transi-Studies in Sweden on involuntary migrated
tion for the refugee families. The aim of the studyChilean families show that loss of previous self-
was to describe the health of the involuntary mi-image caused an emotional threat (Nyberg, 1993).
grated family in transition as conceptualized byLiving in uncertainty awaiting asylum, facing un-
Swedish PHCNs.employment, changed roles within the family and

perceived unfriendly attitudes of the host country
were seen to influence the family causing, mental

THE STUDYdistress, physical disease and family conflicts (Sa-
marasinghe & Arvidsson, 2002). Darvishpour

Design(2003) found higher divorce rates of Iranian fami-
lies compared with Swedes because of worse socio-
economic circumstances, acculturative stress and a A descriptive, explorative design, using phenomen-

ography as a research method, was used. It is achanged function of the traditional male role. Stress
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TABLE 5.4.1 Sociodemographic and Clinicalway to describe how individuals think and under-
Characteristics of the Participants (n = 34)stand the experienced world. Conceptions are cen-

tral to phenomenography as they often represent
Age: mean (range) 49 (32–63)implied meanings, which have not been subjected
Gender: Male/female 1/33to reflection and made explicit (Marton, 1981). In-
Marital status: Partner/no partner 32/2dividuals will conceptualize a phenomenon in qual-

itatively different ways, thus resulting in a spectrum Children: Child/none 31/3
of meanings. The outcome of this study will there- Ethnicity: Swedish/non-Swedish 33/1
fore describe qualitatively different meanings of Registered Nurse in years: mean 23 (4–37)
the health of the involuntary migrated family in (range)
transition as conceptualized by Swedish PHCNs. Specialist education: District nursing/ 3/4/7

midwifery/others
Participants and Setting Sector within PHC

Maternal health care/youth health care/ 2/3/7Thirty-four PHCNs were representatively chosen
school health care

with regards to age, gender, ethnicity, civil status
Asylum health care/community health 1/4

and family, number of years as registered nurse,
care

specialist education, working sector within Primary
Clinic of district nursing in 17

Health Care (PHC) and number of years in PHC combination with
(Table 5.4.1). The study was carried out in 2003

Asylum health care/telephone advisory 2/3
within the PHC of two municipalities in southern service
Sweden with a refugee population of 2.7% and

Diabetes clinic/asthma clinic/ 3/3/6
3.4%, respectively (Statistics Sweden (SCB), child health care
2004). From the mid-eighties there has been a great Number of years in PHC: Mean 7 (1–25)
influx of asylum seekers and 2.6% of the Swedish (range)
population was considered refugees (SCB, 2004).

PHC, Primary Health Care.The term refugee was defined as a person within
the asylum-seeking process and the term immigrant
was defined as a person with legal status holding

views lasted approximately 60 minutes each anda permanent residence visa. Involuntarily migrated
were made at the workplace of the participants.family in this study is defined as a family originally
The questions were: What is your conception of theholding a refugee status having obtained immigrant
health of the involuntarily migrated family? Howstatus. Each PHCN has worked with an average of
would the family obtain optimal health? How would200 involuntarily migrated families.
the family be affected by returning to the country

Ethical Considerations of origin? All interviews were transcribed verbatim.
Contextual analysis was used in interpreting

The Ethics Committee at Lund University approved
the data, which is a method characterized by an

the study and a written informed consent was ob-
open and explorative approach through delimitation

tained from all participants. In order to protect the
of wholes and parts within a given context, in order

anonymity of the participant and the refugee fami-
to give meaningful interpretation to the phenome-

lies concerned, the data were coded and kept per-
non being studied (Svensson, 1989). The first au-

sonally unidentifiable.
thor carried out the analysis, while the two co-
authors with specialized knowledge of methodol-Data Collection and Analysis
ogy served as additional evaluators in the categori-
zation procedure. The analysis was carried out inThe first author conducted the tape-recorded inter-

views including two pilot interviews. The inter- five steps: (1) the researchers read all data in order
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to obtain a feeling for the variation and limits of became withdrawn and stopped playing or took to
self-harm such as biting themselves, or opposingthe study; (2) statements related to the aim were

delimited and subjected to a structural analysis as to their parents and becoming overactive and noisy.
Psychosomatic symptoms such as chest or stomachWhat and How the PHCNs expressed conceptions

about the health of the families; (3) a short but pains were conceived to occur frequently in both
adults and children and bedwetting occurred atcomprehensive description was made of each inter-

view on the basis of this analysis; (4) comparison times in older children. Parents were conceived as
having lost all their energy because of the pressurewas made in order that similarities and differences

of the comprehensive descriptions could be recog- of the uncertainty of being allowed to stay in Swe-
den or not, which in turn hindered them from func-nized and grouped together; and (5) comparisons

were also made of the entirety of the comprehensive tioning optimally as parents.
descriptions so that similarities and differences

The mental health has been badly affected…es-could be recognized and subcategorized. The com-
pecially amongst the asylum seekers, they live in

plete picture of the categorized data was compiled uncertainty too long, they do not have a fu-
into a system of qualitatively different categories ture…they live in some kind of a vacuum and I
of description and subcategories characterizing the believe this is extremely stressful to their sense of

well-being. (IP3)health of the families.

Living Without Any Rights. The asylum-
Findings seeking families were conceived as having no rights

in Swedish society (e.g., as in cases such as where
The analysis comprised of four qualitatively differ- an asylum seeker having attempted suicide was
ent categories of description and eight subcategor- discharged from hospital and sent back to the refu-
ies. Each category of description and subcategories gee camp without any ‘follow-up’ activity). Psy-
illustrates a family profile epitomizing the health chological trauma was conceived to be burdening
characteristics of a migrated family in transition, refugees. The women especially felt lifelong suffer-
as conceptualized by the PHCNs. As transition is ing because of worry and guilt over those left be-
a process that occurs over time the profiles can hind in the home country as well as feelings of
be placed vertically beginning with the seeking of shame in cases of previous sexual assault. In these
asylum, followed by having obtained the necessary cases, the mother’s depression was conceived to
permit in becoming legal settlers in the new home affect the children emotionally, which manifested
country, and finally either have become integrated itself by the child ceasing play activities or being
or segregated in the Swedish society. The numbers afraid to leave the mother alone even for a short
within brackets (IP) refer to a particular PHCN’s while.
statements.

The asylum families are suffering and are not get-
ting any help to relieve this. As long as they haveA Mentally Distressed Family
no permit to stay in the country they have no rightWedged in the Asylum-Seeking Process
to get treatment or psychological counseling except
for in an emergency situation. By then the problems

The period of seeking asylum was conceived to have been magnified and take far longer to be re-
be chaotic and stressful for all family members solved. (IP13)
resulting in individual psychosomatic symptoms.

An Insecure Family
Living in Uncertainty. Parents’ stress over Having Immigrant Status

the obtaining of a visa was conceived to be pro-
jected upon the children whose behavior reflected The condition of the family was conceived as im-

proved on receipt of the permanent residence visathis stress. It was conceived that children either
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as the family was granted legal status although ever symptoms occurred, whereas, preventive
forms of treatment and follow-up controls wouldstill vulnerable because of post-asylum reactions,

unprocessed trauma, grief, and the lacking in under- be neglected. Other noted cultural differences were
the breastfeeding period and food selection, whichstanding of the new culture. The absence of the

extended family was conceived to create insecurity, were conceived as making for irregular weight in-
creases in infants causing pediatric investigations.causing family members to frequently visit the PHC

clinics as well as seeking the company of fellow Elders in turn were conceived as reluctant to meet
with the PHC doctor, believing it would lead tocountrymen for security and comfort.
hospitalization and death. The commonly occurring
situation, where a male family member was speak-Living With Post-Asylum Reactions, Unpro-
ing on behalf of the female, was conceived by thecessed Trauma and Grief. Depression and physi-
PHCNs as degrading to the woman.cal diseases; eczema, gastritis, and body pain were

noted among family members and were conceived
We don’t understand them—they don’t understandby the PHCNs as post-asylum stress reactions. Un-
us—there can be so many mistakes. (IP4)

processed traumas as well as grief resulting from
loss of the home country were conceived to impact A Family With Internal Instability and Seg-
negatively on chronic diseases such as diabetes and regated From Society. An unstable family was
asthma, and to be a hindrance for adaptation and conceived as a family who lives in disharmony
learning ability. The women in particular were con- because of not having clear-cut roles within the
ceived to be isolated, in addition to having new family, as well as a clear place within Swedish
and stressful demands to fulfill, thus suffering from society, causing psychosocial distress and interper-
tiredness, homesickness, and resultant somatic sonal conflicts.
symptoms. The family was conceived as not com-
municating about the past within the family. Boys Not Being Integrated. Negative attitudes of
were conceived to be more closed and not wanting the host country toward immigrants were conceived
to speak about their refugee experiences, whereas to hinder the immigrant families from being ac-
girls were conceived to be more open to speaking cepted by society. Unemployment and inactivity
about these experiences. The parents were con- accentuated the situation, which in turn was con-
ceived as worrying about their children having ceived to devastate self-esteem. Marginalized indi-
nightmares, but simultaneously being unaware of viduals were at risk of falling into criminal activity.
the mental strain their children were under in trying Not all refugee families were conceived as wanting
to cope in school in the new country. to accept Swedish society because of fear and preju-

dice about Sweden and its people, but also as a way
One does not talk about the recent past—one keeps of holding on to and idealizing the home culture for
within oneself this great sorrow that no psychiatric fear of forgetting what had been left behind.
treatment can alleviate; as this type of help is neither
found nor apparent in adults or children—this sor-

As long as they have not got a place in society it’s
row is something that lies as a lump of unresolved

very difficult for the children…as long as they are
conflicts full of anguish, and which gives rise to

unemployed or not having a meaningful existence,
physical and psychological symptoms. (IP1)

we have lost both them and the children as well.
(IP11)

Being Misunderstood. Language problems
and cultural differences were conceived as being Having Family Conflicts. Conflict situations
commonplace, creating insecurity and frustration were conceived to present themselves in the immi-
for the families. Differences were visible in the grant families because of several factors. The father
treatment forms preferred by the family, where im- being unemployed was conceived to create a poor

role model situation for the sons of the family asmediate treatment by a doctor was expected when-
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Families that have integrated…have started theirwell as being degrading in general for the family
own company or have some type of activity whichbecause of the resultant low income. The situation
brings them a reliable income—their children find

where the wife was employed, but the husband it much easier to function harmoniously in soci-
unemployed was conceived to aggravate the inter- ety. (IP8)
nal family conflicts because of the husband’s lost
role as the “bread-winner.” This in turn could at Living in Togetherness. The families that
times lead to violent behavior on the part of the maintained clearly defined roles in both the nuclear
husband. Teenagers were conceived as living a life and extended family and who adjusted well in the
in between the two cultural worlds in their efforts new society were conceived as secure and pos-
to adapt themselves. Girls especially were con- sessing a sense of togetherness. This was conceived
ceived to struggle with this situation, which caused to manifest itself in respectfulness, as well as in
them to turn to Swedish authorities for help thus aiding each other, resulting in the promotion of
leaving the parents in a further helpless situation. stability in the adjustment process.
Language barriers forcing children to be used as

They stand together, really standing up for eachan interpreter between the family and society was
other and are humble and respectful toward theconceived to further destabilize the family, making
elders. (IP30)

parents and grandparents feel inferior.

They come from a patriarchal society and when the Discussion
father has no employment and when the daughters
revolt—how are the families going to keep to-

Family Health Issuesgether? (IP17)

The result of the study shows that according to
Swedish PHCNs, transition is a stressful experience

A Stable and Well-Functioning and a potential risk factor to the health of the invol-
Family Integrated in Society untary migrated family as a whole. The study identi-

fies several contextual socioenvironmental stres-
A stable and well-functioning family was conceived sors such as living in uncertainty, having unpro-
as one who has a clearly established position in cessed traumas, change of family roles, attitudes
society as well as well-defined roles within the of the host country and social segregation within
family. Swedish society that threaten the wellness and the

stability of the family in transition. These findings
Living a Worthy Life. Family stability was corroborate trauma with the findings of a study by

conceived as being promoted when the family was Samarasinghe & Arvidsson (2002) that described
treated with respect by society and valued as a the health of the involuntary migrated family living
resource, rather than a burden and discriminated in transition from an inside perspective.
against. Employment was conceived as an im- The long period of asylum was conceived by
portant factor in strengthening the parental role the PHCNs to have detrimental stress effects on
within the family as well as transferring positive the family’s wellness as illustrated in the profile of
attitudes about the new country to the children. The a mentally distressed family wedged in the asylum-
family’s socioeconomic background was conceived seeking process. Sourander (2003) demonstrated
to be a main reason for positive adaptation in the similar findings in that long periods awaiting asy-
new country and well-educated parents were con- lum in Finland caused high levels of stress and
ceived to adjust themselves better than lesser-edu- psychiatric symptoms in asylum seekers. The ob-
cated parents. This situation in turn was reflected taining of a residence visa improves this situation

by allowing the family to relax to a degree. Never-in the adjustment success of the children.
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theless, there remains a risk of what is conceived ily stability, and consequent health. Similarly, Wik-
ing, Johansson, and Johansson (2004) showed thatas post-asylum stress reactions; a finding that needs

to be addressed within Primary Health Care Nurs- socioeconomic status, poor acculturation, and dis-
crimination was found to explain the associationing. The process of acculturation in turn, imposes

the risk of acculturative stress as a result of chang- between ethnicity and poor self-reported health. By
contrast, the beneficial importance of integrationing family roles and functions. The transition of

the father’s role resulting from the loss of prestige for family wellness is illustrated in the profile a
stable and well-functioning family integrated in so-in cases of being unemployed was conceived espe-

cially as a threat to family stability as illustrated in ciety. Moreover, factors hindering stress for the
migrated family are their own human resources,a family with internal instability and segregated

from society. This finding is supported by Darvish- such as higher education and stronger socioeco-
nomic backgrounds, which in turn allowed for anpour (2003), who claimed that the high prevalence

of divorces in Iranian families in Sweden was easier adaptation to the new culture. Additionally,
being accepted by the host country proved benefi-mainly due to the changed role of the male in the

family. Furthermore and corroborating with De cial to the adaptation process. Metha (1998) demon-
strated the importance of a friendly and understand-Montigny Korb (1996), the acculturation process

can be additionally burdened by issues such as lan- ing attitude by the host country in emphasizing the
feeling of acceptance and consequent better mentalguage barriers and cultural misunderstandings

within healthcare services as demonstrated in an health. Similar findings of Nesdale, Rooney, and
Smith (1997) indicated a relationship between eth-insecure family having immigrant status. In order

to alleviate this difficulty, healthcare nurses need nic identity and self-esteem, and the level of accep-
tance of the host country.to be educated and aware of the issue at hand.

Additionally, PHCNs need to be sensitive to The findings express the necessity to promote
health for involuntary migrated families from a sys-the reactions to the acculturation process such as

refugee families rejecting the new culture, which tem-orientated perspective. Several issues such as
stress in parents, depression in mothers, change ofhinders the creation of identity. As identity is funda-

mental to health, nurses need to support the identity the role of the father, as well as varying levels of
acculturation within the family, all affect individu-creation process of the involuntary migrated family

in order to promote self-esteem and subsequently als within the family, and, in turn, affect the family
as a whole as the family members constantly inter-the stability of the family. This is especially im-

portant during the family’s first 3 to 5 years in the act with each other. This is further supported by
the findings of Hjern et al. (1998) who found paren-new country as the full impact of acculturation only

then materializes (Sluzki, 1979). Moreover, the var- tal stress being mirrored in their children. Further-
more, it was understood that trauma experiencesying degrees of acculturation within a family need

to be addressed in order to prevent the risk of imbal- and grief, because of loss of the former social net-
work in the home country, were inadequately com-ance. Such instances where children learn the new

language and are required to attend regular school- municated within the families. Girls were con-
ceived as needing to express these experiences toing, while parents are lacking in interaction with

the new society can be detrimental to the family a larger extent compared with boys. According to
Berman (2001), a common response to trauma isidentity. Hence, nurses need to be observant of

these occurrences in order to prevent the deteriora- to deny and repress painful memories, rather than
confront them, making it increasingly hard fortion of the issue.

Segregation, negative attitudes by the host PHCNs to deal with the family’s trauma experi-
ences. Especially as speaking about these experi-country toward migrants, unemployment, and the

resulting passivity were all conceived to have a ences seemed to exacerbate any negative effects
(Angel, Hjern, & Ingleby, 2001). There remainsnegative impact on the migrant’s self-esteem, fam-
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a need to develop new ways of nonstigmatizing tial stressors and their impact on the individuals of
involuntary migrated families by adopting a familytreatment when clients are found to be suffering

from psychological trauma (Yule, 2000). system perspective and its consequent effect on
health. Little attention has been paid to how these

Methodological Issues factors impact on the family as a whole in empirical
literature, which motivates a more comprehensive

The transferability of the study may be limited be- model of the wellness of the involuntary migrated
cause of the study being carried out in Sweden. As family in relation to transition experiences.
Sweden is a smaller European country, the receiv-
ing and caring of refugees, non-European refugees Implications for Practice and Research
in particular, is a relatively new experience. An-
other aspect that can be noted is that a more equita- Knowledge about acculturative stress should be

made available to all categories of personnel whoble gender and ethnic perspective would perhaps
have surfaced if more male nurses and PHCNs with deal with refugee families. In turn, this will allow

a stronger capability in nurses to assess stressors,non-Swedish ethnicity had participated. However,
the participants reflect a clear representation of cultural beliefs and values, past experiences, educa-

tional, and socioeconomic factors. Nursing inter-Sweden’s cadre of 7% male nurses and 5.5% non-
Swedish ethnic nurses (SCB, 2004). As the research ventions therefore need to focus on key issues in

strengthening the identity of the families and reduc-focused on the cognitive aspect of the PHCNs’
experiences, phenomenography and its related con- ing the effects of contextual socioenvironmental

stressors. Factors that need to be addressed are thetextual analysis in interpreting the empirical data
with an holistic approach (Svensson, 1989) was strengthening of family roles and the understanding

of how these roles can be affected by the accultura-found to be applicable. The credibility of the study
was strengthened by strategically choosing the tion process. Additionally, supporting the parental

role during the time of asylum is pivotal to the well-PHCNs, which is a norm in phenomenography, as
well as two pilot interviews. In order to strengthen being of the children of the involuntary migrated

family. Finally, unprocessed trauma needs to bethe confirmability of the research, the co-authors
reevaluated the analysis of the data including the resolved both from a gender perspective and in a

non-stigmatizing way. Further research on the topicchoice of cited quotations.
of health and involuntary migration families would
benefit from emphasizing the essential nature of

Conclusion healthy transitions and ways in which these can
be facilitated.

Transition is a stressful experience for the involun-
tary migrated family as conceptualized by Swedish
PHCNs. Several contextual socioenvironmental Acknowledgments
stressors were found to affect the individuals of the
family thus risking the wellness of the involuntary The authors wish to thank the PHCNs who partici-

pated in this study and Kristianstad University formigrated family as a whole, as the family members
constantly interact with each other. Acceptance and financial support.
a clear place in society as well as clearly defined
family roles are crucial for family wellness, as well
as the family’s own human resources, such as
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social fields that span geographic, cultural, and po- health experiences of Brazilian women living in
the United States.(3, 11, 12) An underlying assumptionlitical borders. Transnational perspectives are

formed in part by social relations and activities that of the research is that women experience the world
through the socially constructed phenomena of gen-take on meaning within the flow and fabric of daily

life, as linkages between different societies are der, class, race, ethnicity, and immigration status.
The processes of feminist narrative inquiry and in-maintained, renewed, and reconstituted.(1–3) In re-

cent years, advocates for feminist, postmodern, and terpretation are based on the premise that the rela-
tionships between knower and what is to be knowntransnational perspectives have argued for ex-

panding and revisioning immigration frameworks are subjective and interactive.(13–18) The resulting
knowledge is a co-creation of the multiple voicesto include gender, class, race, culture, ethnicity,

nationalism, and transnationalism in migration re- of those who participate in research, narrators and
search.(1, 2, 4–10) As a result, theorists and researchers interpreters alike. As a transnational–bicultural mi-
have begun to include gender and transnational per- grant, feminist, and advocate for the health of
spectives into conceptual frameworks and research women and immigrants, the investigator brought
when addressing the relationships of immigration personal identities, perspectives, and experiences to
and health. However, women tend to frame their the research process. The researcher’s perspectives
stories in personal experiences rather than in theo- and understanding of transmigrant health care prac-
retical frameworks. Women’s own stories bring tices initially informed the conceptualization of the
perspectives on their health practices and experi- research; in listening to and learning from other
ences that often are missing from the immigrant Brazilian women throughout the research process,
health literature. these perspectives were expanded by the partici-

Qualitative research, such as this feminist nar- pants’ stories and experiences.
rative interpretive study, in which immigrant A purposeful, convenience sample of diverse
women and researchers participate in the processes Brazilian women living and working in the United
of telling, listening, and representing stories, can States was recruited for the study. Excluded were
contribute to furthering health care professionals’ exchange students, visiting scholars, diplomats or
understandings of immigrants’ transnational health employees of the Brazilian government, and
experiences. Through the lenses of individual wom- women on guest worker visas. Participants were
en’s experiences, such research can expand the contacted through informal networking and snow-
knowledge and understanding of the diversity and ball referrals within urban Brazilian immigrant
multiplicity of immigrant women’s lives and communities on the east and west coasts. In-depth
health practices. interviews were conducted in Portuguese with 26

The purpose of this chapter is to examine trans- Brazilian women; 4 of these women were inter-
national health perspectives, practices, and re- viewed more than once over the course of the study.
sources through the presentation of Brazilian immi- The researcher’s fluency in the Portuguese lan-
grant women’s narratives. To date, there have been guage and Brazilian culture were instrumental in
no published research studies related to the health creating a sense of rapport and mutual communica-
of Brazilian immigrant women in the United States. tion conducive for the women to tell their stories.
This study is a contribution to the immigrant health The interviews, which lasted from 1 to 3 hours,
research in that it focuses on the layered complexi- were held at times and locations chosen by the
ties of transnational health issues by exploring the participants. To accommodate participant prefer-
experiences of Brazilian immigrant women through ence and convenience, two of the interviews were
the lenses of transnationalism and gender. collective, each involving three women who knew

each other and arranged to be interviewed at the
same time.Research Methodology

Institutional Review Board approval was ob-
tained before initiating the study. A major concernThis chapter is derived from a broader qualitative

study of the transnational migration, work, and regarding protection of the rights of the study parti-



252 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

cipants was immigration status. Prior contacts and grounds and migration experiences of the women
who participated in the study were an indication ofknowledge about potential participants strongly in-

dicated that many could be undocumented immi- the diversity among the recent wave of Brazilian
immigrants.(20) The mean length of residency in thegrants. To minimize possible risks for those who

might be undocumented immigrants, a waiver of United States was 5.9 years, with a range of 2
months to 17 years. The women ranged in age froma signed consent was granted by the institutional

Committee on Human Research. However, written 22 to 60 years; the median age was 33. Age at the
time of arrival in the United States varied from 17information regarding the study purpose and terms

of voluntary participation was provided and re- to 56 years, with a median of 30.5. The diversity
of the group was also evident in their Brazilianviewed with participants and verbal consent was

obtained prior to initiating the interviews. To reduce social class and geographic origins. The women
came from low working class to upper middle classthe potential legal, social, political, or economic

risks related to disclosure of immigration status, origins and from both urban and rural areas of
the four major Brazilian regions. Eighteen wereno direct or indirect inquiry regarding immigration

status was made at any point in the research process. partnered or married, five were single, and three
were separated or divorced. The majority of theSpecific measures taken to ensure confidentiality

included not asking for or recording participants’ participants had at least a high school education or
above and nine women had completed a collegefull names. Because Brazilians commonly use only

first names in social situations, this practice was degree. Six women reported having an eighth grade
education or less. Occupation and employmentnot awkward or difficult. First names, telephone

numbers, and addresses (when needed) were noted prior to migration included a wide range of roles,
including homemaker, domestic worker, student,and kept separate from interview data.

Analysis of the transcribed interview data in- and professional. Areas of formal sector employ-
ment in Brazil had included sales, business, clericalvolved coding, identification of themes and story

threads, locating stories within each interview text, work, education, marketing, advertising, graphic
arts, cosmetology, and nutrition and dietetics.and representing and interpreting the resulting nar-

ratives (16). The final steps in the interpretive process At the time of the interviews, all but two
involved translating the narrative representations women reported being employed. The majority (n
into English and selecting the exemplars to present = 17) were employed as domestic workers (e.g.,
in reports of the completed research. In reporting housecleaner, baby-sitter, home health aide, nanny,
the results, the participants are represented by or housekeeper). Although most of the women were
pseudonyms. The direct quotations from the inter- employed in some form of domestic labor, their
view data have been translated from the original employment conditions and characteristics varied
Portuguese. Editorial clarifications are included in greatly. Some women lived with their employers
square brackets and italicized text indicates verbal as full-time nannies. Others were autonomous job-
emphasis. The results are presented as both the- workers, engaged in baby-sitting or housecleaning
matic categories (19) and as narrative co-representa- for several different households. Two of the partici-
tions and interpretations of individual women’s pants ran their own housecleaning businesses, in
stories.(16) which they employed other Brazilian immigrants.

Several were also engaged in other types of infor-
mal sector or temporary work, such as making and

The Participants and selling homemade food or catering Brazilian wed-
Their Migration Contexts dings and birthday parties. Two were artists who

did freelance graphic work and also produced and
sold their artwork; one woman ran an “informal”The study sample consisted of 26 Brazilian immi-

grants living in the United States. The varying back- beauty salon in her living room; another was a
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teacher who also offered massage therapy at her migration experiences. Prior to migrating, some
women had engaged in specific premigration healthhome. Areas of current employment in the formal

sector included food service, clerical work, mental care practices. In the United States they relied on
a variety of personal and communal transnationalhealth, and language education. Other temporary

employment in the United States had included health resources and practices, one of the most
common being utilization of transnational medica-walking dogs, moving and packing services, and

stuffing envelopes. Several women had been under- tions. Migration not only expanded the borders of
the world these Brazilian women inhabited; it alsograduate or graduate students in the United States

at some time point in time. expanded and blurred the borders of their own iden-
tities, which became more fluid and dynamic. BeingSome of the participants in this study fit the

profile of economic or labor migrants who had Brazilian was not only an identity, but also a
health resource.come with the primary intent to work, earn and

save up money, and then return to Brazil (20). For
Premigration Health Careothers, migration was intimately connected to per-
Practices and Concernssonal or family relationships. Some women had

come to the United States expressly as immigrants.
One way women prepared themselves before com-Others initially came as international tourists or to
ing to the United States was by taking steps tovisit family or friends, and in the process of their
ensure their health. Premigration health practices,travels became immigrant sojourner-settlers. Sev-
such as gynecological checkups, taking care of den-eral were globetrotting adventurers who had lived
tal needs, and stocking up on medications, wereand worked in other countries in addition to Brazil
commonly reported by women who had come toand the United States. The pursuit of new and differ-
the United States with the express intention of set-ent life experiences was the primary factor motiva-
tling, at least temporarily.ting their international migration. Although the par-

ticipants were not asked about their immigration
I wanted to be well to come here, so I went to

status, in the course of the research interviews a several doctors before coming…I was concerned
number of the women indicated that they were, or about not bringing any disease with me, in coming

here. (Flora)had been, undocumented immigrants.

I had a gynecological exam and all the tests to see
if everything was fine, if I needed anything. Dental

Results treatment—I went for that so I wouldn’t need to
go here. Then I didn’t go to the dentist again until

The presentation of the research results has been I went back to Brazil again. My husband hasn’t
ever gone to the dentist here. He has good teeth, Iorganized in two major sections. The first section
don’t. (Norma)focuses on the Brazilian immigrant women’s trans-

national resources, practices, and perspectives.
Underlying these premigration health prac-

The second section, crossing multiple borders and
tices was the need for assurance of a “clean bill of

barriers, presents the perspectives and meanings
health,” both a personal and public concern. Those

the women attached to their experiences and inter-
who initially entered the United States on immi-

actions with the U.S. health care system.
grant visas, or later adjusted their status, were re-
quired by federal law to have physical exams and
other medical tests. For example, Ana Maria hadTransnational Resources,
come to the United States as an immigrant bride.Practices, and Perspectives
She described in extensive detail the process in-
volved in obtaining the medical clearance from U.S.These Brazilian women talked about their health

in the context of their lives, work, families, and immigration authorities in Rio de Janeiro and how,
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in the process, she was diagnosed with a thyroid “What are your current health concerns?” women
disorder: often reported not having any specific health con-

cerns at the moment. However, in the course of the
I didn’t have any health concerns at all, but the interviews, most identified or mentioned some type
week that I came here I had a big scare. When I

of personal and family health concerns. These in-went to the immigration doctor in Rio, it turned
cluded physical and mental health, specific illnessesout he was a thyroid specialist .…He had to examine
and disorders, occupational health risks, health andme first, before he requested the X-rays and the

AIDS test. That’s the function of this immigration nutrition practices, reproductive concerns, stress,
doctor. So he started to examine me and he saw overload, and emotional distress. Health care sys-
that my thyroid was either high or low. I still get

tems issues included access, language barriers, cost,confused with this business of the thyroid number.
and quality of care.Anyway, I think it was almost zero, because I know

As immigrants, taking care of their health of-that my leg didn’t move the way it should .…I had
been walking my feet off and I thought it was just ten depended on women’s personal and communal
tiredness and I just didn’t have the energy to walk resources. Responses to the question, “What do you
.…So the doctor said he was going to ask for a

do to take care of your health here in the Unitedthyroid test too .…When I took him the results, he
States?” included a variety of health maintenancelooked at them and said, “Go straight to the phar-
and promotion practices. Nutrition and diet, exer-macy and buy this medicine. You’re going to take

this medicine for the rest of your life.” So I went cise, risk reduction and avoidance behaviors, stress
and bought the medicine; I bought enough for a year prevention, rest and sleep, and relaxation were the
.…He gave me a prescription written in English, to

most common health maintenance practices men-bring with me. I put it all in a little satchel and
tioned. Avoidance of medications, caffeine, dietarybrought it with me.
fat, cholesterol, and smoking were also identified
as health maintenance behaviors. Good nutritionFor most of these Brazilian women, migration
was a frequently mentioned personal health prac-had been an excursion into the unknown. Many

had very little, if any, knowledge of the U.S. health tice, although some of the women related their nu-
care system before they arrived. Premigration trition and dietary practices more to weight loss
health care practices were in part an acknowledg- concerns rather than health promotion per se.
ment of this lack of information. Before venturing Migration often upset the taken-for-grant-
into uncharted territory, women often attempted to edness of daily life. For example, among middle
validate their perception of good health. In addition, class women who had been accustomed to having
they also were interested in preventing untoward live-in domestic help in Brazil, planning and pre-
medical expenses once they arrived in the United paring nutritious meals in the United States was
States. In contrast, women who had initially entered identified as an added workload and stressor:
the country as visitors or tourists without the ex-

I try to eat well, balanced nutrition, but other thanpress intention of establishing residency did not
that, no real preventive care. We try to eat at home,report having engaged in specific premigration
cook our own food, fresh food. The food isn’t thathealth preparations.
much different from Brazil; the difference is that
there’s no maid to fix it! But here I had to takePersonal and Communal Health Resources
charge of the house; I have to worry about what it
is that I’m going to eat. I always had everything

On the whole, the women who participated in this done [by others]. For me, the situation here is horri-
study considered themselves to be in relative good ble. I don’t like it, and I find I still have to
health at the time they were interviewed. Responses adapt. (Flora)

(n = 19) to a tool rating perceived level of health
Lack of time was the most frequently mentionedon a ladder scale from 1 to 10 ranged from 4 to

10, with a mean of 8. In response to the question barrier to personal health promotion practices:
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I try to exercise, but usually when I’m going to from Brazil that my mother sent me. She always
school it’s difficult, because I have classes twice a sends them, because now it’s my husband who’s
week at night, plus classes on Saturday morning, got a kidney problem. These days he really was
and I work from 8 to 3 during the week, and have not feeling well and we thought we might even
to cook for myself and my husband, and do the have to take him to the doctor. I’d given him the
laundry, and take care of the clothes—it gets diffi- medication, and he got really sick, and when he
cult. (Sandra) got to work at the pizzeria he threw it all up…the

pain hadn’t gotten any better, so he even left workI’d like to be more active, do some exercise here,
early and came home. So then Mariana and I madebut I don’t have time. I was taking some classes
him some medicinal tea from nutmeg, because heon Saturday, jazz, tap dance, and swimming, but
thought it was gas .…Then Marcos said, “You guysnow I don’t have time. This weekend I’m working
go to bed and if he really doesn’t get better, youall day long, Saturday and Sunday. (Joana)
can wake us up. There’s a hospital here and we’ll

I have my own doctor now .…Every year I have take him. And you don’t need to be worried about
my check-up. This year I haven’t had it yet, but the business of paying, you can parcel the payments
he’s already sent me the notice. I urgently need to and the bill comes later.” But thank God he got
go, because I’ve got really bad pains in my back, better. I gave him 2 Buscopan® [pain medication]
down low. I don’t know if it’s stress, or kidney, or

pills and 2 Urobactrim®, and he got better. But
what. I’ve had them for about three months, really

he’s having to take the medication almost every
strong. And I go to work and in my mind I think,

other day, because he’s feeling bloated.
“I have to go to the doctor.” Then I look at my
schedule, it’s full of things to do, and I never go.

Clara and others in this study were comfortableAlways putting it off until tomorrow, putting it off
with an informal, family- and community-baseduntil tomorrow. But he already sent me a little note,

“time for your checkup.” (Raquel) approach to diagnosis and treatment, in which fam-
ily members, friends, neighbors, and pharmacy

The participants made frequent references to clerks were considered to be trustworthy and reli-
communal sharing of resources among family,

able sources of information and medications.
friends, and other Brazilian immigrants. They ex-
changed information, advice, transportation, in- Transnational Health and
structions for preparing home remedies, Brazilian Medical Resources and Practices
medications, and prescription drugs obtained
through American health care providers. Clara, a Transnational medication practices, such as having
self-declared economic migrant who was both un- a stock of Brazilian prescription drugs, practicing
documented and uninsured, heard through the Bra- self-medication, and sharing medications with fam-
zilian immigrant “grapevine” that prescription med- ily and friends, were frequently noted. The women
ications were difficult to come by, even through either brought medications with them from Brazil
physicians. When her husband became ill, rather or sent for them as the need arose. Antibiotics and
than attempt to overcome the real and perceived pain medications were among the most common
barriers of the U.S. health care system, Clara relied “imported” Brazilian medications. Reasons given
on personal and communal resources such as folk for having a personal source of Brazilian medica-
remedies and Brazilian pharmaceuticals and the tions included convenience, familiarity, preference,
support of her Brazilian housemates: and trust. Several other participants echoed the no-

tion that U.S. physicians only prescribe Tylenol®,My mother sends me Urobactrim® [an antibiotic].
She sends these medications from Brazil, because an attitude that also has been documented among
here, they say that they [health care providers] only Mexican immigrants (21). Having their own medica-
know how to give you Tylenol® for pain. That tions was also one of the ways immigrants avoided
they don’t give you medication without knowing

having to seek professional health care in the Unitedwhat it is. Here, I’ve only had a little kidney cramps,
States, an important issue for those who were unin-but it was only the beginning of kidney cramps; I

didn’t feel anything else. I used the medications sured. But acquiring medications from Brazil also
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this.” But I try not to do it very often, becausehad its drawbacks, including the fact that these
otherwise they’ll get worried about me .…I alsoresources often went unused:
call Vania [a friend who was a Brazilian physician
living in the area]; I called another Brazilian doctorWe’ve got a mountain of stuff that’s going to expire.
once, I don’t know if he liked it or not, but I hadEverything is going to go beyond the expiration
called Vania and she wasn’t home. I’m not reallydate and we’re never going to use it. There are pain
very close friends with him, but I was in really badmedications and we’ve got things from Brazil for
shape. I woke up in the morning vomiting and Iurinary infections. But I take very few medications.
couldn’t even stand up, so I called to ask him aboutMy husband has a back problem; he also has the
it, what he thought about it. I said, “A doctor’smedications he brings. He prefers to take medica-
opinion, even from afar, is good.”tions from Brazil. (Flora)

Brazilian doctors, nurses, and dentists livingContinued reliance on some type of Brazilian
in the area were a source of information and advicehealth resources and services was another common
as well as formal and informal health care. Evenpractice, although the degree and type of reliance
when they provided care within the formal healthvaried widely. Some women’s transnational migra-
care system, access had often been through infor-tory experiences involved multiple journeys be-
mal contacts:tween the United States and Brazil, allowing them

to continue to rely on Brazilian medical coverage
I’m going to my first dentist appointment on Mon-

and providers: day, at the university. There’s a Brazilian dentist
there, who’s doing a residency there. My husband

Well, I have very good health care coverage in São met him playing soccer. He plays soccer on my
Paulo…and my gynecologist is very good. The first husband’s team and he said, “I’m a dentist.” Said
year I came here with a plan. I’d say it was a and done. Now he’s a friend of ours, so I’m going
maintenance plan that the doctor gave me: the things to have him do my dental work. (Norma)
that I should take, the precautions I should take. It
was like a prescription for taking care of my health.
And before I came I also had a checkup for all the

Fluid Transnationalnecessary things, to check for osteoporosis, and
blood and urine tests, thousands of things, heart, Identities and Resources
everything. And every time I’ve gone back to Bra-
zil, I’ve gone to the doctor. Except for the last One of the consequences of immigration was that
trip I made, because of extenuating circumstances

these women’s health practices become more dy-
I didn’t go to the doctor when I was in Brazil. (Vera)

namic and transnational. Similarly, in the transna-
tional and transcultural contexts of their daily lives,Luiza identified several transnational medical re-
homes, families, work, employment, and social mi-sources she called upon in times of need:
lieu, these immigrant women’s identities became
more fluid. For example, Flora and her husbandWhen I came, my sister gave me a sack-full of

medications. She also sent me some allergy medica- André were of middle-class origin in Brazil, but
tions, so whenever I have anything, I take one, but they did not have health insurance in the United
I don’t take it a lot. I take vitamins, and I’m always States. As a result, in the process of identifying
very tuned in, like if I see that I’m going to come

local health care services, Flora found she had todown with a cold, I take medications .…I asked
redefine her own transnational class identity:my sister to send Buscopan® [pain medication];

when I have cramps I take that. So I have some of
the medications that I used to take in Brazil, and I Then there was a time when my husband was sick

and I ended up making a list of places where youstill take those. If I have something wrong, I’ll go
rummage through the sack, and if I find something could go, if you were low income. Because I am

low income, maybe not the low income from here,interesting, I take it, I medicate myself .…Some-
times, I’ve done it a couple of times, I’ll call my but I am low income when it comes to health,

because the money that we have is for education.sister in Brazil and say, “I’ve got this and this and
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House, rent, food, these basic things, that’s all guar- Brazil, they are the only ones who understand me.”
You’re never going to be completely understood inanteed, but money for health, we don’t have that.

We’d have to pay for a health insurance…but we a place where you didn’t spend your childhood, I
think. Maybe—I think that today I don’t have sodon’t have coverage .…As a student, Andre used

to have health insurance through his school, but he much of a problem with being understood, being
understood as a person, but when I’m fragile andquit paying for it, since January. So ever since I

arrived here we haven’t had any insurance for either vulnerable, of course, that’s when I feel totally mis-
understood. And I think that only in Brazil will Iof us.
be understood. (Julia)

The stories the women told about transnational
Although Julia reported she no longer activelymedication practices were as much about identity
sought to procure Brazilian medications, it did notas they were about medicine. An example of how
necessarily mean she felt comfortable with U.S.women framed their use of Brazilian medications
resources and providers. Julia spoke fluent Englishboth in terms of medicine and migration, Tereza
and was married to an American; it was clear thatconsidered use of American medications as an indi-
her references to the phenomenon of not being un-cation of her settlement mentality, a reflection of
derstood by non-Brazilian health care providersher desire to adapt and fit in:
were much deeper and more complex than the issue

In the beginning I used to bring a lot of medicine. of language. What she was articulating was an im-
In Brazil I had cystitis, and so I brought stuff for migrant’s sense of the personal vulnerability and
that kind of thing from Brazil. But later I said, “If marginalization that comes with being other.
we are going to live here, we have to adapt to things

Depending on the situation or context, thesehere.” And getting the medication from Brazil was
women felt, acted, identified themselves, or werecomplicated. Every time I needed a medication I

had to send for it, and it took three or four days to identified by others as being “Brazilian,” “immi-
arrive. Finally I said “No, we are going to adapt grant,” “American,” or somewhere inside, outside,
here.” So now everything is from here, [medica- or in-between. Their narratives illustrated how be-
tions] for the children and for us, everything is

ing Brazilian was more than an identity tied tofrom here.
national origin; it was also a way to situate oneself
as an immigrant in America. Being Brazilian wasFor others, transnational health approaches and de-
a way of coping with difficulties, a way to makecisions reflected feelings of being a misunderstood
meaning out of the struggles and hurdles of life asoutsider, an immigrant on the margin:
an immigrant, and a personal resource to fall back
on. The use of home remedies and herbal teas,I used to use Microvular birth control pills. My

mother would send me a batch every six months. the mainstays of Brazilian folk medicine, was a
I had my gynecologist in Brazil—but you don’t frequently cited response to illness concerns. Mari-
need a prescription to buy birth control pills in ana’s story about using herbal teas for a cold was
Brazil. I could have gotten pills here—it wasn’t

also a story about transnational migration and iden-that. I had my mother send me the pills because,
tity transformation:you know the old adage “when you’re winning the

game, don’t change the team.” I never got pregnant
using that pill, I didn’t want to change pills, so When I first got here, I had a very bad cold, and

so I went to the drugstore to try to get some medi-send me that one. Initially I brought up my allergy
medication too, but then I didn’t bring them any cine, but because I didn’t understand the inserts, I

couldn’t figure out what to buy. I didn’t go to amore, partly because I know that here they don’t
use those medications. Then again, why am I asking doctor, even though I should have—because the

colds here are so much worse than they are in Brazil.my mother to bring medications, syringes, am-
poules of Aerolin®, when it’s so difficult to get So I was drinking tea, lime tea, orange rind tea,

chamomile tea, vitamin C, and honey. I didn’t drinkthrough immigration with those kinds of things?
Maybe security was a little bit of an issue, but I tea in Brazil, I hated it! No way! Because when I

was a little girl I had the mumps and my aunt, whoalso think that there’s the subconscious issue of “In
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was very bothersome, would force tea down my kale, a vegetable, a salad, and lots of fresh food.
And I used to drink lots of carrot juice, beet juice,throat. So after that, I came to hate tea. But here,

what was I to do? I couldn’t take medicine, I had that kind of thing. So I’m trying to go back to a
healthier diet. But I’m already feeling better, goingto at least take tea that had a medicinal effect, you

know. I told my mother, “I learned how to drink back to my old ways, and I’ve already lost some
weight, and as the time passes I’m feeling that mytea here.” Not because I like it, mind you. I still

don’t like it. body is healthier.

Sandra’s narrative contained constant compar-Mariana had come to recognize a new, transnational
isons of “American and Brazilian” practices, be-perspective on her personal and cultural identity as
liefs, and values and of her personal beliefs anda Brazilian. Rather than framing her approaches to
practices “before and after” immigrating. Underly-health in terms of being or becoming Americanized
ing these comparisons was a transnational experi-or acculturated, Mariana provided an example of
ence of being very much connected to both worldsthe “reverse” process. In one of those paradoxical
and moving back and forth between those worldstwists resulting from migration, she became “Bra-
in very fluid ways.zilian” in a way she had not been before, drawing

on a cultural health practice she had previously
There’s this other thing about medications. Hererejected.
everybody takes medicine, aspirin and the like.

The complex, transnational nature of immi- There are advertisements for aspirin, for all kinds
grant women’s health care practices and decisions of aspirin on the television. And the way people

just take aspirin here. Because in Brazil, peopleare illustrated in the following three personal narra-
usually take something like chamomile tea for stom-tives. These stories reflect the practices of going
ach ache, herbal tea when a child has colic, andback to my own ways, transnational syncretism,
even children in Brazil, they take tea with honey

personal responsibility, and putting health on hold. and more things like that for colds and the like,
than here. In Brazil, it’s more teas and that sort of

Sandra: Going Back to My Own Ways. As a thing. And I think that it’s more healthy. And that’s
the sort of thing that I try to do now. But when Inewly arrived immigrant, Sandra had been eager
first got here, I’d go straight to Walgreen’s, andand willing to adopt what she perceived as “Ameri-
I’d take aspirin. But now I’m trying to return tocan” health care practices. However, as time went
my former habits, that I think are more healthy .…I

by, she began to question some of these practices don’t know if it’s diet, but there was another thing
and examine them from a transnational perspective. that I found very interesting. In Brazil, when you

have a period, no one goes around talking about
PMS [premenstrual syndrome]. No one goes aroundAfter I moved here, I found that in this country

you gain a lot of weight, compared with Brazil. talking about stress, no one goes around saying
“I’m depressed because I’m having my period.” NoThe tendency is to gain weight. There is a lot of

food. In Brazil, we also eat a lot, but it’s different. one ever says that. After I came here, I heard so
many women talking about that, that I caught it!I think there’s more sun [in Brazil] and it melts the

calories away! [laughter] I also think that people In Brazil, sometimes people would say “Don’t stay
in the sun, don’t drink a lot of coffee or Coca-in Brazil are more active. And the sun and the

climate help. I’m not sure. Besides there’s so much Cola®,” but in reality I don’t think anybody paid
much attention to that kind of thing—it really isn’tpizza here, so much hamburger, a lot of French-

fries. So, recently I began to note that my body— that big of a thing. And even if I had a problem of
depression, being sort of down or sad without alike the problem with the [ovarian] cyst, and other

little health problems start showing up, and I think real reason, nobody would have related that with
menstruation. Because nobody talked about it. Butthat everything is related to diet, because my diet

here is completely different than it was in Brazil. here, any little thing that happens at the time when
you’re menstruating, it’s “Oh, it’s [menstruation].”So I’m trying to go back to the diet that I had

before. Not like eating rice and beans, which was It’s something that is automatic, like putting two
and two together. So here women are conditioned,the everyday diet, but in the sense of eating more

vegetables. At home [in Brazil] everyday there was they are always thinking “Oh, I’m depressed, I’m
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going to get my period.” “Oh, I’m depressed, I just Brazil. In Brazil, before I came here, I went to
the doctor about my ulcer. I suffered and I soughthad my period.” And here I was, already getting

into this habit. But I think it’s really very psycholog- treatment, but the doctors in Brazil, they always
prescribed that Zantac® stuff. And it never didical. I really think it’s an excuse for everything. So

now that I’ve analyzed the fact that in Brazil people much. I’d get a little better, the pain would be
alleviated a little, but then if I stopped taking thedon’t think like this, after that I stopped thinking

like this myself—so much so that if I start having medication because I wasn’t going to take it forever,
you’re only supposed to take three bottles—the ul-a thought [like that], now I stop and look, I say to

myself, “Hold on.” So now I try to put a question cer would come back. It never worked. I also tried
to do what the doctors said—never let your stomachmark first, rather than automatically putting myself

into everything. go empty, always try to fill your stomach, because
if your stomach is empty, it creates that secretion
that will cause the pain. I tried, but you know howSandra was rather self-critical of certain “Ameri-
it is, you can’t always follow that rigid kind ofcan” health attitudes and practices she had initially
thing, the occasions and circumstances don’t allow

adopted. The perspectives reflected in her narrative for that, and working in other peoples’ homes, and
of going back to my own way call into question the eating what they have. When I first arrived here I
notion of transnational acculturation as a unidirec- suffered a lot. I myself know that I was under a lot

of stress, because of my live-in jobs, and I felt eventional phenomenon.
more stress, and my ulcer hurt, and I’d be nauseated,
and I had to go to the doctor several times. They’dSonia: Transnational Syncretism and Per-
give me antibiotics that also helped. I went to asonal Responsibility. Sonia’s transnational and
doctor at a Free Clinic…I said to the doctor, I was

syncretic approach to her own health and illness quite sincere, “Look here Doc, I have this, and this,
concerns illustrated a high degree of integration of and this. Don’t tell me to get tests done, because I
allopathic, interpersonal, and spiritual health con- know what I have. I have an ulcer.” Because I’d

already done that endoscopy. So I already knewcepts and resources. As an immigrant, she attributed
what I had. I said “Look, I know that ulcers mayher strong sense of personal responsibility and need
be caused by bacteria, and that a combination ofto be in control of her health to the feeling of
antibiotics can kill them.” And he said, “That’s

being alone. great that you know.” Because I had already done
my homework, I already knew more or less what

I do a lot of yoga and stretching. I’ve always done I needed.
exercise. Not that kind of thing they do here, to
build muscles—no, I do it to maintain my health,

Sonia had a strong sense of her personal re-to stay in shape, doing breathing exercises, going
to the park, breathing deeply, that kind of thing. I sponsibility for her own health. She had done her
used to do it in Brazil, but there I didn’t need it as own homework and recognized the links between
much as I do here. Here I do it more often, because her own behaviors, work, environment, and health.
I feel that I need it more here, the stress here is
much greater. And here I’m alone, I have to take

Then I stopped smoking, I quit cigarettes. Becausecare of everything by myself.
it was better to stop smoking than keep smoking and
stay sick. So I decided that smoking was causing a

Uninsured and unemployed at the time, she
good part of my illness, so I quit .…Then soon

recognized the limits of her dependency on the after that, about 3 or 5 months, I met my husband.
formal health care system, but she also knew how And he brought me a 5-liter bottle of aloe vera

juice, and said, “Look, this is a remedy for you.”to make her needs known.
And I said, “Great!” So every day in the morning
I’d have some, before eating anything, before evenI don’t have any health insurance, I don’t have
getting out of bed—it’s there, at the bedside. Butanything. I just have health. I already had a serious
the ulcer is caused by cigarettes, and I smoked, Ihealth problem when I lived in France. But I man-
smoked a lot, and it’s also a very emotional issue,aged, I learned how to cope with it, to fight it, and
because when you don’t breath correctly, when youto kill it. But it wasn’t easy. I have, I had an ulcer,

a duodenal ulcer. I already had it when I was in don’t have good posture, these are things I’m learn-
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ing about now—posture, breathing, a lot of medita- surfaced in the narratives of women with legal
tion, a lot of yoga, and a lot of not worrying, not immigration status and even among the more
frying your brain over stuff. That’s how I take care

long-term migrants.of my health now. My husband helps me a lot, also,
Mariana’s story of putting health on holdbecause he works with crystals and with his hands;

illustrated the complex, gendered negotiationshe cured my ulcer; he put my ulcer out. And he
also cleansed me, using massage, and crystals, and that immigrants frequently engage in when
giving me lots of love. It’s love that cures, too. making decisions about health and health care.
He’d kiss my tummy and say, “It’s going to get

In Mariana’s case, the practice of putting her
better, it’s going to go away, there won’t be any-

own health on hold resulted from both inten-thing left,” and he’d kiss me and care for me.
tional and unintentional actions and decisions.
She and her husband worked together in theirSonia actively utilized the resources of both formal
own informal housecleaning business. In mak-health care providers and traditional healing prac-
ing decisions related to her own oral healthtices in addressing her health problems. In contrast
needs, Mariana took into consideration finan-to Sonia’s transnational syncretism, Vera was very
cial concerns, premigration preventive prac-uncomfortable with a U.S. physician’s advice to
tices, treatment options and costs, direct andsee an acupuncturist for treatment of the pain and
indirect personal costs, and also weighed herswelling in her legs. She felt this put her in a posi-
personal health needs with those of hertion of having to make a choice between opposing
husband:systems of healing:

See how bad this looks, how swollen my legs are? I went to the dentist once. He examined my teeth
They’ve done blood tests twice, because it could and gave me an estimate of the treatment costs.
be a serious disease, which I don’t have .…This Just for one tooth for which I need to replace the
doctor thought that I should have gotten better, but filling, it would have cost $800. But I am not going
I didn’t get much better. So she sent me to another to have it done. I’m lucky that I have good teeth,
doctor [an acupuncturist]. I only had one acupunc- and two years ago when I went to the dentist [in
ture session. I don’t know if I will go back or not. Brazil, before immigrating], I didn’t have any cavit-
I’ve never had acupuncture in my life, and I don’t ies. Now this time when I went, I had one cavity.
think it goes well together, an oriental orientation I’m only going to have that one cavity filled, so I
with a western orientation. They sort of collide. I won’t have a problem later.…We looked into the
think I’d have to choose between them, so that they dental clinic at the university, but it’s not that much
wouldn’t collide. cheaper…the difference in price isn’t that much,

and you have to have more time for the treatment
Mariana: Putting Health on Hold. Lim- at the university clinic. And for example, in our

case, if we’d go to the university clinic, all of aited time and resources, coupled with a tran-
sudden we’d lose a whole afternoon—that’s a wholesient mindset (even among long-term resi-
afternoon that we don’t work. So I’m not going todents), contributed toward the attitude and
take care of that now; I’m not going to have the

practice of delaying or postponing the seeking
dental treatment. I’ll just wait and get my teeth

of professional health care. Immigration sta- fixed in Brazil. And if it were the case of having
tus, economics, work and employment de- dental treatment, I’d prefer that my husband have

his teeth taken care of, because his teeth are almostmands, and a multitude of access to care issues
all gone.all factored into the practice of putting health

on hold. This stance was particularly evident
Mariana noted that her intentions and actionsamong women who indicated they were un-

related to delaying or seeking formal health caredocumented and those who had come specifi-
were not only related to cost, but also to a multitudecally as economic sojourners with intentions
of other factors, including information and knowl-of returning to Brazil. However, similar pat-

terns of delayed care seeking behaviors also edge barriers, her personal, culturally informed
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practices, and actual and perceived barriers to for- unreliable identification criterion. It is quite possi-
ble that the over-the-counter medication she hadmal care:
purchased was not appropriate or effective. Yet

No, I haven’t gone to a doctor here. Once when I Mariana appeared confident that she had found an
had a lot of vaginal itching I needed to go to a appropriate medication and interpreted the repeated
doctor. It was very strong, really very strong. So I flare-ups of vaginal symptoms to her state of ner-
needed to go [to a doctor] and I just kept putting

vous tension, which she in turn related to the levelit off. You know? I don’t know if it is so with
of stress in her life as an immigrant.Americans or not, but a Brazilian only goes to the

doctor when there is no other way out. At least Mariana identified smoking as one of the ways
that’s the way it is with me. So I was intending to she coped with the stress of her multiple responsi-
go to a doctor, but how was I to do it? First you bilities as a young immigrant domestic worker. An-
have to find someone who can give you a recom-

other example of putting her own health on hold,mendation or a suggestion. Then you have to go,
Mariana delayed further resolutions or attempts toand then there is the issue of how much it’s going
stop smoking until some (idealized) time in theto cost, and it just goes on and on. I finally did find

out about a clinic in the [neighborhood], where you future, when she returned to Brazil:
don’t have to pay, you just help out with whatever
you can. I even went to this clinic, but when I got There are lots of worries and concerns, every day.
there it was closed. And then I never went back, Every day it’s something different, something to
and the itching went away. I used a cream that is do, a hurdle to get over. It’s either the language,
sold at Safeway. I used it and the itching stopped, or the social aspect, or a problem that you have to
but every once in a while it comes back. You know, call and take care of…everything that has to do
I won’t have it for four months, then it comes back, with housekeeping, that’s my own realm, and I’m
with discharge and with a strong odor, so I go and on top of that. But if it’s something outside that
use the medicine. It stops for awhile then it comes realm, I just don’t feel as secure, and there are
back. I had the same thing in Brazil and I went to bigger communication problems. Yea. I think that’s
the doctor who gave me more or less the same why I can’t control it, why I can’t quit smoking,
thing. In Brazil I used it only once and I didn’t because here [in the United States], for me, ciga-
need it anymore. I was lucky because I already rettes are a form of relaxation, a tranquilizer. After
knew the cream that you use. It has an applicator. I finish cleaning a house I get in my car and light
After I came here [to the United Sates] it happens up…I’ve already tried to quit smoking, but I turned
that it [the vaginal itching] comes back when I get into a nervous wreck. There’s no way that I’m going
tense. When I am very tense, very nervous and so to quit smoking here. In Brazil, when I’m tranquil
forth, then it comes back. and calm, yes. But here life is so worrisome and

there is so much responsibility.
In the end, Mariana resolved the vaginal itch-

ing by putting it temporarily on hold, relying on These individual women’s stories illustrate differ-
her own knowledge and resources constructed and ent patterns and practices as well as diverse ratio-
accessed through her transnational experiences. nales for immigrants’ practices of adopting, relying
Prior to immigrating, a Brazilian doctor had pre- on, resorting to, or returning to home or host-based
scribed a vaginal cream, a treatment Mariana had health approaches and resources.
deemed successful because the symptoms had sub-
sided. In the face of multiple barriers to accessing
a professional health care provider, Mariana drew Crossing Multiple Borders and Barriers
on her premigration experiences, locating what she
thought was a similar vaginal preparation (identi- Life as an immigrant entails crossing multiple bor-

ders, of which national boundaries are only the first.fied by the applicator) on the shelves of the local
supermarket. What she probably did not realize is In their efforts to cross the borders of the formal

U.S. health care system, these Brazilian womennumerous vaginal preparations are sold with appli-
cators, making the presence of an application an confronted access and utilization issues related to
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language, culture, communication, information, Although a commonly used resource, family
and social networks were not always sources oftransportation, cost, insurance coverage, satisfac-
useful or reliable information. When Raquel wastion, and trust. In the process, they often relied
going through the process to obtain her immigranton informal social and employment networks. The
visa, she was diagnosed with tuberculosis andstories of women’s experiences in interfacing with
needed treatment. Her husband, a naturalizedthe U.S. health care providers in various contexts
American citizen who had served in the U.S. mili-and settings revealed the diversity of their responses
tary, did not know or understand the eligibilityand interpretations, ranging from satisfaction and
guidelines for his family members:a sense of being valued to disillusion, distrust, and

resistance. In telling their stories they represented
At that time, I wasn’t very well informed. I could

views and perspectives from the margins that illus- have used my husband’s military health service—
trated the economic, political, and cultural barriers because he was in the military…but he also wasn’t

very well informed, he didn’t know what rights Ithat confront immigrants on the borders of the for-
could have as far as using the military healthmal health care system. At the same time, they also
services.highlighted the various transnational resources and

practices immigrants create and use to gain infor- In searching for information on affordable
mation and access to health care. health care options, Flora combined her own re-

sourcefulness with information she gathered from
other Brazilian immigrants and health care

Gaining Information professionals:

Janaína had already told me about Planned Parent-Information and access to the formal U.S. health
hood…and I have a cousin…and she has a friend,

care system were frequently gained through infor- a Brazilian nurse who lives here, named Sibele.
mal contacts and connections rather than directly Anyway, my cousin came back to visit in January,

and we went out to dinner with Sibele. So later,through formal channels. In seeking and obtaining
when André was sick, and agonizing over this thinginformation about formal health care resources,
about being sick, and agonizing even more justwomen commonly relied on personal contacts, such
thinking about having to pay a hospital bill, I started

as family members, friends, or acquaintances (ei- looking around. I’ve been researching the materials
ther Brazilian or American). from one health plan [a local Health Maintenance

Organization] to see what we could do, what’s most
viable. I called Sibele and she told me some of theAsking, asking friends. I have a friend, he’s an
places that I could go, that had some kind of walk-American .…He always oriented me, he’d show
in clinics, you know—places that would be someme things and say, “This is the Free Clinic,” and
of the cheaper options. She told me about somehe gave me addresses, and he’d give me a boost in
places, and with the references she gave me I wentthat sense. He lives here in the neighborhood, and
out and did more research, and I ended up findingalways talks with me, gives me strength and encour-
different places, such as a clinic here in the [neigh-agement, you know. I ask him for information, and
borhood], near a church, some things like that. Iask another friend too. (Sonia)
made a list to have if one day we’d need it. Fortu-
nately we haven’t needed to use it yet. Sibele alsoMy sister told me about the clinic. She’d been there.
told me about some things to do to take care ofBecause here they are more concerned about wom-
colds.en’s health than in Brazil. In Brazil, I had to do

everything private pay, and it’s very expensive, and
the exams are very expensive. And here I haven’t

Informal Access to Professionalhad any problems. I went to a clinic, and I’m taking
Health Care Providersbirth control pills from the clinic. I went there, they

gave me the medication, and I had an exam. It’s
Informal access to professional health care provid-not a private clinic. I have some friends who go to

the clinic too. (Helena) ers was a valuable resource because of the many
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my insurance plan. You have to go to a doctor onbarriers the women faced in accessing the formal
the insurance list, otherwise they won’t pay. So Ihealth care system. Informal access to health care
went to her, and then she recommended this other

professionals was used to gain information, refer-
one [general practitioner] that I go to, this lady

rals, and even actual services. Several of the women doctor. She’s also Leonora’s doctor; I’m the one
had informal access to U.S. health care profession- who told her about this doctor, who speaks Spanish.

Because Leonora doesn’t speak English, and I’mals through their employment as domestic workers.
the one who arranged for her to go to this doctor.
The doctor lives and works around here and I alsoI go to the dental school. Because the first employer
worked for her for some months; then I stopped,I had, he was a dental student, and he got me in at
because she didn’t need me any more. I babysatthe dental school clinic and started my treatment.
her two little kids. I met her at her office. Then sheThen he passed me on to another student, and then
called me to see if I knew of someone [to do domes-another. (Sonia)
tic work], and I gave her the names of a couple of

[When] I was working for Dr. Janet, I had a gyneco- people. One of them was Adélia.
logical exam with her, and a blood test—that sort
of thing, and she didn’t charge me anything. She
told me to go to her office and she didn’t charge
me anything. (Adélia) Interfacing With U.S.

Health Care ProfessionalsUsually, if Judith [her employer, a physician] is
around, I’ll ask her, Like if I think that Rebecca
has an ear infection, I’ll ask her to check her ears, Most of the immigrant women reported some type
because Judith has all the instruments for checking of contact with the U.S. health care system, for
ears and stuff. (Joana)

reasons of either personal or family health care. In
describing their experiences with U.S. health careJoana’s narrative illustrated how immigrants’
providers, these Brazilian women voiced senti-own social networks intertwined with their health
ments ranging from appreciation to frustration andand employment networks, blurring the distinction
even anger. Women made specific note of a varietybetween formal and informal systems. Several
of provider and setting characteristics, includingyears after arriving in the United States to work as
cost, qualifications, efficiency, organization, per-a nanny, Joana was diagnosed and treated for a
sonalized attention, and quality of care.gastric ulcer. As a result, she had developed a cer-

tain degree of expertise and understanding of the
A couple of weeks ago I went to the [Health Center],U.S. health care and insurance systems. Using her
which is free. I found an excellent doctor, very

knowledge and connections, Joana provided an in- socially conscious, good intellect. Of course, in
formal physician recommendation and referral ser- order to work there in front of the [subsidized hous-
vice for other Brazilian immigrant domestic work- ing] projects, you have to be that way, not somebody

old-fashioned. It was really great.…I also have aers she knew. The physician, in turn, engaged her
very good acupuncturist. But not very cheap. Noth-immigrant patients as domestic workers, creating
ing is cheap of course. And I had to pay out of myan interactive, transnational network of women
own pocket, because I didn’t have insurance. So I

physicians, patients, domestic workers, and
didn’t go there any more, but I liked him. (Julia)

employers:
The other place I do go is to a women’s clinic—it’s
another free clinic, where I can have a gynecologi-After I got sick I decided to get health insurance .…I
cal exam. They do everything, to check to see ifhad this gynecologist, whom I’d gone to because of
everything is okay. And they treated me really su-my [menstrual] cramps, and she recommended this
per. It’s very organized, they always send me letters,general practitioner to me. Because, of course, [in
asking how I am, telling me it’s time for anotherthis system] you always have to have a general
exam, and I go and have it. I give them a littlepractitioner. The gynecologist was a provider from
dough to help out, when I go. I never get off formy insurance plan. I looked in my little book. She

was new, she had just gotten her credentials from free, I always give 10 dollars, 15 dollars. It’s super
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efficient, and I like their work. They give out con- ress and also was enrolled as a graduate student at
doms and have all kind of assistance. (Sonia) a local state university. In the process of seeking

other employment, she was required to have a Puri-
Personal receptivity and criteria for judging fied Protein Derivative (PPD) tuberculin test. Her

health care professionals obviously varied, but story presented an immigrant’s personal and politi-
when U.S. health care providers attempted to reach cal perspective on a public health issue.
across language and cultural borders and demon-
strated personal interest and concern, their efforts I had my TB test done at the university. I have the
usually met with acceptance and appreciation. sense that people [health care providers] have to

be very careful these days, because of all the suing
When I went [to the clinic] the first time I was and lawsuits, and they don’t want to expose them-
received very well. They even tried to understand selves, or sign on the dotted line. When I went there
the language. There is a girl who speaks Spanish and the test came out positive, I told them, “Well,
sort of mixed with Portuguese; she understands I’ve had BCG. I had three doses of BCG. In my
[Portuguese] well. They even do that, try to under- day, in Brazil, you got BCG three times. I had it
stand [me] better. That was the girl who called me when I was 16, when I was 10, and before that, I
[with the results of my Pap smear] and she sort of don’t remember exactly when.” And at the time I
spoke Portuguese, and she said, “Don’t worry, but was studying psychoneuroimmunology. That was
your exam showed a change, so you need to redo like my biggest class last semester. And I was really
it. But you have to wait to redo the test.” But she into immunology. Then this woman turned to me
said, “Don’t worry, it doesn’t mean you have can- and said, “You have to take this medicine, because
cer. But it’s important that you come back in two you may have been exposed.” She was a Registered
months.” (Helena) Nurse. She was super nice, but very conservative.

And I think that she has a certain degree of reasonThe people at the [Public Health Clinic] pay atten-
on her side, but I think that the greatest percentagetion to me .…Now I speak English with them, but
is fear. There is a lot of fear. She is following whatin the beginning they didn’t understand me, but
the American authorities are saying, because a lotthey had people who spoke Spanish, and I’d go to
of people come here, across the border, and don’tthe doctor and they’d send in a translator, a person
do anything [about their own health], but it’s notwho spoke Spanish to help me—it was great. They
my case. Me, I don’t want to take the medicine.are great, too. (Ana Maria)
Because you have to take it for six months, and I
already have a hard time remembering to take myIn contrast, impersonal treatment from health
birth control pill every day, and I’m going to have

care providers was a source of frustration and disil- to remember this other medication too? And I don’t
lusion for these immigrants. It might well be argued have insurance. And what if all of a sudden I get
that on this point they did not differ from native- hepatitis, as a side effect? I understand that perhaps

I’m not being totally correct, but I don’t feel at allborn users of the health care system. As illustrated
guilty, not even a little bit. Not at all. I got an X-in the following two personal narratives—
ray, and it’s clear.immigrant women’s personal experiences with the

U.S. healthcare system, and their interpretations of
In her narrative of personal resistance, Juliathese experiences, played out within dynamic and

presented various perspectives and contexts frommultilayered contexts of transnational migration,
which her positive PPD results had been interpre-class, culture, gender, and personal and public
ted. She recognized immigration as both a politicalhealth issues and concerns.
and public issue and also viewed the practices of
U.S. health care providers within the context of aJulia: Personal and Political Resistance to
litigious society. Julia acknowledged that behaviorsTuberculosis Prophylaxis. In the immigrant health
of individual health care providers are embeddedliterature on tuberculosis (TB), resistance usually
within the broader context of public healthrefers to antibiotics, but Julia’s story was about a

different type of resistance. Julia worked as a wait- concerns.
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Again, I think that it’s a political issue for the grant health problem. But as an individual immi-
doctors. Everyone has a political posture, wherever grant, she felt her personal perspectives and context
.…The nurse has a political posture and the nurse

had not been taken into consideration.can follow the politics or not. They [health care
providers] are not very accommodating. My X-ray

I think that when you are a child, your thymus, andcame out clear. But you know what they wrote?
the memory cells, they are more alert. And it’s“Her TB skin test came out positive. Her X-ray is
possible that I’ve been exposed; that’s true. It’sclear. She is not contagious.” Again, it’s just a way
hard for me to be in this kind of situation in whichof covering for themselves! “She is not contagious.”
I have to fight with the red tape and deal with theBut come on, am I gonna get a job when it says
assumed situation that I might actually have the“She is not contagious?” I mean, it looks like I
bacteria. But I think that perhaps because I’m veryreally have the bacteria, except that I’m not conta-
anti- whatever conservative, I interpreted that real-gious, and I’m not contaminating anyone, but that
ity as a political situation much more than anythingI have it. They didn’t say anything about the fact
else. I have friends at the university who work inthat I took BCG. But the other woman at [another
the Department of Immunology and they told me,medical center], she did write that down. But at the
“It’s all because lots of Chinese came over hereUniversity Health Service, no. She wanted me to
on boats, bringing TB. It’s very logical that thetake the medicine. She said, “I want you to take
immigration officials have to do something aboutthis medicine” and she kept calling me, and I said,
it.” So I thought, “Right on, that’s true.” But I“Look, I understand the situation and I don’t want
felt discriminated against, I felt that I had beento. It’s my decision. If I want to in the future, I’ll
mistreated and abused by them, but at the sameget in touch with you.” So when I went to [the
time, the first reaction that you have is an emotionalother medical center], I talked to a woman, and she
reaction. I said, “Those SOB Chinese! Now I havesaid, “Look, I understand where you’re coming
to take this darn medicine [a merda deste remédio]from…I think that you take the medicine if you
because of these Chinese! Whoever told them tothink it’s important for you. You had your X-ray
come over by boat?” Shoot [porra], I really don’tdone, and it was clear, you took BCG, as far as
have anything against the Chinese. But the healthI’m concerned, I think that you are ‘eye-ball
care providers aren’t very understanding. Like thathealthy.’ She used that expression, you know, like
nurse that wants me to take the medicine andyou look at the person and say, “You’re healthy.”
that’s it.So now I don’t worry about it. I turned in my papers,

and I was accepted at the employment agency.

Many, if not most, health care providers and public
health officials would probably label Julia’s resis-Underlying the individual nurse’s behavior
tance to prophylactic antibiotic treatment as “non-and the policies that guided it, Julia identified a
compliant” patient behavior. However, Julia’scommon fear of immigrants. Julia branded the one
transnational interpretation of the situation reflectednurse as conservative because she followed proto-
the intersection of personal, public, and politicalcols and rules to the letter: Treat a positive PPD,
perspectives. Categorized as an immigrant, Juliano questions asked, no exceptions to the rule. From
felt marginalized, discriminated against, and stereo-Julia’s perspective, the nurse’s recommendation for
typed as a threat to the public health.prophylactic treatment was based solely on proto-

col, without considering her individual variables or
context. The nurse’s insistence in wanting me to Fátima: A Disillusioned, Disheartened, and
take the medicine smacked of authoritarian imposi- Distrustful Transnational Border Casualty. Fáti-
tion and showed no consideration for her personal ma’s interactions with the U.S. health care system
perspective or context. In contrast, the provider at had resulted in her feeling disillusioned, disheart-
the other facility acknowledged and understood her ened, and distrustful. In her case, neither her inten-
personal point of view, and considered other param- tional premigration preparation and planning, nor
eters (e.g., previous exposure to BCG) in interpre- the fact that she and her family had insurance pro-
ting the positive PPD result. Julia recognized the vided through her husband’s employment with a

multinational corporation, made access to the U.S.concern about tuberculosis as a public and immi-



266 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

But before I came, I came prepared. I did everythinghealth care system easier or more satisfying. Many
I could to make sure that the children wouldn’tof the parameters she used to judge the U.S. health
need anything, and I was here for a good while

care system were based on her premigration experi-
without needing any attention here, taking care of

ences in Brazil. In particular, Fátima’s relationship everything myself, with the things that I knew, with
with her hometown homeopathic physician framed the medications that I had. But, after about a year

or so, it was over. I didn’t have the medications,her perspectives on U.S. providers. In contrast to
but besides not having the medications, I didn’tthe health care she had received in Brazil, Fátima
have anyone with whom I could obtain the informa-found the U.S. health care system unfamiliar, im-
tion I needed. There was a time when I’d call Brazil

personal, alienating, and driven by an economic and ask for the doctor there to orient me, but then
bottom line. I didn’t know where to buy the homeopathic medi-

cations here. And then I started having a lot of
Before we came here, in Brazil I only used homeo- doubts. My husband started pressuring me a lot
pathic treatment. My children were brought up only to have someone here as a backup, someone with
with homeopathy. So I was accustomed to that kind knowledge, to look after the children. So I began
of care and assistance, where you practically have to let it go, and I started going back to allopathy.
a doctor at your disposition, even more so in a small I had to choose doctors by chance and luck, with
town, where our doctor was more than a doctor, he my finger on the book. Whatever they gave me I
was a friend. The minute I needed him, he found had to take. My children never had one doctor,
a way to see me. He talked with me, if I had a because I never liked any of them, so every time
problem. He was just like family. He ended up they’d go I’d take them to a different doctor. I don’t
becoming family. So there was a lot of trust, a lot

like the care, because nobody looks you eye to eye,
of understanding. It was almost like I didn’t even

nobody treats you with interest and attention. I’ve
need to talk. Because he already knew what was

found very few, if any, who do. So I go searching,
going on in my life. So before coming here I loaded

and the minute I find one that fits, I’ll stay, but sodown with homeopathic medicine, and promised
far I haven’t found anyone. So when the childrenmyself that I wouldn’t change, no matter what. But
get sick, I take them, and when the people ask if Iwhen I got here I found everything so difficult. It’s
have a doctor, I reply, “No I don’t have one. Giveonly when you get here that you see how difficult
me anyone, whoever there is. I don’t have ait is to find a person who is open, willing, and
preference.”interested in taking care of you and in seeing you

as a person. Everything is a question of money.
Very practical. If it’s worth it, yes, if it’s not worth At the time of the interview, Fátima’s adoles-
it, good-bye. This really shocked me. So when we cent daughter was undergoing treatment for a drug
moved here the company offered us a health plan.

and alcohol problem. In her narrative, FátimaAnd since we didn’t know where to go for assis-
voiced stronger concerns and dissatisfaction for thetance, we got this health plan which is the one I

still have today, and I think it is awful. I have all “system” and the “treatment” than with her daugh-
the complaints about this health plan you could ter’s problem per se. She felt the culture and legali-
possibly imagine. But even today I still don’t know ties of U.S. institutions tied her hands and found
how to get out of it, how to find something better,

the professionals who were supposed to provideyou know? Such as homeopathy, a more natural
assistance and support to be disinterested andmedicine, that’s what I’d like to have for my family.
impersonal.

Initially Fátima was able to function as a self-
sufficient family health practitioner, with an occa- I didn’t mention that I have a family problem, my

daughter has a drug and alcohol problem. And that’ssional long-distance consultation with her homeo-
where I’ve seen the lack of support from the medicalpathic physician in Brazil. However, migration dis-
establishment, the lack of support from people inrupted her life in many ways. Although she came
the community. Despite all the talk about it being

with the intention of maintaining her familiar health
a national concern, what you see here, anywhere,

care practices, over time she discovered that she is that there is so little that is being done. What
lacked the environmental and personal support and you hope would be done, and what there really is,

it’s very frustrating. But I haven’t lost hope thatresources to do so.
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things will change, that things will get better tions of Brazilian and U.S. personal, familial, so-
.…We’ve been doing group treatment ever since cial, cultural, economic, and political contexts.
February—in a group, and me alone, and her alone

Making comparisons and connections was onewith a psychiatrist, and taking Prozac. But there
of the threads that ran through these Brazilian wom-was just this disinterest, how should I say it, it was
en’s narratives. Making comparisons was a way ofso impersonal, the people who were there to assist

you, it was like we were just one more case. There situating themselves and making sense of their host
wasn’t the concern that this is a person, this is a and home contexts. They compared their lives,
being, and this is a family that is suffering .…So I work, and health pre- and post-migration; they com-
don’t have any respect for the institution. I don’t

pared Brazilian and American health care systems;think that they are serious. They may want to be
and they compared their own health practices andserious, but unfortunately the system doesn’t func-

tion. That’s how I see it .…Here, when the parents beliefs to other Brazilian immigrants and to Ameri-
want to take a position, they can’t because the chil- cans. In the process, they identified a variety of
dren have rights that can’t be infringed upon, so health practices and resources rooted in their Brazil-
you end up not being able to do anything, not being

ian culture or identity, and described the contactsable to help, not being able to take a position, be-
and connections they forged in order to access re-cause your hands are tied, whatever side you’re on,
sources in the United States.it’s wrong.…So that’s why I hope that by going to

Chile, it will be different. There I’m going to be From a nursing and health perspective, immi-
able to take a position that I think is best for her. grants’ experiences have been examined within a

transitions framework.(11, 12) This research provided
As Fátima was preparing for yet another transna- support for the concept of immigration as a transna-
tional migration experience, she held on to the hope tional transition characterized by dynamic, multidi-
of being able to rely more on her own personal rectional movement rather than a linear and unidi-
resources and feel more in control of her family’s rectional trajectory toward acculturation and assim-
health, just as she had initially intended when she ilation. As Pessar (21) aptly noted in relation to mi-
first came to the United States. grants’ transnational identities, practices, and

institutions, “permanent settlement or permanent
return are merely two of the possible outcomes;

Discussion lives constructed across national boundaries is
another” (p. 588). Even for those who settle per-
manently in the United States, it may be moreImmigrant Transitions and Health
appropriate to conceptualize transnational migra-
tion experiences as ongoing, recurring, or unend-Transnational migration is a global phenomenon
ing transitions. This does not necessarily meaninvolving the constant flow and movement of per-
that immigrants are constantly in a state of discon-sons and goods across national borders; it also in-
nectedness, flux, or change. However, such statesvolves fluid and complex fields of connections and
may periodically surface, particularly related toties to both host and home societies, of which health
health or illness concerns or crises.is an integral part. The results of this qualitative

research support the conceptualization of health as a
transnational phenomenon. The health experiences,

Immigrants’ Transnationalattitudes, and behaviors reported in this study char-
Health Resourcesacterized the participants as transmigrants, persons

who forge and sustain multistranded social relations
linking their societies of origin and settlement (1, Immigrant social networks are dynamic forces
2). These immigrant women’s health practices and through which individuals and groups respond to
health care seeking decisions and actions occurred forces in the larger environment.(23) Such networks

have been shown to facilitate as well as constrainwithin transnational social fields, at the intersec-
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immigrants’ access to health care.(24, 25) The women this study, there were examples of syncretism as
well as selective adoption or elimination of strate-in this study created and benefited from their infor-

mal social networks to access information and for- gies or approaches to personal health and illness
care; whereas some women were receptive to newmal U.S. health care resources. Transnational medi-

cation practices, similar to those that have been or different resources or practices, others actively
resisted adaptation or change.documented among the immigrant populations liv-

ing in close proximity to the Mexican border, were
clearly evident among these Brazilian immi-
grants.(21, 26, 27) The practice of combining multiple Implications for Research and Practice
healing systems is certainly not unique to the immi-
grant women in this study; similar practices been On a national and international level, transnational
documented among other immigrant groups in the migration has significant implications in terms of
United States.(25) public health. For example, several women in this

As demonstrated in the results of this study, study related incidents with a focus on tuberculosis
cultural identity may serve as a health resource screening and prophylaxis programs and practices
for immigrant women. The intertwining of cultural in the United States. On one level, their stories
identity with women’s household and community illustrated the trickle-down effects of public health
health production work has been noted in previous practices on individual immigrant’s lives; on an-
research. Kay (27) reported how some Mexican other level, they highlighted the need for a transna-
American women reclaimed their cultural identity tional perspective in public health policy and prac-
by seeking older women kin to teach them tradi- tice. U.S. public health officials are rightly con-
tional cultural health practices and birthing tech- cerned about the spread of tuberculosis and immi-
niques. Clark (28) described how poor Mexican grants have been identified as a high-risk
American women reaffirmed their cultural identity population. However, the strategies for identifying
and reinforced their place in intergenerational and and treating nonimmigrant Americans may not be
social networks through their household and com- the most appropriate strategies for diverse immi-
munity health production work. Immigrant wom- grant groups. The implications for public health
en’s roles and practices as family and community go beyond the successful treatment of individual
health care providers certainly warrant further at- immigrants; designing and implementing public
tention by practitioners and researchers. health approaches that are medically sound, acces-

A wide range of factors may affect the ability sible, and acceptable to immigrants would also pre-
or willingness of immigrants to access formal U.S. vent unnecessary waste of energy and resources.
health care services.(25) As this study demonstrated, Negative perceptions of relationships with
immigrants often intentionally avoid or delay seek- U.S. health care providers, particularly feelings of
ing care from professionals in the formal health being discounted, blamed, not understood, or ac-
care sector. Difficulties and barriers to access also knowledged by health care personnel, as well as
may increase the use of alternative or folk practices, the expectations and satisfaction with providers
or practitioners by immigrants.(30, 31) Such practices who are patient, respectful, attentive, and friendly,
do not necessarily signify a rejection of formal have also been documented in research with Mexi-
biomedical practice, but may rather be an indication can Americans (36, 37). The results of this research
of parallel and simultaneous practices.(32–34) As im- suggest the need for health care providers to recog-
migrants move between folk and formal health care nize and acknowledge the adeptness and comfort
systems of both their home and host societies and level of their clients—immigrants and nonimmi-
cultures, they come in contact with different belief grants as well—in crossing borders and moving
and normative systems, often selectively combining between various health care systems and practices.

Language, education, culture, migration history,or eliminating elements from both systems.(35) In
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employment, social support, expectations, health important to further identify and understand the
gendered aspects of immigrant personal and com-status, and transnational experiences all may con-

tribute to the way immigrant women construct their munal health practices as well as care-seeking
behaviors.identities, roles, expectations, and responses with

regard to the U.S. health care system. Building trust The results of this qualitative research high-
lighted the transnational nature of the health careand relationships with immigrant clients requires

time as well as cultural, linguistic, and interpersonal perspectives, practices, and resources among a
group of Brazilian immigrant women. Due to theskills on the part of health care providers. Despite

the current trend in U.S. health care that equates methodological approach, the results are limited in
the sense that they are informed by the specifictime with higher costs, the benefits of spending

time with immigrants and making the best use of social, cultural, class, occupational, health, and mi-
gration experiences of the women who participatedthat time must be considered and documented

through practice and research. Incorporating “story- in the study. However, the transnational perspec-
tives, practices, and resources identified and de-telling” approaches to medical history-taking may,

at first, appear time-consuming, but the results of scribed in this study may be used to inform future
research on immigrant health. To date, studies ofthis research suggest it is an excellent way to ex-

plore immigrants’ transnational perspectives and health seeking behaviors among very diverse
groups of immigrants have used a variety of defini-resources. One way for the clinician to gain entrée
tions and measures of acculturation, which haveto immigrants’ experiences is to incorporate ques-
produced inconsistent findings.(27) Furthermore, thetions about migration history and experiences, pre-
gendered nature of transnational migration has onlymigration health practices, and transnational
recently been explored in more depth.(5, 22, 38) As asources of information, medications, and care into
result, scholars and practitioners continue to facethe health history interview.
the challenge to pursue new frameworks for immi-The provision of quality health care for immi-
grant health research and practice. Longitudinal andgrants depends in part on the cultural competency
comparative studies of other immigrant groups areof health care providers, institutions, and research-
necessary to expand the knowledge and understand-ers.(38) Immigrant health care necessitates cultural
ing of the transnational nature of immigrant health.competency on the part of health care providers
Researchers and practitioners also need to exploreand institutions. By offering nonjudgmental envi-
how the intersections of certain axes of inequality,ronments and contexts in which immigrants can
such as gender, class, race, culture, ethnicity, sexu-explore and discuss their expectations and re-
ality, and immigration status affect transnationalsponses, practitioners and researchers can identify
health practices, perspectives, and resources.educational needs of immigrants in relation to the

U.S. health care system and explore ways to im-
prove the quality of health care. An equally im- Acknowledgments
portant challenge is that of increasing the capacity
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24. Ell E, Castañeda I: Health care seeking behavior: In:mation, cultural struggle, and transnationalism
Loue S, ed. Handbook of Immigrant Health.among Mexican migrants in the United States:
New York: Plenum; 1998:203–226In: Glick Schiller N, Basch L, Blanc-Szanton

25. Lloyd LS: Border health: In: Loue S, ed. HandbookC, eds. Towards a Transnational Perspective on
of Immigrant Health. New York: Plenum;Migration: Race, Class, Ethnicity, and National-
1998:243–260ism Reconsidered. New York: New York Acad-

26. Eisenstadt TA, Thorup CL: Caring Capacity Versus
emy of Sciences; 1992:25–52

Carrying Capacity: Community Responses to
11. Messias DKH: Narratives of Transnational Migra- Mexican Immigration in San Diego’s North

tion, Work, and Health: The Lived Experiences County (Mongraph Series 39). San Diego, CA:
of Brazilian Women in the United States, Dis- Center for U.S.–Mexican Studies, University of
sertation, University of California, San Fran- California; 1994
cisco; 1997 27. Kay MA: Mexican, Mexican American and Chicana

12. Meleis AI, Sawyer LM, Im E, Messias DKH, Schu- child-birth: In: Melville M, ed. Twice a Minor-
macher K: Experiencing transitions: An emerg- ity: Mexican American Women. St Louis, MO:
ing middle-range theory. Adv Nurs Sci 2000; CV Mosby; 1980:52–65
23(1):12–28 28. Clark L: Gender and generation in poor women’s

13. Bell SE: Becoming a political woman: The recon- household health production experiences. Med
Anthropol Q 1993; 7(4):386–402struction and interpretation of experience



CHAPTER 5 SITUATIONAL TRANSITIONS: IMMIGRATION 271

29. Bakx K: The “eclipse” of folk medicine in western low-income Mexican women in their mater-
society. Soc Health Illness 1991; 13(1):20–38 nal and spousal roles. The participants were

30. Laguerre MS: The Informal City. London: Macmil-
41 auxiliary nurses recruited from two largelan; 1994
urban hospitals in Mexico. Data were col-31. Cant SL, Calnan M: On the margins of the medical
lected through the Women’s Roles Interviewmarketplace? An exploratory study of alterna-

tive practitioners’ perceptions. Soc Health Ill- Protocol (WRIP) that solicited the partici-
ness 1991; 13(1):39–57 pants’ perceptions of the satisfactions and

32. Murray J, Shepard S: Alternative or additional medi- stresses they experienced in their roles as
cine? A new dilemma for the doctor? J R Coll

mothers and spouses, and their descriptionsGen Pract 1988; 38:511–514
of the coping strategies and the resources33. O’Brien ME: Pragmatic survivalism: Behavior pat-

terns affecting low-level wellness among mi- they used to deal with stressful life experi-
nority group members. Adv Nurs Sci 1982; ences related to these roles. Data analysis
4(3):13–26 consisted of a qualitative thematic analysis

34. Kleinman A: Patients and Healers in the Context of
of the narrative responses to open-endedCulture. Berkeley, CA: University of California
questions in the WRIP. Satisfying aspects ofPress; 1980
the maternal and spousal roles, as identified35. Warda MR: Mexican Americans’ perceptions of cul-

turally competent care. West J Nurs Res by the participants, included giving to and
2000; 22(2):203–224 receiving from their children, and being val-

36. Zoucha RD: The experiences of Mexican Americans
ued and supported by their partners. Spousalreceiving professional nursing care: An ethno-
approval of their work was also satisfying.nursing study. J Transcult Nurs 1998; 9(2):
These employed mothers, however, experi-33–44

37. Meleis AI: Culturally competent scholarship: Sub- enced many stressful aspects of functioning
stance and rigor. Adv Nurs Sci 1996; 19(2): in multiple roles, including lack of resources,
1–16

being absent from their children, self-doubt
38. Hondagneu Sotelo P, Avila E: “I’m here, but I’m

about their maternal role functioning, rolethere”: The meanings of Latina transnational
overload, and spousal absences. The womenmotherhood. Gender Soc 1997; 11(5):548–571
coped by juggling priorities and utilizing

Reprinted with permission from: Messias, D. K. H. (2002). family resources. From the data analysis, the
Transnational health resources, practices, and perspectives: Bra-

investigators developed a conceptual frame-zilian immigrant women’s narratives. Journal of Immigrant
Health, 4(4), 183–200. work for understanding these women’s expe-

riences with parenting and marriage. The
centrality of the family, a sense of value and
empowerment as women in maternal and5.6 EMPLOYED MEXICAN
spousal roles, and the reality of role overloadWOMEN AS MOTHERS AND
are discussed within the Mexican culturalPARTNERS: VALUED,
context of machismo, its female counterpartEMPOWERED
hembnsmo, and family life. Implications forAND OVERLOADED
women’s health are framed within a context

AFAF IBRAHIM MELEIS of family and work.
MARILYN K. DOUGLAS

CARMEN ERIBES

FUJIN SHIH
Introduction

DEANNE K. MESSIAS

Women in Mexico are entering the formal workAbstract
force at an increasing rate, adding the role of worker
and wage-earner to their traditional domestic rolesThis study was designed to explore the daily

lived experiences of a group of employed, of mother and wife. In 1930, only 4.6% of Mexican
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women were active in the workforce (Salazar, child relationships. They suggested that employed
mothers reap mental health advantages from multi-1980), whereas 19.6% of Mexican females of 12

years of age and older were economically active in ple roles, even when some of those roles are stress-
ful. When women encounter difficulties in combin-1990 (Instituto Nacional de Estadística, Geografia

a Informática, 1992). The harsh economic realities ing multiple roles, they frequently attribute these
difficulties to a lack of time and to role overload.of urban lower-class life in Latin America have

contributed to the expansion of women’s roles as A study of Mexican nurses, school teachers, secre-
taries and housewives reported that women in allthey move into the paid workforce in order to sup-

plement household incomes. This situation chal- four categories were responsible for the same
household tasks (Uríbe Vázquez, Ramirez Rodri-lenges the traditional role conceptualization of male

as the sole provider and female as the homemaker. quez, Romero Lima, & Gutierrez de la Torre, 1991).
The work week was extended for those who wereThe changes also challenge the levels and depth of

involvement of women inside and outside the employed outside the home, and women in the four
groups divided their time differently to accomplishhouse. While contributing directly to the family

income, taking on the role of wage earner also all their tasks and responsibilities and deal with the
many demands on their time. Work-related healthprovides women with the opportunity to extend

their social networks, develop new skills, and uti- problems were reported by women in all four cate-
gories, but the housewives had the highest reportedlize personal and social resources (Neuhouser,

1989). However, as is the case with women world- morbidity rate. Similarly, in a landmark study
Hochschild (1989) characterized employed womenwide, the fact that Mexican women are adding new

roles to their repertoire does not imply that they in the United States as working a second shift at
home after completing their wage-earning workhave shed the responsibilities of their child-rearing

role. Although there is evidence that changes are outside the home. In addition, Walker and Best
(1991) cite various studies that show that employedoccurring in the traditional division of domestic

tasks and conjugal decision-making styles, Mexi- mothers express concern about lack of time for
their housework, family, friends, themselves, theircan women continue to carry the bulk of domestic

responsibilities (Elmendorf, 1977; Falicov, 1978; own medical care, and opportunities for their chil-
dren outside the home. Having children at homeZavella, 1987).

The questions of role occupancy, role quality, increases working women’s total role responsibilit-
ies and has been cited as the most likely sourceand sources of stress and satisfaction are of interest

to social scientists and to health professionals. Pre- of job-family conflicts (Barnett & Baruch, 1985).
Investigating role stress in employed mothers ofvious research suggests that the quality of the role,

not the occupancy of the role, is one of the pre- preschool children, Rankin (1993) reported lack of
time, child-related problems and maternal guilt todictors of distress among employed mothers, and

provides increasing evidence that family role occu- be the major stressors identified by the women
studied. Some studies have shown that even in thepancy per se does not predict health outcomes. In

their study of 403 women employed as licensed face of multiple role overload and consequential
lack of time, working women have managed topractical nurses and social workers, Barnett and

Marshall (1992) examined the main effects of the maintain their health (Uríbe Vázquez et al., 1991;
Barnett & Marshall, 1992).quality of the employee and parent roles and the

interaction effects between these variables. These Hall, Steven, and Meleis (1992) suggest that
for health care providers to make comprehensiveinvestigators reported that psychological distress in

mothers was not related to their parental status, but health assessment and intervention decisions, they
need to understand how women integrate their mul-that employed mothers with positive mother-child

relationships had lower levels of psychological dis- tiple roles within a context of economic, social,
political, and cultural forces and constraints. In lighttress than employed mothers with troubled mother-
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of existing research that suggests that understanding was 10.6 years. The mean household income for
the sample was Mex $23.50 per day, equivalent towomen’s roles requires careful attention to the qual-

ity of their multiple roles and that a focus on wom- US $8.93 at the time of the study, with a range
from less than Mex $10.00 (US $3.80) to greateren’s lived experiences may uncover patterns of re-

sponses to health and illness (McBride & McBride, than Mex $60.00 (US $22.81) per day. On the
whole, the subjects described their household in-1981), an investigation was completed of women’s

health and women’s roles in Mexico, Colombia, come as adequate, but reported that they did not
have money available for anything other than basicEgypt, the United States, and Brazil. As part of the

larger study, the analysis reported here sought to necessities. Each respondent was paid the equiva-
lent of US $4.00, as a modest reimbursement forinvestigate the qualitative aspects of the daily lived

experiences of a group of Mexican nursing auxilia- the 2 hours required to complete the study
questionnaires.ries. More specifically, we report here on the analy-

sis of three aspects of working women’s roles as
mothers and spouses, their role satisfaction, role Data Collection
stressors, and coping strategies.

This investigation is part of a large international
study examining stress, satisfaction, and coping

The Study strategies that are role specific for low-income
women.

Participants To obtain data related to women’s roles as
spouses and mothers for the present investigation,
each participant was asked to complete a set ofThe women in this study were auxiliary nursing
self-administered questionnaires. Two question-personnel recruited from hospital continuing educa-
naires were used for the analysis reported here, ation classes and acute care settings in two large
demographic profile questionnaire, and the Wom-urban areas in Mexico. Of the 41 auxiliary nurses
en’s Role Interview Protocol (WRIP). The demo-in the convenience sample, 31 (76%) were nursing
graphic questionnaire contained questions relatedassistants and 10 (24%) were technical nurses. Ac-
to participants’ ages, education, and other socioeco-cording to the Pan American Health Organization
nomic variables not reported in the paper.(1990), nursing assistants comprise 60% of Mexi-

The WRIP was designed to be used as anco’s total nursing personnel. Nursing assistants in
interview protocol or as a self-administered ques-Mexico have had no formal nursing education other
tionnaire. It is a semistructured interview/question-than on-the-job training, but have usually com-
naire that focuses on obtaining data on the numberpleted the 9 years of basic education offered in
of roles in women’s lives, the degree of involve-public schools. Technical nurses are the next largest
ment in each of their roles, perceived satisfactionsgroup of auxiliary nursing personnel, comprising
and stressors in each role, and the strategies that26% of the total. They receive 3 years of hospital-
women use in dealing with the demands of stressesbased nursing training after having completed 9
in each role. The open-ended questions used inyears of general education.
the WRIP are grounded on the assumption thatAll the participants were mothers and/or part-
understanding the lives of people is based on uncov-ners, 35 (85%) were mothers and 37 (90%) had
ering their lived experiences in the central roles inpartners. Of those with partners, 95% were married.
their lives (Barnett & Baruch 1985; Turner, 1990)The mothers had a mean of 2.17 children, ranging
and on the centrality of uncovering the demandsin age from 1 to 5 years The women ranged in age
that women face in each role (Pearlin & Schooler,from 22 to 48 years, with a mean of 31.6 years.
1978; Pearlin, Lieberman, Menaghan, & Mullan,All the participants had at least 9 years of basic

public education and the mean of educational level 1981). The WRIP as an interview protocol and as
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a self-administered questionnaire was used in other Results
studies (Meleis, Norbeck, & Laffrey, 1989; Meleis,

For the purpose of this study, the unit of analysisLaffrey, Solomon, & Miller, 1989; Meleis, Kulig,
was each individual response to the questions onArruda, & Beckman, 1990), linked with this one.
the WRIP. A response was defined as a statement,The WRIP was adapted for use in Spanish
a number of statements, a sentence, or a story thataccording to systematic translation protocols. First,
denotes an idea (Meleis & Stevens, 1992). In addi-it was translated by a bilingual translator. The trans-
tion to the qualitative analysis of each category thatlation was checked by Spanish-speaking judges and
emerged from the data, the authors deemed it usefulthen a modified and refined version was piloted on
to count the number of responses within each cate-a number of participants.
gory in order to determine the relative strength ofIn the part of the study reported here, data from
the type of response. In assigning percentage valuesopen-ended questions about maternal and spousal
to the responses, the authors do not intend to implyroles are analyzed. Narrative responses as perceived
that the quantitative measure is more precise, accu-and articulated by participants were used as the
rate, or meaningful in understanding the phenom-texts for the analysis reported here.
ena at hand (Stern, 1991). Although the qualitative

Data Analysis data analysis has attempted to uncover the meaning
of the responses, the categories are intended to

To analyze the narrative data from the WRIP, it convey to the readers a sense of the type and range
was necessary that the written responses be trans- of the responses that were identified (Tables 5.6.1
lated from Spanish into English, since not all mem- and 5.6.2). Presentation of the results will include
bers of the research team were Spanish speakers.

the analysis of the meaning as well as the quantita-
One of the researchers, who is a first-generation

tive value of the category (i.e., number of responses
Mexican-American, served as the translator. The

and percentage of the total responses in each
goal of the translation was to reflect an understand-

category).
ing of the participant’s cultural context. The chal-
lenge of the interpretation was to get to know each
respondent beyond the written word, and to form Maternal Role
a conceptual picture of their thoughts rather than
simply provide a literal translation. Each question- In answer to questions related to their mothering
naire was read and reread to search for similar word role, participants described role satisfaction in
usages, and was then translated completely, without terms of giving to and receiving from their children.
interruption, in order to capture that respondent’s Maternal role stressors described by these mothers
conceptual meaning and her personal expressive were sick child, lack of resources, absence, educa-
manner. Although a limitation of this strategy was tion, self-doubt, bad environment, and own health.
translator fatigue caused by the length of the ques- In order to deal with the stress of the mothering
tionnaire and the intensity of the task, the process role, the coping strategies participants described
improved the overall trustworthiness of the included juggling priorities, family resources,
translation. problem solving, outside help, and diversion.

The translated questionnaires were analyzed
by the investigative team in search of response Maternal Role Satisfiers
codes and categories (Strauss & Corbin, 1990) and

As indicated in Table 5.6.1, of the 82 responsesa code map was devised. Subsequently, the entire
referring to maternal role satisfaction, 56 (68%)data set was coded according to the code map, and
were categorized as giving to child. Participantsthe investigators re-analyzed, reviewed, collapsed,
described giving to, taking care of, feeding, loving,and refined the resulting categories as their proper-
teaching, and being able to fulfill the needs of theirties were described within the framework of the

research questions (Lofland & Lofland, 1984). children as intensely gratifying and rewarding expe-
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TABLE 5.6.1 Maternal Role Experiences of 35 TABLE 5.6.2 Spousal Role Experiences of 37
Employed Mexican PartnersEmployed Mexican Mothers

% of% of
ResponsesResponses

Role satisfiers (r = 91)Role satisfiers (r = 82)

Being valued 57Giving to child 68

Feeling supported 20Receiving from child 32

Approval of employment 18Role stressors (r = 124)

Making husband happy 5Sick child 26

Role stressors (r = 48)Lack of resources 19

Overload 50Absences 17

His absences 23Child’s education 10

Disapproval of employment 17Own health 10

Inadequate income 10Environmental dangers 9

Coping strategies (r = 79)Self-doubts 9

Turning to spouse 42Coping strategies (r = 173)

Turning to family 32Juggling priorities 30

Turning inward 20Family resources 27

Emotional release 6Problem solving 15

Diversion 15
r = number of response units

Outside help 13

r = number of response units
had resources to support their mothering role, 26%
of the 124 responses related to maternal role stress

riences. These mothers reported satisfaction in the revealed that they lived with a fear of the prospect
sheer involvement in attending to their children, of a sick child (Table 5.6.1). They worried about
meeting their needs, and loving and educating them. having their loved one ill, as well as the additional

Participants gave 26 responses (32% of the stress of working while their child was being cared
total) that were categorized as receiving from child. for by someone else “When they are ill I have
These responses described watching their children difficulty relating to the external work,” was how
grow, receiving their affection, having pride in their one mother described her experience with having
development, and communicating with them as

sick children.
gratifying and a boost to their daily lives. Maternal

These employed mothers cited lack of re-
satisfaction was “to know that there is something

sources as the next most frequent source of stress
important in my life,” stated one nursing assistant.

in their maternal role (19% of the responses). They
Another was pleased with “being able to enjoy the

reported a lack of public resources such as transpor-
companionship of my child and become interested

tation, parks, and youth centers, as well as inade-
in his play.”

quate personal financial resources to cover needed
expenses. However, the resource identified as mostMaternal Role Stressors
lacking for their mothering role was an intangible
one, lack of time. They lamented in particular, “notIn spite of the participants’ feeling assured that

their child care needs were well met and that they having enough time to spend with my children.”
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Responses indicated the constant struggle described a process of turning the problem around
and asking various questions before attempting towomen have in their work and familial role, particu-

larly in their mothering roles. Women described identify answers. A typical response was “I identify
the problem and look for the best solution.” Of thetheir daily stress related to absence with statements

such as “having to go to work and leaving my responses, 15% described how these women used
diversion as a way to deal with stressful situations.children alone,” and “having to leave them alone,

healthy, or otherwise.” Additional categories of ma- A frequent response was divertise which means
going out to have fun, but with no specific activityternal stress dealt with concerns about their chil-

dren’s education (both academic and parental guid- in mind. It is unplanned, spontaneous, and open-
ended, like going for a ride with your friends andance), worries about their own health and state of

exhaustion, the environmental dangers inherent to just seeing what will happen. Implicit in the con-
cept, however, is the expectation that what happensliving in a large urban area, and finally, their self-

doubts about being a good mother. will be pleasant and enjoyable. Other diversion
strategies were singing, talking, and watching
television.Coping Strategies for the Maternal Role

Diversion was utilized as a coping strategy
for the stresses of motherhood as well as for theThe participants were creative in their use of coping
pressures of work, however, when dealing withstrategies to deal with maternal role stressors. As
maternal stresses, they often took their childrenseen in Table 5.6.1, juggling priorities was the
with them to partake in these diversionary activities.most frequently used strategy (30%), and involved

temporary shifting of maternal demands and priorit-
ies according to the pressing needs of the moment.

Spousal Role
When the demands of the mothering role became
more prominent, the demands of other roles were A total of 90% of the auxiliary nursing personnel
temporarily ignored, submerged, or devalued. For in this sample were in a spousal relationship. They
example, a common solution proposed by these described the most satisfying aspects of being a
mothers for the problem of a child’s illness was to partner as being valued, feeling supported, having
“ask permission” from their nursing supervisor to spousal approval of work and making husband
stay home from work in order to care for the child. happy. They identified the most stressful aspects
Another solution was to reduce the number of hours of their relationship as overload and no help; his
at work in order to spend more time with their absences; spousal disapproval of employment; and
children. inadequate income. The strategies these employed

Participants also identified family resources wives used to cope with spousal stress were turning
(27%) and outside help (13%) as important strate- to spouse, turning to family, turning inward, and
gies for coping with maternal stress. Family re- emotional release.
sources (i.e., mother, in-laws, sisters, daughters,
and occasionally husbands) were solicited to help Spousal Role Satisfiers
with child care and housework. Examples given of
outside resources included individuals to help with Responses characterized as spousal role satisfiers
child care and domestic chores. Interestingly, utili- are indicated in Table 5.6.2. Being valued was the
zation of a day care center was cited only once most frequently cited spousal role satisfier (57%
from a total of 173 responses related to coping with of the 91 responses), and is exemplified in the
maternal stress. Being well organized also helped phrase saber que tengo valor (knowing that I have
reduce the stresses of motherhood. value). Feelings of affection, appreciation, compan-

In 26 responses, the participants identified ionship and love from their spouses were described
as particularly gratifying. One woman wrote “heproblem solving as a maternal coping strategy. They
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values me as a woman, wife, friend, companion, meeting these demands, contributed to this
overload.mother of the children, all beyond what is neces-

sary.” As partners, the participants expressed satis- Another significant source of stress (23%) was
a partner’s lack of consideration in keeping his wifefaction in “our mutual relationship and the act of

sharing our daily life experiences,” “the under- informed about his absences and whereabouts (e.
g., when and why he will be late). Examples fromstanding there is between us,” and “in the way he

behaves towards me.” Another woman replied “he the data were “he doesn’t inform me when he will
be late,” and “it is stressful for me that my husbandalways respects me and gives me my place.”

Another important source of spousal role satis- is late or works without taking the time to let me
know.” Others described feelings of jealousy aboutfaction identified in 20% of the responses was the

support and help that they receive from their the absences and delays, and attributed the stress
to this jealousy. These delays and absences magni-spouses “Feeling the support all around me,” and

“I can count on his help all around me” were typical fied a lack of communication that these women
sometimes experienced in their relationships. Thisof such responses. One auxiliary nurse reported

“while I am at the hospital, he helps me a lot because lack of communication also contributed to disagree-
ments about family decision making and abouthe works at night and he has time during the day to

help me with the children and send them to school.” child-rearing practices.
How spouses felt about women’s employmentThese Mexican women did not consider their

employment as a personal decision or a guaranteed made a major contribution to how the women felt
about their spousal relationship. Although someright. Participants in this study described how satis-

fied they were in their spousal relationship if and women described their husband’s approval as a
satisfying aspect of their relationship, others indi-when their spouses demonstrated approval of their

employment (18%). They felt that the quality of cated by their responses that spousal disapproval
of their employment could be equally stressful.their spousal relationship was very much affected

by their partners supporting their desire to work as Quotations reflecting disapproval were “he wants
me to quit,” “sometimes my work upsets him, butnursing auxiliaries. Examples of responses were

“my spouse thinks that work is a good therapy for I know we need it,” “he tells me the children need
me and that I shouldn’t be working,” and “he asksme,” “he says that I am self-sufficient,” and “at

first he did not like it, but now that I help him he me to stay home and I don’t want to.”
Although women frequently take jobs becausedoesn’t say anything.” The least cited category of

spousal role satisfaction was making husband of domestic economic needs, inadequate income
still figured as a source of stress (10%) in theirhappy (5%).
spousal role. Responses in this category of spousal
role stress reflected not only a lack of sufficientSpousal Role Stressors
income for meeting family needs, but also concern
about how the available income was used (e. g.,When asked to describe the stress they experience
“for my husband’s drinking”). However, inade-in their spousal role, the participants provided 48
quate income was cited least often by the respon-responses, as compared to 91 responses describing
dents as causing stress in the spousal role.satisfactions in being a wife. In other words, there

were almost twice as many responses about spousal
Coping Strategies for the Spousal Rolerole satisfiers as there were about stressors. As

indicated in Table 5.6.2, one-half of these responses
indicated that the stress in their partner role stems Among the 79 responses regarding coping strate-

gies for spousal role stress, 42% indicated usingfrom overload. The level of their responsibilities
and the demands on their time, associated with the the approach of turning to spouse to talk about and

try to resolve the issues that were creating stresslack of help they received from their husbands in
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in their lives (Table 5.6.2). In spite of recognizing part, known as hembrismo or marianismo. Hem-
brismo is characterized primarily by a gender divi-that the spouse and the relationship were in and of

themselves a source of stress, these women de- sion of roles and labor that ascribes power and
authority to women within the domestic sphere.scribed how they were able to talk with their hus-

bands, and how this dialogue helped resolve the A conceptual framework has been developed
to describe these themes and the relationships be-underlying conflict and stress.

In responses characteristic of turning to family tween them. Components of the framework are dis-
cussed in the following section.(32%), participants described how they reached out

to other family members and utilized the help of
parents, siblings, and children to provide them with
support to cope with their marital stress. Of the Centrality of the Family
responses, 20% described how turning inward
helped them cope with spousal stress. Participants In Mexico, as in most of Latin America, the family
who coped by drawing on their own personal still retains many of the traditional characteristics of
strength did so by reaffirming their own compe- the large, cohesive social network of the extended
tence to deal with the situation. For example, “I family (Keefe, Padilla, & Carlos, 1983). The ex-
am strong and self-sufficient,” “I try to put things tended family is a source of mutual psychological
in perspective,” is the way one woman described the and economic support, and in those marriages
process of reframing the meaning of the situation in where the spousal relationship is less supportive,
order to get a sense of control over her life. Finally, it is the larger family network that provides women
only four responses (6%) described how an emo- with affection and emotional support (Ross, Mirow-
tional release, such as crying or becoming angry, sky, & Ulbrich,1983). Children are an important
helped women cope with marital stress. part of the Latin American family, and appear to

be less psychologically distressing for Mexicans,
than for Americans. As they grow older, children

Discussion and Conclusions also serve their mothers as a resource for the devel-
opment and maintenance of social exchange net-
works (Neuhouser, 1989; Ross et al., 1983).Three main themes emerged from the data related to

the daily lived experiences of this group of Mexican The results of this investigation support the
explanation of the role and the centrality of theauxiliary nurses in their maternal and spousal roles:

The central importance of the family in their lives, family in the lives of the participants. Family-cen-
tered role satisfactions included support and a sensea sense of value and empowerment of the women

themselves, and the reality of role overload with of worth from their children, spouses, and extended
family, as well as from society. Whereas childcareresulting implications for their health.

In analyzing the data, it became evident to arrangements are generally considered a major is-
sue in the life of working mothers, the majority ofthe investigators that the cultural context of the

Mexican family and the interplay of the concepts participants in this study did not consider childcare
an issue because they were able to rely on theof machismo and hembrismo in spousal and mater-

nal role expectations and behaviors were fundamen- extended family as a childcare resource. Children
were viewed by these working mothers as a per-tal to understanding and interpreting the responses.

Machismo is a Latin American, and particularly sonal resource, children provided women with their
maternal role identity, but were also a source ofMexican value concept that is generally understood

from the stereotypical view of the unquestionable support, as well as a source of joy and satisfaction.
The societal priority of women’s role in theand absolute supremacy of the male and the inferi-

ority of the female. The literature often refers to family is demonstrated by the support these workers
had from their employers in order to fulfill theirmachismo without mention of the female counter-
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maternal role when necessary, even at the expense not as readily available to her American counterpart
(Ross et al., 1983). Mexican culture accords loveof their work role. When mothers needed to be

home to take care of a sick child, flexible employee and reverence to motherhood, and thus the great
majority of women who bear children enjoy apolicies accommodated for this need, and supported

maternal role priorities in times of increased fam- higher status than non-mothers (Elmendorf, 1977).
The results of this study suggest a need toily demands.

reevaluate the manner in which Mexican women
have often been portrayed in the literature. A view,
which has been held by some authors, is that theValuation and Empowerment of Women
Mexican woman is confined to the home or to a
repetitive, low-paying job; is unconditionally sub-The second major theme in the findings is that in
ordinated to men in general, her husband in particu-spite of the participants’ involvement in multiple
lar; is passive and lacking initiative in making deci-roles within the context of a perceived lack of eco-
sions; is self-abnegating and self-effacing beforenomic and social resources, they described many
the interests of her husband and children, despitesatisfying aspects of their maternal and spousal
legal advances toward gender equality. This situa-roles and expressed feelings of being valued in
tion has been described as reducing “the majoritythese roles. In this study, a significant resource was
of Mexican women to a situation of inferiority andthe women’s own sense of self-worth, evidenced
material and psychological dependence on familyby their utilization of inner resources (turning in-
and society” (Salazar, 1980).ward) and personal problem solving to cope with

Elmendorf (1977) and Stevens (1973) havethe many diverse stressors of being a mother, wife,
refuted the myth of Mexican women as passiveand nursing auxiliary. The question that intrigued
and submissive, arguing that women utilize andthe researchers as the data were analyzed was re-
maximize the existing societal values to achievelated to the nature of women’s power and value in
their own ends. Ramirez and Arce (1981) cite sev-their familial roles.
eral authors who take issue with the machismo mythTraditional female roles may be stressful for
of absolute male dominance as the basis for male-women in modern industrial societies, but they are
female roles in Mexican families. Within thisnot necessarily as stressful for women in more tradi-
framework the Mexican male (el macho) is domi-tional societies. This difference may be related to
nant, whereas the female counterpart (la hembra)the value that societies attribute to the maternal
is passive and submissive. However, the Mexicanrole. More traditional societies place a higher value
interpretation of machismo also recognizes theon the centrality of the family and the importance
male’s inherent responsibility as the head of theof women’s roles in the home, with consequently
household, which includes providing for the eco-less societal value on individual achievement. Sev-
nomic, social, emotional, and physical well-beingeral authors have proposed that married women in
of the family (Mirande, 1986). These prevailingsuch societies experience relatively lower levels of
cultural perspectives have not been adequately sup-psychological distress than women in more modern
ported by research (Mirande, 1977).societies (Gove & Tudor, 1973; Ross et al., 1983).

Within the cultural context of hembrismo,For both males and females, the Mexican fam-
women are responsible for providing the nurturingily is a very important source of social status and
needs of the family, instilling the cultural beliefemotional support, in contrast to societies in which
system, and performing the domestic labor of theindividuals derive more status from their jobs and
household (Mirande & Enriguez, 1979). Evidencetend to utilize family less than other resources for
of this in the present study is found in the partici-social and emotional support (Elmendorf, 1977;
pants’ feelings of being valued, having the respectRoss et al., 1983). The Mexican female is the center

of the family and is accorded honor and prestige and support of spouse and family, and deriving
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joy, satisfaction, wonder and importance from their in this study included many descriptions of role
overload, lack of redistribution of domestic tasks,children. These findings also provide support for

those aspects of machismo that emphasize the lack of personal resources (particularly time and
money), and limited social and health care re-male’s role in valuing and supporting their wives.

In general, spouses were described in this sources. For the participants, perceiving family as
a resource and having family support may, to somestudy as being supportive of their wives and fami-

lies. Family figures as centrally in men’s lives as degree, have served as a buffer to the overall role
stressors of overload and lack of resources thatit did in women’s lives. On the other hand, nearly

half the responses regarding spousal stress could be they experienced.
Over a period of years, research has found thatattributed to aspects of male dominance commonly

associated with machismo. For example, women the work of Mexican women outside the home has
had a significant effect on traditional patriarchalreported not knowing or not being informed of

their husbands’ whereabouts, being jealous of other roles and on conjugal decision making, leading to
more egalitarianism and contributing to morewomen in their husbands’ lives, and spousal disap-

proval of the woman’s job, as causes for spousal shared decision-making (Hawkes & Taylor, 1975;
Ybarra, 1975; Zavella, 1987). Although the partici-role stress. These stressors reflect cultural values

but are predominantly concerned with spousal pants in this study showed some signs of desire to
change the traditional division of domestic labor inrole quality.

However, the verbal portraits these women order to deal with their overload, they did not report
having taken concrete steps to bring about suchpaint of themselves in their maternal and spousal

roles are evidence that they have resources that changes. The stricter traditional division of domes-
tic labor in Mexican homes is encouraged by hem-enable them to have a certain degree of active con-

trol in their lives. Their resources are their work, brismo and machismo, and the question thus arises
of whether women would have to give up some ofchildren, extended family, and own inner strength

and resilience. Hall (1989) has proposed that having the benefits and resources derived from hembrismo,
if they expect more profound changes in the divi-control over work outside the home is important

because of the implications for the general social sion of domestic labor in order to cope with the
strain of role and time overload.efficacy of women, and because working as a wage-

earner is a major vehicle for adult socialization.
This thesis may not be applicable to women in
more traditional cultures that place a higher value Conclusion
on family and the maternal role. Therefore, in such
societies, other sources of power for women should This study was undertaken with the intention of
be considered. describing role satisfactions, stressors, and coping

strategies in a group of working women in Mexico.
Although the study is limited by the small conve-

Role Overload nience sample and therefore results cannot be gen-
eralized to the larger population, the descriptions
of these women’s daily lived experiences hold po-Societal and personal valuing of the maternal role

does not exempt women from role stress. In addi- tential implications for researchers and health care
providers interested in the health care of women.tion, the combination of domestic and work roles

may result in role conflict or overload and conse- Emphasis on the maternal and spousal roles may
create a context of self-care neglect for women.quently have an adverse effect on women’s health

(Barnett & Marshall, 1992; Froberg, Gjerdingen, & For example, Mamede and colleagues (1991) re-
ported that lower class Brazilian women relegatedPreston, 1986; Houston, Cates, & Kelly, 1992; Ur-

íbe Vázquez et al., 1991). The responses analyzed their own health to the last of their health care
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Falicov, C. J. (1978). Mexican families. In W. D. Smith,priorities, with the health concerns of their families
A. K. Burlew, M. H. Mosley, & W. M. Whitneyachieving higher priority. Furthermore, the focus
(Eds), Minority issues in mental health. Reading,

of health care delivery systems further supports
MA: Addison Wesley.

women’s self neglect. Women have been consid- Froberg, D., Gjerdingen, D., & Preston, M. (1986). Multi-
ered primarily in terms of reproductive capacity, ple roles and women’s health: What have we

learned? Women and Health, 11, 79–96.or in terms of what they should do for the sake of
Gove, W. R., & Tudor, J. (1973). Adult sex roles andtheir children, with little consideration for women’s

mental illness. American Journal of Society, 78,own growth and development issues (McBride,
812–835.

1973; McBride & McBride, 1981). In other words, Hall, E. M. (1989). Gender, work control, and stress a
women become equated with their roles as mothers. theoretical discussion and an empirical test. Interna-
More attention needs to be given to the family tional Journal of Health Services, 19(4), 725–745.

Hall, J. M., Steven, P. E., & Meleis, A. I. (1992). Devel-context in the lives of women and to women’s
oping the construct of role integration: A narrativemultiple roles including their own self-care roles.
analysis of women clerical workers’ daily lives. Re-Future investigators could elucidate the health
search in Nursing and Health, 15, 447–457.

implications of other central roles in the lives of Hawkes, G. R., & Taylor, M. (1975). Power structure in
women in addition to the maternal and spousal Mexican and Mexican American farm labor fami-
roles, explore facilitators and barriers to women’s lies. Journal of Marriage and the Family, 37,

807–811.ability to maintaining their own health, and com-
Hochschild, A. (1989). The second shift. New York:pare and contrast the different strategies that women

Avon Books.could use to enhance their own health within a
Houston, B. K., Cates, D. S., & Kelly, K. E. (1992).

multiple role context. Job stress, psychological strain, and physical health
problems in women employed full-time outside the
home and homemakers. Women and Health,
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Keefe, S. E., Padilla, A. M., & Carlos, M. L. (1983). The

Mexican American extended family as an emotional
support system. Human Organization, 38(2),

REFERENCES 144–152.
Lofland, J., & Lofland, H. (1984). Analyzing social set-

tings: A guide to qualitative observation and analy-Barnett, R. C., & Baruch, G. K. (1985). Women’s
sis. Belmont, CA: Wadsworth.involvement in multiple roles and psychological dis-

Mamede, M. V., Messias, D. K. H., Shimo, A. K. K.,tress. Journal of Personality and Social Psychology,
Rodrigues, R. A. P., Nakano, A. M. S., Almeida,49, 133–143.
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Chapter 6 Situational Transitions:
Education

6.1 EXPLORING THE and negative perceptions on this process.
Equally, a new concept is introduced fromTRANSITION AND PROFESSIONAL

SOCIALISATION FROM HEALTH the findings identified as the comfort zone,
which explores the intentional reversal intoCARE ASSISTANT TO STUDENT

NURSE the HCA role by the participants of the study.
From the findings a framework for the transi-

GRAEME BRENNAN
tion and professional socialisation from HCA

ROB MCSHERRY
to student nurse is provided. The findings will
assist the university and others in identifying,Summary
addressing, and aiding the socialisation
needs of these students into their new role asBackground: Minimal research is available
a student nurse.examining the socialisation process from the

perspective of students with health care
knowledge who prior to undertaking their Introduction
training worked as a health care assistant
(HCA). The transition and professional so- This qualitative study originated as a result of a
cialisation process undertaken by students is senior nurse’s comment that was made when vis-
an important factor in contributing to the iting a student nurse on clinical placement who had
successful completion of a pre-registration had been a health care assistant (HCA) prior to
nursing programme. Despite this, limited em- commencement of her training. The senior nurse
pirical research explores the impact prior commented concerning the student nurse, “the
health care knowledge plays in this process. problem is she is at the end of her first year, and
Objective: The study’s aim was to determine she still thinks and acts like a health care assistant.”
the transitional processes associated with This raised the question; “How do students who
moving from a HCA to Student Nurse. De- were HCAs stop thinking and acting like HCAs?”
sign: A descriptive qualitative study under- The study aimed to identify:
taken over an 8-month period at a university
in the northeast of England. Population, • The realities of the transitional and professional
sample, setting: A homogeneous sample of socialisation process undertaken by HCAs as they
14 students with previous experience as a progress through their nurse training.
HCA within the field of adult nursing was • What experiences alter a student’s perception of
used. Methods: Data were collected through thinking from a HCA to a student nurse?
4 focus group interviews and analysed using • How this transition and its meaning affects the
[Burnard, P., 1991. A method of analysing students’ perspective upon their own prior level
interview transcripts in qualitative research. of knowledge?
Nurse Education Today 11, 461–466.] the-
matic content analysis. Findings: The main This topic is important to fill a gap in existing

research and literature. A HCA is a term used inthemes that emerged around culture shock
and clinical issues identified both positive the United Kingdom to describe a support worker

283
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The complex process by which a person acquiresfor the qualified nurse. It is therefore timely at this
the knowledge, skills, and sense of occupationaljuncture in nurse education to consider the impact
identity that are characteristic of a member of that

of socialisation from HCA to student nurse. Current profession. It involves the internalisation of the val-
policy (Department of Health, 2000) is encouraging ues and norms of the group into the person’s own
the increased recruitment of HCAs into nurse edu- behaviour and self-conception. In the process a per-

son gives up the societal and media stereotypescation. Understanding the realities and potential
prevalent in our culture and adopts those held bydifficulties these students encounter will assist in
members of that profession.raising the levels of awareness to their needs.

Cohen’s (1981) definition recognises the im-
portance of values as being a central concept withinLiterature Review
the socialisation process. Throughout training the
student is attempting to acquire the values, knowl-The socialisation and transitional process under-
edge and skills to enable him or her to be acceptedtaken by nursing students is well documented (Du
into the established professional group of the regis-Toit, 1995; Fitzpatrick, While, & Roberts, 1996;
tered nurse. Lacey (1977) emphasized that not onlyHowkins & Ewens, 1999). Existing literature fo-
is an individual’s personality and qualities im-cuses on the student’s experience and influencing
portant, but that past experience influences the so-factors such as culture and clinical areas. This litera-
cialisation process. This raises the question of howture review is important in understanding how stu-
much impact prior health care knowledge has indent nurses develop, but fails to explore the influ-
this process and whether this knowledge leads toencing factor of prior health care knowledge.
any confusion for the student as they clarify theirA review of this literature identified that cer-
future role and identity.tain principals could be utilised in the exploration

of the HCA’s transition and socialisation process.

Role Identity, Role Confusion
Defining Transition and Socialisation

If prior experience as highlighted by Cohen (1981)
and Lacey (1977) affects the transition and sociali-In examining the transition and socialisation pro-

cess it is necessary to define their meanings. The sation process then it is important to find evidence
within the literature. Holland’s (1999) study chal-notion of transition is well documented, with Meleis

(1986) cited in Hunter et al. (1996) being the most lenges the importance health care experience plays
in the transition from HCA to student nurse. Hol-utilised. Meleis (1986) identifies that transition is

never a singular event, but rather an individualised land (1999) identified that role confusion exists in
students who work as HCAs to supplement theirprocess, occurring over an undetermined period of

time. During this transition, the individual’s pat- income. This dual role and subsequent conflict
raises questions about their socialisation. Hollandterns of behaviour change in relation to abilities,

identity, role, and relationships; and that the con- (1999) suggests that a potential for confusion exists
for the HCA turned student in identifying their newcept of transition demonstrates an acceptance of

change. role. Therefore, when students enter nurse train-
ing—is being able to identify with the HCA roleSocialisation, according to Fitzpatrick et al.

(1996) is the key aim of any pre-registration nursing through past experience—a potential hindrance or
advantage to their socialisation? In identifying whatprogramme, gradually socialising the student into

their future professional role. Various definitions the role of the HCA is, the question arises whether
they experience role confusion. Role identity is anof socialisation exist. Howkins and Ewens (1999)

cite Cohen (1981) as an appropriate definition rele- important aspect of the transition and socialisation
process, but how does the student cope with thevant to nursing. Cohen views professional socialisa-

tion as: demands of such a process?
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Reality Shock this group is unconsciously holding significant in-
fluence over the student in their socialisation pro-
cess. This raises the question about how much influ-Kramer (1974) argues that transition and socialisa-
ence staff and clinical areas have affected thetion create a phenomenon known as reality shock
HCAs’ beliefs regarding their role, and how this hasthat was used to describe conflicting emotions
in turn affected them as students. Windsor (1987)amongst newly qualified nurses in America.
demonstrated that students in the observation ofKramer (1974) identified that nurses often found
other nurses drew upon these observations to in-themselves unprepared for situations that they be-
form, develop, and shape their practice and beliefslieved they were prepared to handle. Gerrish (2000),
surrounding the nurse’s role.Maben and Clark (1998), and Kramer (1974)—

identified that upon qualification, students experi-
enced stress and felt unprepared for many

A Framework forsituations.
Transition and SocialisationIn nurse training, Elkan and Robinson (1993),

and Melia (1987) argue that socialisation occurs in
Built from the existing literature review (Figureboth the practice and educational setting, with both
6.1.1), this framework proposes that HCAs in theirsettings regarded as interconnecting environments
transition and socialisation have the potential tothat the student becomes a part of in the socialisa-
experience role identity confusion, reality shock,tion process. Socialisation into the educational set-
and a questioning of their preconceived beliefsting will be the same for all students, but is it the
about their future professional role, as a result ofsame for the practice setting? Students with no
their exposure to the RGN role. This journey willprior health experience have had no exposure to
be unique for each individual and is acknowledgedthe nurse’s role, and are instead left to draw upon
by not putting any time limits on reaching the pointtheir own set of values and preconceived ideas,
at which they feel they have made the transition towhich as Du Toit (1995) points out change over
a student nurse. What needs to be discovered, istime. Gray and Smith (1999), as Du Toit (1995),
how much of an impact the student’s transition andidentify the shock that students, with no prior nurs-
socialisation process affects these themes.ing experience, feel when confronted with the reali-

ties of the clinical areas. Interestingly, Gray and
Smith (1999) argue that students with prior nursing

Methodology
experience are protected by their prior knowledge
and that this seems to reduce the reality shock in Qualitative research is concerned with the analysis
the clinical area. Gray and Smith (1999) raise the and interpretation of the way in which people make
question that if HCAs are protected from this reality sense of their lived experiences (Streubert & Car-
shock, what factors are at play in their protection? penter, 1995). Since this study explores students in

their transition to becoming a HCA, and seeks to
understand their point of view, a qualitative ap-

Formal/Informal proach was ideally suited.
Exposure to the RGN Role

Socialisation occurs within any individual entering Entry Issues and Ethical Considerations
a professional role (Abbott, 1988), and it could be
considered that HCAs also bring with them a degree Approval was obtained through the appropriate Lo-

cal Research Ethics Committee along with manage-of socialisation. The consideration for this perspec-
tive is the exposure the HCA has had to the qualified ment support to undertake the study. Furthermore,

verbal and written consent was obtained from eachnurses role. Talotta (1990) argues that if qualified
nurses are seen by students to be role models, then of the studies participants.
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FIGURE 6.1.1 A framework for the transition and socialisation from HCA to student nurse.

The Sample and Setting a stimulus for ideas based on shared perceptions
and experiences (Holloway & Wheeler, 2002). The

Based in a university in the North East of England, interviews, lasting approximately 50 minutes, were
a homogeneous sampling was utilised, ensuring a performed with four groups of students at varying
good cross section of students’ views and feelings, stages of their training (Figure 6.1.2). The partici-
by randomly selecting student nurses undertaking pant numbers in each focus group were low, but
a three-year adult nurse training programme. Parti- were congruent with the perspective suggested by
cipants for the study were identified in two ways. Greenbaum (1998) and Morgan (1998) who argue
Potential participants, whose last employment posi- strongly that “mini focus groups” of 3–6 can be
tions were as HCAs, were identified from the uni- employed within qualitative research, particularly

if the participants have a specific interest in theversity database. The researcher looked at the po-
field of study.tential participants’ file to confirm that they had at

In total, 14 participants were interviewed, ofleast 6-months experience in the adult field as
these 11 participants were women and 3 were menHCAs. The rationale for this being that less than 6
(Figure 6.1.2).months, would not ensure sufficient exposure to

the HCA role to enable comparisons to be made
Resultswhen discussing the socialisation process. Any stu-

dent with less than 6 months HCA experience or Morse and Field (1996) argue that in qualitative
experience in other nursing disciplines was also research, researchers immerses themselves within

the data. A key process in this immersion revolvesexcluded from the study since the student would
around the method of data analysis. To this end,have different cultural perspectives upon his or her
Burnard’s (1991) thematic content analysis was uti-transition and socialisation to that of adult nurs-
lised. All the focus group interviews were tran-ing student.
scribed by the researcher verbatim, with partici-
pants given a unique code to maintain con-
fidentiality.Specific Techniques and

Procedures for Data Collection
Trustworthiness and
Identification of ThemesFour semi-structured focus group interviews were

utilised. Focus group interviews are ideal methods To ensure trustworthiness of the research, a number
for data collection in qualitative research providing of steps were followed. An impartial colleague in-
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FIGURE 6.1.2 Training position and participant numbers per focus group.

FIGURE 6.1.3 Identified themes and subcategories.

dependently reviewed the transcripts identifying lowski (1994) who views quotes as a means of
giving a living meaning to the studies’ participants.key categories and themes. Comparison between

the researchers’ and colleagues’ categories identi-
Culture Shockfied that the original categories and themes were

accurate and complete. One participant from each The socialisation process brought with it a signifi-
focus group was sent a copy of the group’s inter- cant culture shock from life as a student nurse on
view transcripts and asked to identify what he or clinical placement. Many participants felt that upon
she believed were the key categories and themes. entering nurse education, previously developed
These themes were compared to the researchers’ skills as a HCA would carry them through the initial
own, and adjustments were made as required—a stages of their training. This culture shock has many
process, that Holloway and Wheeler (2002) refer facets to it, one being accountability. The partici-
to as “member checking.” pants identified that their lack of understanding

Burnard’s (1991) thematic content analysis led around the issue of accountability was due to their
to the identification of three main themes and nine lack of appreciation of this issue whilst a HCA.
subcategories (Figure 6.1.3).

I mean, you heard trained nurses talk about account-
ability, but you just didn’t understand what they

Discussion really meant did you? (3rd year student)

The findings are presented in themes with the use In line with accountability, the realisation of
of direct quotes, a perspective supported by Sande- professional responsibility in the way regulations
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governed how they worked also came as a shock, Whilst all participants identified that they re-
developed their skills as time progressed, some de-yet this was not seen as a frightening issue as was

the case with accountability, but rather as a positive scribed the frustration of no longer being able to
undertake tasks unsupervised, which they had pre-means of helping them identify the differences be-

tween their role as a HCA and that of a student. viously performed as a HCA.
The realisation for some, that they were unpre-

I felt that my hands were tied behind my back. Aspared for the realities of their clinical placements
a HCA, I use to do venepuncture, bladder scans,caused a degree of anxiety, emphasising a clear
and other things. But in becoming a student it is

link with their previous place of employment. The all taken away from you and you have to start again,
process of socialisation was more traumatic for to learn as a professional person rather than as a
those whose prior experience in health care origi- HCA. (3rd year student)
nated from the independent sector. Here, the partici-
pants had a common belief that prior knowledge It is evident that although participants go
and skills would support them within the hospital through a culture shock within their clinical place-
setting. ments, all were far less concerned with the cultural

impact of the university setting, stressing the impor-
I realised that it was very different from what I was tance the university played in the development of
expecting, and I kept saying to myself, I thought I their education. Equally, despite the culture shock,
would be able to do this with working in the nursing

all were united in their view that any experiencehome. I think that it is the shock factor of it being
of health care prior to their training was seen as aa totally different environment. (2nd year student)
distinct advantage. A finding supported by Gray
and Smith (1999) who explored the socialisationParticipants rationalised that the inability to
of students, showing that students who had previousapply their knowledge to the hospital environment
nursing experience obtained the advantage of in-was the belief that hospitals were more clinical in
sight into ward routines.nature. Participants identified issues such as a faster

pace of work and differing routines that affected
their abilities to transfer their knowledge and adapt

The Comfort Zoneto new cultural pressures.
One area that united all participants was the

Commencing clinical placements created the great-belief in their abilities to perform practical skills
est degree of shock in the socialisation process. Todeveloped whilst employed as a HCA, with some
off set this, participants developed strategies to aidacknowledging the lack of theoretical understand-
this process. The comfort zone recognises that theing that went with these skills:
participants viewed these strategies as a means of
providing comfort and safety, while trying to so-I had done a lot of things like catheterisation, but

it was not what I expected when we were taught it cialise into the role of a student. The most common
here (university). It was totally different. So I had theme was the intentional act of reverting into the
come in here thinking, yeah, I’ve got knowledge,

HCA role. This was utilised whenever participants
and I know what I am doing, when really, with my

felt unsure of their student role or wanted to demon-skills I didn’t. (2nd year student)
strate their abilities on a new placement to gain
acceptance into the team. It was a process heavilyQuestioning perceived skills only served to
utilised within the first year of training:increase the difficulties in the socialisation process.

The realisation for some that what they had prac-
Yeah, I think sometimes [during] your first week inticed gave them no easy passage into clinical prac-
placement you can sit back in the HCA role—you’re

tice and in some cases was clinically unsound, lead comfortable with that, and you’re team building,
to questioning the knowledge they had developed and you’re getting to know the ward and staff. I

mean if you’ve worked in medicine and you go toas a HCA.
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surgery you could easily slip into the HCA role just
to get a feel of the place. (3rd year student)

This approach to social acceptance demon-
strates the need for a sense of professional incorpo-
ration. Cope, Cuthbertson, and Stoddart (2000) ob-
served that to achieve professional incorporation
there is a requirement to demonstrate confidence

FIGURE 6.1.4 Participant’s reasonsin one’s abilities. In reverting to the HCA role, the
for utilisation as a HCA.participants were looking for professional accep-

tance as a means of defining their new identity.
Equally, as they were prepared to adopt this strat- the expense of their learning. A number of reasons
egy, the participants also realised and stressed the were cited for this (Figure 6.1.4).
importance of being prepared to give it up. The participants recognised that staff short-

The question arises as to whether the comfort ages were a problem that everyone had to cope
zone was also being utilised as a shelter. The com- with, and were happy to work to meet the demands
fort zone was viewed by the participants to be a of the placement, but not at the expense of their
place to start their clinical placement and be secure learning. Their intentional use of them as HCAs
in their known abilities as HCAs. However, this was an occurrence cited by only a small number
same zone could also be used as a shelter. In this in the study, with participants exemplifying how
context it could be seen as a place to escape from their previous experience as a HCA was abused:
the pressures of being a student, through the reluc-
tance to take on responsibility, or when lacking In my case the ward was very short staffed, and

the charge nurse would come and say, “you areconfidence. It can be seen that dropping into the
going to have to work as a team assistant today wecomfort zone allows the opportunity to socialise
don’t have anyone who can mentor you.” Evenwith one particular group. In knowing that they
though my practice mentor would be there, and I

were all HCAs before their training started, it was found this nearly every shift I was on. So I was
easier for the participants to socialise with the group told to my face I was getting used as a team assis-
to which they were once members, namely the tant. (3rd year student)

HCAs. It was then a logical step to consider that
This overt method contrasted with the moresocialising with a group that the participants were

covert approach used by other placements:former members of, would help gain a quicker ac-
ceptance into the team. The comfort zone therefore

When I phoned up the nursing home and spoke toserves a dual purpose, utilised at any stage of their
the matron she said, “I’ve already accepted one

training, it was particularly pertinent to the first student and I don’t want anymore,” and then she
year, when participants were still in the process said, “Can I just ask you something, do you have

any experience as a HCA?” So I said, “I haveof identifying their new roles. Between the two
actually, I have 15 years,” then she said, “Oh wellstrategies, be it as a comfort zone or a shelter, the
I think we will be able to fit you in, so you canparticipants saw it as a vital means of protection,
come.” So really, I knew before I started that I was

if not self-preservation. going to be used as a HCA. (2nd year student)

Clinical placement’s knowledge that the parti-
Clinical Issues cipants were former HCAs was cited by some as

a reason that they were utilised as such. This disclo-
Participants expressed concern regarding clinical sure of information was seen as a negative influ-
placements use of them as HCAs, resulting in feel- ence, since it encouraged staff to still view them

as HCAs.ings of resentment at being utilised as HCAs, at
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My first placement, when ever it was short of HCAs, A major concern for the participants was their
I was always the one who would be sent to help long-term acceptance by others as qualified nurses.
the other HCA. The other student, because she had

None of the participants, when asked, could give
never done it before (nursing) was always doing

an exact point in their training when they felt as ifthe drug rounds or things like that. Because I had
they had fully socialised into the role of a student.experience and they knew that, they thought, “She

knows what she’s doing. She will be able to do it But just as the socialisation to a student was a
quicker than the other student.” (3rd student on concern for them, many had their eyes fixed to
completion of training) the future and how they would be perceived as a

qualified nurse. This was more acute for those who
To ensure that they did not miss out on learn- had been seconded from local trusts. Their main

ing opportunities, the participants resorted to vary- concern revolved around gaining respect and recog-
ing methods to resolve the problem. For example, nition in their new role as a qualified nurse. They
one method was not informing their clinical place- highlighted occurrences of not being accepted as a
ment that they had HCA experience. Studies by student when on clinical placement, and of having
Papp, Markkanen, and von Bonsdorff (2003); Jack- doubts about being accepted back by staff who
son and Mannix (2001); and Nolan (1998) identi- would forever perceive them as HCAs. Although
fied that student nurses view the attitudes of staff acknowledging that ultimately respect is something
toward them as being important and that until the they need to earn, some in identifying the difficult-
students felt accepted in their role, learning could ies of socialisation, realised they faced similar prob-
not take place. A finding reinforced by the partici- lems at the end of their training.
pants of this study.

Within the findings of this study lies a conun-
drum. On the one hand, the participants were happy An Emerging Framework
to shelter in the comfort zone and revert back to
the HCA role. But equally, they complained about The findings of this study offer a new framework
being utilised as HCAs. This suggests that the parti- for the transition and professional socialisation
cipants saw a clear difference between the two in from HCA to student nurse. Initially based upon
respect of this issue. Their utilisation as HCAs, emerging themes from the literature, the findings
along with the absence of learning opportunities of this study can now be extended, to demonstrate
lent itself to the overwhelming feeling of just con- the transitional process undertaken by the HCA
tinuing in their old HCA role. However, it is evident turned student (Figure 6.1.5).
that they saw no problem in reverting back to the Figure 6.1.5 identifies that issues around role
HCA role in moments of self-doubt. The partici- identity, exposure to the RGN role, and reality
pants viewed this as a coping strategy, and it is this shock, all play a part in the transition and socialisa-
independent ability to use the comfort zone as and tion process. Upon entering their nurse training
when they saw fit that indicated to them when they these identified themes affect preconceived ideas
were being seen and supported as students and not and feelings around what participants expect their
as HCAs. nurse training to be. The student now enters a

A positive attribute of the socialisation process new phase.
was the participants’ willingness to share their Here, what they know about their previous
knowledge. The participants found themselves be- HCA role and how they perceived it would help
ing “looked up too” in the early stages of their them in their nurse training, is met by the reality
training by students in their cohorts with no health of a culture shock. In order to progress, they work
care experience. As a result many saw this as a through this culture shock. This study highlights
clear advantage, thus boosting their confidence and how professional and clinical issues affect the point

at which students feel socialised into their studentself-esteem in the clinical area.
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FIGURE 6.1.5 The transitional process undertaken by the HCA turned student.

role, and no longer see themselves as working or Conclusion
thinking like HCAs. To help this process, the stu-
dent has the protection of the comfort zone. The Nursing students with a HCA background face dif-
comfort zone is in a constant fluid motion, which ferent challenges in comparison to other nursing

students. Although many would argue that theseat any stage of his or her training, a student, based
challenges are part of the realities of nursing, thereupon the findings of this study could drop back
comes a point when issues such as these need tointo. The ability to withdraw into the HCA role
be addressed. To ensure that the former HCA turnedwhen feeling vulnerable is one that requires greater
student nurse’s transition and socialisation into theexploration. There is a need to understand what
role of a student nurse is not detrimental to his orissues are at play and what drives students to retreat
her education, but is in fact enjoyable.into their previous role.

Equally, there is a need to look at the role
clinical areas play in this process. The agreement
from all participants that they were utilised as
HCAs should serve as a warning that the role stu- REFERENCES
dents play in the clinical areas needs to be re-
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Abstract niors during a pregraduation, preceptored clinical
experience. Two research questions were posed:

Transition into the role of registered nurse
1. From the perspectives of students, liaison fac-after graduation from nursing education pro-

ulty, and clinical preceptors, what is the clinicalgrams results in new nurses feeling over-
transitional experience for BSN students whowhelmed and unprepared for the challenges
participate in an intensive preceptorship, threeof the workplace. The purpose of this triangu-
days per week for three weeks, during the se-lated, descriptive study was to describe the
nior year?clinical transition experience of senior bac-

2. What patterns in the clinical transitional experi-calaureate nursing students during pregrad-
ence reveal issues for continuous improvementuation preceptored practicums, which took
of the BSN program?place three times per week for three weeks.

Data were collected from student journal en-
Consistent with VanGennep, the clinical transitional

tries, liaison faculty, and clinical preceptors.
experience was defined as a social and physical pas-

Thematic analysis was performed on re-
sage in which students progress to the graduate nurse

sponses students recorded on the Daily Feed-
role during preceptorship prior to graduation (11). Is-

back Sheet on Transition to the Graduate
sues for continuous quality improvement were de-

Nurse Role and on preceptor- and liaison
fined as matters for discussion by faculty to improve

faculty-documented journals. According to
the preceptored experience, and the preceptorship

students, preceptors, and liaison faculty, stu-
program was defined as a pregraduation “intensive,

dents’ knowledge and skills increased during
reality-based clinical experience to facilitate transi-

the preceptorship, and many students became
tion into the real world of nursing.”(12, p. 26)

integral members of hospital unit teams.
Strategies to modify the preceptorship in-

Review of Literaturecluded maintaining consistency with liaison
faculty and increasing communication be-

The clinical transition from the nursing student role
tween preceptors and liaison faculty.

to the graduate nurse role can be viewed as a rite
of passage that encompasses three major phases:
Separation, transition, and incorporation (11). As aFollowing graduation, during their initial employ-

ment, new nurses often feel overwhelmed and un- transition, the preceptored practicum in the senior
year might include the separation of students fromprepared for the challenges of the workplace (1).

Preceptored, senior-year practicums can ease the dependence on faculty, their feelings of increasing
competence, and their incorporation into the newstress of adaptation and socialization intrinsic to

independent nursing practice and serve as a transi- role of professional nurse.
The clinical competence of baccalaureatetion for nursing students to the role of registered

nurse.(2–4) Successful preceptor programs support nursing students participating in a summer precep-
torship was compared to that of a similar group whonurses and help ensure their retention in nursing.

The literature describes experiences of new worked as nursing assistants in a non-instructional
clinical setting (13). Clinical competence was ratednurse graduates who are assigned preceptors in ori-

entation programs (5–10). However, there is a dearth by head nurses. Students in the summer preceptor
groups demonstrated greater gain in clinical compe-of research literature on the transition of students

to the graduate nurse role through preceptored expe- tence, problem solving, application of theory to
practice, and performance of psychomotor skills.riences that take place during the final year of a

baccalaureate nursing program. This chapter re- Similarly, Yonge and Trojan (14) compared the nurs-
ing performance of nonpreceptored and preceptoredports on a triangulated, descriptive study designed

to describe the clinical transition experience of se- students in their final clinical course of a BSN



294 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

program. Nonpreceptored students were assigned place before or after graduation (17). In helping neo-
phytes transition to the role of professional nurse,to a small clinical group with one clinical faculty

member; preceptored students were assigned to in- preceptors serve as coaches, role models, socializ-
ers, and evaluators. They ease new nurses throughdividual preceptors. Students in the preceptored

group had statistically significantly higher postclin- the honeymoon, shock, and recovery phases into
the resolution phase and help them identify withical scores compared to the nonpreceptored group.

Following a 12-week preceptorship that took positive professional behaviors and develop a bal-
anced perspective on health care settings. Precep-place during the last term of the BSN program,

students rated their perceptions of the demands of tors validate interpersonal competencies, critical
thinking, and decision-making skills; their evalua-nursing practice, environments, and their learning

competencies.(12) They rated themselves higher on tions are beneficial if they are timely and factual,
include criticism and praise, promote professionalall competencies and skill levels, including testing

theories and experimenting with new ideas. growth, and affirm respect for new nurses.
Hrobsky and Kersbergen (18) reported on clini-White(15) reported on how students, enrolled in

a management clinical rotation in their final semes- cal preceptors’ perceptions of associate degree
nursing students whose clinical performance duringter, described their clinical decision making. Stu-

dents described their decisions and nursing actions a practicum was deemed unsatisfactory. Identified
themes were: Hallmarks of poor clinical perfor-as consistent with patients’ immediate needs. A
mance, preceptors’ feelings, and the role of liaisonmodel of clinical decision making emerged that
faculty. Poor performance consisted of unenthusi-included gaining confidence in skills, building rela-
astic behavior toward nursing, not asking questions,tionships with staff, connecting with patients,
and unsatisfactory skill performance. Althoughachieving comfort with self as a nurse, and under-
concerned about patient safety, preceptors werestanding the clinical picture. The support and partic-
fearful, anxious, and self-doubting, especially whenipation by staff nurses fostered the development of
they knew that students would fail based on theirself-confidence in students.
negative evaluations. Liaison faculty provided sup-An integrative clinical preceptor model was
port for the preceptors, listening to them and follow-implemented as a collaborative partnership between
ing up at the end of the practicum.a school of nursing and nurses in community health

Yonge, Ferguson, Myrick, and Haase exam-settings (16). Students underwent an intensive orien-
ined preparation for the preceptorship experi-tation period, adopting a service-learning approach.
ence.(19) Faculty liaisons noted that the preparationFaculty, who served as resources for students and
of preceptors was inconsistent and the frequencypreceptors, participated in students’ projects, made
of faculty visitation with students and preceptorssite visits, and assessed the achievement of service-
varied. Liaisons saw their role as one of supportinglearning goals and objectives related to population-
students and preceptors, communicating curricu-focused care. They also evaluated the outcomes of
lum trends, and fostering students’ application ofthe experience and student performance. Preceptors
knowledge to clinical situations.attended a course on the characteristics of a good

preceptor, role expectations and responsibilities,
conflict resolution, and an overview of teaching/ Method
learning principles for effective clinical teaching.
They developed relationships with faculty mem- This triangulated, descriptive study used journal
bers, functioned as clinical teachers and role mod- entries (20,21) to foster students’ critical thinking and
els, and participated in planning and implementing reflection (22) about their practice. A form titled
clinical experiences. “Daily Feedback Sheet on Transition to the Gradu-

Rogers described the preceptor role as essen- ate Nurse Role” (DFSTGNR) was the chief data
source.tial to a preceptorship program, whether it takes
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Triangulation was achieved by analysis of tex- and Thursday for three weeks). This schedule was
tual data from three sources: The DFSTGNR, liai- selected following a focus group with employers
son faculty, and clinical preceptor journals. Two that took place at the university and centered on
themes were identified using the narratives re- the logistics of when, and in which units, the precep-
corded by participants: The transitional experience torships would be provided. Employers attending
and process improvement issues. the focus group preferred that a nine-day experience

Thirty-two senior nursing students attending be provided to allow for greater exposure to the
a full-time undergraduate nursing program and en- nursing role. Faculty adopted their recommenda-
rolled in an adult, acute care, senior-level course tion. Previously, the school had offered a six-day
at the end of the program were invited to partici- experience.
pate.(23–25) Fourteen students completed journals. Students were given a packet of three
Three clinical or liaison faculty employed by the DFSTGNRs that they completed on the third, sixth,
university and nine clinical preceptors employed and ninth days of the practicum. On the same days,
by health care agencies also participated. faculty and clinical preceptors also recorded their

Students ranged in age from 21 to 42 years responses. Often, preceptors were not paired with
old. Two of the 14 students were male and two the same students from day to day, depending on
were married. Most, 11 students, were white; two the nurse preceptor’s work schedule.
were African American; and the ethnic background Data were analyzed using the constant-com-
of one student was not identified. All but one stu- parative methods of Glaser and Strauss as adapted
dent spoke English as their primary language. by Lincoln and Guba (23–25). Checks were performed

The institutional review board of the univer- at the completion of data analysis; students, faculty,
sity approved the study; participants’ anonymity and preceptors confirmed the findings. Trustworthi-
was maintained. Each participant signed a consent ness was established with peer review and an audit
form and complied with Health Insurance Portabil- trail. Transferability was achieved by two current
ity and Accountability Act (HIPAA) regulations students and a liaison faculty member participant
regarding patient assignments. who read the study and confirmed that it described

Students recorded handwritten comments on many aspects of pregraduation, preceptored
the DFSTGNR. This journal, constructed to docu- practicums.
ment the transition to the graduate nurse role during
the preceptorship, asked students to record as fol-
lows: Describe your patient assignment (comply

Resultswith HIPAA guidelines and do not include identi-
fying information); number of patients assigned;

Student Observationsgender; diagnosis; comments on changes you are
experiencing; your goals and additional comments.

Students selected their own units of preference andA Preceptor Form was created for preceptors
were assigned to patients with many different diag-to comment on changes they saw in students. Simi-
noses. Four students were in the medical–surgicallarly, clinical or liaison faculty completed a Nursing
unit; three selected oncology; and the others wereFaculty Form, which elicited comments on the per-
in the emergency unit, maternity, the operatingformance of individual students as well as group
room, a cardiac catheterization laboratory, the inter-changes. The forms were also used to provide indi-
mediate neuro-intensive care unit, the acute psychi-vidual feedback to students throughout the precep-
atric unit, and a short procedure unit.torship, by both the preceptor assigned to the stu-

Among the patients cared for were a 68-year-dent and the faculty member responsible for the
old woman with breast cancer who had nausea,student.
vomiting, and diarrhea; an 80-year-old woman withStudents worked at clinical sites for a total of

nine eight-hour shifts (each Tuesday, Wednesday, diverticulitis and pseudomonas colitis; a 69-year-
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old woman with anemia pancytopenia; a 98-year- now, when I graduate, to handle a patient in this
condition. One patient had a PEG tube, so I did a lotold with dehydration, urinary tract infection, and

dementia; and a 59-year-old with metastatic lung of work with putting meds down the tube, checking
residual, and flushing.”cancer with rule-out spinal cord compression. The

number of patients assigned increased gradually During the second week, as nursing care pro-
gressed more smoothly, most students became in-over the 9-day period.

Students wrote of enjoying nursing care and creasingly independent and communicated more
easily with staff when they needed assistance. Stu-relishing patients’ appreciation of their care: “My

patients were very receptive to my presence; I en- dents were challenged by how much there was to
learn about caring for patients, but their self-confi-joyed their company.” They were thankful that their

knowledge was demonstrated: “I felt really good dence increased: “I feel like I can do anything,” and
“I feel proud because I am competent and learning.”when I was able to answer their questions.” One

student, however, was exhausted by the preceptor- Students were also proud that they managed an
increased number of patients and felt part of theship and the demands of her courses: “It was very

difficult for me to come home and attempt to study culture and functioning of units. One wrote, “I have
come to know the staff members here very wellor do homework.” Financial stress was a concern

as some students who were employed on a part- and I feel like I am part of the team.”
Students had specific as well as general goals.time basis as patient care associates while attending

the university found that they were unable to work Some focused on such areas as knowing how to
set up patient-controlled analgesia equipment,during the three weeks of the preceptorship.

The preceptorship enabled students to expand knowing when to call physicians, using better time
management, teaching patients about medications,their knowledge base and skill performance. Stimu-

lated by the challenge, students became increas- and learning more about the actions and side effects
of medications: “[I want to] become comfortableingly comfortable with, and proud of, their devel-

oping skills: “I feel very comfortable giving meds, using pumps and other hospital technology.”
During the final week, students persisted inassessments, trache care, suctioning, and using

pumps.” They appreciated seeing procedures, such setting their agendas for learning. One shared her
plan: “I hope to have a general understanding ofas a paracentesis and a central line flush, learning

about more medications and IVs, learning how to psychiatric meds, multidisciplinary approaches to
psychiatric management, the role of the psychiatricadminister different medications, and gaining infor-

mation regarding medical conditions as well as nurse, and effective communication techniques for
patient/nurse interaction.” They began to see anursing care specific to abnormal laboratory values.

One wrote, “I have gotten much better at reading broader scope of learning possibilities. One student
was determined to become more knowledgeable infetal heart monitoring which was one of my goals.”

Students’ capacity to access information from com- the area of oncology and to take care of an “entire
nurse’s assignment,” another was interested in un-puters and understand staff assignment strategies

increased, along with their assessment documenta- derstanding cardiac drugs and principles of triaging
emergency unit patients. Students learned how totion and charting abilities.

The comfort of students corresponded to their practice in specialized settings such as cardiac cath-
eterization (“I am better able to identify what I seeincreased independence and competence. One

wrote, “I felt much more involved with patient as the heart as viewed with dye and x-ray”); the
operating room (“I am learning how to set up sterilecare, talking to doctors and other care providers.”

Another wrote, “I now feel comfortable dealing fields for the procedure”); and to care for difficult
patients (“I had a couple of noncompliant patientswith vented patients. Throughout the week (three

days) the nursing staff on the unit has placed me so I have had a firsthand account in the nursing
position dealing with these patients”).with a vented patient.…I feel more comfortable
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Although improvements in time management to handle, perhaps two days a week for an extended
period would be more beneficial. I found by thewere noted over the nine days, more skill was de-

sired. Students became aware of competing and third day [the preceptorship], along with studying,
was very tiring.”sometimes unequal needs and priorities of patients:

“I realize how difficult it is to care for four patients, A few students criticized the role of liaison
faculty. They did not appreciate the brief time spentespecially when one of them requires more care

than others.” with them and the fact that faculty completed a
clinical evaluation form on student performance.Students were very comfortable with their pre-

ceptors, who answered their questions and posi- They noted also that the first phase of the precept-
ored experience was disorganized: “[We] weretioned them to “see new things.” Some thought that

their preceptors trusted them: “My RN lets me take made to go to the units themselves, even if [we]
were unsure of how to get there.” In some cases,on the entire workload and helps me with problems

such as PD (peritoneal dialysis) and urinary irriga- students were “hostile to the clinical (liaison) in-
structor” and hoped for better communicationtions.” Some regretted that they had more than one

preceptor, but tried to make the best of the situation. among the administrator, liaison faculty, students,
and classroom teacher. They also were annoyedA few had a more difficult time meeting the expec-

tations of preceptors. “Everybody is possessive about competition among nursing programs for
clinical sites and limited assignments due to lowover what they feel we should be doing” and “It

was difficult to assess what changes/improvements patient census. They appreciated the opportunity to
select the clinical sites that most interested them.I was making since I had a different preceptor ev-

ery day.”
Students gained confidence in interacting and

working with the nursing staff. They felt free to Liaison Faculty Observations
ask questions and appreciated receiving “excellent”
explanations. One felt privileged when working As the practicum began, liaison faculty saw stu-
with the team of nurses and physicians: “I have dents as apprehensive about the immersion experi-
come to know the staff members here very well ence and, at the same time, excited about its chal-
and I feel like I am part of the team.” lenges. Although some students seemed detached,

Students valued the preceptorship most of the it was understood that they might have been concen-
time. Many realized immediately that they needed trating on the challenges ahead. Initially, students
to reach out to the staff by asking questions and did not seem to trust faculty members and gave the
becoming accustomed to the independence associ- impression that they were confused about their role
ated with the preceptorship. “The nurses were very as preceptee. Some complained that the preceptored
helpful, but in order to learn I had to ask questions or experience was extended from six to nine days and
else they thought you knew what you were doing.” that the goals of the immersion experience had not
Later they recognized the preceptorship as “integral been discussed with them. They were frustrated
in my development from nursing student to gradu- since fewer patients were assigned during the pre-
ate nurse.” Their adaptation to the units was facili- ceptorship compared to the clinical experience dur-
tated by preceptors and enhanced by their commit- ing the previous semester when they were expected
ment to learning. to care for up to four patients per day. In addition,

For some students, who were concerned about a few patient units accommodated students from
their performance in class, the nine-day preceptor- different nursing programs, which led to competi-
ship was too long. One student wrote: “Although tion for patients.
the preceptorship was a little too long for me in On the whole, students settled in comfortably
my setting, I am proud I have finished my clinical as they took care of patients with different diagno-

ses. They worked somewhat autonomously andexperience well. I feel the three days a week is a lot
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seemed confident. One faculty member mentioned edge of patient chart information, most were moti-
vated to learn and actively sought additional learn-that they might have been too confident. Although

on some specialty units, students seemed to be help- ing opportunities. They were efficient and orga-
nized, friendly and outgoing with nursing staff, anding nursing staff rather than caring for patients inde-

pendently, they were involved with patient assign- attentive to the subtleties of the role differences
among the nurses working in different settings.ments and asked for increasing independence.

As the days went by, students tested the limits Gradually, students gained independence and confi-
dence, began to ask more questions, adjusted toof their role as they tried to perform as much nursing

care as allowable, and most seemed comfortable unit environments, and managed time more effi-
ciently as they administered medications. Severalwith greater responsibility. Some called physicians

to follow up on patient problems. They modeled adjusted to having more than one preceptor, and
all became more comfortable with the increasednursing staff behavior and acted more like staff,

for example, giving a change-of-shift report. Some number of patients assigned.
Students handled stressful situations, askedstood out as particularly confident, competent indi-

viduals. In general, students’ documentation abili- questions, were eager to learn, and worked well
with preceptors and nursing staff. They knew theirties improved and they progressed in organizational

skills and time management. limits and continued to sharpen documentation, or-
ganization, knowledge recall, and prioritizationBy the last day of the preceptorship, students

were more accountable for their actions and de- skills. They looked more competent and confident
manded challenges to improve their critical think- and completed assignments in a timely fashion.
ing. They followed through in discussions of patient
problems with physicians and pharmacists, and
some students were too busy to pay attention to the Discussion
liaison faculty when they were observed on the last
day. Although a few students had “bad” attitudes Students made many gains during the preceptored
about the experience, most were very positive about experience. Their time management abilities and
the preceptorship, interacted well with the nursing documentation skills increased, and they became
staff, and were respected by them. As they gained comfortable with more assignments and expanded
the trust of staff, they were assigned more patients responsibilities. They emulated the practice of nurs-
and given greater independence. ing staff and began to act like staff members. By

the final day of the preceptorship, they requested
challenges to improve their critical thinking, werePreceptor Observations
more accountable for their actions, and collaborated
more often with other health care providers. TheyPreceptors were conscious that students looked to
were more efficient, organized, and performedthem as role models. As the days of the practicum
clinical skills more competently, and they beganprogressed, preceptors were eager to hire some stu-
to adjust to unit environments, handle stress, anddents as coworkers and singled certain students out
manage medication administration proficiently.for praise. In general, they saw students becoming
Most students felt supported by preceptors andmore aware of patients’ needs, taking initiative,
clinical liaison faculty and believed that they hadorganizing patient care, prioritizing the needs of
achieved goals identified at the beginning ofpatients, and understanding the workflow and needs
the preceptorship.of the unit. Students were alert to physicians’ or-

Students’ confidence in their performance, theders, progress notes, and patient regimens, and were
relationships they built with staff, their connectionsalso very willing to help the members of the team.
with patients, and their comfort as nurses wereAlthough some students needed to improve

their skill base, organizational skills, and knowl- consistent with findings from White’s(15) study.
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Planning, evaluation, interpersonal relationships, Finally, a national survey is recommended.
Such a survey should ask how preceptorships areand communication also corresponded with perfor-

mance changes reported by Yonge and Trojan.(14) structured, where in the curriculum they are imple-
mented, the length of time for preceptored experi-The investigation provided a voice for stu-

dents, liaison faculty, and preceptors to contribute ences, and procedures used in the implementation
of preceptorships. The results could provide guid-to continuous quality improvement of the precept-

ored experience. Issues for continuous improve- ance for evaluation, managing increased student
enrollment, and obtaining clinical sites.ment include facilitating connections between stu-

dents and preceptors; having one preceptor, if possi-
ble, throughout the preceptorship; having clinical
liaison faculty conduct clinical rounds at least twice
daily; enhancing the orientation for preceptors and REFERENCES
preceptees; clarifying guidelines concerning final
student clinical evaluations; reviewing with stu- 1. Brasler, M. E. (1993). Predictors of clinical perfor-
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program graduate, summarizing her perceptions at The RN–BSN population has come into center
stage as one of the key venues through which tothe beginning and at the end of her BSN completion

program, captured the overall sentiments of the achieve the national nursing objective. Further re-
search is needed to better understand the uniquestudy participants:
needs of RN–BSN program students and facilitate

When I returned to school, I felt I was already school reentry. The aim of this study was to explore
a quality nurse. In the beginning, I did not think and describe nurses’ experiences with transitioning
education would change my practice. But as I got from being RNs to becoming BSNs. A phenomeno-
deeper into nursing and the BSN [program], I began

logical approach provided the conceptual frame-to pull the whole picture together just as if I was
work for researching the complexity of the studyreading the whole story…and, I never thought I’d

say this, but there really is a difference. participants’ lived experience and the methodology
to uncover the essential structure of this phenome-
non that changed the nurses, in their own way, fromBaccalaureate preparation in nursing, as an
the nurses they were to the nurses they became.important requisite to the advancement of the pro-

fession and optimal patient outcomes, is supported
by national nursing organizations as well as accredi-
tation bodies and validated in nursing research. A Background
national objective for the profession of nursing col-
lectively stated by nursing leaders is to reverse the The changing health care system is demanding that
current statistic of one third of the nursing force health care workers be more knowledgeable, that
holding a BSN degree to two thirds by 2010 (Na- care be linked to identified patient outcomes, that
tional Council on Nurse Education and Practice. practice be evidence based, and that providers be
2001). Referred to as the new nursing shortage, the accountable for the care provided. Registered
lack of BSN program-prepared nurses is resulting nurses, accounting for the largest number of health
in a deficiency of nurses adequately prepared to care providers, must be knowledgeable workers de-
meet certain areas of patient needs in a changing livering care based on best practice standards. There
health care environment (National League for Nurs- is a need for RNs, but, more importantly, there is
ing, 2002). In addition, for hospitals to achieve also a need for RNs prepared at the baccalaureate
a magnet status, the highest award given by the and advanced levels of practice. Since the inception
American Nurses Credentialing Center (2005) to of articulation agreements in the 1980s, numerous
organized nursing services, there must be among strategies to facilitate BSN completion have been
other criteria a high percentage of BSNs. developed. However, in spite of diverse program

Although nursing organizations and accredita- formats, accelerated curricula, and tuition reim-
tion bodies support the importance of increasing bursements, over the past 10 years, only approxi-
the number of BSN program-prepared nurses, em- mately 16% of ADNs (associate degree nurses) and
pirical evidence linking nursing education to im- 24% of diploma nurses return to school to complete
proved outcomes provides an even stronger ratio- their baccalaureate degree (Spratley, Johnson, So-
nale. Recent research suggested that there is a corre- chalski, Fritz, & Spencer, 2000). In the past 2 years,
lation between BSN program-prepared nurses and the number of ADNs and that of diploma nurses
reduced mortality among surgical patients (Aiken, returning to school have shown a modest increase
Sean, Cheung, Sloane, & Silber, 2003) as well as across the country (North Atlantic = 3.8; Midwest
professional behaviors important to patient care, = 0.8; South = 3.0; West = (18.5), but continue
such as critical thinking (Brown, Alverson, & Pepa, to lag behind other nursing enrollment statistics
2001), professionalism (Phillips, Palmer, Zimmer- (American Association of Colleges of Nursing,
man, & Mayfield, 2002), and creativity (Ku, Lo, 2005). Although ADNs and diploma nurses recog-

nize the personal development and professionalWang, Hsieh, & Chen, 2002).
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growth that accompany furthering their education, nursing program. Both groups had similar mean
scores in the “higher level of professional auton-lack of support and recognition from employers

and the difficulties of finding time, financial re- omy” on the Nursing Activity Scale developed by
Schutzenhofer (1987). Clark concluded that the so-sources, and flexible class schedules are perceived

as major barriers to returning to school (Delaney & cialization of generic baccalaureate students and
the resocialization of RNs into the professional rolePiscopo, 2004).

A review of the literature over the past decade were effective in the participating programs.
During the past few years, several researchersrevealed that several researchers have studied the

RN–BSN population using quantitative methods explored nurses’ transition from being RNs to be-
coming BSNs from a qualitative perspective.most frequently and qualitative methods to a lesser

extent. During this time, no phenomenological Trainor (2000) examined the work environment as
a factor in the persistence or nonpersistence of RNsstudy concerning RN–BSN transitions had been

published. in completing their baccalaureate degree. Findings
revealed that many students did not continue be-Brown et al. (2001) examined the influence

of baccalaureate education on the critical thinking cause of family, work, and financial factors. The
study also showed that the students did not continueabilities of traditional, RN–BSN program, and ac-

celerated students. Students completed the Watson– when work was novel and fresh, but remained when
work was stressful.Glaser Critical Thinking Appraisal at the beginning

and at the end of their nursing course sequence, Zuzelo (2001) examined the concerns and pri-
orities of RNs seeking a baccalaureate degree asFindings revealed a significant difference in pretest

and posttest scores for traditional (p = .007) and well as the impact that this education had on their
nursing practice patterns. Eighteen themes with ad-RN–BSN program (p = .029) students, but not for

accelerated students. Brown et al. concluded that ditional subthemes were identified. Study findings
demonstrated that the nurses believed they werefurther research was needed to determine the best

course mix to facilitate critical thinking. These find- more holistic and aware of cultural diversity as
well as the influence of research on practice andings are inconsistent with those of a similar study

conducted by White and Gomez (2002), who found described themselves as better communicators.
They did not see the changes in their direct relation-no significant difference on two measures of critical

thinking with 19 RNs at the beginning and at the ship with patients.
Lillibridge and Fox (2005) examined the im-end of a baccalaureate degree completion program.

Phillips et al. (2002) examined professional pact that degree completion had on the personal
and professional lives of RNs enrolled in a bacca-development as RNs progressed through their pro-

gram. Students completed the Professional Devel- laureate program. The researchers identified six
themes: Having an edge for career advancement;opment Self-Assessment Matrix (Beeler, Young, &

Dull, 1990; Sovie, 1983), which addresses the four not fitting in with basic students; need for support
especially from peers; looking at things differentlylevels of professional development and competen-

cies within each of these four levels at the beginning or seeing the bigger picture; developing new think-
ing skills; and becoming a change agent. In addi-and at the end of the program. An analysis of 223

entering and 168 graduating students showed that tion, the growth of knowledge for the RNs, gaining
a more global perspective, and, finally, having athe scores of graduating students were significantly

higher (p = .001) on all five professional develop- feeling of personal accomplishment were
identified.ment dimensions than the pretest scores. Clark

(2004), also interested in the concept of profession- The current literature, albeit limited, provides
evidence of the effectiveness of baccalaureate edu-alism, asked whether RNs who graduated from a

degree completion program have the same profes- cation in improving critical thinking and profes-
sionalism, as well as facilitating personal and pro-sional socialization as do graduates of a generic
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fessional growth, speaks to the importance of devel- duct the study was obtained before data collection.
oping programs that meet the unique needs of this The inclusion criteria for this study required that
population, and indicates the need for further the participants (1) be English-speaking nurses
research. older than 21 years, (2) have an RN–BSN status,

and (3) have the ability and willingness to articulate
their experience. All participants were assured of

Methods
confidentiality and informed of the purpose and
benefits of the study as well as their right to with-Research Design
draw at any time. Participants were asked to sign
an informed consent form acknowledging that theyDescriptive phenomenology was used to explore
have read and understood the research and wereand describe nurses’ experiences with their transi-
willing to participate. Data collection occurred overtion as RNs to BSNs from the participants’ perspec-
a 12-month period. Each nurse was asked to de-tives. The phenomenological method is grounded
scribe his or her experience with transitioning ason the belief that truth can be found in the lived
an RN to a BSN in as much detail as possible. Theexperience and that human experience (the transi-
interviews were conducted at the place and time oftion from being RNs to becoming BSNs in this
the participants’ choice to increase their comfortstudy) is composed of essential structures despite
level and facilitate free expression. Interviews wereindividual differences (Spiegelberg, 1965). A cen-
audiotaped and later transcribed by a professionaltral objective in phenomenology is to enter into
transcriptionist.the investigation with an a priori knowledge—to

authentically listen rather than impose precon-
ceived beliefs or the researcher’s interpretive lens Sample
on a phenomenon. As Husserl (1960), the father of
phenomenology, stated, to use phenomenology is The purposive sample of 12 nurses consisted of 11
“to return to the things themselves.” Bracketing is women and 1 man who graduated from all types
used as a reflective process to temporarily suspend of RN–BSN program formats (i.e., conventional,
opinions as well as biases and facilitate focus on accelerated, and online). The participants’ ages
what is essential in the phenomenon. In this study, ranged from 32 to 52 years (mean = 44.6 years).
we engaged in active dialogue and private contem- Most of them were Caucasian (91.6%), married
plation to uncover the participants’ assumptions (66.6%), and working full time (58.3%). The sam-
related to their transition as RNs to BSNs and con- ple included both ADNs and diploma nurses, and
tinued the process throughout the study. Examples the length of time since the participants’ RN–BSN
of the presuppositions included the following: completion ranged from 4 months to 5 years.

• Transitions, by their very nature, tend to be Data Analysis
stressful;

• RN–BSN program education benefits nurses per-
The nurses’ stories of their experiences with transi-

sonally and professionally;
tioning as RNs to BSNs were analyzed using the

• the value of RN–BSN program education is often
method of phenomenological analysis as proposed

not recognized, valued, or rewarded; and
by Colaizzi (1978). We began data analysis by

• RN–BSN program graduates provide a higher
independently reading and rereading the transcripts

level of nursing care.
to obtain an overall feel of the participants’ experi-
ence. We then came together to extract the signifi-Procedure
cant statements, which totaled 220. Significant
statements were then jointly transposed into formu-The research protocol was submitted to the univer-

sity institutional review board, and approval to con- lated meanings and later collapsed into theme clus-
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TABLE 6.3.1 Selected Examples of Significant Statements With Corresponding Formulated
Meanings

Significant Statement Formulated Meaning

“I thought returning to school is going to be beneficial Nurses saw future professional and personal benefits in
in the future…it was something I always wanted to do.” obtaining a BSN degree
“My classmates were great. It was really good to hear Classmates shared information with each other, which
from other people that worked in other hospitals…it was broadened learning
almost like a different culture.”
“My school experience told me that if you want some- Nurses felt increased confidence in their ability to achieve
thing, you could achieve it. Just overcoming the challenge goals
of school gave me inner peace.”
“I felt more secure in myself. I am better able to question Nurses were better able to communicate
things and present my ideas.”

ters. The results were integrated into an exhaustive
description that was subsequently validated by a
subgroup of study participants as prescribed by Col- TABLE 6.3.2 Examples of Theme Clusters
aizzi’s method. Tables 6.3.1 and 6.3.2 show partial with Corresponding Significant Statements
audit trails of these steps.

Theme Cluster Significant Statement

Results
Cornerstone “The research class was challenging,
courses but it made me think more critically

Analysis of the 12 stories describing the partici- and look at evidence-based practice.”
pants’ transition as RNs to BSNs resulted in eight

“There is more depth in my practicethemes that illustrate the essence of their
now. I see the nursing theory behind

experience. everything I do.”

“Being in the leadership class gaveTheme I: Varied Expectations
me more confidence to venture into
different committees.”The nurses decided to return to school to complete
“Before I took community health, Itheir BSN program under different circumstances
just discharged people and life goesand with varied hopes and expectations. For some,
on…now I make sure things are setincentives and pressures in the workplace motivated
up for them at home.”

their decision. One nurse stated, “A job came up
Envisioning “I think of the whole picture nowin the family birth center but it required a degree,
the whole instead of just half the picture.”so I applied for the RN–BSN program and the job

“I look at things more holisticallyon the same day.” Another nurse described feeling
now.” “Your thinking is just broader.pressured to complete her BSN program: “I was
You don’t think of one thing, youtold [that], in order to keep my position as a charge
think of the whole person.”

nurse, I would need a BSN [degree] within 5 years.”
“I am more aware of how familiesFor other nurses, school reentry was viewed
and culture impact health.”as a springboard to an advanced degree and an

investment for the future. One participant ex-
plained, “I was interested in getting my BSN [de-
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God, I am old.’ It was hard because we RN–BSNgree] just because I wanted to continue on after
[program] students were such a minority comparedthat. I wanted to go for some kind of advanced
to the majority of people in the classroom.

degree because, although I liked what I was doing,
I wanted to do more.” Another nurse commented:

Conversely, when their classmates were of a
similar age, the participants’ transition wasI see my BSN degree as a self-preservation tool
smoother; as expressed by another nurse: “Comingbecause I am getting older and I do not know how

long I will actually be able to do bedside nursing back and starting in a class where everyone was
with the 12-hour shifts and nights; it is a heavy older too was comforting. I liked the RN–BSN
job, most people do not understand how physical [program] students, they had a little bit more matu-
it actually is.

rity…we had a connection.”

For whatever reason, all the nurses mentioned
Theme 3: Cornerstone Courses

that a primary motivation was their love of learning
and that pursuing a baccalaureate education was

As nurses got further into the RN–BSN program
something they wanted to do for themselves. As

curriculum, their knowledge base expanded. Re-
one nurse put it: “Returning to school was a gift

peatedly, nurses mentioned the same courses that
to myself.”

formed the cornerstones of this new knowledge
foundation; research, theory, leadership, and com-Theme 2: Tentative Beginnings
munity health were the courses most frequently
mentioned.Most of the nurses began their RN–BSN program

Research was mentioned by most nurses as antentatively, both in the number of courses they took
important component of their education. Nursesand in their perceptions of what they would take
began to see research as one of the keys to changeaway from the experience. In addition, most of
and the core of the profession. One nurse describedthem started with one or two courses; as one nurse
her increased awareness of the relationship betweendescribed, “I started slowly, with one course, and
research and change:once I felt like I could do it, I started taking more

classes.” Initially, many nurses were unsure of what
There is a lot more focus on nursing research these

to expect from the program. One nurse described days than there used to be, so it makes you think
her feelings at the beginning of the program as about best practice. I realize now that if I want to
follows: change a policy or do something differently, I need

to do some research first.
I started on the road. I found myself in the first
class, and we were told that a BSN [program] nurse Another nurse related research to nursing in
was at a different level than an associate or diploma general: “Research made me realize I love nursing
[nurse]. I found myself, as did other students, feel-

for the science of it more than anything else. Iing a little defensive. We felt as though we were
don’t take things at face value anymore, I thinkalready fine nurses, we had been doing this as a

career all our lives. more critically.”
Nursing theory provided meaning for the

It was apparent that the classroom environ- nurses and fostered a new way of thinking about
ment was significant in facilitating the early phases their profession. One of the nurses recounted a
of the participants’ transition. When the class cohort class experience that led her to look at nursing in
consisted of mainly younger students, the transition a new way:
was more challenging; one nurse described:

We had a discussion in class as to whether nursing
was a job or profession. We had to really defineI was 38 when I went back to school, and I remem-

ber looking around the classroom thinking, ‘Oh my it, and then I realized that we are a profession
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and [that], though I had always [seen] myself as a Their perspectives began to shift as they saw them-
professional, I didn’t know why before. selves and others—as many described—in a new

light. One nurse recalled how the RN–BSN
Leadership classes provided nurses with an coursework changed her thought process:

expanded viewpoint of their work and gave them
a skill set that they were able to apply to numerous In course after course, we learned about history

[and] research, and we learned where we camesituations. One nurse commented on the effect of
from. It was more than a knowledge base, it is aher leadership course:
feeling. I could see a transition. Even everyday
practice I saw in a different light.I gained a lot of leadership skills from the RN–BSN

program, which were what I was looking for. We
She went on to explain how this knowledgetalked about how you might handle certain situa-

tions like conflict with peers, visitors, or families. affected her self-perception and translated into em-
It also raised my awareness as far as what the budget powerment: “It was as if I was fed Miracle-Grow.
is, what the bottom line is, and how much things I am stronger and see more direction personally
cost and trying to keep the costs down so that we

and professionally.”can still do our job, do it well, and protect our
As nurses’ perspectives shifted, they saw oth-patients at the same time.

ers differently. One nurse expressed how her per-
ception of her manager changed:For nurses already in management, leadership

courses changed the way they approached the nurs-
We have one of those managers who always says,

ing staff; as one nurse who is an assistant head
‘If you don’t like it, you can leave.’ Most of the

nurse said, “It made me more thoughtful, in my staff [are] threatened by her, but I am seeing her
speech and how I respond to people.” in a different perspective. She is most likely stressed

and doesn’t have the answers. I don’t take it person-Community health classes broadened nurses’
ally anymore.perspectives and led them to look beyond the pres-

ent. One nurse described how it changed her hospi-
Another nurse echoed similar thoughts: “I usedtal nursing practice:

to be hard on my coworkers. I now see myself
and others in a different light. I am more tolerantThe community health course was completely dif-

ferent from anything we do in the hospital. To see and forgiving.”
how people function on the outside really blew my
mind, but I think it also opened my mind to other Theme 5: Becoming Assertive
things. I’m more conscious of their home situa- Leaders and Advocates
tion now.

As nurses changed internally, they interacted with
Interweaved in nurses recounts of important

others differently. For most nurses, the external
educational content was the crucial importance of

expression of their empowerment was manifested
computer skills to succeed academically. Over and

in becoming a stronger leader and advocate. One
over again, nurses described computer skills as “ab-

nurse’s story exemplifies this theme:
solutely essential and one of the greatest
challenges.” I recently had a patient whose baby had an abnormal

head ultrasound, so the physician was going to go
to the family and tell them that there was a possibil-Theme 4: Translating
ity that the baby would be mentally retarded orKnowledge Into Empowerment
have seizures but that he was not sure yet and
needed a CAT scan. I stopped him and I said this

The knowledge gained from the cornerstone family is Muslim and the baby is a girl and the
courses caused an internal change in all the nurses wife is already being treated differently. I said I

was concerned how the child would be treated andand allowed them to formulate a new worldview.
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asked him to wait until there were conclusive results classmates: “Most of us had some problems with
and I don’t think I would have brought up anything the computers, especially in the beginning. We
to the physician culturally before this.

would talk over the computer and sometimes over
the phone to help each other. I still keep in touchAs nurses increased their knowledge and their
with some of them.”perspectives broadened, their communication skills

improved. One nurse described the feeling: Theme 7: Envisioning the Whole

I am able to present how I view things to physicians
Almost all the nurses stated that being able to seebetter. I am not afraid to speak up and say what I
the bigger picture was the most significant resultthink because I feel I have more knowledge to

present to them in a proper way. I know now that of their education experience. Although articulated
I have to do a little research and be prepared not only differently, the nurses became conscious of a larger
to say what I think is wrong but to offer solutions. context surrounding their nursing practice. As if a

curtain was lifted, the nurses saw the whole picture.
Theme 6: Confronting

One nurse described the transformation in her clini-
And Conquering Challenges

cal practice:

Like all transitions, there were challenges to con- I am able to see the bigger picture now. Instead of
front as nurses completed their BSN program. For just seeing the person and this is what I’m doing
some, the greatest challenge was in the beginning for them, I see a lot more. I can see where we are

going and where we came from. I think about theirof the BSN completion program; as recounted by
disease process, what I am doing to help them now,one nurse: “I was frustrated with the initial registra-
and what I need to anticipate in the future.

tion when I found out I would have to repeat some
courses.” For others, the main challenge was trying

The larger picture that nurses described went
to balance the responsibilities of home, work, and

beyond the patient; one nurse explained: “I am
school; as illustrated by one nurse’s comment: “It

looking at the family now, how they interact, and
was tough to juggle it all, especially when papers

what their disease is doing to the family.” Another
were due. Sometimes I would ask myself, why am

nurse extended this thought: “You start putting
I doing this?”

things together on a different level when you go
Nurses did not always find support from their

through the program. You see their families and
work colleagues. One nurse elaborated: “The most

their culture.”
common reaction I got from my coworkers was,
‘Why are you doing this, you won’t get any more Theme 8: Recreating Everyday Practice
money.’ ” Another nurse added: “My coworkers
were threatened and asked me if I was planning With the bigger picture in focus, the nurses began
to leave.” to recreate their everyday practice. By the end of

Classmates provided a major source of support the RN–BSN program, the nurses were aware of a
and encouragement to the nurses in this study. Most difference in the way they approached patient care.
of the study participants mentioned their classmates One nurse reflected on how the program affected
as playing a major role in their transition. One her nursing practice:
nurse’s comment illustrates the importance of class-

I used to be very task oriented. I would think wemate relationships: “There was a group of us work-
need to get this and that done, wait 2 hours, and doing on our BSN [degree] together, and one of us
it again. The interaction with patients was missing.was quitting every week. We kept each other go-
Now, when I look at my patients. I say, ‘Ok, there

ing.” Even in virtual settings, the classmate connec- are some chores to do,’ but I take a look at how
tion was invaluable. A nurse who graduated from they are feeling and I take more time to communi-

cate with them to actually find out what they need.an online program expressed the importance of her
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Most of the nurses believed that the program experience. The biggest change occurred in their
thought process, although skill levels also advancedhad a direct benefit for their patients. One nurse

explained how: “The whole experience has inspired for many. By the end of the program, the nurses
saw their work in a different light and began recreat-me, and that is good for me and my patients. I think

I am in a good mental place because I see that I ing their everyday practice. The nurses had success-
fully transitioned as RNs to BSNs and emergedam growing and I’m sure that benefits my patients.”

Another nurse’s simple statement summarized: “I with a renewed commitment to their profession,
forever changed by the experience.feel more like a nurse now than I did before.”

Exhaustive Description Discussion

This phenomenological study contributes to the un-Nurses embarked upon the common road to BSN
completion with varied expectations. Career ad- derstanding of the transition from being RNs to

becoming BSNs with its identification of the essen-vancement, role changes, job security, and love of
learning were the primary motivators and the de- tial structure of this phenomenon and focus on the

nurses’ experiences with achieving their BSN com-sired destinations in their return to school. Most of
the nurses began the program slowly and tenta- pletion. The findings validate and extend those of

previous quantitative and qualitative studies.tively, with one or two courses and feeling unsure
of what they would gain. As the curriculum pro- Nurses in this study believed that they had better

critical thinking skills, consistent with the findingsgressed, the nurses were exposed to key courses,
such as research, theory, leadership, and commu- by Brown et al. (2001), and enhanced professional-

ism, as found in the studies by Phillips, Zimmer-nity health, which formed the cornerstones of their
new knowledge base. This newly acquired knowl- man, and Mayfield (2002) and Clark (2004). The

themes in this study are similar to and extend theedge allowed the nurses to develop an expanded
worldview and changed the way they perceived six themes identified by Lillibridge and Fox (2005).

In addition, although our findings are consistentthemselves and related to others. Knowledge was
translated internally into empowerment and ex- with those of Zuzelo (2001), unlike the participants

in that study, the participants in this study saw apressed externally as the nurses became assertive
advocates and leaders. direct relationship between their education and their

approach to patient care.Throughout the BSN completion program, it
was apparent, that the nurses’ classmates played This study uniquely contributes to this body

of knowledge by providing a rich description ofan important role in their transition process. Their
classmates, particularly those of a similar age, pro- the lived experience, particularly by identifying the

courses that made the greatest impact on the nursesvided support, encouragement, and the determina-
tion to confront and conquer challenges. However, and how this knowledge transformed their perspec-

tive and, subsequently, their approach to every-their classmates’ being younger or unengaged
caused a delay in the nurses’ transition. On the day practice.

Several implications for nurse educators in ac-other hand, coworkers often presented another chal-
lenge for the nurses and tended to question their ademia and work environments, as well as current

and potential students, can be drawn from thisdecision and agenda for continuing their education.
The ability to see the bigger picture was the study. Implications for nurse educators in academia

include the importance of facilitating the early tran-most powerful common experience for the nurses.
They were able to move beyond old patterns of sition phase by creating caring environments, fo-

cusing on what nurses bring to the classroom, andthinking and behavior to envision the whole person,
critically analyzing the complexity of the human avoiding inferences related to the knowledge deficit
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RN–BSN, and accelerated students’ critical thinkingamong non-BSNs. Nurses will discover the differ-
abilities. Holistic Nursing Practice, 15, 1–4.ence on their own. This implication is congruent

Cangelosi, P. R. (2004). The tact of teaching RN–BSN
with the finding of Cangelosi (2004) that faculty

students. Journal of Professional Nursing, 20,
who acknowledge students’ experiences, provide a 167–173.
caring environment, and empower students were Clark, C. L. (2004). The professional socialization of

graduating students in generic and two-plus-twomost helpful to RN–BSN program students. In addi-
baccalaureate completion nursing programs. Jour-tion, developing curricula with an emphasis, as
nal of Nursing Education, 43, 346–351.most BSN programs have, on research, theory, lead-

Colaizzi, P. (1978). Psychological research as the phe-
ership, and community health that include group nomenologist views it. In R. Vale, & M. King (Eds.).
work to build classmate connections can foster per- Existential phenomenological alternative for psy-
sistence and motivation throughout the program. chology (pp. 48–71). New York: Oxford Univer-

sity Press.The findings also suggest that RN–BSN program
Delaney, C., & Piscopo, B. (2004). RN–BSN programs:students have the best experiences when they are

Associate degree and diploma nurses’ perceptionsin a cohort rather than integrated with traditional
of the benefits and barriers to returning to school.

students. Journal for Nurses in Staff Development, 20,
Implications for nurse educators and managers 157–161.

in work environments include the need to encourage Husserl, E. (1960). Cartesian meditations (D. Carins,
trans.). The Hague, Netherlands: Martineus Nijhoff.RN–BSN program graduates to become involved

Ku, Y., Lo, C. K., Wang, J., Hsieh, J. L., & Chen, K.in committees, leadership roles, and other activities
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their full potential. Finally, current and potential the creative thinking of two-year RN–BSN students.
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registered nurses. Rockville, MD: U.S. Department opment; (b) need for credibility was key to
of Health and Human Services, Health Resources nurses becoming competent holistic nurses;
and Service Administration Bureau of Health Pro-

(c) use of informal learning strategies to helpfessions Division of Nursing.
them achieve competency; and (d) overcom-Trainor, J. M. (2000). A study of the work environment
ing challenges emanating from the traditionalas a factor in persistence or non-persistence of RN

students in a baccalaureate nursing program. Un- system as they transitioned to becoming ho-
published doctoral dissertation. Pennsylvania listic nurses.
State University.

White, M. J., & Gomez, G. A. (2002). Outcomes of
critical thinking and professional attitudes in RN–

Experienced certified holistic nurses (HNCs) areBSN completion programs. Nurse Educator, 27,
71–72. continually influenced by factors in their internal

Zuzelo, P. R. (2001). Describing the RN–BSN learner and external environments that lead to a more com-
perspective: Concerns, priorities, and practice influ-

petent and confident holistic nurse. Some of these
ences. Journal of Professional Nursing, 17, 55–64.

factors include more personal and professional
Reprinted with permission from: Delaney, C., & Piscopo, B. growth and development; increased awareness of
(2007). There really is a difference: Nurses’ experiences with health care trends; mentors; attending conferences
transitioning from RNs to BSNs. Journal of Professional Nurs-

and educational seminars; and increased knowl-ing, 23(3), 167–173.

edge, skills, and attitudes learned outside of the
formal educational setting. Yet we know too little
about how experienced holistic nurses learn to be-

6.4 A QUALITATIVE STUDY OF come competent HNCs. The essence of this study
HOW EXPERIENCED CERTIFIED asked: How do experienced HNCs know what
HOLISTIC NURSES LEARN TO needs to be learned in order to become competent
BECOME COMPETENT and successful holistic nurses?
PRACTITIONERS Separation from mainstream nursing occurs

when a nurse acknowledges that the old model (of
LEIGHSA SHAROFF

healing) is no longer fulfilling, or that the same
philosophy of nursing with colleagues is not sharedAbstract
(Slater, Maloney, Krau, & Eckert, 1999). This is
the time when traditional nurses, whose epistemol-Purpose: Artistry of holistic nursing requires
ogy is influenced more by traditional science mod-practitioners to be equipped with the ability
els, begin to question their assumptions (epistemol-to integrate and assimilate knowledge and
ogy is the theory of what counts as valid knowledgeexperience. This integrated wisdom is woven
and valid ways of knowing; Yorks & Sharoff,into proficiency and expertise, thus allowing
2001). As the literature states, some of the reasonsfor the transition to an experienced competent
nurses transition to holistic nursing may be becausehealth care provider who can meet the com-
of feeling burnout from traditional nursing, per-plex melange of practice. This qualitative nat-
sonal reasons (i.e., an illness), or for professional/uralistic study was designed to explore how
personal growth, development, and personal ethics10 experienced certified holistic nurses
(AHNA, 2000; Dossey, 1997; Dossey & Guz-(HNCs) learned to become competent holistic
zetta, 2000).nurses. Method: In-depth interviews of 10

The knowing that emerges from various formsHNCs, critical incident reports, and a summa-
of learning has a significant effect on the HNC’stive focus group. Findings: (a) Disjuncture
ability to participate in the healing process of othersexisted between the structure of traditional
and self. This knowing contributes to HNCs’ exper-nursing and the need of nurses for continued

personal and professional growth and devel- tise, thus affecting their ability to participate in the
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healing process. By gaining the knowledge of how certifying body. This study focused on situational
transitions (Schumacher & Meleis, 1994) exploringnurses learn to become competent providers, nurse

educators will be potentially better able to assist the experienced HNC at the proficient and expert
levels of competency. The researcher used the con-HNCs in becoming professional healers who can

meet the complex, ill-defined mélange of problems cept of proficient and expert to assist in the purpose-
ful sampling of HNCs. Proficient practitioners per-in the workplace and, therefore, become competent

and successful practitioners. ceived situations as wholes and performance is
guided by a deep understanding of the situationThe inquiry for this study was driven by four

central questions: (a) What motivates a professional (Dreyfus & Dreyfus, 1996). Expert practitioners
have an enormous background of experience andregistered nurse to become an HNC? (b) What

knowledge, skills, and attitudes did experienced have an intuitive grasp of each situation (Dreyfus &
Dreyfus, 1996).HNCs perceive they needed to become competent

as holistic nurse practitioners? (c) How did those Studies on transition (Holland, 1999; Slater et
al., 1999; Ventre & Bowland, 1995) explored thepractitioners acquire the knowledge, skills, and atti-

tudes they perceived they needed? and (d) What transitional process and motivation for change. Da-
ley’s (1999) study explored the different learningfactors facilitated and/or impeded their ability to

become competent practitioners? processes of the novice and expert nurse. This re-
searcher’s intention was to complement Daley’s
study by furthering the understanding of how expe-
rienced HNCs learned to become competent prac-Literature Review
titioners, thus gaining the higher level of knowledge
and skills needed to meet challenges of practice.To ground the nurse in the concepts of holistic

The journey of becoming an expert and profes-nursing, of being one with self and others, the
sional competent practitioner requires nurses to in-American Holistic Nurses Association (AHNA) de-
corporate various stores of knowledge and skills,veloped the Standards of Holistic Nursing Practice,
beyond the practical level, into their personhoodwhich defined and established the scope of holistic
and professional practice. One can conclude thatnursing and the expected level of care from a holis-
the epistemological center of professional expertisetic nurse (Dossey, Frisch, Forker, & Lavin, 1998;
is made up of tacit knowing, incidental knowing,Dossey & Guzzetta, 2000). The Standards of Holis-
practical knowledge, informal knowing, explicittic Nursing Practice were revised in 2000 following
knowledge, reflection in action, critical rationality,the results of the Inventory of Professional Activi-
reflection-on-action, and reflection-in-action (Jar-ties and Knowledge of a Holistic Nurse
vis, 1992a, 1992b, 1999; Patel, Arocha, & Kauf-(IPAKHN) survey.
man, 1999; Schõn, 1987, 1991; Sullivan, 1995).Studies on holistic nursing (Bishop & Scudder,

The transition from a novice to experienced1997) and client-nurse interactions (Schubert & Li-
practitioner culminates with expert practitionersonberger, 1995) have added to the understanding of
embodying the practical knowledge and the extantholistic nursing and holistic nursing theory. Cary’s
understandings of how to integrate practical and(2001) study explored the benefits and drawbacks
theoretical knowledge (Benner, Tanner, & Chelsea,of nursing certification. The consensus that certifi-
1996). Experts can arrive at a solution to complexcation is an important component for validation of
situations without conducting extensive researcha practitioner’s knowledge and skills depicts the
(Glaser & Chi, 1988) because they develop a “feel-21st-century citizens’ demand for expertise and
ing-sense of the problem” (Boreham, 1992). Com-competency in their health care providers.
petent practitioners must not only solve technicalTransition is a process of movement. Becom-
problems by selecting the means appropriate toing-to-being a HNC requires a transitional experi-

ence that culminates with the legitimization by the clear and self-consistent ends but also reconcile,
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integrate, or choose among conflicting apprecia- that new skills and knowledge are constructed. To
reflect on one’s action is to be an autoresearchertions of a situation so as to construct a coherent
in one’s practice.problem worth solving (Schõn, 1987). Competency

in one’s practice is an interactive process of acquir-
ing skills, knowledge, and experience. A conceptual

Methodframework of professional competency is built on
the triple foundations of the practitioner’s knowl-

Designedge, skill, and attitude (Jarvis, 1995).
The technical training of HNCs occurs in for-

The purpose of this naturalistic qualitative study
mal classrooms and formal programs; however,

was to explore how experienced HNCs learn to
these programs only go so far with regard to the

become competent practitioners. Institutional Re-
dissemination of knowledge and skills. Yet the core

view Board (IRB) approval for the protection of
of the HNCs’ ability to transition to competent

human participants’ rights was obtained from Co-
health care providers does not occur with the com-

lumbia University.
pletion of this formal training. It requires the ac-
knowledgment of the “spectrum of learning oppor- Participants
tunities available to adults, from the highly struc-
tured to the more informal ways adults go about The study focused on a sample of 10 HNCs who
learning” (Merriam & Caffarella, 1999, p. 24). have been practicing as holistic nurses for more

The researcher has explored several learning than 3 years and have incorporated the philosophy
opportunities, including informal learning, experi- of holistic nursing into their lives and practice. The
ential learning, learning from experience, reflec- initial criteria for inclusion in this study were being
tion, reflection-in-action, critical reflection, trans- an HNC and the time frame of the practicing HNC.
formative learning, and mentoring (Boud, Cohen, & All participants were initially contacted via e-mail
Walker, 1993; Boud, Keogh, & Walker, 1985; Co- with a general description of the purpose of this
hen & Galbraith, 1995; Merriam & Caffarella, study, participant eligibility, and participant
1999; Vance, 2001). involvement. Purposeful sampling occurred when

For HNCs to be able to learn, they must be the researcher contacted the AHNA and requested
able to make that experience meaningful. Numer- a list of all current HNCs. In addition, the researcher
ous adult educational theorists have explored this reviewed the AHNA’s Member Directory, which
basic ideology, such as Mezirow (1990a, 1990b), was available to all members. E-mail addresses
Schõn (1987, 1991), and Dewey (1938). To learn were obtained through the AHNA’s Member Direc-
and make that experience meaningful, the HNC tory. Once a participant agreed to be in this study
must reflect on it to gain a deeper understanding and his or her eligibility was confirmed, an intro-

duction letter, critical incident, and demographicof the event. Mezirow (1990a, 1990b), as well as
inventory were sent via e-mail attachment (see Ta-Jarvis (1992, 1999), Schõn (1987), and Brookfield
ble 6.4.1).(1990), agree that two types of change can occur

as a result of the learning process:
Data Collection Methods

Learners may be changed and they may act to
Demographics were collected to provide basic in-change the situation within which they function.

(Jarvis, Holford, & Griffin, 1998, p. 64) formation about the HNC participant population,
including age, gender, racial/ethnic background,

It is through learning from one’s experiences, from highest level of nursing degree held, area of nursing
practice, location of practice, incorporation of holis-reflecting on what those experiences have to offer,
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pects of people’s experiences” (Brookfield, 1990,TABLE 6.4.1 Description of Participants
p. 180).

Demographic Demographic Inventory
The critical incident was an instrument designed toInventory Data
obtain additional data, and the analyses of those
findings were used to further refine the interview

Summary
questions as well as provide data. After 8 of the 10

Gender Female, 100% participants completed the original critical incident
and analyses of those 8 critical incidents were com-Age 44–67 years, mean 51.6 years
pleted, a more precise and brief critical incident

Ethnicity 90% Caucasian, 10% Asian
was developed. The revised instrument asked the

Highest degree BS 20%, BSN 20%, BA 10%, participant to think of an important event in his or
MSN 30%, EdD 10%, PhD 10% her career and briefly describe how that experience

Years of experi- 9–27 years, mean 26.7 years affected his or her practice as an HNC.
ence in nursing A semistructured, open-ended-question inter-

view guide was developed to glean the stories ofYear obtained 1996 10%, 1998 50%, 1999 10%,
HNC 2000 30% the participants. All interviews were audiotaped and
certification conducted via telephone. A summative focus group

was also used for triangulation to validate conclu-HNC certifica- Portfolio, 100%
tion process sions. The researcher recruited 11 different HNCs

to participate in a 2-hour focus group. The volunteerArea works in East Coast 40%, Midwest 40%, West
participants were HNCs with at least 3 years ofCoast 20%
experience, thus forming a focus group comparable

Practice setting Parish nursing 10%, education 30%,
to those participants who were interviewed.home health care 10%, consulting

10%, private 20%, hospital 10%,
Data Analysismental health 10%

Position Retired 10%, career specialist 10%, To confirm the researcher’s perception of theme
client-centered 30%, professor 10%, and category coding, review of the data was con-
case manager 20%, consultant 20%

firmed through interrater reliability checks, summa-
Incorporate Yes, 100% tive focus group, and discussions with three consul-
HNC tants (all doctoral professors at Columbia Univer-
philosophy

sity). In addition, participants were asked to review
AHNA member Yes, 100% the interview for accuracy. The coding scheme was

developed for each of the four central research ques-
HNC = certified holistic nurse.

tions. Descriptors were formulated from the critical
literature review with additional descriptors con-
structed after analyzing the interviews. Triangula-tic nursing philosophy, and the year credentials
tion between the critical incident, interview, andwere received. A critical incident was used to obtain
summative focus group provided for reliability ofa real-life experience that pertained to the re-
the research findings with confirmation of replica-search question.
tion ability.

“The critical incident technique consists of a set
Limitationof procedures for collecting direct observations of

human behavior” (Flanagan, 1954, p. 327) and to
The researcher, an experienced HNC, brought herenter another’s “frame of reference” to “highlight

particular, concrete, and contextually specific as- own assumptions and experiences to this research
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My relationship to nursing…felt was very unre-study, which may have influenced the analysis. An-
warding…very task oriented…not what I had inother limiting factor was the small sample size of
mind in going into nursing…looking for a meaning

all female participants; henceforth, findings of this behind being a nurse other than…task-mas-
study are not widely generalizable to the universe ter…learn how to do a lot of tasks…don’t approach
of HNCs. However, this study’s participants were the fundamental essence of nursing.
comparable to that of the larger studies (Cary, 2001;
Dossey et al., 1998). Another participant, with more than 30 years

of experience as a nurse and 7 years as an HNC,
related her own need for self-healing. She said,

Findings
I do not think 1 had a good self care model…my
body was giving me a message that I would likelyResearch Question 1: “What motivated a profes-
become ill if I did not shift and change. And I heardsional registered nurse to become an HNC?” Was
that loud and clear…fall into…path of disease if I

it the disjuncture between the structure of traditional did not really improve my own habits…get my life
nursing and the HNCs’ own personal and profes- into a better pattern. It was a self healing thing…let
sional growth and development? go of agreeing with traditional medicine…wanted

my personal and professional life to be inResearch participants were asked to describe
congruency.what led them to move into holistic nursing, and

all 10 participants described feelings of disillusion-
Research Question 2: “What knowledge,ment between the reality of traditional nursing and

skills, and attitudes did experienced HNCs perceivethe ideal of what they would like nursing to be.
they needed to become competent as holistic nurseSome disillusionments discussed included the fol-
practitioners?” Was it the need for credibility?lowing: A lack of and need for professional and

The participants were asked to discuss whatpersonal growth and development; a loss of connec-
they thought they needed to know as they madetion with people; living with one philosophy and
the transition to becoming an HNC. They wereworking in another philosophy (concept of causal-
asked to discuss the early stages of this transitionity/duality); and personal events/burnout from tra-
and if they felt they were prepared or unpreparedditional nursing.
for the challenges that they faced. There were dif-One of the primary findings in this study was
ferences in their explanations for needing credibil-that all participants were highly motivated to be-
ity, yet all commented on the effect of how havingcome an HNC. One of the reasons for this motiva-
others judging them fueled their desire for credibil-tion appears to be a limitation in traditional nursing.
ity. There were also similarities in how they feltTraditional nursing, the style of nursing that was
negatively judged by others, particularly by nursingtaught in the academic setting, although a vital
colleagues, the medical community, fellow acade-aspect to health care, no longer satisfied these parti-
micians, and family members. Several participantscipants. The participants were fiercely committed
discussed needing credibility for a personal senseto finding a nursing paradigm where they could
of confidence and competency.practice the type of nursing that they wanted to.

One of the primary findings of this study wasThus, to become competent, the experienced HNC
that experienced HNCs felt that needing credibilitymust first be committed to working in a medical
was a key feature in being perceived as competent.paradigm that is congruent with their personal and
The philosophy of holistic health care has beenprofessional beliefs.
well received by most consumers, but health careOne participant, who presently works in home
professionals have been slower to embrace the con-health care, was motivated to become an HNC be-
cepts. Thus, legitimacy and credibility were per-cause she found traditional nursing unrewarding.

She stated: ceived as necessities by experienced HNCs. Nurses
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who practiced within the domain of holistic nursing tions in the learning strategies, such as increased
awareness; learning with and through others (men-had to overcome the stigma of being perceived

differently by their colleagues. Obtaining the cre- tors, role models); finding like-minded individuals;
reading and attending conferences and workshops;dential of an HNC brought about a certain level of

credibility for these nurses, which then elevated learning through experiences; and an increased
sense of confidence. All 10 participants referred totheir confidence and competency levels. Thus, a

key issue is the experienced HNCs’ perception of an increased awareness as they journeyed through
the process. This ranged from an awareness of howcompetence because of the validation provided by

the certification process. to attend to feelings and emotions, to self-care, to
learning to tolerate ambiguity and be nonjudg-One participant stated that she needed credibil-

ity because other health care professionals per- mental, and the learning strategies used that assisted
in gaining this awareness.ceived holistic nursing as a form of voodoo. She

said, One of the primary findings in this study was
that experienced HNCs described using informal

Always ridiculed…by peers, physicians, therapists, learning strategies, yet there were variations in the
nurses…people of higher education…frustrat- learning strategies. For experienced HNCs to learn
ing…felt my hands were tied…they felt I had no

to become competent as holistic nurses, they mustcredibility…was considered Satanism…occult
be open and willing to foster that knowing via a…looked upon as very evil. Voodoo is the nickname
variety of learning opportunities. The majority ofthat it was for a long time, “How’s your voodoo

work going?…How’s that waving your hands and learning opportunities that the HNCs in this study
scaring people?” Holistic nurses…compared to described were interpreted as either informal learn-
voodooism…was…a religion…not of God, not of

ing or incidental learning.
Christ…wasn’t ready for that…didn’t see it com-

One participant, a nurse with 33 years of expe-ing. I think that was the hardest thing that I had to
rience and 7 years as an HNC, commented that thedeal with.
tool needed was increasing awareness of self and
others. She stated,As one participant shared, she felt frustrated

by her workplace environment. She said,
Needed tools…if I needed tools, other people
needed…tools…knowledge, I mean awareness…itAlmost a perennial effort to remind…faculty about
is really about awareness…increasing awareness.holistic nursing philosophy and practice. What is
Honor who we are as we are but to also honor thefrustrating and even painful is how fear will cause
process that continues to allow us to evolve.us to sabotage each other for being different…how

that contaminates the work environment.
One participant, who has 24 years of experi-

ence as a nurse and 3 years as an HNC, describedResearch Question 3: “How did those prac-
titioners acquire the knowledge, skills, and attitudes how her awareness resonated with her own self-

caring. She said,they perceived they needed to know?” Was it
through the inclusion of informal learning strategies

Started to align my accidents…incidents…when Ito help them achieve competency?
was out of control without, nurturing…when wouldParticipants were asked to discuss what strate-
my back go out…get pneumonia again…wasn’t

gies they used to get to know what to do and how listening to my body to rest…listening to my-
to do it in order to become competent. In addition, self…took 2 years but I got it…a very hard les-
participants were asked to discuss key lessons they son…have to constantly relearn it though.
learned in becoming competent health care provid-
ers. Finally, they were asked what and who may All 10 participants also described how the pro-

cess of learning with and through others assistedhave helped them as they made their journey as
holistic nurses. The participants discussed varia- in their becoming competent health care providers.
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There were variations in the learning process and cles eventually became catalysts for growth. She
said,all participants described using more than one form

of learning.
Made the decision, to walk the path…more I didSeven of the participants described how a men-
…able to facilitate a healthier environment, for my-tor was an important figure in their journey. One
self…learned about my self care…more empow-

participant, who practices as a family nurse prac- ered I became to change whatever needed to be
titioner in the New York region, described how changed…do not think…allowed obstacles…if

they were there they became catalysts.important her mentor was to her. She stated,

Mentorship…really the thing that saved me…had Six of the participants commented that they
a mentor…somebody that took me through…my would have done things differently; however, there
personal mentor…mentoring was a big part.…- was no consensus on what they would have done
Mentor…already had awareness…experience with

differently. Three of the six commented on makingskills I was seeking to develop in myself.
different educational choices.

One participant, a diploma RN who has a BAFive of the 10 participants discussed how
degree, stated that she would have worked towardlearning through networking and finding people
different educational degrees but also feels she haswho were like-minded was another strategy used
not made any wrong choices. She stated,in becoming competent practitioners.

One participant, who has been a nurse for 9
Never really wanted my BSN…always had a nega-years and an HNC for 5 years, commented on how
tive attitude about it…if there was one possibili-

she received support from like-minded people. ty…would have a BSN and then a master’s in holis-
She said, tic nursing. I do not know if…actually made any

wrong choices or could wish it to be differ-
Networking…support from like-minded peo- ent…guess it has to play itself out…think what I
ple…different networking groups…really help- have is wonderful…it has served me well.
ful…get support emotionally for how hard it is
sometimes just to be a nurse. A nurse with 38 years of experience who has

her doctorate commented that the only obstacle
Research Question 4: “What factors facili- might have been time and money. She stated,

tated and/or impeded their ability to become compe-
tent HNCs?” What were the challenges that they Only obstacle might have been time and mon-

ey…had more time…might have gotten places.had to overcome as they transitioned from tradi-
tional nursing and in their practice as HNCs?

Five of the participants shared how their self-Participants were asked to discuss what obsta-
imposed beliefs and fears were obstacles. An exam-cles may have stood in their way that they wished
ple of this is provided by one participant, a master’s-weren’t there. They were also asked to reflect on
prepared family nurse practitioner, who describedwhat they might have done differently in their
how she self-imposed obstacles. She stated,journey.

Four of the 10 participants commented that
Obstacles were my own…any obstacle…ever hadthey would have done nothing differently as they …always self-imposed obstacles…really resistance

made their journey into holistic nursing, yet all did to change…an unwillingness to really thoroughly
experience some obstacles as a source of growth, commit to a new direction.
such as educational choices; the need for more time
and money; self-imposed beliefs and fears; and lack However difficult the obstacles have been, the

participants in this study all expressed that the pro-of support in the work environment.
One participant, a nurse for 9 years who pres- cess of learning to become competent practitioners

has led them down a wonderful and exciting road.ently works in community service, stated that obsta-
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The journey to becoming an HNC has been a pro- titioners and establishing healthy interpersonal rela-
tionships, one continues to foster the process ofcess of love, growth, and being true to oneself.

There has been an acceptance of the obstacles and learning. Finally, being aware of and accepting the
challenges and obstacles that one faces on the jour-of the people who were unable to understand or

accept the process. In other words, to learn to be- ney of learning is an integral part of the entire
process.come competent practitioners, experienced HNCs

learned to view all obstacles and experiences as part
of the learning process, thus the obstacles became
facilitators of growth. One participant, a nurse with Conclusions and Recommendations
24 years of experience, stated,

The researcher has drawn six conclusions based on
Everything was for a purpose…truly believe that the findings of this interpretative qualitative study.
it helped me grow…helped me learn…more about

One of the conclusions is that people who learn tome…as frustrating as it was…I learned things that
be competent HNCs have awareness of what theyI couldn’t learn in the classroom…the process
need to foster their own growth and development.taught me to be gentle with walking quietly…teach-

ing…persistence…it is a passion…and the passion In addition, people who learn to become successful
will drive you. competent HNCs are dedicated to their own per-

sonal growth and development. They understand
One participant who works in a hospital criti- that caring for oneself is an important prerequisite

cal care setting stated, to helping others.
A third conclusion is a commitment to main-

[I] feel blessed from all my experiences…which taining equilibrium between satisfying personal
have been enhanced because of my acquired

needs and professional goals and aspirations. ThereHNC…[I] believe by furthering my knowledge by
is no separation between the personal and the pro-pursuing my HNC…I opened pathways from

within myself. fessional. A fourth conclusion is the necessity to
being open and willing to use a variety of learning
strategies to achieve their goals. By being conscious
of how to incorporate the learning gained fromDiscussion
different situations into their practice, by being re-
flective practitioners and exploring alternative per-The first step in the process of learning to become

competent health care providers is awareness of the spectives to beliefs and assumptions, successful
competent health care providers are able to problemneed to work in a nursing paradigm that is congru-

ent with one’s own personal and professional be- solve and meet workplace challenges.
Furthermore, having a good support systemliefs and values. The commitment to foster personal

and professional growth and development and the is vital to learning to become a competent HNC.
Successful practitioners surround themselves withneed for self-care and to reconnect with others is

the driving force that propels this need. The next individuals who can provide guidance, support, and
learning opportunities. Finally, viewing challengesstep is the awareness of what knowledge, skills,

and attitudes are needed to make such a change. and obstacles as learning opportunities is integral
to the process. Competent holistic nurses have theThe awareness that credibility and legitimacy are

necessary for acceptance and respect by others con- ability to reconstruct assumptions and to revise and
refine their beliefs and values, thus improving theirtinues to foster personal and professional growth

and development. Openness and willingness to use vision of what is and what can be.
The principal recommendation is that therea variety of learning opportunities to acquire the

necessary knowledge, skills, and attitudes comple- should be a continued dialogue between the leaders
of the holistic nursing community and traditionalments this journey. By becoming reflective prac-
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Chapter 7 Health and Illness Transitions

Self-Care Defined7.1 SELF-CARE OF HEART
FAILURE: A SITUATION-SPECIFIC

We defined self-care as a naturalistic decision-mak-THEORY OF HEALTH
ing process that patients use in the choice of behav-TRANSITION
iors that maintain physiologic stability—symptom

BARBARA RIEGEL monitoring and treatment adherence—and the deci-
VICTORIA VAUGHAN DICKSON sion-making response to changes in signs and

symptoms (Riegel et al., 2004). Patients who en-
gage in routine and consistent self-care have better
outcomes; several studies have demonstrated thatHeart failure is the most common and expensive
poor treatment adherence, a component of self-care,chronic illness among older adults in developed
is common among patients who are admitted to thecountries. In the United States alone, the prevalence
hospital with worsening heart failure (Bennett etof heart failure is 5,300,000, with one in eight
al., 1998; Ghali, Kadakia, Cooper, & Ferlinz, 1988;deaths attributable to heart failure (American Heart
Opasich et al., 2001; Tsuyuki et al., 2001; Vinson,Association, 2008). In persons with chronic heart
Rich, Sperry, Shah, & McNamara, 1990). We havefailure, transitional care involves coordination and
demonstrated that event-free survival is signifi-continuity of care as patients transfer from hospital
cantly better in symptomatic heart failure patientsto home and cycle between phases of relative physi-
who engage in above average self-care managementologic stability to acute decompensation. The cost
compared with those who are poor in self-care man-associated with heart failure has risen exponentially
agement (Lee, Moser, Lennie, & Riegel, 2008).over time as well due to frequent and repeated

exacerbations and hospitalizations. In the United
States, the estimated direct and indirect cost of heart A Situation-Specific Theory
failure for 2008 was $34.8 billion (American Heart of Heart Failure Self-Care
Association, 2008).

Over the past 15 years, heart failure disease My program of research in self-care as a means of
management has become an exemplar model of facilitating transitions in heart failure began during
transitional care. However, only about 20% of per- my tenure as a Clinical Researcher at Sharp
sons with heart failure are referred to heart failure HealthCare in San Diego, California. In the mid-
specialty teams able to provide full-service disease 1990s, administrators focused on heart failure as
management (Fonarow, 2006). Even fewer investi- one of the top 10 causes of hospitalization. As the
gators have used continuity of care models in this Clinical Researcher responsible for the cardiovas-
patient population (Naylor et al., 2004). For these cular service line, I began a series of studies testing
reasons and others explored in the text that follows, disease management approaches to decrease the
my program of research has focused on improving need for rehospitalization in persons with heart fail-
the ability of heart failure patients and their families ure (Riegel & Carlson, 2004; Riegel, Carlson, Gla-
to engage in self-care as an adjunct or an alternative ser, & Hoagland, 2000; Riegel, Carlson, Glaser, &

Romero, 2006; Riegel et al., 2002).to disease management.

320
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Very early in that process I began to focus The situation-specific theory described here
evolved from our early conceptual model, whichon self-care as the mechanism responsible for the

outcomes we achieved. We developed a model of was codified for the purposes of instrument devel-
opment (Riegel, Carlson, & Glaser, 2000). Keyself-care that evolved in later years into a situation-

specific theory of heart failure self-care (Riegel & concepts in the conceptual model were self-care
maintenance and self-care management to compriseDickson, 2008). Compared with grand and middle-

range theories, situation-specific theories are more the behaviors of symptom monitoring, treatment
adherence, and decision making, as described pre-concrete, less abstract, and address a specific clini-

cal phenomenon seen in practice (Im & Meleis, viously. The selective attention that occurs with
symptom monitoring is crucial for recognizing and1999). Consistent with the definition of situation-

specific theory, we limited our theory to adults with interpreting symptoms. Treatment adherence, a
component of self-care (Lorig & Holman, 2003),heart failure. We used the integrative approach to

the development proposed by Im and Meleis (1999) involves following the advice of providers to follow
the treatment plan and attend to taking care of one-and included the crucial elements of a nursing per-

spective, a clear link between the theory, research, self with behaviors such as exercise and smoking
cessation.and clinical practice, and a conceptual scheme

based on abstract thinking, memo or journal writ- Decision making in response to symptoms is
the quintessential element of self-care management,ing, and dialogue with colleagues, students, and

research participants. which is defined as an active, deliberate process.
Self-care management is essential in heart failure if
patients are going to control the precarious balance

Theory Link
between relative health and symptomatic heart fail-
ure. Five stages of management were described:The theory and research by prior investigators
recognizing a change in health status (e.g., newgreatly enhanced our understanding of self-care as
swelling), evaluating the change in status, decidinga process performed by patients with the support
to take action, implementing a treatment strategyof clinicians (Becker, Gates, & Newsom, 2004;
(e.g., taking an extra diuretic dose), and evaluatingDodd, 1997; Leenerts, Teel, & Pendleton, 2002;
the treatment implemented (Figure 7.1.1). This def-Orem & Vardiman, 1995). That is, although self-
inition of management is consistent with the defini-care is ultimately an individual patient responsibil-
tion from Wilde and Garvin (2007) who define self-ity, self-care is performed most effectively with
monitoring as encompassing bodily awareness, athe support of clinicians who coach and support
concept similar to recognizing a change in status.patients (Becker et al., 2004). It would be extremely
It is also consistent with the work of Wilson et al.unusual for a person with a chronic illness as com-
(1993) who note that in self-management, patientsplex as heart failure to master self-care without
undertake tasks that are the traditional provincethe guidance of a nurse. Embedding our theory in
of professionals such as prescribing drug dosages.clinical practice, we had observed that nurses help
Once changes in signs and/or symptoms are recog-patients learn how to monitor and interpret symp-
nized, a response must be decisive and timely. Antoms, set priorities, and make decisions about their
assumption of the self-care management process iscare. Others have used terms such as self-observa-
that patients able to recognize their symptoms willtion, symptom perception and labeling, judgment
be better at subsequent steps in the process.of severity, treatment consultation, choice of assess-

Figure 7.1.1 illustrates the conceptual modelment and treatments, and symptom outcome to cap-
of heart failure self-care. Stage 1 reflects self-careture this process of self-care (Dodd, 1984; Levin,
maintenance, a process focused on symptom moni-Katz, & Holst, 1979; Sorofman, Tripp-Reimer,

Lauer, & Martin, 1990). toring and treatment adherence. Stages 2–5 reflect
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FIGURE 7.1.1 Self-care of heart failure model.
Reprinted from the Journal of Cardiovascular Nursing with permission of Lippincott Williams & Wilkins (Riegel & Dickson, 2008).

ential in developing that expertise are knowledge,self-care management, a process in which patients
experience, skill, and compatibility with valuesrecognize and respond to their symptoms. Confi-
(Figure 7.1.2).dence is thought to influence the self-care process

Figure 7.1.2 illustrates the naturalistic deci-in important ways.
sion-making process underlying the situation-spe-Since that early work, two major advances
cific theory of heart failure self-care. In order tooccurred in our thinking. First, in our early work,
make a decision in a particular situation or context,self-care was defined as a rational process, involv-
four criteria are needed: experience with and knowl-ing purposeful choices and behaviors, reflecting
edge about the situation and the decision, skill toknowledge and thought. Later we questioned the
act on the decision, and the decision and actionrationality and critical thinking abilities of patients
must be compatible with values.making decisions about symptoms. Naturalistic de-

The second major advance in our thinking iscision making (Lipshitz, Klein, Orasanu, & Salas,
related to the concept of confidence. Initially, confi-2001) was thought to better reflect the process by
dence was conceptualized as a component of self-which people make decisions in real-world settings.
care based on early pilot work interviewing heartFour characteristics exemplify naturalistic decision
failure patients about their self-care. In later discus-making: (a) focusing on process rather than out-
sions with colleagues, we came to see confidence

come, (b) using decision rules that match the situa-
as a mediator and/or a moderator of the relationship

tion and the action, (c) letting context influence
between self-care and outcomes rather than a core

decision making, and (d) basing practical decisions
component of self-care itself.

on the empirical information available at the mo-
ment. Naturalistic decision makers rely on devel-

Research Link
oped expertise to mentally simulate an action and
anticipate how it will play out and less on normative In a recently published description of our situation-

specific theory of heart failure self-care (Riegel &models of rational behavior. The factors most influ-
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FIGURE 7.1.2 Decision-making model of heart failure self-care.

Dickson, 2008), we proposed and tested a series of tients experienced with heart failure compared with
those who were inexperienced. Persons with posi-propositions using existing data sets from our prior

research. The theoretical propositions tested were: tive values regarding self-care had higher self-care
maintenance than those with predominately nega-(a) symptom recognition is the key to successful

self-care management; (b) self-care is influenced tive values. A similar picture was seen in self-
care management.by knowledge, experience, skill, and compatibility

with values; and (c) self-care confidence mediates Then we tested the proposition that confidence
moderates the relationship between self-care andand/or moderates the influence of self-care.

For the first proposition, we hypothesized that outcomes, hypothesizing that higher levels of heart
failure self-care would be associated with betterthe patients who were unable to recognize their

symptoms would be unsuccessful in subsequent economic outcomes, but only when confidence is
high. This hypothesis was supported (Lee, Carl-steps in self-care management. This hypothesis was

supported when treatment initiation scores were son, & Riegel, 2007). Specifically, self-care pre-
dicted the likelihood of readmission for heart fail-higher in persons who recognized their symptoms

quickly versus those who did not. Treatment evalu- ure. Level of self-care also explained a significant
amount of the variance in heart failure direct andation ability also was higher, although the differ-

ence between the groups in this analysis did not total inpatient cost.
Finally, we hypothesized that self-care confi-reach statistical significance.

In testing the second proposition, we hypothe- dence would mediate the relationship between so-
cial support and self-care in patients with heartsized first that self-care would be higher in patients

with more knowledge about their heart failure, but failure. The proposed mechanism was that social
support would improve self-care confidence andinterestingly, that hypothesis was only partially

supported. Self-care maintenance was lower in pa- thereby improve patients’ abilities to perform self-
care. In testing, support was a significant predictortients with higher knowledge, contrary to our pre-

diction, but self-care management was higher in of self-care confidence and a significant predictor
of self-care management. When support and confi-those high in knowledge, albeit not significantly

so. Self-care maintenance and management were dence were entered into the equation simultane-
ously, there was evidence of a mediator effect (Rie-higher in patients with more self-care skill, as hy-

pothesized. Self-care management was better in pa- gel & Dickson, 2008). Based on this analysis, we
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believe that social support improves self-care man- Assisting patients in the development of self-
care skill requires a shift in the patient educationagement by improving patients’ confidence in their

abilities to perform heart failure self-care. paradigm from a traditional model characterized by
authoritarian, prescriptive, and generalized infor-
mation to a patient-centered, collaborative ap-

Practice Link
proach in which patients learn the tactical and situa-
tional skills necessary for true self-care. A skill-Knowledge and skill are conditions known to be
building paradigm needs to begin with assessmentextremely important in influencing transitions
of the level of tactical skills needed for self-care(Schumacher & Meleis, 1994). Both knowledge
and any unique circumstances that need to be con-and skill are believed to be essential for successful
sidered in teaching these skills. Skill-building exer-heart failure self-care. Nurses have a long history
cises focus on skill deficits and managing uniqueof promoting knowledge acquisition (Saarmann,
situations.Daugherty, & Riegel, 2000), but skill acquisition

Assessing what situations pose the greatestis virtually ignored in heart failure patients. We
challenge to the patient (e.g., vacation, family situa-have used our situation-specific theory of heart fail-
tions, workplace) will help identify circumstancesure self-care to guide the development of interven-
that place the individual at risk for lapses in self-tions focusing on skill development. Little attention
care. Assisting in planning through these specialhas been given to identifying how to improve skill
situations may be facilitated by role-playing scenar-in HF self-care. We used qualitative descriptive
ios and think-aloud exercises. Identifying themeta-analysis techniques to assess what self-care
trusted resources most likely to influence the pa-skills heart failure patients perceive needing and
tient’s self-care practices and including them when-how they developed the skills needed to perform
ever possible in educational sessions may reinforceself-care. Themes identified in data from 85 adults
behaviors and correct misconceptions held by thosewith chronic heart failure enrolled in three prior
trusted others.studies were re-examined using within-study and

A skill-building paradigm also must includeacross-study analysis and translated to create a
the critical element of coherence—linking the indi-broader and more complete understanding of the
vidual’s unique symptoms, the heart failure mecha-development of skill in heart failure self-care (Dick-
nism, the cause of symptoms, and specific actionson & Riegel, 2009).
needed to avert an exacerbation of heart failure.In that analysis, we identified that both tactical
In prior research, we identified coherence as the(e.g., “how to”) and situational skills or “what to
construct that ties it all together for patients (Dick-do when” are needed to perform adequate self-care.
son, Deatrick, & Riegel, 2008). Thus, coherenceTactical self-care skill involves the performance of
needs to be a constant theme during any skill-basedroutine behaviors (e.g., meal preparation, ordering
intervention. Without that link, patients will con-low-salt food in a restaurant). Situation skill in-
tinue to tell us that they know they need to followvolves making decisions about signs and symp-
a low-salt diet, but they do not know how to do ittoms. In prior research, we demonstrated that skill
or what to do when faced with a difficult situationin self-care maintenance is needed before persons
like a family holiday gathering.with heart failure can successfully master self-care

To maximize the ability of heart failure pa-management (Riegel, Vaughan Dickson, Gold-
tients to successfully transition from hospital toberg, & Deatrick, 2007). So, we think there is a
home and to avoid future hospitalization becausehierarchy in the development of these processes.
of an acute exacerbation, skill acquisition needs toThese skills evolve over time and with practice, as
be developed in these patients. True skill in self-patients learn how to make self-care practices fit
care evolves over time and with practice, as patientsinto their daily lives and as they gain experience

in successfully managing heart failure symptoms. learn how to make self-care practices fit into their
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daily lives. We found in prior research that profi- for the seeming disconnect among theory, research,
and practice, but one likely reason is the tensionciency in skill acquisition was attained primarily

through input from family and friends (Dickson et between theoretical vision and clinical wisdom. Sit-
uation-specific theories such as the self-care ofal., 2008). Health care professionals rarely made

significant contributions to the learning of essential heart failure theory described here may be one way
of linking theory, research, and clinical practice.skills, so including family and friends in teaching

sessions is essential. The theory described here directly reflects the expe-
riences of clinicians in their daily practice.Traditional patient education does not support

development of skill in self-care in persons with
heart failure. New patient teaching strategies are
needed that support the development of tactical and
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health-illness transition in Mexican immi- prevalence of diabetes in the Hispanic population
were generated from 4 large studies that establishedgrant women with type 2 diabetes who reside

in the Arizona-Sonora region of the U.S.– a 2 to 3 times greater prevalence of noninsulin
diabetes in persons of Mexican origin than in non-Mexico border. There was a significant (p <

0.001) increase from preintervention to post- Hispanic Whites.8 Findings from a random house-
hold survey conducted along the Arizona-Sonoraintervention in diabetes knowledge and dia-

betes self-efficacy, and a significant decrease region of the U.S.–Mexico border demonstrated
that the prevalence of diabetes in Hispanics (primar-(p = 0.001) in psychosocial and health-re-

lated behavior problems. Immigrants are ily of Mexican origin) aged 40 years or more was
20%, or 2 to 2.5 times greater than in non-Hispanicconfronted with multiple and complex social,

cultural, and situational transitions that may Whites.9 Contributing to the rapidly increasing
prevalence of type 2 diabetes in Hispanics is aadversely affect their health.1-3 The nature,

conditions, meanings, and processes of family history of diabetes, an elevated body mass
index, an increase in sedentary lifestyle, and anhealth–illness transitions associated with di-

abetes influence the daily lives and interac- underlying genetic susceptibility.10 Compared with
diabetic non-Hispanic Whites, Mexican Americanstions of Mexican immigrant women residing

in the U.S.–Mexico border region. This arti- with diabetes have a greater incidence of macrovas-
cular and microvascular complications, includingcle reports the findings of a pilot intervention

study designed to facilitate the health-illness end-stage renal disease.11

transition of Mexican immigrant women di-
agnosed with type 2 dibetes who live in the
Arizona–Sonora region of the U.S.–Mexico Culturally Situating
border. Diabetes Self-Management

Diabetes self-management necessitates daily en-
Hispanic Immigration Trends gagement in a complex set of behaviors that include

(a) healthy eating, (b) physical activity, (c) blood
Persons of Hispanic origin (hereafter referred to

glucose monitoring, (d) taking medications, (e)
as Hispanics) are the largest and fastest growing

problem solving, (f) healthy coping, and (g) reduc-
minority group in the United States, and are pro-

ing risks.12 Successful management of behavioral
jected to represent 25% of the U.S. population by

changes needed to attain glycemic control is often
2050.4 Although the majority (59.8%) of Hispanics

challenging for Hispanics with diabetes.13 Many
in 2005 were U.S. citizens at birth, 40.2% were

researchers attribute this to the fact that most tradi-
foreign born or immigrants,5 primarily from Mex-

tional diabetes self-management models are cultur-
ico.6 The majority of Mexican immigrants are con-

ally insensitive, culturally inappropriate, acontex-
centrated in the western part of the United States.7

tual, and ineffective for this population.14,15

The state of Arizona, the site for this study, reported
Oomen and colleagues15 suggested a shift from

in 2000 that 66.4% of the state’s foreign-born popu-
viewing self-management as personal beliefs and

lation was born in Mexico.6 Arizona has the sixth-
values, self-efficacy, and lifestyle modifications to

largest proportion of Hispanic households in the
incorporating the constructs of social support, inter-

nation (28.9%), and experienced a 32.4% increase
personal behavior, group interaction, language,

from 2000 to 2005.5

community, and cultural values.
Culturally relevant interventions intended to

increase diabetes self-management skills forDiabetes in the Hispanic Population
achieving glycemic control in persons of Mexican
origin who reside in the U.S.–Mexico border regionDiabetes disproportionately affects Hispanic

Americans. The majority of data that describe the have been tested.16-19 Although the majority of the
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participants in these studies successfully achieved Transitions are fluid because they involve on-
going processes and outcomes over time (Figureshort-term glycemic control, they were unable to

adapt diabetes self-management behaviors for a 7.2.1).22 Factors affecting transition processes and
outcomes include the nature and meaning ascribedlong term. Inadequate intervention dose14 and cul-

turally inappropriate models have been suggested to the transition and critical events occurring
throughout the process, as well as individual, fam-as contributing factors for failure to sustain diabetes

self-management.15 The development of culturally ily, and community facilitators and inhibitors. Five
properties have been associated with transition ex-congruent Hispanic diabetes interventions requires

research aimed at developing culturally appropriate periences: (a) awareness, (b) engagement, (c)
change and difference, (d) time span, and (e) criticaloutcome measures and exploring motivating factors

and strategies for diabetes self-management within events. Awareness and engagement are evidenced
by the women’s recognition of the chronic illnessa cultural context.14,15

and their involvement in diabetes self-management
behaviors. Change, difference, and time span are
reflected in their personal accounts of the ways inThe Diabetes Health-Illness
which the illness has affected their daily lives. AnTransition Among Hispanics
example of a critical event is the day of diagnosis1 or
hospitalization for a diabetes-related complication.The middle range nursing theory of transitions1 pro-

Healthy transitions are facilitated and inhibitedvided the theoretical framework for this study.
by personal, community, and/or societal factors.1Transition theory is an effective way to understand
Personal factors that could facilitate or inhibit thecomplex adaptations that immigrant women make
diabetes health-illness transition include meanings,as they manage the health-illness transitions associ-
knowledge, cultural beliefs, and practices sur-ated with a chronic illness such as diabetes. Health-
rounding diabetes. Early assessment of process in-illness transitions are complicated because immi-
dicators that facilitate health or increase vulnerabil-grants are at risk for discrimination, lower socioeco-
ity is essential for developing interventions thatnomic status, and language and cultural barriers,
facilitate healthy outcomes. Examples of processwhich may prevent access to necessary resources.20

indicators that characterize healthy transitions areTransitions have been defined as “a passage
feeling connected and interacting with others, beingfrom one life phase, condition, or status to anoth-
situated, and developing confidence and copinger.”21(p. 256) Individuals and families experiencing de-
strategies.velopmental, situational, and health-illness transi-

Outcome indicators that characterize healthytions come in contact with nurses and the health
transitions involve “mastery of new skills neededcare system. Nursing practice is concerned with
to manage a transition and the development of ahow people respond to transitions, as well as those
fluid yet integrative identity.”1(p. 25) Belief in one’sfactors that assist them during transition periods.22

ability and actual daily engagement in healthyHealth-illness transitions may involve the processes
eating, physical activity, blood glucose monitoring,of getting ill, being diagnosed, recovery, adapting
and medication management represents mastery ofto a chronic illness, accessing health care services
skills for a healthy diabetes transition.12 Nursingand support, as well as seeking and using traditional
interventions in the community can promote ahealing practices. Transitions seldom occur alone
healthy transition at many points during the health-and frequently precipitate other transitions.1 Mexi-
illness transition process by facilitating or diminish-can immigrant women who have type 2 diabetes
ing inhibitors affecting the transition outcome. Inexperience multiple and complex transitions simul-
this study, we implemented a culturally tailoredtaneously23,24; this chapter focuses on their health-
community-based nursing and promotora25,26 (com-illness transition experiences associated with

diabetes. munity health worker) intervention within the con-
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FIGURE 7.2.1 Health-illness transition experiences among Mexican immigrant women with diabetes.
Adapted with permission from Meleis et al. (p. 17).

text of the health-illness transition in a group of reflects the research process of working back and
forth between deductive and inductive models ofMexican immigrant women with type 2 diabetes.
thinking in a research study.28(p. 178)

Methods
Intervention

The purpose of the study was to explore the poten-
tial effect of the intervention on the health-illness A team consisting of a nurse researcher and a bilin-

gual nurse/certified diabetes educator (CDE) devel-transition of Mexican immigrant women with type
2 diabetes. The research design was an equivalent oped the Promotora-Diabetes Education and Social

Support Intervention (P-DESSI). The goal of thestatus mixed-method design27 using both quantita-
tive and qualitative approaches. The design for this P-DESSI was to facilitate Mexican immigrant

women’s diabetes health-illness transition by in-exploratory investigation uses the advantages of
both the quantitative and qualitative paradigms, and creasing diabetes knowledge and social support,
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decreasing psychosocial and health-related behav- the corresponding group session. The intervention
was individually tailored to the context of needs ofior problems, and increasing diabetes self-efficacy.

We recruited and trained 2 bilingual promotoras each participant. For example, during the nutrition
module, the promotora and the participant sat atemployed by the local community health center,

who were knowledgeable about diabetes and expe- the kitchen table and read food labels on the packag-
ing of breakfast foods the woman usually ate.rienced in conducting home visits, to deliver the 6-

month community-based intervention. Because the
participants did not speak English, the entire inter-
vention was delivered in Spanish. Sample and Recruitment

The intervention consisted of a group compo-
nent delivered once a month at the local community Prior to recruiting participants, the institutional re-
health center, and an individual component deliv- view board (IRB) of The University of Arizona and
ered in the participants’ homes. The group compo- the local community health center IRB reviewed
nent was organized around a 30-minute class, fol- and approved the research. We selected a conve-
lowed by a 1-hour focused discussion session, and nience sample of 15 participants from attendance
ended with 10 minutes of physical activity. The logs of diabetes education programs conducted in
research team and invited professionals conducted the community. Inclusion criteria included the fol-
the classes. Over the 6-month period, 5 of the 7 lowing: (a) being of Mexican origin, (b) aged 18–
recommended diabetes self-management behav- 65, (c) diagnosed with type 2 diabetes (confirmed
iors12—healthy eating, physical activity, problem by medical record), (d) patients of the local commu-
solving, healthy coping, and reducing risks—were nity health center, (e) able to speak Spanish, (f)
addressed in the classes. During 3 of the 6 group able to walk at least 1 mile (self-report), and (g) had
sessions, the promotoras facilitated a focused dis- previously attended a diabetes education program.
cussion session that was audiotaped. The topic of Health center staff contacted potential participants
the focused discussion session was consistent with by telephone and used a recruitment script to review
the class content. For example, when a bilingual, the study and seek their permission to be contacted
bicultural nutritionist presented on healthy eating, by the nurse researcher and/or the CDE. Once en-
the focused discussion session also addressed rolled, promotoras mailed monthly postcard re-
healthy eating. The promotoras used 2 questions minders about the group sessions and made tele-
developed by the researcher to facilitate the focused phone calls to schedule the 4 home visits.
discussion sessions. During the final 10 minutes
of the monthly group meetings, the promotoras
facilitated a physical activity session (e.g., dancing, Design and Measures
stretching, or walking).

The promotoras delivered the individual com- The quantitative approach used established instru-
ponent of the intervention at each participant’s ments to compare differences between (a) diabetes
home, in four 60–90-minute sessions. The purpose knowledge, (b) social support, (c) psychosocial
of the first home visit was to establish rapport and problems, (d) health-related behavior problems, and
identify psychosocial and health-related behavior (e) diabetes self-efficacy in participants both before
problems (transition inhibitors) using the Omaha and after the intervention. Quantitative data collec-
System.29 During the other 3 home visits, the pro- tion consisted of completion of a set of self-reported
motoras provided individually tailored diabetes ed- questionnaires collected during the first and last
ucation and social support. The home visit curricu- group sessions. In addition, a demographic ques-
lum consisted of 3 modules: healthy eating, manag- tionnaire was administered during preintervention
ing stress, and physical activity. The promotoras data collection. The promotoras and/or the bilin-

gual CDE read in Spanish the questionnaires fordelivered each module within 3 weeks following
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those participants who had visual impairments, transition. The 8-item Self-Efficacy for Diabetes
Scale18 was administered in the postinterventionwere illiterate, or had low health literacy levels.

The qualitative approach was used to obtain data collection session. The Self-Efficacy for Dia-
betes Scale was administered first as a posttest anddifferent and/or complementary data on the same

phenomena. Qualitative data collection consisted then readministered as a retrospective pretest. A
retrospective pretest assumes that the participant’sof 2 semistructured questions that were presented to

participants during the focused discussion sessions: pretest and posttest response is made with respect
to the same internal standard. The expectation is(a) What are the strategies that you use that allow

you to be successful in managing your diabetes? that the comparison of posttest scores with retro-
spective pretest scores would eliminate treatment-(b) What are the challenges or barriers that get in

the way of successfully managing your diabetes? produced response shifts and give an unconfounded
indication of the treatment effect.32 Reliability andThe focused discussion sessions were audiotaped

and transcribed. validity of the scale has been established in Span-
ish- and English-speaking individuals.33,34

Quantitative Measures
Data Analyses

The 10-item demographic questionnaire was ad-
Data analysis consisted of both quantitative and

ministered at the preintervention session and in-
qualitative methods to study the same phenome-

cluded country of origin, number of years in the
non—the health-illness transition of Mexican im-

United States, language first learned, years of for-
migrant women with diabetes. Quantitative data

mal education, years with diabetes, and number of
analysis was conducted using SPSS for Windows

diabetes classes previously attended. Instruments
version 14. Descriptive statistics were used to iden-

used to collect data in the preintervention and post-
tify trends and characteristics of the sample. Paired

intervention sessions included the 24-item Diabetes
t tests were produced for comparison of preinter-

Knowledge Questionnaire (DKQ)30 and the 19-item
vention and postintervention questionnaire data.

Medical Outcomes Study (MOS) Social Support
The significance level was set at p < 0.05. The

Inventory.31 The DKQ is a reliable and valid mea-
qualitative data from the tape-recorded 1-hour fo-

sure of diabetes-related knowledge.30 The MOS So-
cused discussion sessions were transcribed by a

cial Support Inventory measures the availability of
bilingual graduate assistant and subsequently trans-

social support in 4 functional domains: informa-
lated into English; cultural equivalency was ensured

tional/emotional, tangible, affectionate, and posi-
through backtranslation.35 The researcher and the

tive social interaction. Internal consistency for the
graduate assistant analyzed the translated qualita-

overall scale is 0.97, and subscale values range
tive data from the focused discussion sessions using

from 0.91 to 0.96.31 Psychosocial and health-related
thematic analysis.36 Ongoing consultation and refer-

behavior problems were identified by the promo-
ence to the original Spanish-language transcripts

toras during the first and last home visits using 2
provided further assurance of semantic and cultural

domains of the Omaha System.29 The psychosocial
equivalence of the findings.

domain includes 12 potential problems, and is de-
fined as patterns of behavior, emotion, communica-
tion, relationships, and development. The health- Results
related behavior domain has 9 potential problems,
and is defined as patterns of activities that maintain Sample
or promote wellness, promote recovery, and de-
crease risk of disease. Finally, diabetes self-efficacy A total of 15 Mexican immigrant women were re-

cruited and enrolled into the 6-month interventionserved as a process indicator of a healthy diabetes
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pilot study of the P-DESSI. Word of mouth and 0.001). There were no significant changes between
preintervention and postintervention scores relatedtelephone calls were the most effective recruitment

strategies used by the promotoras. All of the partici- to social support (Table 7.2.1). Because the items
in the informational and emotional subscale of thepants received the individual component of the in-

tervention (4 home visits). However, only 20% of social support instrument were the most likely to be
influenced by the intervention, they were analyzedthe women participated in all 6 of the group ses-

sions; 80% participated in at least 3 of the group separately from the other items; there were no sig-
nificant changes between preintervention and post-sessions. Reasons for missing group sessions were

primarily related to sick children, school activities, intervention in those scores. The potential influence
of a dose effect on social support was assessed byand other competing family events.

Fifteen (N = 15) women with a mean age of selecting those participants who attended at least 2
of the 3 focused discussion sessions (n = 12). There53 years (SD = 11.05, range 36–72) participated

in this study conducted in an Arizona community were no differences between preintervention and
postintervention for the informational and emo-adjacent to the Mexico border. All of the women

were Mexican citizens at birth who immigrated to tional social support subscale in this subgroup (t11

= −0.72, p = 0.49). The diabetes self-efficacy ques-the United States. The mean number of years they
had lived in the Arizona community was 21 years tionnaire was administered during the postinterven-

tion data collection period as a posttest and retro-(SD = 12.35, range 5–46). Despite the fact that
they were long-time U.S. residents, the immigrant spective pretest, and was also significant (p <
women spoke only Spanish. The mean number of 0.001).
years of formal education—primarily from Mex- There were significant changes between prein-
ico—was 8.33 years (SD = 3.54, range 0–14). The tervention and postintervention in the numbers of
majority (n = 8) were married, 2 were widowed, 1 problems identified in the 2 domains of the Omaha
was divorced, and the other 4 were single. The System: psychosocial (p = 0.001) and health-related
mean number of years diagnosed with type-2 diabe- behaviors (p < 0.001) (Table 7.2.1). Problems with
tes was 3.0 (SD = 2.58, range 6 months–10 interpersonal relationships were reported by the ma-
years). The average number of previous American jority (93.3%) of the women and were most fre-
Diabetes Association diabetes education classes at- quently attributed to minimal shared activities
tended by the women was 5.6 (SD = 1.3, range (80%), difficulty problem solving (47%), prolonged
1–6). The women were not outsiders to the formal tension (40%), and inadequate communication
U.S. health care system; they had health care pro- skills (33%). The second most frequently reported
viders at the local community health center, but psychosocial problem was difficulty with commu-
were challenged by the multiple and complex fac- nicating with community resources (86.7%). An
tors that inhibited and facilitated the diabetes inability to communicate their concerns (60%), dis-
health-illness transition. satisfaction with services (47%), transportation

(33%), and language barriers (27%) contributed to
problems with interacting with community re-Quantitative Results
sources. Mental health problems experienced by
80% of the women were manifested by sadness,Results from the quantitative measures suggest that
hopelessness, and low self-esteem (53.3%) and dif-the intervention had a statistically significant effect
ficulty managing stress (40%). The women reportedon diabetes knowledge, psychosocial problems,
a reduction in psychosocial problems between pre-health-related behavior problems, and self-efficacy.
intervention and postintervention; problems relatedTable 7.2.1 presents the preintervention and postin-
to mental health and role change decreased bytervention scores.
33.3%, communication with community resourcesThe mean diabetes knowledge scores in-

creased significantly from 16.27 to 18.93 (p < and social contact decreased 20%, and problems
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TABLE 7.2.1 Changes From Preintervention to Postintervention (N = 15)*

Preintervention Postintervention
Measures Mean SD Mean SD T value

Diabetes knowledge 16.27 3.71 18.93 3.31 −6.01†

Social support 80.17 16.32 82.00 15.12 −0.38
Diabetes self-efficacy 48.33 17.84 76.73 3.95 −5.82†

Omaha System
Psychosocial 3.80 1.15 2.67 1.35 4.43†

Health-related behaviors 4.07 1.10 2.07 1.10 6.48†

*Paired samples t test.
†p ≤ 0.001.

related to interpersonal relationship decreased by resulted in 3 themes: (1) Difficulty in Acknowledg-
ing Diabetes As Part of My Life, (2) Still Adjusting6.6%.

Health-related behavior problems included nu- to Change and Difference, and (3) Putting Family
First. Three major themes that address the proper-trition, physical activity, health care supervision,

medication regimen, and sleep and rest. Problems ties in the Transitions Model1 (Figure 7.2.1) will
be discussed.with nutrition were reported by the majority of the

women (93.3%), and the most frequently reported In the first theme, Difficulty in Acknowledging
Diabetes As Part of My Life, the transition proper-contributing factor was hyperglycemia (73.3%).

Physical activity (80%) was the second most fre- ties of awareness, identity, engagement, and time
span are evident. Several women addressed the dif-quently reported health-related behavior problem

due to sedentary lifestyle (40%). Problems with ficulty of admitting to themselves that they had
diabetes. Examples that illustrated the difficultyhealth care supervision (80%) were related to lack

of follow-up appointments (60%) and inability to women had in accepting diabetes as part of their
personal identity included the following:coordinate appointments (40%).

Problems with managing medications were re-
It took a lot for me to say this problem, but it isported by 80% of the women; contributing factors
the truth.

included not following the recommended protocol Well, for me it was very difficult to accept that I
(66.7%) and an inadequate system for taking medi- have diabetes.
cations (66.7%). The women reported a reduction
in health-related behavior problems between prein- It is important to note that the relationship between
tervention and postintervention; problems related time span and awareness of the reality of the illness
to physical activity decreased by 66.7%, medication was a common theme among these participants.
management problems reduced by 53.3%, health Many of these women were still trying to come
care supervision problems reduced by 33.3%, sleep to terms with their diagnosis and the implications
and rest problems reduced by 26.6%, and nutrition diabetes had on their daily life and their long-
problems reduced by 20%. term health:

When I was told I had diabetes, it was hard to admit
until after a year. I think that is when I started toQualitative Results
take it more serious.

It was difficult to recognize this as an illness
Thematic analysis36 of the qualitative data from and I am going to have it for the rest of my life

and I am learning how to eat.the transcripts of the focused discussion sessions
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I am conscious about 80% of the time that I I can bend over and tie my shoes without a problem
and that is a benefit.have diabetes and if I do not take care of my diabe-

tes, it is not going to lead me to nothing good.

Others described critical turning points in the diabe-
tes transition—those events associated with increasedInadequate and inaccurate diabetes knowledge that
awareness of change, difference, or more active engage-precluded active engagement in diabetes self-man-
ment. One participant described such a turning point as

agement activities was revealed by the women dur- being the link between her awareness of the severity of
ing the focused discussion sessions. Questions her diabetes and the importance of self-management:
asked by the women during the classes included
the following: When we learn we are sick and all that [high blood

sugar] is harmful, that is when we begin to become
conscious [of the need to engage in diabetes self-How is the sugar [level] supposed to be in the
management].morning before you eat?

Do pain and other illnesses cause the sugar
levels to rise? Another woman described how her mother’s

diabetes complications increased her own aware-
These women were Still Adjusting to Change and ness and engagement in self-management of her

Difference. This theme illustrated the transition property
own diabetes:

of change and difference and was best reflected in the
women’s narratives about the dietary and physical activ-

My mother never took care of herself and her sugarity changes they experienced during the intervention. In
didn’t get lower than 400 or 500. She got reallythe first focused discussion session, the women were
sick, all of her body is numb, she gets burns, horribleasked, “What has been the most difficult in controlling
things happen to her and she does not feel it. I seeyour diabetes?” The unanimous response was, “the
her and I do not want to end up like her. That is whyfood!” They clearly had changed their dietary habits and
I am taking care of myself and doing everything Irecognized the difference it made in their life:
can so I do not get to that point.

I feel sad because I can’t eat what I like, but when
For these Mexican immigrants, Putting Family FirstI see my sugar it makes me happy and eager to

was one of the ways they engaged in diabetes self-man-keep going.
agement and still took care of their families. SeveralI have stopped eating many things, salt, sodas,
women described the changes they made in cooking forflour, fat, and cereals. The doctor recommended
themselves and their family:the 12-grain bread and that is what I eat.

I love tortillas and I have to make them, my children
These changes were not easy. Making food selec- love them. But I will restrain myself and will not
tions during the Thanksgiving holiday was particu- eat them.
larly difficult for one woman: My children are already older and it is difficult

too because they take care of me a lot. And I know
it is difficult for them because I don’t make theI cried because I could not eat. I am not one of
foods they like, I used to put fresh cheese in thethose people that can [just] taste it, so I avoid it. I
beans and now they are eating like me.cannot eat small portions.

Taking care of personal physical and mental healthIn the case of physical activity, several women
was important not only for the women themselvesnoted the benefits of their changes in activity levels:
but for the well-being of their families as well:

I wasn’t used to walking and now I walk 30–40
minutes. It is not good to be depressed because you transmit

those feelings to those around you. For example,I used to feel very bad. I couldn’t bend over
because I felt like I was suffocating due to the love the kids get annoyed and uncontrollable and instead

of trying to relax them you get desperate and thingshandles, it used to bother me. Now it doesn’t, not
the same. I have more flexibility in the sense that get out of hand and you feel like going crazy.
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Discussion MOS social support instrument was not statistically
significant. However, there were statistically signif-
icant differences between preintervention and post-This pilot intervention study extends the application
intervention scores for Omaha psychosocial prob-of the theory of transitions to a specific type of
lems that tapped dimensions of social support. Fortransition—the health-illness transition related to
example, problems related to emotional support—diabetes in Mexican immigrant women. The quanti-
such as social isolation or not having someone totative and qualitative data from this intervention
confide in, talk about problems and share worriespilot study offer overlapping and divergent facets
and fears with, and help with problem solving—of the health-illness transition related to diabetes as
decreased between preintervention and postinter-experienced among a group of Mexican immigrant
vention measures. An explanation for the divergentwomen. We presented the study findings in Figure
findings between the 2 quantitative measures may7.2.1, an adaptation of the Transitions model1 that
be related to the Likert scales and potential lack ofrepresents the complex and multidimensional pro-
semantic equivalence37 with the MOS social supportcess of these Mexican American women’s health–
instrument. An alternative perspective for interpre-illness transition experiences.
ting the divergent findings related to social supportFigure 7.2.1 captures the critical dimensions
is the way in which the Omaha data were collected.of the process that moved the women toward a
The promotoras collected the data in the women’shealthy transition outcome, facilitated and mediated
homes and in the context of discussion and reflec-by a diabetes education and social support interven-
tion over a 60–90-minute time period. This methodtion with professional and promotora components.
of data collection represents a more culturally con-These results suggest that redefining self as a person
gruent approach when compared with the methodwith diabetes and engaging in diabetes self-man-
used to collect the other quantitative measures.agement activities may be delayed for as long as

This study supports earlier findings,25,26,38–401 year after diagnosis. In fact, findings demonstrate
about the significant contributions of promotoras tothat the interrelated and essential properties of the
community-based interventions, and suggests thatdiabetes health-illness transition are complex and
promotoras can be effective interventionists in fa-unfold in an undulating and protracted fashion.
cilitating healthy transitions among Mexican Amer-Consequently, formal diabetes education programs
ican women with diabetes. The promotoras broughtthat are traditionally offered following the initial
multiple strengths to this intervention study. Theydiagnosis may not be the most optimal timing for
had an insider’s perspective of the community andthis population. A more appropriate model might
environmental conditions that facilitate or inhibitbe one in which an individual could enroll in the
progress toward achieving a healthy diabetes transi-program when they have achieved sufficient aware-
tion. For example, promotoras understood theness and are prepared to engage in diabetes self-
meanings, beliefs, and attitudes attributed to diabe-management behaviors.
tes. Finally, the promotoras were knowledgeableA healthy transition is characterized by pro-
about the community diabetes education program,cess and outcome indicators.1(p. 22) Therefore, we
familiar with the health care providers and policiesused multiple measures to assess the indicators of
of the local community health center, and life in theMexican immigrant women’s diabetes health-ill-
Arizona-Sonora region of the U.S.–Mexico border.ness transition. Whereas there was convergence be-

tween the quantitative and qualitative data related
to diabetes knowledge (outcome indicator) and dia-

Limitationsbetes self-efficacy (process indicator), there was
divergence between the findings related to social
support (process indicator). The difference between Several study limitations need to be acknowledged.

The small sample size (N = 15) and sample demo-preintervention and postintervention scores in the
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1995). It poses many challenges due to its character-
istic pattern of exacerbation and remission, as do
many other chronic illnesses. RA typically affects7.3 TRANSITIONS IN CHRONIC
the joints, causing pain, inflammation, swelling,ILLNESS: RHEUMATOID
and deformity. Fatigue, weakness, and general mal-ARTHRITIS IN WOMEN
aise, along with joint and muscle symptoms, also

MURIEL P. SHAUL occur.
The experience of living with RA can be de-

Abstract scribed as an ongoing transition process or as one
in which the individual uses many intuitive and

This article describes transition theory as it
intentional strategies to balance resources and de-

relates to a qualitative study of women with
mands, including those that are intrapersonal, inter-

rheumatoid arthritis (RA) and the importance
personal, and environmental (Thorne, 1993). It is

of this theory in nursing practice. Rheumatoid
a process of living with the unexpected—of not

arthritis is prototypical of many chronic ill-
knowing from one day to the next how one might

nesses because it has a profound impact on
feel or what one can do. For people with chronic

activities of daily living. It frequently occurs
illness, particularly RA, there is not one identifiable

during a person’s most productive years and
end point at which the health and illness transition

continues throughout life. Because a person
is complete (Anderson, Blue, & Lau, 1991).

with RA typically experiences a number of
The study on which this chapter is based used

exacerbations and remissions over the course
transition theory as an organizing framework to

of many years, transition theory was chosen
explore the experience of learning to live with RA

as a framework for this study. The study sam-
over time. The study and findings have been pub-

ple consisted of 30 women with RA, who were
lished previously (Shaul, 1995), and are summa-

interviewed about their experiences of living
rized here to provide the context for a discussion of

with this chronic illness. The women de-
transition theory and the implications these findings

scribed four distinct phases in learning to
have for nurses who provide care for people with

live with RA, which began with awareness
RA and other chronic conditions.

and proceeded to mastery. These findings are
consistent with the stages of transition de-

Backgroundscribed by other investigators.

The word transition stems from the Latin preposi-
tion trans, which can mean across, over, beyond,Nurses work with people experiencing develop-

mental, situational, and health and illness transi- or through (American Heritage Dictionary, 1969)
and a root word conveying the meaning of move-tions. Understanding what precipitates the transi-

tion process from health to illness and the stages ment and change. Transition has been defined as,
“the process or an instance of changing from oneexperienced with specific illnesses could facilitate

the planning and implementation of appropriate form, state, activity, or place to another.” (p. 1364)
One of the earliest applications of transition theorynursing interventions.

Living with a chronic illness often requires was by van Gennep in 1906 (1906/1960), who de-
scribed the three stages of transition used by agrar-management of symptoms and treatment modalities

on a daily basis, as well as coping with the demands ian societies to commemorate the developmental
passage from childhood to adulthood (Chiriboga,of daily life. Rheumatoid arthritis (RA) is a sys-

temic disease that is thought to be the result of 1979). Called “rites of passage,” these stages
were marked by primitive societies with a publican autoimmune response (American Academy of
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ceremony. The stages were labeled (a) segregation, practice. The major components of this model are
(b) liminal, or transition, and (c) incorporation (van process, awareness, perception, disconnectedness,
Gennep). Segregation refers to the actual separation patterns of response, and health outcomes.
of an individual from the rest of the society in
preparation for the transition phase. The segrega-
tion stage is followed by the liminal, or transition, Process
stage, during which the individual is neither what
he or she was nor what he or she will become.

The word process refers to the dynamic nature of
The transition phase ends with the onset of the

a transition experience. It has a beginning and an
incorporation stage, which is the point at which the

end, yet the characteristics identifiable at one end
individual has embraced a new identity (van

of the continuum may not resemble those at the
Gennep).

other. Furthermore, the process is ongoing, and
Transitions can be initiated by developmental

more than one type of transition can occur si-
stages, as described by van Gannep (1960) and

multaneously.
others (Dixon, Dixon, Spinner, Sexton, & Perry,
1991; Mercer, Nichols, & Doyle, 1989) as well as
by situations (Aroian, 1990; Dimond, McCance, &

Awareness and PerceptionKing, 1987; Murphy, 1990) and health and illness
events (Catanzaro, 1990; Chick & Meleis, 1986).
Developmental transitions are those that occur pre- A transition process is precipitated by a change-
dictably as part of maturation (Baltes, 1987). Situa- inducing event that is perceived by an individual
tional transitions are those that involve changes in as important (Chick & Meleis, 1986). A person’s
one’s living, work, or family situation (Schlossberg, awareness of the change and the perceived impor-
1984; Silverman, 1982) and can include relocation, tance of the event, which can occur separately or
immigration, divorce, and job loss. Health and ill- simultaneously, depend upon the person’s individ-
ness transitions involve a change from one state of ual interpretation. For example, a person may be
health to another (Chick & Meleis, 1986; Corbin & aware of pain and stiffness but may perceive both
Strauss, 1991; George, 1982). as tolerable. However, fatigue, which is typical in

Thus, transitions can occur at predictable de- many chronic illnesses, may be perceived as intoler-
velopmental milestones, can be precipitated by an able. This individual perception is grounded in the
unexpected crisis, or can be a more gradual process interpretation of sensations and events and in the
from one state of being to another. The consistent meaning these have to a person at a particular time.
thread in all transition experiences is change—
change to or within an individual, the environment,
or both. Meleis and Trangenstein (1994) further

Disconnectednessexplain that although transitions include change,
the transition process is complex, occurs over time,

A period of disconnectedness, characterized by un-and incorporates flow and movement.
certainty and ambiguity, follows as the individualThe model of transition described by Chick
attempts to adapt to changing circumstances or situ-and Meleis (1986) provided the organizing frame-
ations. Disconnectedness produces a disruption inwork for the study of the women described in this
the stability and predictability in daily life. Theoret-chapter and of how they learned to live with RA.
ically, the transition concludes with a return to a
stable state. The individual has changed during theTransitions—A Nursing Model
process by incorporating changes in physical, psy-
chological, social, economic dimensions, or in allChick and Meleis (1986) describe a health and ill-

ness model of transition that is applicable to nursing of these dimensions, into a new self-identity.
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Patterns of Response role function. Health protection indicates that a per-
son requires the care of others to prevent further
deterioration or disability. Health promotion indi-Responses to the transition process, which are indi-
cates that a person has the ability to engage invidual and dynamic, are influenced by contextual,
activities that increase overall health and well-situational, and biological factors. These factors,
being.referred to as antecedent and mediating factors by

Schumacher and Meleis (1994) expanded onChick and Meleis (1986), include life stage, other
the conceptualization of transitions by identifyinghealth problems, genetic and cultural inheritance,
defining characteristics such as emerging life pat-and inadequate housing or income. Individual me-
terns and new identities. These concepts reflect thediating factors include both physiologic and psy-
change that occurs during the period from the initia-chological responses (Chick & Meleis, 1986).
tion to the completion of a transition experiencePhysiologic factors include the body’s ability to
and the development of revised patterns of livingtolerate or respond to certain medications and phys-
and self-concept.ical symptoms, decreased mobility and strength,

and the severity of comorbid conditions. Psycho-
logical factors include personality traits such as
hardiness, locus of control, or learned responses Method
such as problem-solving capabilities, tolerance for
uncertainty, and the ability to find meaning in expe- Sample
riences. Some individual mediating factors may be
therapeutic, such as the ability to assess the need This qualitative study was part of a larger study
for rest and to act on that need, or they may be that examined the changes experienced by women
nontherapeutic, such as continuing activities that with RA over a 3-year period (Shaul, 1994). Study
produce stress on the joints or avoiding exercise, participants were drawn from a panel of people with
thereby increasing the likelihood of developing RA involved in a longitudinal study, maintained by
joint contractures and increased weakness. the Arthritis Research Group of the Rosalind Rus-

Environmental mediating factors are those that sell Multipurpose Arthritis Center at the University
occur external to the individual and include access of California, San Francisco. Panel recruitment pro-
to appropriate care, medications, or assistance; sup- cedures have been reported previously (Katz & Ye-
port from significant others and care providers; ade- lin, 1993; Shaul, 1995). The panel was composed
quate or inadequate housing; and the presence or of approximately 745 people, 75% of whom were
absence of appropriate work opportunities (Chick & women. Participants in the panel were interviewed
Meleis, 1986). every year by telephone regarding their physical,

psychological, social, and economic function, med-
ication usage, use of health care services, and

Health Outcomes RA symptoms.
This secondary data analysis examined indica-

tors of physical, psychological, social, and eco-According to Chick and Meleis (1986), there are
four possible health-related outcomes in transition nomic function among all women in the panel dur-

ing the preceding 3-year period (N = 422) to identifyprocesses: restoration, maintenance, protection, and
promotion. Health restoration refers to the return a subset who experienced significant change in two

or more areas of function (n = 119). Participantsto a state of health that is equal to or better than what
the individual experienced prior to the transition. meeting the following criteria were eligible for an

interview in their home: (a) experienced two orHealth maintenance refers to a stable state in which
the individual may have a chronic illness but is more changes in function indicative of transitions

in health status during the preceding 3-year period,able to maintain a level of wellness necessary for
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(b) had an RA duration of 15 years or less, (c) lived what is known about living with chronic illness and
the specific challenges faced by women.within prescribed geographic boundaries, and (d)

were between 30 and 75 years old (Shaul, 1995). The interview guide consisted of open-ended
questions aimed at facilitating the descriptions ofThe inclusion criteria identified 45 eligible women,

30 of whom were interviewed in their homes. the women’s experience of living with RA, begin-
ning with the first symptom to the time of theParticipants were contacted by telephone to

explain the purpose of the study and to request a interview. Also, questions were included to identify
the types of health care providers involved with thepersonal interview. Of the 45 women who were

eligible, 9 refused to participate and 6 were not diagnosis and treatment of the illness and mainte-
nance of routine health, the sources of social andcontacted because theoretical saturation was

reached after 30 interviews. (Theoretical saturation emotional support, and the strategies for meeting
role expectations. Each interview was audiotapedoccurs when no new data emerge, all possible cate-

gories are evident, and the relationships among and transcribed.
Prior to the study, the interview guide wasthem are clear.) The 9 who refused gave the follow-

ing reasons: They were too busy (2), they don’t evaluated for face and content validity. Two women
who had RA but were not part of the sample cri-like to dwell on it (1), they were too sick (3), or

they would be away from home during the data tiqued the questions for appropriateness and credi-
bility. The guide was also critiqued by one regis-collection period (3). Those who refused to partici-

pate did not differ significantly from the entire tered nurse who had extensive experience working
with people with RA and by a rheumatologist. Thegroup as to either functional level or demographics.
reviewers agreed that the questions and format of
the guide would facilitate learning about how

Demographics women experience RA from the time of the earliest
signs and symptoms to the time of the interview.

The mean age for the interview sample was 54 Suggested revisions in the wording of the questions
years; mean duration of disease was 9 years. Of were made before data collection began.
the 30 interviewees, 19 (63%) were married; and As the interviewer, I kept a journal to record
22 (73%) were Caucasian. All of the women had my impressions and experiences during data collec-
had at least two negative changes in physical, psy- tion and analysis. The use of a journal facilitated
chological, social, or economic function during the the reflection that was necessary for objectivity
3 years preceding the interview. and insight.

Procedures
Analysis

The University of California, San Francisco, Insti-
tutional Review Board approved the larger study, I verified demographic and functional data with

the participants, and tabulated the data by usingof which this qualitative study was a part. Informed
consent was obtained from participants before the frequencies, means, and standard deviations. Dur-

ing the fieldwork, I used a process of constantinterviews in their homes.
Two assumptions were central to the study: comparative analysis to identify categories and

themes that appeared with regularity in the qualita-The first was that learning to live with RA is a
transition process, and the second was that women tive data. I read each transcribed interview while

listening to the audiotape to verify the accuracy ofexperience changes in various dimensions of life
that can be measured and can serve as indicators the transcription. I then coded the interviews and

entered the codes into Ethnograph, a computer soft-of this transition process. This led to the develop-
ment of research questions aimed at expanding ware program that helps to organize and retrieve
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data (Seidel, Kjolseth, & Seymour, 1988). I reread symptoms were labeled as a problem, however, the
women began the challenge of getting care. Forthe transcripts, code sets, and exemplars to refine

the codes and categories, search for contrast cases, some, the stages of “becoming aware” and “getting
care” overlapped because the symptoms were oftengive alternative explanations of the phenomena, and

verify emerging themes (Shaul, 1994). I also gave vague or transitory. For others, there was a clear
demarcation between becoming aware that theretranscriptions of three randomly selected interviews

to two nurse researchers for coding. This was done was a problem and the process of finding appro-
priate care. These women experienced a suddento assess consistency in analytic decisions and inter-

pretations (Sandelowski, 1986). I compared the and profound onset of symptoms that usually pre-
cipitated an early diagnosis, but not always thecodes that I had assigned to those assigned by the

nurse researchers; there was consistency 95% of the appropriate treatment. Generally, women at the “be-
coming aware” stage responded with denial andtime in the codes that the three of us had assigned.
disbelief that anything serious was occurring and
hoped that the symptoms would be transitory and

Results that their strength and agility would be restored.

I found exemplars of the transition process in the
Getting Care. This period was not a distinct

women’s descriptions of how they recognized and
stage; it emerged first during the “becoming aware”

learned to live with RA (Shaul, 1994). The stages of
stage and then reemerged during the “learning to

the transition process have been reported elsewhere,
live with it” stage. However, it is treated separately

but are provided here to structure the discussion of
here to add clarity to the experiences reported by

the transition theory as described by Chick and
the women.

Meleis (1986) and the relationship of the theory to
For example, one woman, who first experi-

nursing interventions.
enced symptoms in her hands right after her son
was born, had difficulty changing his diapers. HerThe Transition Process
doctor decided it was the result of a postpartum
hormonal imbalance and told her to go home andThe women in the sample described the experience
take some aspirin. It took several months and sev-of living with RA in overlapping and recurring
eral more trips to the doctor for her to be diagnosedstages. These stages were labeled “becoming
with RA. Another woman complained to her doctoraware,” “getting care,” “learning to live with it,”
about fatigue, morning stiffness, and swollen knees.and “mastery” (Shaul, 1994).
Her doctor tested her for a thyroid problem and
gave her leg exercises to do. Her thyroid turnedBecoming Aware. The women described
out to be normal, and her knees got worse. Some-symptoms that occurred at this stage as “early
time later, she was tested for RA and was foundtwinges” and said that they often discounted them
to be positive. She was then referred to aor attributed them to the aftereffects of recent physi-
rheumatologist.cal activity. These twinges signaled an awareness

The initial serious flares (or flare-ups) werethat something was happening physically, and when
times of new learning, because the women did notthe twinges became constant, severe, or disabling,
know what to expect, what was normal, or how tothey sought a diagnosis and medical treatment. For
best cope with the experience. The women de-example, when a woman could not tend to her infant
scribed being overwhelmed by their symptoms ofor had difficulty meeting work-related expecta-
pain, stiffness, joint swelling, fatigue, and depres-tions, she labeled her symptoms as a problem. It
sion. “Shopping” for a doctor and trial-and-errorwas at this stage that the women noted that they
treatment were common experiences. Many womenbegan to feel isolated because the symptoms were

less apt to be taken seriously by others. Once the also experienced the frustration of getting care later
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in the process due to changes in their health care A third response pattern involved asking oth-
coverage, relocation, dissatisfaction with their phy- ers for help with everyday tasks. This was one of
sician, or their physician’s retirement. the most difficult things the women learned to do

because of the inevitable feelings of guilt that ac-
Learning to Live With It. This was a distinct companied this response pattern. Several women

stage that began once the diagnosis was made. The spoke of asking others for help only when they
phrase, “You’ll just have to learn to live with it” absolutely could not perform a certain activity and
was a repeated prescription from physicians, but it it was necessary to do so for their family’s or their
did nothing to relieve the suffering or diminish the own well-being. Other women said they were com-
sense of anguish about the diagnosis. The “learning fortable asking for help when they were involved
to live with it” stage varied in length from months in a reciprocal relationship.
to years and included periods of remission. This A fourth response pattern that emerged was
period was characterized by a sense of isolation, pretending. Pretending served as a means of re-
of being out of touch with others, and of having sponding to others who tended to disbelieve or
symptoms taken lightly by physicians, family mem- minimize the physical symptoms and limitations
bers, and friends. Typically, the next flare could the women experienced. Several women noted that
not be predicted, so the women continued to feel at times they pretended to be all right in front of
out of touch or isolated even when in remission. others, even family members. Younger working
The disease and its symptoms assumed a dominant women acknowledged that admitting to physical
place in their daily lives as the women attempted

limitations at work could preclude them from being
to attend to self-care needs, role responsibilities,

considered for advancement.
and relationships. Many withdrew from activities,

The experience of invisible symptoms was a
social relationships, and work due to the limitations

problem for many of these women and precipitated
imposed by the disease, further reinforcing a sense

the need to pretend they were all right. More than
of being disconnected from their lives before RA.

half of the women I interviewed looked healthy
As the women described how they lived with

and had no outward, visible signs of the disease.
RA, four general patterns of responses emerged as

During a flare, joints would swell and be inflamed,
part of the process of “learning to live with it.”

but during remission the illness was invisible. Also
These were labeled “listening to the body,” “keep-

invisible were the fatigue and decrease in staminaing a positive attitude,” “asking for help,” and “pre-
and strength that often continued beyond the flare.tending.” By “listening to the body,” the women
The women noted that it was very difficult forlearned to recognize cues of oncoming flares,
others to comprehend the extent of their pain, weak-learned how to titrate medications to obtain the best
ness, and fatigue, which were with them daily eveneffect, and learned when to exercise and when to
when they were in remission. Pretending and min-stop, as well as when to rest and when to keep
imizing the pain created frustration because themoving.
symptoms were real and were often severe, and yetA second response pattern involved main-
they were not taken seriously or understood bytaining a positive attitude. This included the follow-
others. The women expressed frustration about noting strategies: setting realistic goals, using humor,
having anyone who would understand to talk tobeing with family and friends, doing things they
about their experiences.enjoyed, helping others as much as possible, help-

ing others to understand what they were going
Mastery. The final stage in the transition pro-through, praying, and refusing to “give in” to the

cess was mastery, when women were able to incor-condition. The key to successfully maintaining a
porate the disease and its symptoms into everydaypositive attitude was recognizing the negative feel-
life and recognize the cues that signal the onset ofings and immediately pursuing strategies that coun-

teracted them. a flare, overwork, or the need to change a pattern
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of activity (Shaul, 1995). Through the acquisition process. Living with RA was punctuated by life
events that were unpredictable and beyond a per-of knowledge about the disease, its treatment, and

the experience of living with it, they developed a son’s control. These events included significant
personal loss, relocation, changes in lifestyle, orlevel of expert insight. They learned as much as

possible about the treatment of RA and also em- physical and psychological trauma. These events
created stress and elicited a variety of coping strate-ployed their own learned strategies to cope with

the symptoms and maintain life roles. Of the 30 gies. What was interesting was not that these events
happened or that they produced stress, but that therewomen interviewed, only 2 said that they felt help-

less about taking care of themselves and managing was a perceived relationship between these events
and the onset or exacerbation of the illness.their illness.

Of the 30 women interviewed, 28 attributed
Health Outcomes the cause of RA to stressful life events or situations.

From the early twinges that piqued their awareness
Chick and Meleis (1986) describe outcomes related of physical symptoms, to the women’s acknowledg-
to health restoration, maintenance, protection, and ment that something was wrong and needed atten-
promotion. Although health may be restored, it may tion, life events served as markers and, often, expla-
be at a different level than the one prior to the flare. nations for the onset of an illness that was to last
Most of the women in the sample experienced what a lifetime.
one described as a gradual loss in ability. She said,
“Every time it flares, I lose a little bit more strength. Nursing Support
There are a few more things I can either no longer
do or have to do differently.” A somewhat surprising finding was that nurses

Maintenance of health depended on a woman’s were rarely identified as care providers who helped
economic status and her ability to purchase health these women learn to live with their illness. Unless
care insurance. All of the women in this study were a woman experienced an acute exacerbation, requir-
covered by some form of medical insurance, and ing surgery and hospitalization, there was little or
the majority sought routine health care within the no nursing involvement in helping her learn to live
limits of their coverage. The third outcome—health with the illness. The only consistent reference to
protection—was necessary when a woman either health care providers was to physicians, and those
required the care of others to prevent further deteri- experiences were described as having been more
oration or disability or when her activities were negative than positive.
limited to prevent further deterioration. Most of the
women required assistance and care only during a

Discussionflare; however, 2 women required daily assistance
with all activities of daily living. The fourth out-

This study provides a preliminary understanding of
come was health promotion. Most of the women

the transition process that occurs with a chronic
expressed an understanding of the importance of

illness or disability. The transition process for these
health-promoting activities such as exercise, nutri-

30 women began with an awareness that a change
tion, and rest. However, less than one-third actively

was occurring. A woman who actively denied the
engaged in specific health-promoting exercise,

severity of a symptom or attributed the pain or
whereas the majority said they had a nutritionally

unrelenting fatigue to some other cause had not yet
sound diet and obtained adequate rest.

become aware of the transition. Chick and Meleis
(1986) describe this as a pretransition phase. TheMarkers of the Transition Process
period of becoming aware was characterized by
denial that alternated with fear of the unknownAnother major finding was the identification of

significant life events as markers of the transition when the women acknowledged that something was
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wrong and sought medical attention. During this loss of a loved one, relocation, or a change in or
stage, women were not apt to encounter nurses loss of a job (Corbin & Strauss, 1988). Thus, the
unless it was for another problem or through an ability to cope with an illness-precipitated transition
informal relationship. Nurses must be alert to sub- is influenced by events that are unrelated to the
tle, even vague, complaints or symptoms, explore illness experience. The study of human responses
these fully, and encourage patients to seek and pur- to illness must address factors that are not illness-
sue medical care. This stage was consistent with related to fully understand the process of coping
the stages of awareness and perception described with a chronic illness (George, 1982). The women
by Chick and Meleis. in this study related numerous traumatic life events

Getting care was for some a subphase of the that they believed to be implicated in the disease
“becoming aware” stage and for several women process. The impact of life events cannot be dis-
recurred in the “learning to live with it” stage. It counted when nurses and other health care provid-
began when they first sought help, and it often ers provide support and guidance related to living
continued beyond the diagnosis. For several with a chronic illness. Rather, support must extend
women, being given a diagnosis did not solve the beyond the diagnosis and facilitate coping through
need for appropriate medical management. “Shop- various simultaneous transitions.
ping” for a doctor was common, as was trial-and- Nurses are particularly interested in how peo-
error treatment. ple live with a disease, situation, or problem, and

“Learning to live with it” was synonymous seek ways by which they can help people live more
with the period of disconnectedness. The women fully despite a chronic illness or disability
tended to withdraw from activities, social relation- (Christman et al., 1988; Corbin & Strauss, 1991;
ships, and work due to limitations imposed by the Dimond et al., 1987). Although appropriate medical
disease. The transition continued in an uneven and management is essential, the process of living with
sometimes unpredictable manner, much like the a disease requires far more than medication regimes
course of RA. This was a time of uncertainty, of and treatments. To continue to live independently
learning, and a time for establishing new patterns and care for oneself, a person must make frequent
that eventually provided a sense of control or mas- adaptations and accommodations to symptoms that
tery over their lives (Shaul, 1995). As the women characteristically come and go, change in frequency
progressed through this stage of the transition pro-

and severity, and pose the constant threat of increas-
cess, they regained a sense of connectedness and

ing disability (Thorne, 1993). It is from the experi-
stability. This stability, which lasted for weeks or

ence of living with a disease such as RA that people
even years, was not a final state in most instances.

learn new ways to accommodate and adapt to the
A few women became quite disabled during this

changing demands and capabilities of their bodies.
time, but most were able to live with their symptoms

By increasing their knowledge about the process
and achieve mastery in managing their lives despite

of living with the disease and its impact on qualitytheir limitations.
of life, nurses and other care providers will be betterHealth outcomes, as defined by Chick and
able to support and guide people through health andMeleis (1986), were not clearly evident in these
illness transitions (Meleis & Trangenstein, 1994).findings. Rather, they serve as descriptors of a

woman’s status in relation to the restoration, main-
tenance, protection, and promotion of health at a

Summaryparticular point in time. The primary outcome in
this study was the achievement of mastery that

The transition experience is also influenced by indi-included knowledge and awareness of the illness
vidual interpretations of events, individual and en-and how to manage it.
vironmental mediating factors, physiological andIllness-precipitated transitions occur simulta-

neously with other transition experiences, such as psychological responses, and available resources.
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should be focused upon in nursing. The sensi- is a need for studies elucidating this from a nursing
perspective, and the present study is a step intive dialogue is essential in these cases.
this direction.

In 2002 in Sweden, approximately 800 women
received the news that they had ovarian cancer.14It is known that certain cancer diagnoses carry a
Of these women, half are expected to experience amore intense charge than others do. Gynecologic
recurrence within 5 years of completed treatment.15cancer can be considered one of these.1 Women

The purpose of this study was to deepen thewith gynecologic cancer experience their diagnosis
understanding of how women having a recurrenceas less socially and emotionally accepted than do
of ovarian cancer experience live with this knowl-women with breast cancer.2 One of many possible
edge, and what it means in their daily lives. Thisreasons for this could be that gynecologic cancer
knowledge is expected to form a basis for howaffects organs considered private and taboo.3 The
support from nurses can be developed for this groupdiagnosis can also cause a woman to lose her fertil-
of women.ity,4 a reality that can be difficult to live with. It is

known that primary gynecologic cancer changes
women’s relationships and roles, regarding both

Methodfamily and friends. Life undergoes changes, com-
pared with how it was before the diagnosis.5 This

To deepen the understanding of how the recurrence
can affect the woman’s self-image.

of ovarian cancer was experienced and lived
Few studies illuminate women’s experiences

through by the women, a phenomenological method
of living with gynecologic cancer during the dis-

has been chosen.16,17 The method has its starting
ease’s various stages, for example, how a recur-

point in phenomenological philosophy. Edmund
rence of cancer affects a woman’s life situation.6

Husserl, the founder of the modern phenomenol-
As regards other diagnosis groups, studies have

ogy, considered the everyday life, or the life world,
shown that many who have been informed that they

as the base of the human science. The life world
have been cured of their cancer are afraid—and are

can be described as the world we live in daily
aware—of the risk of a recurrence.7,8 This aware-

and that we constantly, if unconsciously, take for
ness, however, does not seem to reduce the shock

granted.16 A life world perspective applied in re-
that news of a recurrence brings.9 Being informed

search is characterized by openness and flexibility
of a recurrence is experienced differently than is

regarding the phenomenon being studied, usually
being informed of primary cancer.9 Previous experi-

referred to as a “return to things themselves.” It
ence of living with cancer and undergoing treatment

also requires that prior experiences and knowledge
can contribute to the recurrence being experienced

be set aside and “bracketed.” According to Giorgi
as extra frightening.10 For those who have a recur-

and Giorgi,16(p.32) this, “does not mean to be uncon-
rence, it becomes clear that the treatment that was

scious of these other sources, but rather to engage
considered to give the best chance for a cure has

them so that there can be no influence from them
failed.11 They must once again undergo a treatment

on the instance being considered.” The phenomeno-
that they know will have side effects. Existential

logical method aims to illuminate the invariant as-
issues take on a specific significance in the case

pects or the structure/essence of the phenomenon.17

of recurrence,10 which changes how an individual
looks at the world12 and her relationship to the
surrounding world.13 Even if most of the studies Sample and Settings
mentioned previously do not focus particularly on
how women having recurrence of gynecologic can- The study was conducted at a university hospital in
cer have experienced the situation, it is reasonable central Sweden. Inclusion criteria were that women

must have been clinically “free” from cancer forto assume that the experiences are similar. There
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at least 1 year after completion of primary treat- view lasted between 1 and 2 hours and, in 10 cases,
was conducted in the woman’s home. The re-ment, that they did not have any other malignant

disease, and that they understood and spoke Swed- maining 2 interviews were conducted at the hospi-
tal, according to the women’s wishes. All inter-ish. The hospital maintained a clinic register of

women who had been treated for gynecologic can- views were audio recorded and have been tran-
scribed verbatim.cer. Women who had been treated for recurrence

of ovarian cancer were consecutively selected from
this register during a period of 1 year. The women

Data Analysiswere informed on numerous occasions regarding
participation in the study, as well as of the fact that

After completion of all interviews, the transcribedthe care they were receiving would not be affected if
interviews were analyzed in the following 4they declined to participate. Twelve women (50–74
steps17(pp. 251–253):years old) agreed to participate, whereas 8 declined.

Ten women lived with someone, and 2 lived alone.
• Reading for a sense of the whole: every

Ten had children, and of these, one had small chil-
interview was read and listened to numerous times,

dren. Primary diagnosis was ovarian cancer, stages
to obtain a feeling for the entire interview;

1C to 3C.
• Determination of parts: the text was reread,

and meaning units were established and marked
with slashes where there was a shift in meaning;Ethical Considerations

• Transformation to nursing perspective:
meaning units were transformed into nursing-sensi-There was a risk that the interview discussion
tive expressions, with respect to the phenomenonforced the women to be confronted with a reality
under study. This step is described as the heart ofthey would rather repress. However, respect for
the method and entails that the meanings of thethe women’s integrity, autonomy, and private life
women’s statements were made explicit and trans-formed the foundation of the interview and was
formed into a language considered relevant from aexercised through the interviewer being sensitive
nursing perspective; during this process, we strug-to what the particular woman did or did not want
gled to avoid using theory-laden terms;to discuss. The women were offered the opportunity

• Determination of the structure; to see whatfor discussion after the interview; however, none
was truly essential in the nursing-sensitive expres-of them requested such a dialogue. The study was
sions, we practiced imaginative variation. The in-approved by the research ethics committee, D-nr
variant meaning emerged through 3 key constit-1177/99.
uents—(a) being denied one’s future and simultane-
ously hoping to be able to delay the cancer’s ad-

Data Collection vancement, (b) feeling alienated from both oneself
and one’s surroundings, and (c) being responsible

The interviewer (E.E.) asked the women to narrate, (Table 7.4.1). The key constituents were then inte-
as concretely as possible, their experiences of being grated into the structure “living in limbo.”
informed of recurrence and how the time since
learning of the recurrence had been. Open-ended
follow-up questions were requested, to obtain as Findings
rich and varied a description of the women’s experi-
ence of the phenomenon as possible. Questions At the time of the interview, 5 to 10 months (mean

= 7 months) had passed since the women hadsuch as, “How did you feel then?,” “What were
you thinking?,” “How did you act?,” and “Would learned of the recurrence. Even if they had been

conscious of the risk on a certain level, the discov-you like to tell more?” were asked. The entire inter-
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TABLE 7.4.1 Examples of Statements Contributing to the Structure/Essence of Living in Limbo

Patient Statement Meaning Units Key Constituents Structure
From a Nursing Perspective

1. Days when I’ve felt that I There are days when S. has Being denied one’s future
won’t get better; this is doubts, when nothing has and simultaneously hop-
totally meaningless, why meaning or hope of becoming ing to be able to delay
should I be tortured when cancer-free. Then come days the cancer’s advancement
I’m not going to get better when she feels the opposite
anyway. Then a couple days and is optimistic.
go by, and I’ve started
thinking, “Well, of course
I’m going to get better.”

2. I don’t know which role I S. is confused and insecure in Feeling alienated from Living in
have. I’m not where I was her identity. She is living in a both oneself and one’s Limbo
last fall before I became ill. vacuum that is reinforced by the surroundings
Then, I worked and had fact that neither she nor her
someone to share my life doctor can reliably conclude
with. Just now I feel like I’m that she is healthy. The tumor
in some kind of vacuum that was there before the treat-
state (upset). I don’t know ment (that she hadn’t felt) is
whether I’m healthy or ill. I gone according to the medical
do know that they’ve said assessment, but she has learned
that they don’t feel anything not to trust such assessments;
anymore, that it’s the lump cancer is an elusive disease
and what I felt before I that, in her case, was present
started the treatments, without her taking notice.
they’ve called it complete re-
mission, but I’ve come to un-
derstand that that’s not com-
pletely reliable. They haven’t
opened me up and gone in
and looked. It could be hid-
ing somewhere. Today, I
know it can be there any-
way, even if you can’t see it,
and sit there and smolder
like it’s presumably done.

3. I reason a little with myself, S. is working with and Being responsible
that I have to bring out this preparing herself to come to
mental strength I have…so I grips with possible negative
don’t break down if they say news about the cancer. She
“sorry, we’ve found new thereby assumes responsibility
lumps” or…I thought…I for maintaining a mental pre-
have to, like, have the men- paredness.
tal readiness so I can get
started on a new kind of
treatment.
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ery was often unexpected. It had been between 1 then (crying); honestly, I’m not sure if I will. What
if I’m not alive in 6 months; it’s no use buying aand 5.7 years (mean = 2.8 years) since the women

had completed treatment for the primary cancer. new dress…but then I think that you can’t think
that way! You can just have it as long as you canTheir life situations when they received diagnosis

varied greatly, with some experiencing a serious (upset). We [husband and wife] never reasoned like
this the first time I was ill, because then I was moreillness in their immediate surroundings or having

recently experienced the death of someone close convinced that I’d beat this.”
Despite deep despair, the women had hope, atto them. One woman had small children, which

strengthened her will to fight for survival at any least at times, that they would somehow be able
to restrain the disease. They seldom imagined acost. She could not imagine being forced to abandon

the children who needed her so. At the time of the completely healthy existence, but instead one in
which they were able to live a while longer despiteinterview, the women were undergoing or had just

completed a treatment series of chemotherapy. The the disease. The will to live was often very strong,
and they hovered between hope and despair.treatment’s effect was not yet known to the women,

who were living in uncertainty. Some had sought “I’m secure and hopeful and insecure and not
hopeful, all at the same time. It goes up and down-help to manage living with the death threat that a

recurrence is said to have initiated. …then I think more that it’s the healthy part of
me that makes it go up and down, but even so,Despite differences regarding the women’s life

situations, there were similarities in the way they it’s…(sighs deeply)…the hope…that it’s at least a
little bigger than hopelessness.”related their experiences of having a recurrence and

living with this knowledge for a number of months. The feeling of uncertainty was reinforced by
the doctor’s inability to give a prognosis. TheyThe 3 key constituents will be introduced initially,

followed by the description of the structure. understood that it was beyond doctor’s ability to
declare whether a particular woman would survive,
and at the same time, this medical uncertainty
strengthened the women’s fear of an approachingBeing Denied One’s Future and
death.Simultaneously Hoping to Be Able

to Delay the Cancer’s Advancement

Feeling Alienated From BothLearning of a recurrence was experienced as an
Oneself and One’s Surroundingsobvious death threat and a confrontation with death

in a different way than learning of the primary
cancer was. The women described how they had The obvious physical changes caused primarily by

chemotherapy had a negative effect on the women’spreviously avoided thinking about death. Now, the
atmosphere they lived in was characterized by sor- view of themselves. Their bodies were altered by

both the treatment and the disease, and as a conse-row over possibly not being able to experience
the future they had taken for granted. The women quence, they often felt that they had lost their female

attractiveness. When they saw their own reflection,related to this realization in different ways; some
discussed it, whereas others preferred to avoid it was not the same as the image they had of them-

selves, and they therefore avoided mirrors. Somethinking and talking about the future, although, as
can be seen in the following quote, the thought was also described a negative effect on their sex life.

They described an alienation from themselves, athere nonetheless.
“I don’t think too far into the future. I think it’s feeling that seemed to be reinforced by the fact that

they had seen themselves as healthy when theykind of sad that you (sighs)…even these retirement
information letters that come in the mail (upset)…I were notified of the recurrence, or they had only

diffuse symptoms, which they seldom associateddon’t want to look at it. I think I won’t even exist
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I shocked everybody who had been so happy…likewith the cancer. One woman expressed this as
the children, who had let go of the thought of Momfollows.
having cancer and feeling bad and who were now

“The last time, I went to see a doctor for happy that life had turned out all right. I felt like
my upset stomach. When I found out that it was I let them down…because everybody had believed
something, that I was ill, that they could do some- in this thing, that…Mom had proven that you can

beat cancer. My coworkers, who’ve stuck with mething about it, it felt like a relief in some way. Now
through this all these years since 1993, through all[with the recurrence], it doesn’t feel like a relief,
the phases…who time after time have said ‘Justit only feels like ‘No, God, this isn’t how I want
think, it’s unbelievable, you’re bubbly, you’re alive,

it to be.’ I’m healthy now, and I’m going to be you’re living proof that you don’t have to die of
healthy. I didn’t even have pain anywhere; I felt cancer, you can beat it. It’s just fantastic.’ Every-

body around me, including myself, was completelygreat.”
convinced that I’d beaten this and was going to beThe situation was even more confusing for the
healthy. I had made it through the first time so wellwomen when the recurrence was discovered only
and looked healthy and had been so lively; that had

through positive tumor marker (CA-125) or cancer helped them get over their fear of the cancer.
cells in abdominal fluid. Many of the women thus
had an unclear picture of both the cancer’s localiza- Like many others, this woman was disap-
tion, the rationale for the treatment, and the progno- pointed in both herself and life, because she had
sis. One woman expressed her dissatisfaction at not succeeded in staying healthy. In various ways,
not having received understandable and optimal they sought explanations for why they had gotten
medical information as follows. cancer again. They thought a great deal about their

“Where is it right now? Yeah, they don’t lifestyle and wondered whether stress and worry
know; maybe it’s on my abdominal wall, and that’s had contributed to their having a recurrence. Some
not something that can be seen so they can’t…but women expressed a personal guilt, whereas others
it’s so unclear. Is it just in this liquid? Where does had a more fatalistic attitude and asserted that dis-
it come from? That’s what I want to know. Those ease strikes unfairly. However, they did express in
thoughts were easier last time.” other ways a feeling that the diagnosis of a recur-

When the disease showed symptoms, or when rence was a great disappointment and contributed
the women experienced a certain, if faint, feeling to feelings of alienation.
of being ill, it appeared to be easier for them to “(Sighs) I don’t know what I thought, but I
understand what was happening. Women experi- was disappointed. I was disappointed in myself, in
encing symptoms were also more emotionally moti- life…yeah, sort of in everything. I felt sad and
vated to undergo treatment, because they wanted thought that everything was just shit. It was a huge
to be free from the symptoms. However, side effects disappointment to get sick again.”
from the treatment intensified the feeling of illness, The women’s self-image changed and contrib-
and in certain cases, the women described the situa- uted to the women at times avoiding interaction
tion as nearly unbearable. This limited the women with people, mainly outside the family. The
in their daily life. changes to their appearance were described as a

After completion of the treatment for the pri- great hindrance to socializing. The women felt that,
mary cancer, the women were seen by their sur- by simply showing themselves, they were telling
roundings and themselves as “strong survivors.” everyone else that they had something terrible in
Being a strong survivor was integrated into the their body, and they were doing all they could to
women’s self-concept and strengthened their view hide it. The women’s stories even contain a fear of
of themselves. They had managed a difficult event being rejected or abandoned by those who were
well. When they then learned that they had had a closest to them. One woman was worried about
recurrence, they saw themselves as failures. One how her partner would react to the changes she was

now going through.woman narrated:
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Is he going to put up with me when I’m going to I’ve had a whole week to myself, and it’s been so
nice; I’ve rested and recovered, I’ve done some-look like a monster again? You’re quick to cry and
thing fun during the third week every time. Builtget angry…your identity disappears in a way…it’s
myself up. You have to be active yourself; that’snot me. I mean, when you get out of the shower,
more clear when you have a recurrence.you don’t have your wig on…so you’re forced to

see yourself, but I hate…I hate this misery! That’s
almost the worst thing, not having hair. I can’t show The women strove, actively and goal oriented,
myself. He wakes up early in the morning, and I’m to regain their former selves. Through caring for
so afraid he’s going to wake up before I have a

and looking after themselves, as well as seeking
chance to put my wig on. I think that’s the

information on the disease, they hoped to contributeworst, actually.
to a successful treatment and to delay the cancer’s
advancement. To be able to take responsibility, theThe women also related that people around
women wanted to become knowledgeable. One

them treated them differently, now that they were
woman expressed that, with the first diagnosis, it

ill. Close relatives and friends withdrew, and few
had been enough to simply know she had cancer.

talked with the women about the disease and the
She did not have a need for more information, but

situation they were experiencing. They felt that now
now she wanted to know more.

that they could no longer be the positive example
they had been for those around them; they would If you have more knowledge, then you also get
do all they could to avoid being a burden. strong in your disease.

When they have not received enough informa-
tion, they have created their own explanation mod-Being Responsible
els to be able to face the new and unknown that
was waiting. In the women’s minds, keeping theAs is clear in the prior key constituent, “feeling
cancer away depended a great deal on themselves.alienated from both oneself and one’s surround-

The new awareness of life’s fickleness hadings,” that the women assumed responsibility—
helped them, according to themselves, appreciatepartly for having had a recurrence and partly for
togetherness—especially with their family and alsohaving made those around them uncomfortable be-
with significant friends—more strongly than theycause of this. They assumed responsibility for their
previously had. The women saw this as the dis-immediate health and fought to regain the best pos-
ease’s positive side effect. Something that wassible health and were confident that by “living
clear, however, was that the women assumed greatright,” they could affect the cancer’s advancement
responsibility, often protecting those close to them,and avoid any further recurrences. They also be-
and were afraid of being seen as a burden. Thislieved that a positive attitude would bring about a
was expressed, for instance, in the women cryingsuccessful result. One of the women expressed this
alone. Another way the women protected andas follows.
spared those close to them was to visit their doctor
alone and later “give doses” of the information toBeing active, happy, and positive in various ways
those around them. The women found it difficultis a way to take your part of the responsibility. If

it doesn’t work out (laughs), it’s because you’re to ask for help and felt that although they had people
not being positive. Believe in this, and it’ll be fine. around them, they were nevertheless alone in their
It’s like a requirement that you have to be so positive struggle. Women without a partner seemed to have
that you’re lifting yourself up by the hair.

extra difficulty, because they did not want to burden
their children.

A healthy diet, exercise, and positive activities
helped the women recover between chemother- When you don’t have a partner to live with, it’s a

huge difference. It’s just that, as a mother, you wantapy treatments.
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to perhaps spare your children from some of it and themselves and others. They were living in a limbo,
not burden…not call and cry as soon as it feels on the threshold to the unknown. Death became a
…you just don’t do it.

stronger threat than it had been in the past. It can
be said that they simultaneously prepared them-

Some of the women felt, in light of this, that
selves for death as well as continued life while

during certain periods, it was easier to talk to friends
trying to live in the present. The threat of death

than to their immediate family.
contributed to a change in meaning and charge
for the women’s close relationships. A sense of
belonging was important to the women; however,Structure—Living in Limbo
they described how the recurrence and the treatment
brought them suffering and how the changes to theBy integrating the 3 constituents (that have strong
body had a negative effect on their experiences ofcontact points) into an indivisible whole, a structure
both themselves and their relations to others. Theirdescribing the women’s experiences of the phenom-
complete existence and, with it, their identity wereenon “living with recurrence” has been created.
threatened. According to Merleau-Ponty,18(p. 206) notThe constituents “being denied one’s future and
only does a person have a body, but is also hersimultaneously hoping to be able to delay the can-
body. Although a person is more than just a body,cer’s advancement,” “feeling alienated from both
it is through that body she meets the world. Withoutoneself and one’s surroundings,” and “being re-
a body, she can neither perceive nor act. This meanssponsible” have been synthesized into the structure
that when the body changes, access to the sur-“living in limbo.” Living in limbo means that the
rounding world is also described as changing. Ap-women found themselves on the threshold to some-
plied to our study, this means that women’s identi-thing unknown. This situation was characterized
ties have been formed by how they have experi-by an existential loneliness. Even if many of the
enced themselves and their interplay with theirwomen had a social network, they were, for the
surroundings.most part, alone with their thoughts. The threat of

The concept of transition is central in nurs-death contributed to the women valuing relation-
ing.19,20 From a nursing perspective, the significanceships with others in a new way. They wanted to
of the phenomenon “living in limbo” is deepenedfeel that they belonged and were afraid of being
by being described as a health-illness transition.rejected. They assumed great responsibility for their
The women in our study described living on theown health and for the well-being of those around
threshold to the unknown, a significant turningthem. The latter meant that they protected those
point in life and, as such, a phase of a health-closest to them by, for example, not spreading their
illness transition. The transition process starts withworry. Because of this, they were very isolated and
separation, followed by a phase of liminality, andvulnerable, and at the same time, their accounts
ends with a phase of incorporation. For the womenalso showed courage, strength, and a desire to care
in our study, the transition was initiated at the timefor others.
of the diagnosis of recurrence. The phase of limi-
nality is described as state of being in between,
encompassing loss of control, uncertainty, and am-Discussion
bivalence.21 Being between two worlds can be lik-
ened to finding oneself in between the world ofThe aim of this study was to deepen the understand-
the healthy and the ill22,23—a condition marked bying of the phenomenon living with a recurrence of
alienation. Sontag24 has stated that all individuals,ovarian cancer during the first 5 to 10 months after
even if we do not acknowledge it, have doublelearning of a recurrence. The findings showed that
citizenship—one in the realm of the healthy andthe women’s daily life had changed markedly. The

women described feelings of alienation from both one in that of the ill. According to Schumacher and



CHAPTER 7 HEALTH AND ILLNESS TRANSITIONS 355

Meleis,25 a healthy transition is characterized by who was motivated to listen. Many of the women
also expressed this opinion.connectedness, confidence, subjective well-being,

mastery, and successful coping. In addition to the questions already mentioned,
this study raises other thoughts. For this study’sThe significance of finding oneself in limbo

is close to the concept described as existential subjects, recurrence was discovered relatively
early, thanks to the regular checkups performed onhomelessness,26 a condition in which the world is

no longer experienced as familiar. This can be said women with ovarian cancer. This early discovery
is likely the reason that many of the women hadto apply to the women in this study. In our study,

the women described themselves as alienated and not yet felt any symptoms. This raises an ethical
question, as research has not shown any differencealone. Both the woman herself and the society had

contributed to placing her in what we have de- in survival for women with gynecologic cancer,
depending on whether they showed symptoms atscribed as limbo. They were strangers to themselves

and to others and felt that those around them treated the time of diagnosis. If this result is rigorously
substantiated, the question can be posed as tothem differently. It is likely that all of this worked

interactively. The women strove to be treated like whether an early discovery of recurrent ovarian
cancer benefits a woman or instead causes harm.“normal people,” and they had a strong desire to

belong to “the healthy.” Similarly, cancer patients This question must be both discussed and studied.
We have not found any other studies in whichin the study of Halldorsdottir and Hamrin27 de-

scribed a desire to be taken back to “the land of this behavior of assuming responsibility for health
is as dear. In their struggle to belong to life, thethe well.”

The experienced isolation can also be linked women felt responsible for having the best health
possible. In our earlier study of how women withto feelings of guilt. It is known that women who

have cancer recurrence have feelings of guilt, and primary cancer experienced health care, we found
that they wanted to take an active part in their ownthat these are more common in cases of recurrence

than with primary cancer.6 The feelings of guilt are care. At the same time, they placed themselves in
the hands of the health care professionals, con-described as increasing with the disease’s ad-

vance.28 For those having recurrence, these guilt vinced that the tumor would be removed as soon
as possible and that everything would return tofeelings can bring unnecessary suffering. In such

a situation, those who live alone can be especially normal.3 This result is in agreement with results
from other studies.31,32 However, the women in thevulnerable,29 something that should be given atten-

tion in nursing. Patients are often left alone with current study asserted that, by assuming responsi-
bility, they contributed to a good result. For thetheir thoughts and questions of vital importance.

This is found in a study by Strang et al.,30 which women to be able to take responsibility, they de-
pended on receiving the information they needed.shows that patients with brain tumors and their

spouses need to discuss existential matters. How- Knowledge is a condition of participation and au-
tonomy (cf. Andershed and Ternestedt33) andever, the nurses in their study did not feel that they

had the competence or time to address these needs. involvement in care (cf. Sahlberg Blom et al.34).
The driving force behind this substantial as-This might reinforce the feeling of existential lone-

liness. It is important to stress that even existential sumption of responsibility can be interpreted in
various ways. A reasonable interpretation, basedloneliness cannot merely be discussed away—it is

part of life—it can be alleviated if it is respected on the women’s accounts, is that they have tried
to manage on their own as long as possible for fearand if patients were offered opportunities to talk

about it. In our study, we have the impression that of being rejected or being a burden to their families.
They exerted themselves in various ways to let lifethe interviews that served as the basis of the study

filled this need to a degree. The women have been go on as usual as much as this was possible; they
avoided showing their own tiredness and sadnessable to talk about their experiences with a person
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as much as they could. The women’s accounts of to the women’s behavior and should be considered
at this point, in the short time that has passed afterisolation can thus have been supported; in certain

cases, they may have refused help with the intention they have learned of the recurrence.
In the previously mentioned study of howof, for example, protecting those around them who

did not need to be confronted with death and the women with primary cancer experience health care,
we found that it could be important to providefears it awakens. This attitude is in accordance with

other studies.10,35–37 Previous studies have shown certain information to a woman’s partner as well,
at the same time that the woman is informed, giventhat women with cancer see themselves as alone

despite the fact that they have close relatives and that the woman desires this.3 It is reasonable to
assume that such support would also help to lessenfriends.2,38 Studies have also shown that recurrence

of cancer can have a negative effect on close rela- a woman’s fear of abandonment, which emerged
in this study. However, it is doubtful that the womentionships, regardless of sites.39,40 Both partners in a

relationship can avoid showing their feelings to the in this study would have accepted this type of sup-
port if it had been offered. They showed signs, inother, who they believe to be weaker.41 Conse-

quently, this can mean that those close to a sick some cases, of refusing help from those close to
them, taking an apparently conscious responsibilityindividual are not active participants in their situa-

tion. Such a pattern emerged in our study as well. for their disease. On the other hand, we cannot rule
out the possibility that it could have served as aHow the women felt about this is not evident; how-

ever, it is reasonable to assume that they had their support during a very difficult time if the women
had been offered support sessions with a person ofreasons for acting as they did, even if it may have

contributed to their being unnecessarily isolated. It their choice. More knowledge is needed in this area.
therefore seems important that nurses be aware of
women’s experienced isolation and give them the
support they need. Trustworthiness

The study also brings up the question of why
the women assumed such great responsibility for In judging this study’s trustworthiness, it should be
others and whether there might be feelings of guilt, considered that it was conducted 5 to 10 months
anger, and/or fear of abandonment behind this be- after the women had learned of a recurrence, a
havior, and whether the withholding of information, period in the course of the disease described as
for example, may have been a way to maintain difficult for the patient. This can have been compli-
mastery over their everyday life in a highly vulnera- cated by the fact that many women had been com-
ble situation. Alternatively, caring for others may pleting a treatment series, which is described as
have become more central than it had been pre- extra difficult in the case of recurrent cancer.44 The
viously, in the light of the women’s realization that study’s aim was, however, to try to capture the
life could soon be over. From an ethical caring women’s experience in the midst of this vulnerable
perspective, the latter appraisal can be seen as most situation and describe what is truly essential about
likely. According to Gilligan and Wiking,42 women the phenomenon of living with recurrence. Ac-
often define themselves through their relationships cording to Giorgi and Giorgi,17 the structure is
to others. In our study, it is reasonable to regard meant to be typical for this phenomenon and not
the women’s behavior as both an expression of care universal. This means that none of the 3 key constit-
and a way to preserve as much of their identity as uents comprising the structure can be removed
possible in a situation in which their existence is without markedly changing the phenomenon. An-
threatened. It has been described earlier that close other important trustworthiness criterion is giving
relationships take on a particular meaning when the reader as much information as allows him or
death is at hand9,43 and that relationships promote her to follow certain basic steps, and thus test the

results’ trustworthiness himself or herself. An en-identity. A number of other factors likely contribute
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perceptions of their situation and views of creases exponentially with age (Hedlund, 1985),
and the annual number in Sweden has increasedtheir responsibility in the rehabilitation pro-

cess. Background: Although much research from 18,000 in the late 1980s (Thorngren, 1996)
to around 28,000 in 1998 (The National Board ofhas been conducted on various aspects of the

rehabilitation process in patients with a hip Health and Welfare, 1998). Patients with a hip frac-
ture are in a vulnerable position, and the fracturefracture, no attention has been given to the

patients’ own views of their situation at the poses a potential and fundamental threat to their
life situation. Postoperative rehabilitation aims tostart of this transitional process. Method:

Thirteen informants with a hip fracture, aged help the patient regain the same functional status
as before the fracture, however, only 25–50% ever71–93 years, were interviewed postopera-

tively at a Swedish hospital. Phenomeno- achieve this goal (Egan et al., 1992; Marottoli et
al., 1992; Hall et al., 2000). With the increase ingraphic analysis of the interview transcripts

was performed. Results: The informants var- average age of patients with a hip fracture, the
group has become more heterogeneous and the dif-ied greatly in their engagement in the rehabil-

itation process, in their conceptions of who ference in care requirements between patients need-
ing the least versus most care is considerable. Thewas responsible for their recovery, and in

their views on the need for information perti- reason for this difference is related to the patient’s
physical, mental, and social condition before thenent to their condition. Three categories of

description were formulated: the Autono- fracture (Ceder et al., 1980; Zetterberg et al., 1990;
mous, i.e., patients who were self-sufficient Ensberg et al., 1993; Sonn et al., 1994; Koval et
and used to taking care of themselves and al., 1996, 1998; Cree & Nade, 1999; Overend et
who searched for relevant information; the al., 2000; Zuckerman et al., 2000a, b). Hence, the
Modest, i.e., frail patients in need of more requirement for nurses to work effectively within
support who wanted information, but did not the multiprofessional team is increasingly im-
ask for it; and the Heedless, i.e., patients who portant, and their contribution within rehabilitation
were already dependent, who were not aware is the ability to maximize patients’ choice to en-
of their own responsibility and not interested hance independent living (Long et al., 2002).
in information. The informants also shared A hip fracture constitutes a sudden traumatic
some traits: they all needed more informa- event threatening all aspects of the older person’s
tion, although not all were aware of it, they functional status. The rehabilitation of patients with
all worried about their future ability to walk a hip fracture is a transition from initial complete
again, and they all had a strong zest for life. dependency to recovery of optimal functional status
Relevance to Clinical Practice: Our results (Robinson, 1999). The initial period of the rehabili-
suggest that differences in patients’ perspec- tation is particularly stressful for the patients, in-
tives on the rehabilitation process need to volving uncertainty, fatigue, and postoperative
be taken into account to enhance outcomes. pain. Whereas attempting to cope with these
Inadequate knowledge and engagement on changes, the older person must also diligently par-
the part of patients with a hip fracture proba- ticipate in the rehabilitation process. Many people
bly have an impact on their rehabilitation experience transitions, and for older people, such
outcome, but the degree of impact is transitions may be linked to their health and need
uncertain. for nursing care. Transitions are conceptualized as

complex multidimensional processes that both
cause and affect changes in life, health, relation-Background
ships, and environment. They include five different
properties: awareness, engagement, change and dif-Hip fractures represent a large and increasing health

problem today. The incidence of hip fractures in- ference, time span, and critical points and events
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(Meleis et al., 2000). These properties are probably scribe different conceptions among patients with a
hip fracture, we used a phenomenographic ap-interrelated in the transition process. Although

much research has been conducted on various as- proach, as described by Marton (1981) and
Booth (1992).pects of the rehabilitation process in patients with

a hip fracture, no attention has been given to the
patients’ own views of their situation at the start
of this transitional process. Informants

Knowledge is empowering to those who de-
velop it, to those who use it, and to those who Informants were recruited from a geriatric/orthope-
benefit from it. Understanding the properties and dic ward at a Swedish hospital. Inclusion criteria
conditions inherent in the process for patients with were: age 70 years or more, noninstitutional resi-
a hip fracture would help nurses to assess and/or dence, and acutely operated on for a hip fracture.
promote the individual patient’s possibilities for a Exclusion criteria were: severe illness, cognitive
healthy transition. Hence, the aim of this study was impairment or dementia, or pathological fracture.
to describe the patients’ own perceptions of their Thirteen patients strategically selected, and 2 men
situation and views of their responsibility in the and 11 women, aged 71–93 years (median 81 years)
rehabilitation process. met inclusion criteria and were invited by the pa-

tient’s primary nurse to participate in the study.
They were provided with both oral and written
explanations of the study, and assured that partici-Methods and Informants
pation was voluntary and that the data would be
treated confidentially. Informed consent was ob-Qualitative methods are particularly appropriate for
tained and all 13 patients agreed to participate. Thegaining a fuller understanding of what constitutes
study was approved by the hospital administrationreality for patients in a special situation. Phenomen-
and the Human Ethics Committee, Göteborg Uni-ography, developed at the Department of Education
versity, Sweden.and Educational Research at Göteborg University,

Sweden (Marton 1981), is a method for describing
the way people understand their experiences. A

Interviewdistinction is generally made between the first-order
perspective, which basically comprises facts that
can be observed from without, and the second-order The interviews were conducted in the informants’

room or in a secluded area of the ward as soonperspective, which is the informant’s experience
or perspective of a phenomenon (Larsson, 1986). after the operation as the informants felt strong

enough, to obtain the patients’ personal concep-Phenomenography focuses on issues relating to the
second-order perspective. Knowledge of the way tions. Each interview lasted 30–45 minutes, and

was recorded and later transcribed verbatim by thein which a certain group of people conceives phe-
nomena in the world around them will facilitate first author. The interviews took the form of a dia-

logue and were semistructured such that the mainteaching (Uljens, 1989). We can assume that there
is a relationship between the effects of health care questions, related to the informants’ perception of

the transitional properties, were included in all in-measures, patients’ recovery and the way patients
view themselves as patients, how they view their terviews. During the interviews, deliberate efforts

were made to encourage informants to reveal andillness or injury, and the kind of knowledge they
have about the treatment that is offered. Accord- comment freely on their personal experiences of

and reflections on their situation, without imposingingly, a central issue for the health sciences is to
investigate patients’ conceptions of the phenomena the interviewer’s own values on what was being

said (Kvale, 1996). The interviewees talked freely,they encounter (Wenestam, 2000). Thus, to de-
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and all appeared to be grateful for the attention and ries of description: the Autonomous, the Modest,
and the Heedless.for having someone to listen to their reflections.

The Autonomous
Data Analysis

The Autonomous appeared to be confident and ac-
Transcripts were first perused several times to be-

customed to managing for themselves and being in
come familiar with the data and to form an impres-

control of their lives. They were willing to listen
sion of the material as a whole. They were then

to the staff, but made their own decisions. One
analyzed to determine the patients’ perceptions of

patient described how she acted in conjunction with
the five transitional properties, and meaning-units

an earlier fracture:
relevant to the study were identified and pooled. A
total of 542 meaning-units could be identified, and This leg was in plaster for nearly a year, and then
a saturation of conceptions was observed when nine I was supposed to have physical therapy at the
interviews had been analyzed. These meaning-units hospital, but I found it just too much trouble, so after

a while I didn’t bother. I exercised the leg myself.were then read and compared with each other. In the
next step, meaning-units describing qualitatively

The Autonomous knew what they wanted aftersimilar conceptions were grouped together and the
discharge from hospital. One woman was deter-nature of this similarity was articulated. This group-
mined to obtain community aftercare, even thoughing resulted in a limited number of categories of
she knew it was very difficult to get:description. These categories were labeled in accor-

dance with their characteristics and exemplified
I have been thinking and I know that I shall havewith representative quotations from the interviews.
to stay there for some time, a few weeks or so,An example of a meaning-unit that led to a category
since I can’t manage to go home straight away,

is, “If there is something I do not understand I will definitely not.
ask, I think I am entitled to do so,” a statement
exemplifying the “Autonomous” category. To test

Even if the Autonomous appeared to be strong,
the reliability of the categories, the second author

they felt just as vulnerable as the other groups.
evaluated the categories in relation to the

However, they were aware of the importance of
interviews.

information, personal support, and their own re-
sponsibility. One informant pointed out that more
information given preoperatively could have madeResults
a great difference:

The main findings in this study concern variation
Of course, if someone had come and sat down forin the informants’ conceptions, which were possible
a little while and talked. If they had said something

to group into three distinct categories. However,
like, this is what it will be like, and so on, and after

analyses also revealed similarity in informants’ a while you will be able to walk and maybe manage
conceptions. These common traits appeared in vari- on your own again. That would have been reassur-

ing, it really would. Because, I really must say, atous forms and degrees in all interviews.
moments like that, you get a feeling of being small
and insignificant.Different Conceptions

It was apparent that they understood the im-Informants differed in their conceptions regarding
portance of taking responsibility for their rehabilita-their need for information and views of their own
tion. They realized that the most important immedi-responsibility in the rehabilitation process. Infor-

mants could be classified into three distinct catego- ate information they needed was how to exercise
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the leg without disturbing the fracture, and that would recover, and they were confident that people
around them would care for them. In some ways,many other questions would arise later.
their position was enviable in not having to worry

The Modest about the future. When asked who was responsible
for their rehabilitation, one 84-year-old woman

The Modest gave the impression of being vulnera- said:
ble and dependent on others, and they expressed

I don’t know, it must be the physiotherapist whothemselves cautiously. They wanted to be restored
is involved in the treatment I think, hope. I don’tto their previous functional status, but appeared
care. It is not for me to say, but they usually comehesitant about saying so. Instead of demanding
to help me.

community aftercare like the Autonomous, they
were willing to go along and accept what was

The Heedless were characterized predomi-
offered:

nantly by a reluctance to reflect on their situation,
by a refusal to accept responsibility, and by theirI’ve asked to be sent to a community facility after
need for information. They did not accept any re-discharge, to get some more rehabilitation. But the

doctor said that it wasn’t possible, this is the rehabil- sponsibility for their rehabilitation and relied en-
itation. I had been hoping I could stay a little longer, tirely on their physicians, nurses, and significant
but then I figured, there is nothing to do about it, others. They were not interested in receiving or
maybe I can get some help at home, my children

discussing information that might be useful to them.will come, and then I have my older sister.
Their strategy was to simply follow instructions
and let the staff help them through the transition.These informants appreciated and were grate-
They did not appear to have reached a stage whereful for the information offered to them, but for
planning for the future was relevant.some reason they did not request more, even though

they seemed to want to. Asked whether she had
been given all the information she needed, one

Common Traitswoman said

AwarenessNo, I can’t say that I have, but I guess I haven’t
asked enough either.

Informants lacked adequate knowledge about their
The Modest worried more about their future condition, what to do and how to act, and needed

ability to walk and to maintain their former lifestyle more information. Only one informant knew some-
than did the others. They feared being discharged, one who had undergone rehabilitation for a hip
saw only problems, and appeared unaware of the fracture. On the second day after surgery, one
progress they had made. They were reluctant to woman was unaware of which joint had been oper-
talk about their hopes and wishes for the future and ated on or what she could do with her leg:
did not see their own responsibility as clearly as
the Autonomous. I sat here thinking that I have bent my leg, so

obviously it is possible to bend it.

The Heedless
Shocking Event

The Heedless differed dramatically from the other
two groups in terms of how they regarded their Many older people live alone, so in the event of

an accident, it may take some time before they cansituation. They appeared to view their situation with
some detachment, almost as if it did not really get help. One of the informants spent the whole

night waiting:concern them. The Heedless did not doubt that they
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It was ten o’clock in the evening, I was in my give up, you see, one needs to keep at it to the
final breath.bedroom, and fell to the floor. I was in terrible pain.

The balcony door was open, I wanted to shut it,
but I could not move and I could not get up into A 93-year-old woman, admitted for a third
bed. I spent the whole night on the floor, and at fracture that year, said she was not going to give up:
seven in the morning I could finally call my sister.

You have to give it all you’ve got—if you’re stub-
Although several suspected they had sustained born enough.

a fracture, all of the informants were very distressed
by the diagnosis and felt as if they had received an
ominous verdict. One informant described how he Discussion
lost his sense of reality:

Results from the present study indicate that patients
I just could not believe it, was this really happening with a hip fracture, in general, lack adequate knowl-
to me? My thoughts went back and forth. Was my

edge about their fracture and their rehabilitation.leg broken or was it a bad dream? After a while,
More importantly, our findings pointed to a signifi-I came to my senses and realized that my leg really
cant difference in patients’ engagement in the reha-was broken.

bilitation process. This difference indicates that pa-
The period before surgery was described as tients cannot be considered a homogeneous group

mostly blurred and filled with fear and the pain. who do, or do not, participate in their transitional
They worried about how they would function post- process. Variation in patient participation in reha-
operatively and characterized the experience both bilitation has previously been described in different
before and after the operation as alarming. One ways in studies of patients actually undergoing re-
female informant repeated several times the habilitation (Jewell, 1996; Larsson-Lund et al.,
thoughts she had both before and after the opera- 2001). Furthermore, Carlsson et al. (1991) found
tion, “It’s not at all sure that I shall ever be able that older people develop different behavioral pat-
to walk again, maybe I will have to spend the rest terns during the course of their lives, which corre-
of my life in a wheelchair.” spond to the different strategies found in our study.

These findings may also shed some light upon the
Zest for Life communication gap revealed in studies on patient

satisfaction with information and discharge plan-
All patients, regardless of age, health status, or ning. For example, Dahlberg and Herlitz (1997)
abilities, expressed a strong desire to recuperate. and Zidén and Wenestam (1991) found that their
Although they were still confined to bed, they were patients were dissatisfied with information, and
very worried, remembering the pain and inability Jewell (1993) and Smith et al. (1997) found that
to move their leg. All the suffering they had experi- their patients were equally dissatisfied with dis-
enced in anticipation and preparation for the opera- charge planning. Both Jewell (1996) and Bull et al.
tion led them to believe they might not be able to (2000) reported that older people want to be in-
walk with their leg again. One informant said that volved in planning, and that patient participation
she had been convinced that she would not be able in planning yields better health outcomes from the
to walk again, but that it all changed when the perspective of both the patient and family carer
physiotherapists got her up for the first time: after discharge. These results indicate that although

patients wish to participate, they may not feel that
They came in with the walker and helped me up they are afforded those opportunities.
on my feet, and then I told them I do not think I

In all the interviews, the informants conveyedcan walk, but they said, come on, we know you
a sense of distress. They viewed their situation ascan do it, and I did. After that I thought, damn it,

I can do it and so it is, it may work. One can not threatening, and worries of permanent dependency
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and impaired walking ability were prominent. Little in one or several transitions. Coordination of these
transitions is essential for achieving stability.research interest has focused on patient worries and

concerns, and we found only one study in which
patients described their condition as alarming

Study Limitations(Bowman, 1997). Clearly, such worries and con-
cerns represent yet another hurdle to successful

In spite of the small number of informants, differentrehabilitation. However, it has been shown that
categories of description were easily formulatedthese feelings can be reduced by brief supportive
from the interviews. The phenomenographicnursing interventions, including improved informa-
method is regarded as highly applicable when thistion (Houldin & Hogan-Quigley, 1995). For older
goal has been reached and the results have led topeople, a hip fracture is a devastating transitional
categories that describe different conceptions. Aprocess spanning from an initial state of complete
saturation of the conceptions was reached beforedependency to a restoration of former functional
all the interviews had been completed, which attestsstatus, a goal reached by few (Cooper, 1997; Rob-
to the validity of the results (Taylor & Bogdan,inson, 1999; Hall et al., 2000; Norton et al., 2000;
1984). A larger study might further refine the cate-van Balen et al., 2001). The fears and worries ex-
gories and possibly add additional ones; however,pressed by our informants clearly suggest that they
with more data, there is a risk that the analysis willneeded more attention and emotional support to
become superficial, and thereby undermine the aimensure a healthy start in the transition.
of the work (Larsson, 1986).Some transitions are associated with identifi-

able marker events, critical points and events. These
could be associated with an increasing awareness Relevance to Clinical Practice
of change or difference, or more active involvement
in dealing with the transition experience (Meleis et Our results suggest that differences in patients’ per-
al., 2000). Some critical points were salient for spectives on the rehabilitation process need to be
our informants. Two negative critical points were taken into account to enhance outcomes. The will-
noted: the fall itself, because some informants were ingness of patients to participate in rehabilitation
alone and helpless for hours; and the diagnosis, documented in earlier studies, combined with the
which the informants experienced as distressing zest for life found in our patients, underscore the
and threatening. One positive critical point was importance of nurses carefully assessing each indi-
identified: when the informants were first able to vidual’s resources and barriers for rehabilitation.
put weight on the fractured leg, and thus, realized Understanding the patients and encouraging their
they might be able to walk again. Even though willingness to participate are important tasks for
trying to walk involved both discomfort and pain, nurses, and will potentially enhance the patients’
it also seemed to trigger a strong zest for life, and chances for recovery. Our results suggest that we
none of the informants was ready to give up. All need to develop different ways to inform and edu-
transitions are characterized by flow and movement cate these patients that better take into account the
over time, but it is debated whether or not transi- patients’ ability to absorb and digest the informa-
tions are also characterized by an identifiable end- tion. They all need the information to be provided
point (Meleis et al., 2000). For patients with a hip both in writing and orally as early as possible, not
fracture, the endpoint is probably not identifiable all at once, but rather step by step and repeated as
because so many of them never regain their previ- necessary. The Autonomous group only needs bet-
ous level of physical function. Stability and accep- ter information, and the Modest group also needs
tance of the situation are probably more appropriate enhanced emotional support, especially during the
endpoints. Patients with a hip fracture are a very initial period. The Heedless are more difficult to

know how to handle. They do not only need betterheterogeneous group, and some of them are already
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Cooper, C. (1997). The crippling consequences of frac-information, but they also need to be made aware
tures and their impact on quality of life. Americanof their own role during their rehabilitation. The
Journal of Medicine, 103, 12s–19s.

first postoperative ambulation should start as soon Cree, A. K., & Nade, S. (1999). How to predict return
as possible to abate their worry and stimulate their to the community after fractured proximal femur in
zest for life. the elderly. Australian & New Zealand Journal of

Surgery, 69, 723–725.
Dahlberg, L., & Herlitz, C. (1997). Vägen från sjukhuset:

Om äldre människors återhämtning efter ortoped-Suggestion for Future Research
iska skador (in Swedish). Dalamas forskningsråd;.
Report no. 1997:2. Falun.

The care of patients with a hip fracture is very Egan, M., Wairen, S. A., Hessel, P. A., & Gilewish, G.
complex, and requires the involvement of many (1992). Activities of daily living after hip fracture:

Pre- and post discharge. Occupational Therapystaff members. Our result suggests the need for
Journal of Research, 12, 342–356.more individualized care based on the patient’s pre-

Ensberg, M. D., Paletta, M. J., Galecki, A. T., Dacko,requisites. To achieve this, a structured quality care
C. L., & Fries, B. E. (1993). Identifying elderly

may be used, where the contribution of all the mem- patients for early discharge after hospitalization for
bers of the multiprofessional team is specified and hip fracture. Journal of Gerontology Medical Sci-

ences, 5, 187–195.further developed. Further research is needed to
Hall, S. E., Williams, J. A., Senior, J. A., Goldswain, P. R.develop methods to more efficiently identify and

T., & Criddle, R. A. (2000). Hip fracture outcomes:classify patients according to the categories identi-
Quality in older adults living in the community.

fied here. Moreover, efforts need to be made to Australian New Zealand Medical Journal, 30,
better manage the Heedless and to encourage them 327–332.

Hedlund, R. (1985). Incidence of femur fractures. Unpub-to take greater responsibility for their rehabilitation.
lished doctoral dissertation, Karolinska Institutet,
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process that begins from the moment a disease diag- For the purpose of our study, the patient’s concerns
were tentatively defined as “a single or multiplenosis is made and a treatment starts, and continues

until the person subjectively perceives himself or event(s) that bothers one’s mind” and the coping
strategies were tentatively defined as “one’s effortsherself to be fully functional, or has completed his

or her rehabilitation program.5–10 in managing the aforementioned concerns.” The
admission transition for cardiac surgery conceptual-The consequences of heart disease usually af-

fect an individual’s total performance, and create ized in our study is the stage extending from the
day the patient is hospitalized until the moment shemany physiologic and psychologic hardships, such

as chest pain, depression, altered body image, and or he is sent into the operating room. The admission
period is not only part of the preoperative period,increased dependency.5,6,9–15 This frequently leads

to the fear of an uncertain future and a decreased but is also a component of the overall recovery
transition of patients.sense of well-being.7,10,11,16,17 Although the success

of surgical treatment of cardiac disease has been
well established, there are still many risks for post-

Methodoperative complications of cardiac surgery: wound
infection, coagulopathies, thromboembolisms, neu-

An exploratory research design was used to revealrologic impairments, renal failure, dysrhythmia,
the nature of patients’ concerns at the beginning ofvalve degeneration, endocarditis, heart failure, and
their recovery transition.death.10,18–22 Because of the highly threatening na-

ture of cardiac surgery and the psychologic ties to
Sample

the heart itself, cardiac surgery and the physiologic
and psychosocial responses related to it have been Because coronary artery bypass grafting (CABG),
the foci for researchers. valvular replacement surgery (VRS), and atrial or

Some of the preoperative concerns of patients ventricular septal defect (ASD or VSD) repair are
that relate to cardiac surgery have been identified three major types of cardiac surgeries in Taiwan, a
and grouped into five types: (a) the waiting itself; purposive sample of subjects who met the following
(b) physical responses, such as postoperative pain; criteria was obtained: (a) more than 18 years old;
(c) psychologic responses, including mourning the (b) able to understand and speak Mandarin, Taiwan-
loss of good health and control, disappointment, ese, or Hakka, or having family members willing
anger, and fear of the appearance of wounds, im- to interpret for them; and (c) planning to have sur-
pairment, seriousness of surgery, and death; (d) gery for CABG, VRS, ASD, or VSD repair. Ex-
cognitive responses, including helplessness and cluded were subjects who were intubated with na-
guilt, and knowledge deficit of additional tests, pro- sal, oral, or tracheostomal tubes; those who were
cedures, and medication; and (e) sociologic issues, not fully conscious (Glasgow Coma Scale < 15);
such as extended hospital stay and increased and those who had a degree of mental illness (con-
cost.4,11,12,15,23

firmed by at least one psychiatric physician) before
However, few investigators have researched conducting interviews by the principal investiga-

further to include the patients’ concerns regarding tor (FJS).
cardiac surgery, and the strategies patients have
used to deal with these concerns during the preoper- Procedures
ative hospitalization stage that extends from diag-
nosis until the date of surgery. The purpose of our Our study protocol was reviewed and approved by
study was to explore Taiwanese patients’ concerns the Committee for Research on Human Subjects at
and their coping strategies during their admission the University of California–San Francisco and the
transition for cardiac surgery, as well as the back- four study sites. Permission to conduct the study

also was obtained from the directors of the surgicalground context that has framed this phenomenon.
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and nursing departments of one national and three the patients’ rooms on the surgical cardiovascular
floor unit 1 day before cardiac surgery. The exactgeneral hospitals in northern Taiwan—each institu-
time of the interview was scheduled by consultingtion having a reputation for successful cardiac sur-
with the patient’s primary nurse and obtaining thegery. The list of all patients scheduled to receive
patient’s agreement. Following the semistructuredcardiac surgery was obtained through daily contact
interview format, patients were asked questionswith the clerk or head nurse of the surgical cardio-
with the aim of constructing a patient profile. Thevascular floor units at four hospitals. All patients
patient profile consisted of the patient’s demo-who met the inclusion criteria, and who expressed
graphic information, such as age, language, maritalan interest in participating in our study before sur-
status, socioeconomic status, living arrangements,gery, were considered as potential candidates. They
and religious affiliation. After finishing the inter-were then individually approached by us and in-
view, the principal investigator went to the nursingformed of the purpose of our study, the extent of
station to review the patient’s chart and to recordparticipation expected, and the potential risks in-
the patient’s health status, medical history, andvolved. A consent form was read to them before
medications.they were asked to participate. All patients were

Sixty patients were approached by us, but onlygiven time to read the consent form and ask ques-
40 (20 men and 20 women) actually met the require-tions. A signed consent form was obtained from
ments and completed the interview. Sixteen patientseach patient who chose to participate, and each
were too weak to participate or finish the interviewpatient was offered a copy of his or her consent
as a result of various preoperative signs and symp-

form.
toms, such as fatigue, shortness of breath, severe
coughing, pain, and gastrointestinal discomforts.

Instruments
Four patients’ family members insisted that patients
should talk as little as possible to save their energy

Two types of data collection tools were used: a
for the cardiac surgery, although the patients them-

semistructured interview guide and the patient pro-
selves agreed to participate in the study.

file. The semistructured interview guide, entitled
Twenty-five percent of the participants (n =

“Suggested Interview Questions and Probes for the 10) came from one medical center, 30% (n = 12)
Patient,” was developed on the basis of literature from one military hospital, and 25% (n = 10) and
reviewed pertaining to surgical cardiac recovery, 20% (n = 8) from two private hospitals. The partici-
as well as on Chinese health and culture. In addi- pants’ ages ranged from 20 to 70 years (M = 50.10;
tion, the principal investigator’s empiric knowl- SD = 17.24). Most of the participants were mar-
edge, based on more than 16 years of surgical car- ried. Most had received more than seven years of
diovascular nursing work in Taiwan, and periodic schooling. Eighty-seven percent were employed.
(once or twice per week) consultation with her four Seventy-three percent (n = 29) of the subjects’ an-
internationally respected interdisciplinary ex- nual family income was between $3703 (U.S.) and
perts—a surgical cardiac nursing scientist, a nurs- $22,222 (U.S.). Because five of the subjects did
ing theorist, and two sociologists familiar with the not have steady incomes, the mean income of the
use of multiple qualitative methods—also consti- other 35 subjects ($26,121 [U.S.]) was used for
tuted valuable sources of input in devising this purpose of analysis. Eighty percent of subjects (n
guide. The final modification of the interview guide = 32) perceived their annual family income as ade-
was made after interviewing four male and three quate. The severity of cardiac disease ranged from
female Taiwanese patients 1 day before their car- NYHA functional class 1 (38%) to IV (5%). Thirty
diac surgery in Taiwan (before our study protocol percent of subjects (n = 12) planned to have CABG;
was approved). The interviews were conducted in others planned to have septal replacement, or VRS,
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TABLE 7.6.1 Sample Demographics (n = 40)

Demographic M (SD) Range n %

Age (yr) 50.10 20–30 7 18
(17.24) 31–40 7 18

41–50 6 14
51–60 10 25
61–70 10 25

Education 2 5
Graduate school
College 8 20
Senior high school 7 17
Junior high school 7 17
Elementary school 11 28
None 5 13

Religious affiliations 32 80
Buddhism
Protestantism 3 7
Confucianism 5 13

Occupation 4 10
Not working
Housewife 7 18
Self-employed 6 14
Laborer 16 40
Administrator 4 10
Teacher 2 5
Student 1 3

Family Income/yr 512,989 NT 40,000–99,999 4 10
(27.0 NT = $1 US) (492,867) NT 100,000–199,999 7 17

NT 200,000-299,999 5 13
NT 300,000-399,999 5 13
NT 400,000-499,999 5 13
NT 500,000-599,999 7 17
= NT 600,000 7 17

Perceived adequacy of income
Very satisfied 4 10
Satisfied 9 23
Okay 19 47
Unsatisfied 5 13
Very unsatisfied 3 7

Number of caregivers 1.95
1 14 35
2 (0.85) 14 35
3 7 17
4 5 13

NYHA Functional Class 15 38
I
II 13 32
III 10 25
IV 2 5

Type of surgery 12 30
CABG
VR 9 23
SR 8 20
Redo VR 6 14
CABG and VR 3 7
SR and annuloplasty 1 3
Annuloplasty 1 3

No. of preoperative 5.12 1–7 30 75
hospitalization days (3.14) 8–14 7 18

15–18 3 7

NT, New Taiwan dollar.
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or both CABG and VRS, or other surgeries. The nomenon. The subcategories of the participants’
concerns revealed in this study were the presenceduration of the subjects’ stay in the floor unit before

the surgery ranged from 1 to 18 days (M = 5.12, and the absence of concerns. The subcategories of
the participants’ coping strategies identified in thisSD = 3.14) (Table 7.6.1).
study were the presence or absence of coping strate-
gies. The themes of the subjects’ concerns wereAnalytical Methods
the different levels (consisting of various compo-
nents) of the subjects’ concerns. Likewise, theThe data were first transcribed from audio tape in
themes of the subjects’ coping strategies were thethe patient’s native language (Mandarin, Taiwan-
three types (consisting of various methods) of theese, or Hakka) in written Chinese, and later trans-
subjects’ coping strategies.lated into English by Chinese, and later translated

into English by the principal investigator and three
individuals, who are each proficient in both Chinese

Trustworthinessand English, have a good knowledge of Eastern
and Western culture, and were well trained by the
principal investigator. Some strategies were used to enhance the rigor of

The accuracy of the data translation was the findings. Informant-checking was agreed to by
checked by translating the English version back all respondents.24–28 Negative cases were investi-
into Chinese, and then having it reviewed by other gated and analyzed.26,29–31 All patients’ charts were
investigators. Data analysis took a total of 21 reviewed.26,28,29,31 Additionally, each subject’s pri-
months, starting with the first interview and contin- mary nurse or caregiver was asked to confirm spe-
uing to the end of the research period. To keep the cific events.25,26,29,32 For example, when the subjects
emerging codes, categories, themes, and concepts addressed concerns related to their hospital experi-
firmly grounded in the subjects’ actual experiences, ences, or other medical or nursing issues, the princi-
a unique mode of qualitative content analysis pal investigator would contact the subjects’ primary
was used.24,25 nurse as well as their caregivers to clarify the related

The various analytic codes, categories, and information. In addition, if the subjects’ concerns
themes related to the concept of patients’ concerns were related to their family members or to socioeco-
about cardiac surgery were developed by means of nomic issues, the principal investigator would con-
seven different levels of analysis. We developed tact the subjects’ caregivers to get more background
this analytical approach by periodically (once or information to better understand the subjects’
twice per week) discussing the data with the afore- concerns.
mentioned consultation group during the data anal-
ysis process. The seven levels included: (a) accurate
transcribing and translating, (b) obtaining a holistic Results
understanding of the subjects’ responses, (c) codi-

Participants’ Concerns at Admissionfying emerging patterns in each interview in the
field notes, (d) creating an action/interaction strat-
egy–examining work sheet, (e) carrying out action/ When asked about their impending surgery, 90%
interaction strategy–examining work with use of of the participants (n = 36) expressed and described
the action/interaction strategy–examining work their feelings, whereas the rest indicated that they
sheet, (f) creating themes with use of data linkage had no particular concerns, questions, or fears re-
and constant comparison, and (g) generating cate- lated to the surgery. This 10% of the participants
gories and subcategories. (n = 4) felt concerned about the surgery, but were

For example, the categories in this study are unable to describe their concerns in more spe-
cific terms.concerns, coping strategies, and contexts of the phe-
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Process of RecoveryAnalysis of the responses to questions about
concerns revealed three levels of concerns, ques-

Fifty-two percent of subjects (n = 21) describedtions, and feelings of participants related to their
their concerns about lack of knowledge of what tosurgery. Each level was differentiated by the inten-
expect during their recovery, such as the optimalsity, severity, and sentiment associated with the
degree of recovery and its course. The process ofresponses. The, “caring or thinking about concerns”
recovery and what to expect through it gave themin this project means, “the lowest level of concerns
pause, and having the interview at this time pro-that consume one’s least cognitive efforts, and
vided them an opportunity to reflect on theircause the least intensive and significant impact on
thoughts. They were able then to express such state-one’s well-being.” The, “worrying about or being
ments as, “I didn’t have the experience of surgery,afraid of concerns” is, “the middle level of concerns
so I don’t know what will happen after surgery. Ithat consume one’s more cognitive efforts, and
really care about it.”cause an intensive and significant impact on one’s

well-being.” The, “experiencing a mortal fear of
Unfinished Responsibilities and Life Goals;concerns” indicate, “the strongest level of concerns
Significant Persons and Placesthat consume one’s most cognitive efforts, and

cause the most intensive and significant impact on
Half of the participants (n = 20) cared about howone’s well-being.”
the surgery and the recovery period might interfereFifty-two percent of the subjects (n = 21) de-
with their daily lives, their life goals, and the livesscribed concerns that have caused the least intensive
of their significant others. They were concernedand significant impact on their cognitive or emo-
that the recovery transition would deprive them oftional responses. The participants labeled these con-
carrying out their familial obligations, impede theircerns as the level of “caring or thinking about”
life goals, and interfere with their job continuity.concerns (Table 7.6.2). Forty-three percent of the
For this group of participants, a sense of unfinishedsubjects (n = 17) described another set of concerns
responsibilities was of concern to them. Their con-

about which they expressed a stronger level of in-
cerns were about unfinished responsibilities includ-

tensity and emotion. They named these concerns
ing extended families, such as parents and parents-

as the level of “worrying about or being afraid of”
in-law, in addition to their immediate nuclear

concerns (Table 7.6.3). Participants emphasized the
families.

second level of concerns more through language,
The concerns about leaving their responsibilit-

facial expressions, and tension in their bodies. ies suspended included those related to raising chil-
Thirty percent of the participants (n = 12) had “ex- dren, providing them with a quality education, help-
periencing a mortal fear of” concerns (Table 7.6.4) ing them get married, and helping them set up
that were described to have made the participants their own business. Among the reasons why they
be truly “afraid of” and intensely worried about perceived responsibilities toward their children as
each of the concerns related to the recovery being unfinished were that their children were still
process. young, or had not finished college yet, were still

single, did not have the ability to buy their own
“Caring About” Type of Concerns house, or were still dependent on their parents be-

cause of lack of income or unemployment, even
Fifty-two percent of the participants (n = 21) re- though they are adults. Participants also felt that
ported experiencing the first level of concerns, such they were leaving their children without a resource
as process of recovery, the unfinished responsibilit- person to help them with school work.
ies and life goals, significant others and places, Participants expressed many reflective con-

cerns about their parents, as well. They cared abouthospital experiences, and death.
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TABLE 7.6.2 What Taiwanese Patients Cared About During the Admission Transition (n = 40)

Things Cared About n* %

Process of recovery 21 52
The unfinished responsibilities and life goals, and significant people and places 20 50
Hospital experiences (including maintaining daily living activities, pain at admission, and 14 35

expectant discomforts and disability in the ICU)
Death 13 33

*Each participant may have more than one response.

TABLE 7.6.3 What Taiwanese Patients Worried About During the Admission Transition (n = 40)

Things Worried About n* %

The unfinished responsibilities 16 40
Hospital experiences (expectant discomforts and disability in the ICU) 12 30
Death 10 25
Financial needs 9 23
Process of recovery 7 18
Poor quality of care 4 10

*Each participant may have more than one response.

TABLE 7.6.4 What Taiwanese Patients Feared During the Admission Transition (n = 40)

Things Feared n* %

Death 11 28
Hospital experiences (expectant discomforts and disability in the ICU) 10 25
Process of recovery 8 10

*Each participant may have more than one response.

their parents deeply and were concerned about who include protecting their parents from worrying
about them, and how their “lack of health,” as re-might be their caregivers while they were going

through the entire surgical and recovery transition. flected in the diagnosis, the planned surgery, and
the recovery period, will inflict worry and pain onObligations towards parents and parents-in-law in-

cluded Faan-Buu (Mandarin, meaning giving par- their parents. Their responses included such state-
ments as “I should not let my mother endure soents financial and emotional support in the future,

thus showing filial piety) (“I have done little in much stress; she has been so tired in caring for me,
and she is worried about the surgery so much.”rewarding my mom” “I want to repay them after

getting a job”), and not letting parents or parents- Factors that influence Faan-Buu are the num-
ber of male siblings (“I’m the only son in my fam-in-law worry about them (“My responsibility is to

live well, not to let parents worry about me”). In ily”), the birth order of the participant (“I’m the
eldest son”), the sex of the participant (“How canaddition, the participants described Faan-Buu to
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I avoid this kind of responsibilities as a son?”), the activities, the extent of their discomforts, and their
pain at admission and subsequently. Most in thismarital status of the participant (“I’m still single”),
group cared about how to maintain their daily activ-and the participant’s parents’ health status (“In case
ities, including getting enough sleep and rest, nutri-something happens to them, I need to help.”).
tion, taking showers, buying personal items, andThirty-five percent of the participants (n = 14)
doing laundry in the hospital. These concerns maywere also concerned about their spouses, such as the
have been highlighted because the participants ex-spouses’ quality of life. Women were particularly
perienced disruptions in their daily activities as aconcerned about their spouses’ need for their com-
result of the hospitalization. The wake–sleeppanionship as they attempted to fall asleep (“My
changes caused by institutional demands and thehusband can’t fall asleep without seeing me”). The
level of noise in hospital settings are inevitable.sense of interruption in responsibilities for some
For instance, “It’s too noisy here; it’s like going tofemale elderly participants extended also to their
a supermarket” and “The people who have diffi-grandchildren (“Who will tutor my grandchil-
culty in falling asleep usually fell asleep late, anddren?”; “I miss my grandchild; I care about his
early morning was the time they slept mosthomework since I used to tutor his homework every
soundly.” These experiences may have contributedday”), and neighbors and places that were signifi-
to why the participants expressed some concernscant to them (“All the neighbors in Hsin-Chu are
about their hospital experiences. Their concernsold friends; it’s hard for me to leave”).
included whether the food was adequate andForty percent of the participants (n = 16) cared
healthy, should and could they take showers, andabout their unfinished work-related responsibilities.
whether they would be able to replenish their per-Executives were concerned about the daily manage-
sonal items. For example, “I do not know howment of their companies, and one stated, “Working
much food is needed for [someone like] me, whowith the employees is a great responsibility” that
has diabetes,” “The facilities [rest rooms] here arehe would miss. Others worried about unfinished
good, but I’m not used to taking a bath here” andoffice projects they had been supervising before
“I don’t like the public bathroom.”they were admitted to the hospital: “I hope my

Twenty-three percent of the participants (n =colleagues can handle the project, which I really
9) cared about discomforts and temporary disabili-care about.” Two career soldiers (5%) were con-
ties they expected in the intensive care unit (ICU)cerned about leadership responsibilities to their
while they were in pain and intubated. The expectedcountry (“to fight for our country in case of war”),
discomfort during ICU recovery included cold andwhich required their presence and health—both of
feeling pain; the expected kinds of pains were over-which were missing at the time of the interview.
all pain, pain specific to a location, such as woundFinally, 20% percent of the participants (n =
pain, and pain caused by the insertion of tubes.8) described their concerns about the anticipated

Thirteen percent of the participants (n = 5)interruptions in their life goals, including pursuing
were concerned about whether their current painhigher education (“I wish I can [sic] finish my
would be managed adequately and whether theygraduate study after I recover”), getting a job, doing
would be able to achieve some level of comfort (“Isocial services, such as helping in an orphanage,
felt very painful [sic] yesterday,” and “I have feltand pursuing their global life plan (“I have a lot of
very Tong-Kou” [Mandarin and Taiwanese, mean-things that I want to do in the future”).
ing physiologically, psychologically, and/or spiritu-
ally painful.]).Hospital Experiences

Death
Thirty-five percent of the subjects (n = 14) de-
scribed their concerns about their hospital experi- Finally, 33% of the subjects (n = 13) had concerns

about such security issues as the survival rate (“Iences, including how it will interrupt their daily
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don’t know if the surgery will be ‘peaceful’ [safe] that it will be inconvenient for me to handle my
stool and urine by myself”).or not”), waiting for surgery alone in the operating

room (OR), and the hospital environment (“I am
Deathhypersensitive to any, even little changes, in the

environment, particularly in the hospital; any
Participants’ third worry was concerning theirchanges will make me nervous, [and] then my heart
death. Twenty-five percent of the participants (n =will speed up, and I will start to sweat a lot”).
10) worried about death (“I’m afraid that the sur-
gery will not go smoothly,” “I’m afraid that I’ll be
one of the few people who will not survive after“Worry About” Type of Concerns
the surgery.”), and the unconscious state during

The second level of concerns were those that were surgery (“I worry about surgery; I mean I feel inse-
described with more intensity than the previous cure since I will be unconscious at that time.”).
concerns. These concerns were described by 43%

Financial Needsof the participants (n = 17) and included unfinished
business, hospital experiences, death, financial mat-

Twenty-three percent of the participants (n = 9)ters, process of recovery, and quality of care.
worried about their financial problems. These parti-
cipants, all men, were concerned about the financialUnfinished Responsibilities
demands for family, which included family routine

Forty percent (n = 16) of the participants who de- expenses (“After I got married, I had to support
scribed concerns in this category expressed moder- my family”), children’s expenses, whether the sav-
ate concerns about unfinished business in their lives ings left for the wife and the children would be
with more feelings, emotions, and intensity than enough, and children’s tuition fees. The source of
the participants’ responses that were discussed un- this worry was that, for some, their income had
der the previous category of “caring about.” These ceased on admission to the hospital, and it would
responses included worrying about the future rai- be terminated altogether if they were unable to
sing of children, their children’s education, and return to work as soon as possible after discharge
responsibilities regarding, “marrying and settling” (“I do not have any income now since I’m a self-
their children. Examples are, “I worry about my employed taxi driver”). Some of the financial wor-
children. If my surgery failed, I would pity my ries included payment for medical expenses, such
children since they will have no mother to take care as whether the percutaneous transluminal cardiac
of them,” and, “No one can take care of my angiography would be covered by insurance.
children.”

Process of Recovery
Hospital Experiences

Eighteen percent of participants (n = 7) worried
about specific postsurgical matters, such as the ap-Thirty percent of the participants (n = 12) worried

about specific discomforts, such as catching cold pearance of wounds or scars (“I’m worrying about
my wounds” “I wonder how my wounds will lookor flu, being unable to talk (“I worry that I cannot

speak out to express myself”), having their body like after recovery”), the condition of their hearts
after surgery (“I’m worrying whether my heart willharmed or violated by tube insertion (“I’m afraid

that they will insert tubes into my body”), suc- be overloaded in the ICU or not”), and the impact
of preoperative and postoperative complications ontioning (“I worry about suctioning sputum; it will

be painful according to my experience”), having their recovery. Other participants’ worries were
more general, encompassing the entire process oftheir hands tied up, pain (“I’m afraid of pain”), and

being unable to handle their excreta (“I’m afraid recovery, because they had other health problems:
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“I’m worrying about my recovery since I’ve had happen after the surgery. I know little about that.
I wish I can [sic] learn more about that.”diabetes for so many years.”

Hospital ExperiencesPoor Quality of Care

The anticipated experiences in ICU provided a fer-
Finally, 10% of the participants (n = 4) worried

tile field of concerns for 25% of the participants
about the potential of receiving a poor quality of

(n = 10). Some of them feared discomforts specific
care from ICU nurses, either by being treated as

to the surgery, such as catching cold; having their
“abnormal individuals,” or because they anticipate

hands tied up, later to become numb and painful;
that they themselves by their “bad mood” may trig-

being unable to do anything; lying all day, unable
ger nurses’ “bad temper.” They pleaded, “Please

to move; having tube insertions (“I feel it would
do not treat me as an abnormal person when my

be terrible to have so many tubes in my body”);
mood is not good; I might behave like a person out

being unable to talk; suctioning and having physical
of her mind.” pain (“I have a great fear of pain”), or even feeling

Tong-Kou (“If I feel very Tong-Kou, I would rather
jump into a volcanic crater”).

“Experiencing a Mortal Fear” Some participants’ fear was general, encom-
Type of Concerns passing their overall discomfort in the ICU: “I’m

so scared that I will have discomfort in the ICU” and
Thirty percent of the participants (n = 12) expressed “I’m very scared of Jer-Mwo” (Mandarin, meaning
the strongest degree of concern, “experiencing a submitting to an ordeal; undergoing trials and afflic-
mortal fear of” about dying, hospital experiences, tions). Participants’ fear of expectant discomforts
and process of recovery during their admission tran- in the ICU appeared to be the result of reading the
sition. This determination is based on subjective informational booklets (“I think it’s terrible when
and objective observations of the subjects through- I see the pictures that there would be tubes in my
out the interviews. These observations include ter- nose and mouth”) and previous experiences (“I
minology as well as visual and auditory signs of don’t know if I can tolerate those pains in the ICU
distress, such as tone of voice, facial expressions, again this time.”).
tremors or shaking, sweating, and crying.

Process of Recovery
Death

Eight participants (20%) had fears about their con-
dition after surgery, such as the appearance of theTwenty-eight percent of the participants (n = 11)
scar or wound and complications. They feared thathad a fear of death. For some, it was because they
their wounds might be unsightly and that significantwere having cardiac surgery for a second time. The
others, such as spouses or boyfriends, would be

intensity of their fear was evident in remarks such
offended, which might adversely affect their rela-

as, “I don’t know what will happen this time; it is
tionships in the future. For example, one said, “He

so frightening” and “I’m scared to death to have
(her husband) doesn’t say anything about this (the

surgery again.” The underlying cause of some parti-
appearance of the wounds) now, but I fear that he

cipants’ concern was the nature of cardiac surgery:
might not like it in the future, and this concern

“I’m very scared since this is open heart surgery.
really bothers me.”

I don’t want to know anything about the surgery and
other things.” For others, it was lack of knowledge Uncertain Concerns
about the surgery and the recovery process: “I’m
scared to death since I don’t know whether the Finally, 10% of the participants (n = 4) described

having concerns, but they could not be certain whatsurgery will be a success or not, and what would
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specifically concerned them during the admission Coping by Seeking Help From Others
component of their recovery transition. Their re-
sponses were categorized as having a vague appre- Thirty percent of the participants (n = 12) sought
hension without specificity about what concerned help from others, such as family members, health
them. Examples are “I don’t know what I’m con- professionals, and other patients. They coped by
cerned about,” “I don’t know what I’m worrying coaching their family members in taking care of
about,” and “I’m not sure what I’m scared of.” unfinished business, such as teaching one’s hus-

band or sibling to “Cook the rice at home” and
“Buy lunch and dinner from the cafeteria.”

Coping Strategies Used Others coped with the worries about the ICU
to Manage Concerns experience, death, and condition on recovery by

getting psychological support from their children
(daughters), who talked to them in an encouragingParticipants were asked throughout their interview
and positive way, and from their parents (fathers),how they had managed to cope with their concerns
who gave them Hong-Bou (Mandarin, meaning redor how they were planning to do so. Three strategies
envelope containing money as a gift; red envelopefor coping emerged: person-focused efforts (50%),
of “good-luck money”). However, two female sub-seeking help from others (30%), and turning to
jects (5%) addressed coping with the expectant painmetaphysical resources (10%).
in the ICU by asking their spouses to help terminate
their lives if their condition became hopeless: “ICoping by Use of Person-Focused Effort
asked my husband to turn the oxygen off if I were
hopeless in the ICU.”The most frequently cited coping strategy was use

Some participants’ work roles and responsibil-of intrapersonal efforts, both cognitive and psycho-
ities were assumed by family members (siblings),motor. Fifty percent of the participants (n = 20)
who had the same occupation. Others received sickcoped with concerns of security, such as death,
leave from their companies.the expectant discomfort, and the uncertainty about

Another coping method was to ask for helptheir condition on recovery through several cogni-
from health care professionals, including nursestive efforts. These efforts included maintaining
and doctors. Some participants coped with theirmaximal preoperative health status, not thinking,
concerns about maintaining daily activities, suchthinking less, avoiding negative thinking, positive
as obtaining enough sleep, by suggesting that thethinking, stoically tolerating pain, planning to gri-
nurses change their routines: postpone their dailymace while in pain and being intubated, and letting
visit from 5:00 a.m. to 6:00 a.m. Other participantsgo (“If the surgery failed, you [family members]
coped with such concerns as awaiting surgery aloneshould not feel upset; instead, I could go [leave the
in the OR by asking the nurses on the floor unit toworld] happily and Huen-Huen-Duen-Duen [Man-
convey this concern to the OR head nurse todarin, meaning properly and securely; safely and
get permission to have their family members’soundly] without feeling any pain.”).
company.Some participants reported that they made up

Still other participants informed the ICUtheir mind not to worry about the survival rate
nurses who visited them on the day before the sur-because they had no alternative to surgery. Others
gery of their concerns regarding their worries aboutcoped with their concerns of unfinished office re-
the ICU experience. They described their needs forsponsibilities by anticipatory care and arranging
protection from catching a cold, getting psychologi-their office work before their surgery. Some also
cal support through a friendly attitude on the nurses’said that they tried to use psychomotor behaviors
part, and asking for their toleration of the moodto cope; they did simple exercises, such as daily
changes that they expect they may have. Somewalking and constant body movements, to enhance

their physical strength for surgery. asked the doctors to prescribe pain medication for
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them when they needed it. Getting support from also assumed by family members, as was the role
as cook, which was temporarily taken over by rela-other patients, such as their roommates, was a use-

ful strategy to cope with the concerns of some tives or was dealt with by family members cooking
for themselves, buying meals, and eating out. Re-participants. An example of one patient’s response

is, “I chatted with my roommates, so I feel less garding office work, colleagues were a resource of
support for other participants; the colleagues werefearful, and don’t feel so lonely. They are very

helpful.” willing to take over participants’ office re-
sponsibilities.

Second, the needs of participants related toCoping by Turning
surgery have been met by various support re-to Metaphysical Resources
sources. These needs include security, understand-
ing surgery and the recovery process, how the medi-Ten percent of subjects (n = 4) who particularly
cal instruments will be used on them, maintainingfeared death described how they coped by turning
daily activities, maintaining optimal physical con-to metaphysical resources, including gods and Miah
dition for surgery, and receiving quality treatment.(Taiwanese, meaning fate or destiny). They faced
Two Buddhists and one Christian valued theirthe uncertain future by trusting in gods, such as
friends’ help in providing spiritual support.Jesus Christ or Buddha, or making a deal with their

A third explanation for the lack of concerngods (“If my gods keep me in this world after the
was subjects’ confidence in the survival rate forsurgery, I will serve them in the future.”). Some
the surgery. These participants had confidence inof them attributed the surgery’s failure to another
modern medical science. They also had confidencemetaphysical factor, such as Miah, or God’s will:
in their cardiac surgeon, because he had profes-“If the surgeon didn’t perform a good surgery, it
sional knowledge and good medical skills: “I trustwould be my Miah. Otherwise, what could I do?”
in the cardiac surgeon’s capabilities.” Other partici-and “If you [god] want to forgive me this time, you
pants’ confidence in the survival rate was based onwill save me by the doctors’ hands. Otherwise, it
the available information as to the high survivalwill be the time for me to go and I will not have
rate for atrial septal defect surgery in Taiwan andany regret about my life.”
for CABG in America, on the testimony of patients
in other successful cases, and on the simplicity of
surgery. As one participant said, “I think this is justAbsence of Concern
a minor surgery. It won’t affect my body.”

The last reason was their expectation of opti-Four participants (10%) indicated that they did not
mal recovery from cardiac surgery. They expectedhave any concern on admission. Several reasons
to recover faster because they were young, or theirwere offered for their lack of concern. First, for
preoperative physical strength was good. They alsosome subjects, their responsibilities had been ful-
expected that their symptoms of cardiac diseasefilled or covered with help from family members,
would be improved or even totally disappear, andrelatives, and colleagues. The need to attend chil-
that they would be cured.dren was covered by help from family members

and, with use of the bedside telephone in the hospi-
tal, participants were able to communicate with

Discussiontheir children daily. Some had no children, whereas
others had children who were grown and indepen-
dent (children had finished college education, had Ninety percent of Taiwanese patients (n = 36) expe-

rienced certain concerns during the admission tran-jobs, or were married): “I no longer have family
responsibilities since all three children (sons) are sition to cardiac surgery. From the least to the

strongest, 52%, 43%, and 30% of the participants,all independent,” and “I have done my duties for
them.” Some participants’ housekeeping role was respectively, reported experiencing three levels of



378 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

TABLE 7.6.5 What Taiwanese Patients Are Concerned About During the Admission Transition
(n = 40)

Cared about Worried about Feared Total

n* % n* % n* % n* %

Things concerned about 21 52 17 43 12 30 36 90

Process of recovery 21 52 7 18 8 20 36 90
Hospital experiences (including 14 35 12 30 10 25

maintaining daily lives, expec-
tant discomforts and disability in
the ICU, and pain at admission)

Death 13 33 10 25 11 28 34 86
The unfinished responsibilities and 20 50 16 40 0 0 0 90

life goals, and significant people
and places

Financial needs 0 0 9 23 0 0 9 23
Poor quality of care 0 0 8 20 0 0 8 20

* Each participant may have more than one response.

concerns. The components of their concerns identi- Although the components and the detailed is-
sues of the patients’ concerns revealed in this studyfied in this study were process of recovery, hospital

experiences, death, the unfinished responsibilities were not identical to the Western data, the dimen-
sions of the Taiwanese patients’ concerns in thisand life goals, significant persons and places, finan-

cial needs, and poor quality of care. The comparison study were similar to those of the Western patients,
except for the waiting itself.23 The components andof three levels of concerns shows that the most

prevalent concerns, experienced by 90% of the par- dimensions of the patients’ concerns shared by both
Western and Taiwanese patients were physical re-ticipants and constantly appearing at all three levels

of concerns, were process of recovery and hospital sponses, such as postoperative discomforts; psy-
chological responses, such as death; cognitive re-experiences (including maintaining daily activities,

pain at admission, and expectant discomfort and sponses, such as knowledge deficit; and sociologic
issues, such as financial needs.4,11,12,15,23 However,disability in the ICU). The concern about death was

also highly cited by the participants (86%) across the levels of Western patients’ concerns, or the
comparison across different levels of concerns (ifthree levels of concerns. The participants’ unfin-

ished business was the only kind of concern that they exist in the Western society), as well as the
type of strategies that Western patients used to copeappeared in the first two levels of concerns. Last,

financial needs and poor quality of care were found with their concerns during the admission transition
to cardiac surgery, all seem not to have been wellto fall in the intermediate level (the second level)

of concerns (Table 7.6.5), In addition, the afore- documented yet.
On the other hand, patients’ concerns that werementioned concerns were found to be commonly

experienced by the subjects undergoing different unique to Taiwanese patients seem to depend more
on their daily basic functional activities, social rolestypes of cardiac surgeries including CABG, VRS,

or ASD/VSD, although the risks for different types such as the unfinished business, and their interac-
tions with the critical care nurses. The three themesof cardiac surgeries would be different.
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that emerged from the data help in understanding rupted, and their family income became inadequate
as a result of the expenses for cardiac surgery andthe context and the living experiences of Taiwanese

patients’ concerns and coping strategies during their recovery. In addition, married female subjects,
identified in traditional Chinese culture as the onesadmission transition to cardiac surgery. These three

themes are being a person, resuming normality, and responsible for managing events within the family,
cared for or worried about the maintenance of theirempowerment of self. We describe and discuss each

of these. daily lives and prospects for their spouse, children,
and even grandchildren, although they themselves
were facing an impending stressful event. However,
although family makeup, birth order, sex, maritalBeing a Person
status, and parental health status were reported as
factors that influence subjects’ burdens, the rela-Several Western patients’ preoperative concerns
tionship among these factors and the patient’s per-about cardiac surgery have been identified, which
ceived levels of concern needs further investigation.include the waiting itself; the patient’s physiologic,

The impact of cultural norms on Taiwanesepsychological, and cognitive responses; the treat-
patients’ concerns about interpersonal relationshipment; and the cost-related sociologic issues.4,11,12,15,23

also can be seen in the patients’ worry that possibleIt appears as though Western patients’ preoperative
conflicts with the critical care nurses may under-concerns about cardiac surgery centered around the
mine the quality of their care. Because Chineseindividual person and the surgery-related treatment
culture values interpersonal relationships,9,10,36,38or outcomes, rather than around a person’s social
most Taiwanese patients are sensitive to their rela-roles and his or her interpersonal relationships.
tionships with health care providers, particularlySome scholars believe that the primary task
when one expects his or her health condition to beof personhood for Chinese people is learning to be
more critical in the ICU (“My temper is bad, buta person,33–36 and most Taiwanese people are deeply
I can control myself while things go smoothly; Iinfluenced by the traditional Chinese culture.9,10,34–38

mean when I’m not under stress. I need people toCentral to the concept of being a person are doc-
treat me good, but I worry that I may lose controltrines of role identification in the person himself
if the critical care nurses’ attitudes are not friendly,or herself, family, and community (neighborhood),
while I’m suffering discomforts in the ICU…al-national, and universal levels, as well as the social
though I know I need to be very careful about myrelationships required to perform these roles. That
relationship with the doctors and nurses there.”).is why some participants in this study addressed

their concerns about the unfinished obligations to
family members, friends, significant persons and

Resuming Normalityplaces, and then job obligations to the company
and country. However, because the family, rather
than the individual, was identified by Taiwanese Although waiting for cardiac surgery was in itself

a major cause of stress,7,35 most of the participantspeople as the basic unit of society, their primary
task is to maintain the centrality of the family.9,10,33–36 in this study expressed concerns across three levels

about the management of their experiences or antic-This value is evidenced by the fact that several
Taiwanese subjects repeatedly expressed their con- ipated hospital experiences, such as pain at admis-

sion and various discomforts and disability in thecerns about unfinished responsibilities toward their
nuclear and extended family members and relatives. ICU. In addition, 35% of the subjects cared about

how to maintain their daily activities during hospi-Several male participants—valued in traditional
Chinese culture as the ones responsible for family talization, including getting enough sleep and rest,

nutrition, taking showers, buying personal items,incomes—worried about their parents and children
because their obligation to their families were inter- and doing laundry in the hospital. Resuming nor-
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mality is itself probably one of the realistic expecta- thinking positively, stoically tolerating pain, and
letting go. Some also said that they tried to usetions for the people who are undergoing major
psychomotor behaviors to cope. For instance, theystress from such an impending surgery.7–9,14

planned to grimace while in pain and while beingOn the other hand, the expectation for resum-
intubated, and to make up their minds not to worrying normality also provided plausible context for
about the survival rate—because they had no alter-63% of the participants who worried about their
native to surgery. Furthermore, they did simple ex-unfinished business or financial needs. This was
ercises such as daily walks and constant body move-because, without the benefit of resumption or im-
ments, to enhance or maintain their physicalprovement of their health condition, patients’ ex-
strength for surgery.pectations for resuming their unfinished business or

An interpersonal strategy that participantshaving a better quality of life after cardiac surgery
used to empower themselves was getting help fromwould be impossible.8,9,14

others. Participants reported seeking help from fam-In addition, resuming normality was also prob-
ily members, friends, health care professionals, andably one of the realistic strategies useful for some
other patients to manage their concerns about main-patients who were undergoing cardiac surgery,7,8

taining daily activities, unfinished family and jobalthough subjects did not name it as one of their
responsibilities, security, preoperative signs andcoping strategies. Participants in this study came
symptoms, and condition on recovery.from areas throughout Taiwan, and most lived in

Extrapersonal strategies that participants usedan urban area. For most, this was the first time
to empower themselves to cope with the concernthey stayed in such a complex metropolitan city as
of security involved metaphysical resources, in-Taipei for a cardiac surgery, which was perceived
cluding culture, god or gods, and fate. Ten percentas a life-threatening event by the majority of the
of the subjects conceived metaphysical power asparticipants across three levels of concerns. Resum-
another alternative to social support to help theming as many daily routine activities as possible
cope with their concerns about death. Confucianismcould help subjects and their family members settle
teaches that humans need to maintain a harmonicthemselves down to concentrate on preparing for
relationship with heaven. They are predestined bythe impending surgery, and even further help in
metaphysical factors, such as Ten (Mandarin, mean-preparing subjects for recovery when they reentered
ing heaven), to fulfill their mission on earth.34 This

the same floor unit from the ICU after surgery.
is similar to some Western Christian beliefs. Confu-
cians allow Ten or Miah to guide their lives, and
believe that one who does not follow the guidance

Empowerment of Self of fate will get lost on earth, and bad luck or disease
may follow him or her.

In spite of experiencing multiple levels of preopera- The Taoist view of nature follows cyclic
tive concerns within the context of being a person changes: birth and death, the onset of the seasons,
and resuming normality, the participants empow- the rhythm of night and day, and the waxing and
ered themselves by using human efforts, such as waning of the moon. On a more esoteric level,
getting help from self and others and turning to the Taoist philosophy advocates Wu-Wei (meaning
metaphysical resources to cope with their concerns. nonaction), detachment from the world, and
The resources that Taiwanese participants used to allowing things to be. In other words, it is the
empower themselves involved intra-, inter-, and philosophy of let it be.34,36 Both Confucianism and
extrapersonal (metaphysical) dimensions. Intraper- Taoism regard heaven as the highest authority and
sonal strategies include use of person-focused ef- proclaim the human being’s total obedience to it.
forts, both cognitive and psychomotor. Taiwanese These beliefs provide a basis for understanding Tai-
subjects empowered themselves by practicing not wanese patients’ needs for spiritual support during

their admission transition to cardiac surgery.thinking, thinking less, avoiding negative thinking,
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The findings in this study also support these Tong-Kou, they will be rewarded in the afterlife.38

The significance of this kind of reward is propor-beliefs. What the Taiwanese participants feared the
most during the admission transition was death, tional to the intensity of the Tong-Kou they had

tolerated. Consistent with this belief, several parti-followed by the expected discomforts and disabili-
ties in the ICU, and their condition on recovery, in cipants still decided to undergo cardiac surgery,

although they expected to suffer from a lot of physi-that order. In managing the intense uncertainty of
life or death, 10% of the participants turned to ologic and psychological Tong-Kou, particularly in

the ICU stage, because most surgeons would notmetaphysical powers, such as heaven and their
gods, including Jesus Christ and Buddha and their allow them to use pain medications for fear that

the subjects’ neurologic and pulmonary functionsancestors, as their major coping mechanism to meet
their security needs. They asked these metaphysical would be influenced by the pain medications.

Therefore, the data from this study seem to supportpowers to protect them from bad luck, such as failed
surgery and postsurgical complications, and to pro- the impact of Taiwanese patients’ belief in the pres-

ence of a sense of personhood, rooted in their cul-mote their recovery. They believed that human be-
ings have no control over heaven’s (God’s) will. tural values and religion, on their concerns and

coping strategies during their transition to cardiacNor should human beings question the result of
surgery—to prevent bad luck caused by disobedi- surgery.
ence. That is why a female subject made a will to
ask her family members to help terminate her life
support if her health condition became hopeless Conceptual Definitions of Patients’
after surgery. She believed that it would be useless Concerns About Cardiac Surgery
to struggle for her fresh life if her gods do not
intend to save her life through the surgeon’s hands. Little research has discussed the definition of pa-

Another example is that, in addition to provid- tients’ concerns during their admission transition
ing psychological support, the subjects’ parents to cardiac surgery. The conceptual definitions of
(who are acknowledged as the person’s lifelong patients’ concerns may now be tentatively modified
protector in Taiwanese society) planned to bring as, “a single or multiple event(s) that usually con-
good luck to the subjects by giving the latter a sumes one’s cognitive efforts, causes one’s emo-
symbolic blessing—Hong-Bou. The subjects’ par- tional responses, and may further interfere with
ents, and particularly elderly people, believe that one’s biophysiological, psychological, cognitive,
by doing this, the subjects would be empowered, social, spiritual, or global functional well-being.”
and the possibility of death, the expectant uncom- One may experience it in the forms of, “caring or
fortable ICU experiences, and other negative condi- thinking about,” “worrying about or being afraid
tions on recovery would, therefore, be decreased. of,” or “experiencing a mortal fear of.” The, “caring
This finding was also supported by White,39 who or thinking about” type of concerns disclosed in
proposed that the purpose and function of culture this project may be modified as, “the lowest level
is to make life secured and enduring to people, of concerns that consumes one’s least cognitive
which can be a valuable factor in providing physi- efforts, and causes the least intense and significant
cal, emotional, mental, social, and spiritual health to impact on one’s well-being.” Likewise, the “wor-
a cultural group. Most Taiwanese Buddhists believe rying about or being afraid of” type of concerns
that heaven can be touched by their sincerity, which may be modified as, “the middle level of concerns
they show by increasing intensity and frequency of that consumes one’s more cognitive efforts, and
worship and the numbers of gods worshiped. causes a stronger, intense, and significant impact on

In addition, some Buddhist participants also one’s well-being.” Last, the “experiencing a mortal
valued a person’s will to suffer. They believed that fear of” type of concerns may be modified to tenta-

tively indicate, “the strongest level of concerns thatif they can endure the physical or psychological
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FIGURE 7.6.1 Conceptual framework of Taiwanese patients’ perceptions of concerns
during admission transition to cardiac surgery.

consumes one’s cognitive efforts the most, and 20 patients failed to participate in the interview as
a result of various preoperative signs and symp-causes the most intense and significant impact on
toms, or because of their family members’ concernsone’s well-being.” Finally, a conceptual framework
about them losing energy during the interview pro-(Figure 7.6.1) also has been drawn from the data
cess. Therefore, the findings in this study may beto describe and depict this phenomenon.
only directly applicable to the patients with the
aforementioned characteristics, rather than being

Limitations and Implications valid for all patients undergoing cardiac surgery;
patients’ preoperative concerns about cardiac sur-

There are several limitations inherent in this study. gery may differ for patients who are to undergo
First, the time for the interview data was not stan- nonelective cardiac surgery, have poor ventricular
dardized. The subjects’ perceptions of concerns function, come from a lower socioeconomic class,
about cardiac surgery were investigated based on or lack a primary caregiver.
a period of hospitalization ranging from 7 to 24 Third, because the data were collected and
hours, depending on their readiness for the inter- analyzed with the patients’ perspective in mind, the
view. In addition, the patients’ preoperative hospi- difficulties in confirming the validity and totality
talization days fell into a range of 1 to 18 days, of the data need to be addressed.
with a mean of 5.12 days. The patients’ concerns Because some participants may not report the
may be different between those who were admitted whole story, or the background rationale for their
to the hospital for 1 day, and those who had been concerns or lack of concerns, we have tried to lessen
hospitalized for a longer period. this drawback by confirming the patients’ concerns

Second, the representativeness of the sample with their primary nurses and caregivers. For exam-
was limited. This is because a purposive sample ple, 10% of the subjects reported having no con-
was used, and most of the subjects were from the cerns during the admission transition. This may be
middle or upper socioeconomic class, who had fam- due to their conscious or unconscious use of a cop-
ily caregivers with elective cardiac surgery and ing strategy such as denial or other considerations,

in addition to the four rationales provided by them.NYHA functional class less than IV. In addition,
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Fourth, the process of transcription, followed floor unit may postpone their first daily visit to
6:00 a.m., or help arrange daily activities to allowby translation from Chinese into English, and con-

ducting data analysis based on the English version, their Chinese patients to take a nap during the day-
time, and instruct them to do so.may have resulted in some loss of meaning and

accuracy. Fourth, because concerns about condition on
recovery are pervasive in three levels of concerns,Last, because the study was limited to one

culture, valid cross-cultural comparisons cannot be Taiwanese subjects in this project seemed to lack
knowledge of the whole picture of their health sta-made until the study is replicated in another culture.

Nevertheless, because most Taiwanese people are tus. Nurses may do preoperative teaching based on
the knowledge of patients’ concerns about recoverydeeply influenced by Chinese traditional culture,

the findings in this study may be valuable for West- from cardiac surgery. Subjects in this study seemed
to want more information about the influence ofern cardiovascular health care providers who have

opportunities of caring for patients with Chinese preoperative signs or symptoms on their recovery
process, survival, normality of the recovery pro-beliefs of health.

Several suggestions for nursing clinicians and cess, the expectant discomforts and disability while
in the ICU, and the resumption of their social roles.educators can be made based on the results of this

study. First, nursing educators may incorporate the By having this information, patients will better un-
derstand their recovery process and be prepared forfindings of this study into surgical cardiovascular

nursing education programs for both nursing clini- cardiac surgery. The related intensity or frequency
of their preoperative concerns may, therefore, becians and students to help them better understand

Chinese patients’ subjective concerns during the lessened.
Fifth, findings of this study may sensitize theadmission transition to cardiac surgery. Nursing

diagnosis, nursing care plans, and different strate- nurses on the floor unit and ICU to more precisely
evaluate their Chinese clients’ concerns about car-gies aimed at exploring patients’ concerns, helping

them to address and cope with their concerns while diac surgery and recovery process, and provide
more effective nursing interventions to managewaiting for an impending major surgery, such as

cardiac surgery, may also be developed further. events or conditions that might have a negative
impact on patient’s concerns during the admissionSecond, nurses on the floor unit should be

aware of the components, levels, and background transition. For example, for subjects who are con-
cerned about the postoperative ICU experience orcontext of their Chinese patients’ concerns about

cardiac surgery. If the patients report being under worried about possible conflicts with critical care
nurses, it is suggested that nurses on the floor unita lot of stress awaiting surgery alone in the OR,

the nurses on the floor unit may help convey their take the initiative to convey the patients’ concerns
to the critical care nurses or arrange for the patientsclients’ concerns to the OR nurses. It is suggested

that Taiwanese patients, particularly the elderly, to have a preoperative ICU visit. By doing this,
patients may have a clearer picture of the physicalshould not be left alone. Instead, the OR nurses

may take the initiative to comfort the patients, or environment and the rationale of the nursing inter-
ventions in the ICU. This visit may also provideencourage the patients’ family members or friends,

if present, to provide verbal, as well as nonverbal, the patients with opportunities for direct verbal
communication with the ICU nurses. During thatsupport for the patients during this critical

transition. time, patients have not been intubated or sedated
yet, and are possibly better able to address theirThird, for the patients who are concerned

about maintaining daily activities, such as being concerns more precisely to the critical care nurses.
Both Chinese patients and critical care nurses mayunable to follow hospital routines and having diffi-

culties in overnight sleep, particularly in the first clarify their mutual concerns through direct com-
munication before the surgery. As a result, not onlyfew days after hospitalization, the nurses on the
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is unnecessary misunderstanding between them transitions; the impact of patients’ subjective con-
cerns and coping strategies on their postoperativeavoided, but also the unpleasant sense of an inhu-

man physical environment and unfamiliarity with outcomes, such as degree of recovery, activity lev-
els, and use of pain medication; the comparison ofthe hectic pace of critical care nursing may be

decreased. the effectiveness of the nursing interventions in
managing different levels of patients’ concernsNurses need to be aware that most Chinese

patients, particularly the elderly, value the psycho- across recovery transition, the background context
for Western patients’ concerns and coping strate-logical support that a friendly attitude on the nurses’

part conveys; they ask for the nurses’ toleration of gies; and the comparison of background context
for both Western and Chinese patients’ concernsthe mood changes that they expect to have as a

result of their condition. If trusting and respectful and coping strategies during various recovery tran-
sitions. The proposed conceptual definitions andrelationships with health care providers are estab-

lished, Taiwanese patients would possibly be en- framework also requires further validation. Finally,
determining reliable indicators and carefully re-couraged to express their thoughts, feelings, and

needs during the recovery process. Therefore, not cording patients’ concerns and related effective
nursing interventions during different recoveryonly would their actual concerns and needs be more

accurately assessed, but also their concerns about stages also deserve attention.
conflicts with nurses may possibly be prevented
or managed.
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ered a promising indicator of memory impairment
that signals the need for further evaluation of cogni-PETRA ROBINSON

tive function. Taking into consideration the factSIRKKA-LIISA EKMAN

that tests for subtle memory impairment may beAFAF IBRAHIM MELEIS

insensitive in identifying any objective declineBENGT WINBLAD

early in the course of a dementia disease (Kurz etLARS-OLOF WAHLUND

al., 1990), it may be suspected that persons with
memory complaints who do not meet rigorous crite-Abstract
ria for dementia have what has been referred to as a
“subclinicar dementing” illness (Morris & Fulling,This chapter presents the early experience of
1988) or a “preclinical phase” of dementia, some-memory loss among eight individuals who
times extending over several years before it is diag-

were assessed clinically by a comprehensive
nosed (Linn et al., 1995).

memory evaluation because of a perceived
Because most current research on early-stage

gradual loss of memory. A qualitative ap-
dementia has taken place primarily from a biologi-

proach was used, based on interview data,
cal and pathological perspective, focusing on iden-

in order to understand and describe the situa-
tifying diagnostic markers, the subjective experi-

tion from the sufferer’s perspective. The find-
ences of those persons have until now been largely

ings demonstrate how a patterned sequence overlooked (Cotrell & Lein, 1993; Cotrell &
of unfolding stages was identified in the inter- Schulz, 1993; Bahro et al., 1995). The disease pro-
view data, through which the participants cess in persons with early-onset dementia has,
moved before seeking professional help, re- therefore, rarely been described, and the literature
vealing the overall concept of “suffering in on the needs of these sufferers and their carers is
silence.” These stages included experiencing equally sparse (Williams et al., 1995). Recognizing
forgetfulness, a recognition that “something that there is an absence of information from the
is wrong,” and a search for meaning. During patients themselves, especially the younger ones,
the process of seeking help, strategies were epidemiological studies need to be accompanied by
used to compensate for the memory loss, to research that aims specifically at highlighting the
maintain a sense of competence, and to pre- experiences of persons suffering from early-onset
vent others from recognizing their difficulties. dementia and includes persons who may be in a
Because stages of memory loss in patients preclinical phase of a dementia disease.
with a dementia disease have mainly been To learn more about the life situations of our
described from a medicopathological per- clients and how they perceive their increasing mem-
spective, the focus of this study was shifted ory loss, the focus of research on dementia has
toward understanding the subjective experi- to be shifted toward the lived situations of those
ences of persons confronting early memory persons, and be grounded in the first-hand experi-

ences of the person afflicted.loss.
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Furthermore, this form of understanding may For the purpose of this study, the transition
has been used as a framework for a better under-come to play a crucial part in future dementia care,

as it is most likely to provide information and assist standing of the experiences of participants who are
confronted with early memory loss. Using a transi-health care professionals in the development of

meaningful interventions that correspond to the spe- tional framework makes it possible to describe the
situation of participants as they begin to experiencecific needs of our clients during the early phase of

memory loss. memory loss more specifically, even though a new
state of stability may not be reached. The aim of
this chapter is then to describe the experience of
early memory loss and the transition toward seekingMemory Loss as a Transition
professional help among patients who requested
treatment because of a perceived gradual loss ofWhen a disease process occurs over time with a
memory.movement toward greater complexity in the disease

and the illness experience, and with changes that
create more disruptions in the person’s life, it may

Methodology
be more useful to consider it within a transition
framework (Meleis & Tangenstein, 1994). By shift- This study is the first part of a larger ongoing longi-
ing the focus from the disease as an event to the tudinal study in which eight persons with early
experiences of the person who has the disease over symptoms of memory loss have been assessed clini-
time and the responses of people during these transi- cally and followed up by interviews over a period
tions, there is a greater potential for a better under- of two years. The study is designed to capture the
standing of the nature of the experience as a whole. early experience of memory loss from the perspec-
Considering each phase as part of a larger transition tive of the person afflicted, and is being conducted
experience may be the key for interpreting the pro- in Sweden at a major university medical center in
gressive impact of the illness experience on the life the Greater Stockholm area.
of the client.

The transition is a familiar concept in develop-
mental and adaptation theories. It accommodates Description of Clinical Assessment
both the continuities and the discontinuities in the
life processes of human beings (Chick & Meleis, The memory clinic is a unit for examining inpa-
1986). A transition is defined as the passage from tients for memory impairment and suspected de-
one life phase, condition, or status to another, in- mentia, in which the purpose of the examination is
volving elements of process, disconnectedness, per- to make a reliable diagnosis. A workup consisting
ception, and patterns of response (Golan, 1981). It of a detailed physical examination, including medi-
denotes a process of changes in health status, in cal history, Mini Mental State Examination
role relations, in expectations, or in abilities (Mel- (MMSE) (Folstein et al., 1975), neurological exam-
eis, 1991). In some transitions, there is an identifi- ination, routine blood and lumbar puncture tests,
able event associated with the process, such as the computed tomographic scan, single photon-emis-
diagnosis of an illness or the loss of a job, whereas sion computed tomographic scan, electroencepha-
in other transitions such as gradual memory loss, lography, and electrocardiography, is conducted
specific marker events may not be as evident (Brid- over a two-week period. The examination also in-
ges, 1980, 1991). Considering the transition as a cludes a comprehensive neuropsychological diag-
process suggests phases and sequence, and involves nostic test battery and an occupational, physiothera-
both the disruptions that the transition creates and peutic, and verbal assessment. Following the DSM-

III-R diagnostic criteria (American Psychiatric As-the person’s responses to this experience.
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sociation, 1987) and the guidelines outlined by their own experiences, feelings, and thoughts, as
well as their reactions and responses. InterviewsNINCDS–ADRDA (National Institute of Neuro-

logical and Communicative Disorders and Stroke, were carried out without any distractions or time
pressure, in a separate room apart from the ward.and the Alzheimer’s Disease and Related Disorders

Association) (McKhann et al., 1984), a consensus All the interviews took place during the first few
days of their memory investigation. They were au-diagnosis is reached between the members of the

interdisciplinary team. diotaped, lasted for an average of 2 hours, and
yielded 400 pages of transcribed computer text. AllPermission to carry out the study was received

from the Committee for Ethical Research, Karolin- the interviews were completed and transcribed by
the same person (P.R.).ska Institute, and from the Swedish Computer In-

spection Board.
Method of Data Analysis

Participants
The interviews were analyzed using a phenomeno-

The first eight individuals who entered the clinic logical hermeneutic approach inspired by Ricoeur’s
for their initial medical consultation were identified philosophy (1971,1976; cf. Ekman et al., 1993;
by a geriatric specialist and assessed clinically by Jansson et al., 1993). Data analyses were performed
a comprehensive memory evaluation for suspected in a series of steps. First, all the interviews were
dementia. The criteria for the inclusion of partici- read “naively,” in order to acquire a sense of the
pants in the study were being under 65 years of whole. Then, an open structural analysis was per-
age and reporting symptoms of early memory loss formed to identify the themes in each interview,
that had interfered with daily functioning for more searching for words or phrases that captured the
than six months, but not having a diagnosis of meaning in each transcript relating to their experi-
dementia (see Table 7.7.1 for patient characteris- ences of memory loss. This meant that sequences
tics). All the participants were responsible for ini- of the interviews not related to their memory loss
tiating their referral to the clinic, although their were left out of the analyses in this study. The
decisions were mostly supported by their spouses. themes were contrasted for similarities and differ-
One of the authors (P.R.) approached the partici- ences between the eight persons, in order to allow
pants on the first day of their designated memory overall themes to emerge. The relationship between
examination. She introduced the study, invited the themes began to emerge from the data, showing
them to participate, and gave them consent informa- the process of experiencing memory loss. These
tion. As informed consent was obtained verbally themes were then again confirmed within the con-
from all participants, an appointment was made for text of each interview. The main themes emerging
the interview at a convenient time for each person. from the open structural analyses were: (a) an

awareness that there was something wrong, with a
Method of Data Collection strong perception of subtle changes over time,

which were affecting their personality, work, and
daily activities; and (b) patterns of responses withDuring the time of data collection, none of the
the underlying themes of reactions and responses,participants had yet been diagnosed as having a
efforts made to prevent others from recognizingdementia disease. A semistructured interview guide
their situation, and the decision to seek profes-was used, which centered on certain themes, al-
sional help.though it allowed the participants freedom to speak

Because the emerging themes showed a move-about their situations and experiences. The guide
ment over time, from a state of stability toward awas designed to capture the experiences of partici-
more disrupted reality through different phases, thepants as far back as they could remember. During

the interview, they were encouraged to describe concept of transition was chosen as the framework
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TABLE 7.7.1 Clinical Data on Participants

Patient no. Age (years) Sex MMSE Diagnosis 1 Diagnosis 2

1 56 M 29/30 S S
2 63 F 30/30 S S
3 53 F 27/30 S S
4 55 M 24/30 AD AD
5 64 F 26/30 O AD
6 49 M 27/30 S S
7 59 F 26/30 O O
8 61 F 28/30 O O

MMSE (Folstein et al., 1975) is a widely used screening scale of mental function in patients with dementia, with scores ranging from
0 to 30. A score below 24 is considered to indicate a possible mild dementia, scores below 18 a moderate dementia, and scores below
10 a severe dementia.

Diagnosis 1 is the diagnosis made from the first clinical examination and diagnosis 2 is made at a follow-up examination 6–12
months later, following the DSM-III-R and NINCDS-ADRDA criteria. No other confounding diseases were found during the time
of examination.

S = Subjective memory disturbances: the person reports experiences of subjective memory disturbances; however, no objective
evidence that confirms any cognitive decline could be found through neuropsychological testing.

AD = Alzheimer’s disease: presence of objectively verified signs that meet criteria for diagnosis.
O = Objective memory disturbances: presence of objective signs that confirm cognitive decline but do not fulfill diagnostic

criteria for dementia.

for continuing analyses. To understand better the one stage to another over time, although it is not
claimed that this sequence is invariable. It does,relationship between the themes, a second structural

analysis was performed within the concept of transi- however, provide a framework for understanding
the experiences and responses of our clients. Thesetion. Finally, all the data were brought together,

looked at as a whole again, and reflected upon with stages involve in-between periods, serving as spe-
cific milestones for entering the next stage. Thesethe account of the naive reading and the structural
in-between periods were characterized by a spill-analyses within the context of early memory loss.
over from two stages as a sense of lack of ability

Results and Comments to manage their situation emerged, followed by
attempts to develop new strategies for achieving a

“Suffering in silence” was identified as the overall sense of stability.
organizing theme. The participants’ suffering was The time span ranged from one to five years
characterized by subthemes that were understood as of subtle but increasing changes, reflecting the
a three-stage process of forgetfulness, a recognition progress of their difficulties. The stages, in-between
that “something is wrong” and a search for meaning periods, and strategies developed are, in context,
(see Figure 7.7.1). These provided a structure for an overall feeling of agonized suffering, which, in
their movement through three stages before they general, they kept to themselves, accompanied by
decided to seek professional help. As they moved feelings of uncertainty and unsettlement. They also
through these stages, it became clear that the partici- perceived themselves as constantly making efforts
pants developed and used different strategies to to maintain their self-competence in managing their
deal with the consequences of their memory loss. lives and to prevent others from becoming aware of
These strategies were labeled normalizing, watch- their situation. Each stage includes the participants’
ing and analyzing, and avoiding and vigilance. experiences and the challenges they encountered

Similar patterns of unfolding stages were un- during that stage. The stages will be presented se-
covered in all interviews. They are not distinct or quentially, in order to capture the process of move-

ment from one phase to another over time, re-mutually exclusive, unfolding in a passage from
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FIGURE 7.7.1 The transition of persons with early memory loss toward seeking professional help:
stages and strategies.

flecting the nature of the phases and the partici- tressed about their occasional inability to remain
focused and concentrated. One participant de-pants’ responses to this change.
scribed it this way: “I have problems concentrat-
ing…as I am doing something and all of a sudden

Forgetfulness I find myself doing something else.”

Participants described how they realized over time Strategy for Normalizing
that they were experiencing many episodes of for-
getfulness. Although they were not able to pinpoint Early on during this stage, there was a tendency to

discount and normalize what was happening tothe exact time or the beginning of forgetfulness,
retrospectively they were able to describe an in- them. They described how they discounted their

forgetfulness by laughing at themselves or by find-creasing awareness and discomfort about forgetting
appointments, and difficulty in remembering ing more flexible explanations for their experi-

ences. They explained to themselves that their diffi-names, phone numbers, and faces. Others described
how the “right word” eluded them, how figures culties were caused by stress, age, or fatigue. One

man thought of his problems as “a temporary black-frustrated them, and how they approached counting
with trepidation. One patient described how he had out,” so there was no good reason to start worrying

or to become overly concerned.difficulties in finding words to express himself and
how he felt his verbal ability was diminished: “I Memory notes were frequently used by all

participants, writing down appointments in calen-have previously been very verbal, and now it does
not work very well…you have to concentrate really dars and keeping notebooks in strategic places

around their house or at work. However, althoughhard when you are to speak with people…trying to
figure out how to express yourself.” these strategies worked for a period of time, their

effectiveness slowly began to decrease. They wroteThey often felt that they could not concentrate
on tasks at home, and they were aware and dis- memory notes but then began to forget what they
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had written down, as well as where they had placed feelings of fear and frustration. They describe the
their memory notes. One woman tells of her continuity, the progress, the intensity, and the per-
experience: vasiveness of their suffering. One participant de-

“I keep notes of everything, but the worst thing scribed how she felt about herself during this stage:
is that when I have written it up, then I don’t know “I think it is getting worse and worse, for every
where I wrote it and where I put the note. I might day at work, like when I forget different things…it’s
remember I wrote it down, but I don’t know where, so despairing because all of a sudden as I am work-
so there is just a big chaos anyway.” ing in the reception, they hand me the money and

Moving from this stage into the next begins their card and I don’t know what to do with it, it
when their efforts to keep themselves functioning just disappears and it feels so embarrassing to
as normally as possible are no longer sufficient to me…so now I’m scared to death every day when
prevent them from normalizing what is happening I go to work…and I start crying. I am someone
to them. who usually never cries, so there is something that

is not right.”
Something Is Wrong During this stage, participants had an incipient

sense of losing control over their own lives. They
Being unable to continue to normalize what is hap-

experience frustration, as they no longer feel that
pening to them leaves the participants with a feeling

they are able to influence what is happening to
that something is wrong. It is during this stage

them. They feel embarrassed when they are with
that their awareness that there is something wrong

other people; sometimes, they panic or are blocked
becomes more dominant in their lives. Sometimes

when confronting situations in which they feel un-they mentioned specific incidents at work or at
safe and unsure of themselves. One man told ofhome that made them realize and acknowledge the
how he became blocked when he confronted situa-extent of their problems. One woman describes
tions in which he had to deal with figures: “I getsuch an incident:
blocked almost immediately; there is some feeling“I had been shopping and forgot my groceries
of panicking.” Another participant described herin the store, and I didn’t realize that, I didn’t even
feelings as she began realizing that somethingrealize as I came home or when I got to the car, and
was wrong:then I actually started wondering about myself.”

“I have difficulties talking to other people. IEveryday surroundings may no longer be fa-
am scared when I meet my neighbors. I say, ‘Hello,’miliar to them. Some participants told of their diffi-
and walk away, as I think, ‘My goodness, are theyculties in finding their way in well-known surround-
going to talk to me?’ Because all of a sudden, asings. One woman described how she could not find
we stand there talking, I have lost what we areher way to the laundry room in her house. She said,
talking about and it feels so damn hard.”“I didn’t know what door led to the laundry room.”

As their forgetfulness increases and as pre-One man told of how he had difficulties in finding
viously used strategies are no longer sufficient, theyhis way to old customers whom he usually visits
begin to watch out for other signs in their lives,on his job.
behaviors, and environments, searching for otherOther problems were manifested in difficulties
signs of deterioration and of reactions to suchin concentrating and organizing their work, a resis-
deterioration.tance to starting new projects, and not being able

to solve problems and deal with complex situations
Strategy of Watching and Analyzingas they previously used to be able to do. They had

difficulties in adapting to new routines and taking
They now start to pay more careful attention toan active part in discussions.
their daily lives. In order to better understand theTheir experiences are no longer random or

isolated incidents in their lives, which serve to raise nature of their experiences, they begin to gather



392 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

more information and data on how they are func- of how he feels; he says that “It can’t be that you
are part of a working team without things function-tioning. This means that they are becoming more

sensitive and reflective about their own actions and ing. This could only last for a while when they still
hope that one is able to come back to somethingabilities. Learning more about the consequences of

their problems, their experiences now begin to take workable,” and one woman says that “I just can’t
keep up work if my problem continues. There is noshape and form. One man noticed how this has

made him perceive how there has been a change question about that.” As participants are becoming
more reflective about their experiences, this stagein him, saying that:

“There is this difference, though, of how I is understood to bring with it feelings of constant
worry and pervasive uncertainty, which serves toused to function and how I am functioning today.

Before, I used to think that I just had some sort of initiate the next stage, with a need to ascribe some
meaning to their experiences.temporary blackouts, but now I know that this is

how it really is.”
One participant describes how her own obser- Search for Meaning

vations made her more aware of her increasing
difficulties; she says that: As their faith in how well they have been able to

“Now there is a chaos in more areas than just normalize and hide their problems begins to waver,
one, I cannot put myself together and come up with they begin to search for different explanations and
decisions of what to do, what to do with things. I meanings for their problems. Participants described
don’t know what to do.” how the well-formulated framework for under-

A large part of the information they gather standing and managing forgetfulness begins to un-
comes from their work settings, where they feel ravel, leaving them with an absence of meaning.
that they can no longer meet their own and others’ One participant describes his feelings: “I don’t
expectations. One man describes how he experi- know where this comes from. Maybe it is something
ences a change and how this change is being con- hereditary, or something mixed.”
firmed by other people’s reactions; he says that: They go through different processes, searching

“I have always been the one who was full of for an explanation. Some of them compare them-
ideas. It might be an overstatement to say that noth- selves with a parent who became demented, notic-
ing works but…when I have an idea I decide that ing some similarities. One participant tells of his
I will get started working with it on Monday and way of reasoning: “Well, that’s true, even if I don’t
even though I don’t get started, I still believe that walk around thinking about it, it is hard for me not
I will…it is just the same thing when we are having to think about how my mother had almost exactly
meetings where we sit down and discuss how to the same onset.” Another woman describes her feel-
plan for this week or month, and I grab those things ings, saying that, “There are days when you see
that I think might be perfect for me. But as the those things more and more often, and it makes
meeting is over and I go into my room to start out, you so scared. Then I wonder if I will become the
one feels that, damn, I can’t do this either…and I same” (as her mother who had dementia). Some
can note this when assignments are being passed compared their responses frequently with how they
right over me, where there would have been no had responded to situations previously. They search
question whether they would have been mine for comparisons in the hope of finding no differ-
before.” ences. One participant described how he searched

for differences: “There is a difference, though, fromNow that their problems begin to take more
shape and form, this serves to bring with it a deep how one was before and how one is today and the

only one I can compare with is myself. I can neverconcern for their future and their ability to manage
their work if their problems become more severe. compare with any other person, how they used

to function.”Thinking about his working situation, one man tells
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know whether I have introduced myself or not, whatAs their own efforts to find an explanation no
I said and did not say, you see…I don’t know whatlonger provide them with a way to normalize their
I’m saying.

forgetfulness, and as new events and actions con-
tinue to confirm for them that something is wrong,

Other examples are given of how they havethey begin to see the need for help from others to
problems in finding words to express themselves;provide an explanation for their situation. Before
many of them who used to be verbal now dreaddeciding to seek help, they struggle with feelings
situations in which they have to depend on theirof fear and hopefulness about what may be the
memories and their verbal abilities. One man talksresult of their search for an explanation. Whereas
about how he previously enjoyed making speechesthey first experience a sense of relief at having an
to hundreds of people: “The more they asked, theopportunity to disclose what they are experiencing
more warmed up I got. This is not how it is today;after suffering in silence and struggling on their
today you rather want there not to be a lectureown for a long period of time, they also approach
at all.”this help opportunity with fear and trepidation about

Participants described how their confidence inthe results.
their own abilities was disappearing over time.Participants also described how this milestone
More and more, even pleasurable situations wereof seeking professional help made them pay more
being avoided, as they felt that they had continu-careful attention to their daily lives, and how they
ously to work on developing new patterns of re-more consistently began to avoid situations in
sponses, using more time and energy to cope withwhich they felt vulnerable and exposed to others.
the new demands. More time was spent on complet-
ing activities or tasks to meet their and others’

Strategy of Avoiding and Vigilance
goals. This meant that they needed their weekends
and their free time to supplement their working

From paying more attention to their situation, hours. Using time off to complete work that they
watching, and analyzing, they now tend to be more used to complete during regular working hours was
vigilant in observing themselves and their environ- also a strategy to keep others from discovering their
ment, while they are constantly struggling to keep difficulties or problems. Participants checked and
the situation under control. They constantly ap- rechecked their tasks and their work for accuracy
praise situations, trying to decide whether to avoid and completion, and seldom trusted themselves
them or to design a new way to deal with them. even after checking. Extra hours were added to
They describe how they feel off balance, as situa- their daily activities, just to maintain their ability
tions have dimensions that appear new to them, to complete tasks.
and they perceive that they no longer have the self-
assurance to meet these situations. They then begin

Discussion and Reflections
to search for new strategies, mainly to prevent oth-
ers from discovering the change in them. They

The results of this study provide a first step towarddeliberately avoid situations and hide from other
understanding the early experience of memory losspeople because they feel unsure and vulnerable.
from the perspective of the person so afflicted, andThis results in feelings that they are becoming more
what it is that drives these persons toward seekingand more isolated, and that their world is becoming
professional help. In recognizing the participants’smaller as a result of their efforts to keep their
situation as a transition with different processes andproblems from being recognized by other people.
different strategies for managing memory loss, aThis statement describes one woman’s experience:
more complete picture emerges of the source of
their suffering. This knowledge does not only offerSomehow I feel how my world is shrinking…it

feels distressing having too many contacts. I don’t a framework for identifying the needs of younger



394 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

persons suffering from memory loss, but it is also of lived experiences, and thereby assist health care
professionals in “entering the life-world” of thoselikely to contribute to a better understanding of the

preclinical years that precede a dementia diagnosis. persons (Kretlow, 1989; Bahro et al., 1995; Ny-
gård, 1996).The suffering that the participants endured was

understood as an incipient sense of losing control, Taking into account that the nature of an un-
folding dementia disease is likely to vary over timeaccompanied by a fear of continuous deterioration

with no end in sight. They are frightened by these and, thereby, also the personal meaning of those
experiences, several authors have suggested the useexperiences, worried about what they mean, and

endure them mostly alone. of a more longitudinal approach in dementia re-
search, which aims specifically at capturing theTo maintain a sense of competence and control

in their daily lives, they develop and use different process of change over time (Conrad, 1990; Co-
trell & Schulz, 1993; Keady & Nolan, 1994). Fromstrategies that work only temporarily. They deliber-

ately avoid situations in which they feel unsafe and recognizing both the longitudinal and temporal
characteristics of participants’ experiences, wevulnerable, withdrawing from social interactions

by their fears of being discovered by others. A would also like to propose the use of a transitional
framework, because it provides a means for captur-threat of social “loss of face” and humiliation in-

creases their silence and isolation, which serves ing the process as a whole, and also offers a tool
for uncovering those needs that are phase-specificfurther to contribute to their suffering. The distress

from a feared loss of integrity becomes the crux of by identifying vulnerable and critical points during
the transitional experience (Schumacher & Meleis,their suffering.

Any threat that is directed toward personal 1994). By identifying different indicators of pro-
cesses that are linked to health, it becomes possibleintegrity, whether painful or not, can invoke suf-

fering (Kahn & Steeves, 1986), especially when to gain an insight into how the transition is proceed-
ing, and thereby plan continuously for interventionsthere is an absence of meaning and when the future

is unknown (Flaming, 1995). Unlike pain, suffer- that will assist the client during the process of
change (K. L. Schumacher et al., unpublisheding is not a phenomenon that can be reduced be-

yond the whole person, but remains a lived experi- observations).
In relating the concept of transition to the no-ence that is inseparable from a configuration of

context, experience, event, and meaning (Kahn & tion that early symptoms of dementia are more
likely to affect persons who are still in an activeSteeves, 1986).

In learning about the nature of the participants’ part of life, and that the needs of younger sufferers
will differ from those in older age groups (that issuffering, this study recognizes the need for a more

comprehensive approach when assessing persons also supported by the results of this study), special
care has to be directed toward uncovering the spe-with early memory loss. This is an approach that

not only takes into account pathophysiological cific needs that belong to this particular group at
different phases during the transitional experience.changes, as a result of which the body becomes the

object of enquiry, but also includes a recognition Because there is an absence of research that
is concerned with the situation of early dementiaof the meaning those experiences have for the per-

son afflicted. sufferers beyond traditional biomedical ap-
proaches, those needs to a large extent still remainArguing the need for a better understanding

of the meaning that an illness experience has for uncovered, and are seldom responded to in clinical
practice (Keady & Nolan, 1994). As a result of thisa person, in-depth phenomenological studies have

been suggested to be an important complement to limited approach, it cannot be neglected that this
lack of understanding may lead to a marginalizationtraditional approaches in dementia research, be-

cause they offer a way of uncovering phenomena of younger onset dementia sufferers and persons
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thropological perspective has been the idea of the mon experiences in the context of current palliative
care development in European terms as a means to“limina”—a space of separation where the person

undergoes a transition followed by reintegration inform practice.
into society.(9, 10) Hospice as a liminal space has also
been explored.(11) Transition, as illustrated in the Method
palliative care literature, relates to personal mean-

A phenomenological approach was used to interpreting in life, life/role changes, perception of end of
and understand contextual patterns of meanings,treatment, and likelihood of death, discussed largely
values, and relations that reflect the immediacyfrom the professional caregiver perspective.(12–20)

and direct nature of living.(47–53) To capture livedHowever, data on the patient perspective are lim-
experiences, the method and data analysis wasited.(14, 21–30) The outcome of transition is often de-
framed by Van Manen’s(49) concept of four “life-scribed in terms of an individual’s resilience, recon-
world existentials”: Lived Body, Lived Space,struction, and transformation,(31–36) although it is not
Lived Time, and Lived Other. These phenomeno-clearly demonstrated how these equate to pallia-
logical constructs are judged to transcend individualtive care.
social, cultural, or historical situations(49), and wereThe close integration of palliative care with
seen to address personal experience of the transitionmainstream health care, earlier clinical intervention
phenomenon embedded in culture and language.across a broad disease spectrum, and the increasing
Ethical approval for this study was granted by ause of technology in medical palliative care practice
research ethics committee (REC) in each country.have been criticized for obscuring the roots of mod-
Obtaining multicenter ethical approval across Euro-ern palliative care in the British hospice movement,
pean countries is a complex issue(54), compoundedattributed to Cicely Saunders.(37–44) Although the
in this study by the need to ensure that the qualita-British model is widely considered a foundation
tive paradigm was clearly understood by RECsacross Europe, many countries now favor a dy-
more familiar with experimental designs.(55, 56)

namic rehabilitative and integrated approach to pal-
liative care in keeping with treatment, which may

Sample
begin as early as disease onset.(45) When palliative
care practitioners do not hold a consensus on the A purposive sample(57–60) of 120 participants (20 per
definition of what they purport to offer, transitions country) was sought from palliative care centers in
are likely to cause problems. Current interpretation six European countries: the United Kingdom
of the term palliative is problematic, because it (U.K.), Republic of Ireland (IRL), Italy (IT), Spain
blurs the critical transition points that patients may (SP), The Netherlands (NL), and Switzerland (CH).
experience.(43, 44) Interpreting the meaning of transi- Each was recognized as a center of palliative care
tion may depend on patients’ understanding of expertise by the national palliative care association
shifts in clinical emphasis, and it is not clear how of that country. Variation in service development
current transition experiences are understood by across Europe (Table 7.8.1) meant that a variety of
them. Given that cancer remains the predominant settings were used, primarily purpose-built hos-
clinical condition in palliative care despite a shift pices or hospital-based palliative care units (termed
in the international definition,(46) this study sought “palliative care centers”). Units were directly
to address the research question, “How is the transi- funded by statutory health services or charitable
tion experience toward end of life described by institutes, often a mix of both, dictating a variety
European advanced cancer patients?” To answer of differing care settings. Cancer patients were the
this, three objectives were proposed: to document most likely recipients of care. Each country experi-
palliative care patients’ experience at the palliative/ enced specific challenges in service provision,
terminal interface, to identify perceived supportive largely related to their stage of national

development.and inhibitory factors, and to analyze those com-
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TABLE 7.8.1 Comparison of European Union Palliative Care Services

Country Total adult Total Palliative Predominant Key challenge for the future
palliative inpatient care patient funding

care services palliative population source
(n) care units/ with (public/

hospice beds advanced charitable)
(n) cancer

(estimated
%)

United Kingdom (UK) 881 2,515 95% Both Augment a diminishing
workforce

Ireland (IRL) 49 147 95% Both Address structural deficiencies
Spain (SP) 287 883 95% Public Seek political commitment
Netherlands (NL) 128 346 80% Public Ensure quality of new services
Italy (I) 258 1,095 60% Public Seek academic recognition
Switzerland (CH) 37 NK NK Both Raise awareness

Reprinted with the kind permission of Prof. Carlos Centeno and the European Association for Palliative Care Taskforce on the
Development of Palliative Care in Europe. NK: not known

The suitability of research participants to par- each interview group, the median length of life
ticipate was agreed on in consultation with the clini- expectancy postinterview was calculated. Of the
cal director and palliative care team, based on pa- total sample of patients interviewed, 26.5% were
tient awareness of cancer diagnosis and prognosis, still alive at the end of the study. Despite some
and health status at the time of interview. Given incomplete data from Switzerland and Italy, the
the complexity in defining prognosis for a palliative relatively short life expectancy overall (39.88 days)
care population,(61) the team was asked to consider would indicate that respondents were appropriately
patients most likely to progress to terminal care in receipt of end-of-life management at the time of
within 6 to 12 months. Patients with serious cogni- interview. In Table 7.8.3, the prevalence of breast
tive impairment that inhibited their ability to con- cancer in the sample is attributed to the Italian
verse in their native language, and to give both palliative care center offering a national treatment
written and verbal informed consent, were ex- program for the care of advanced breast disease.
cluded. A senior palliative care nurse introduced
the study, obtained verbal consent to participate, Box 1
contacted the researcher, and arranged an interview.
Written consent was obtained and reaffirmed with • Can you describe in your own words what it
the patient throughout the interview.(62) meant for you when you were transferred to

Sixteen patients were withdrawn from the this palliative care center?
study, either due to fatigue (n = 6) or judged by both • Can you tell me whether there is anyone or
interviewer and clinical team to have deteriorated anything that made it easier for you when you
significantly by the time of interview (n = 10). A were transferred to this palliative care center?
further four interviews could not be completed due • Can you tell me whether there is anyone or
to treatment or communication difficulties. anything that made it difficult for you when

Table 7.8.2 shows a relatively even distribu- you were transferred to this palliative care
tion of the final sample (n = 100) by age and center?
gender, with the exception of Spain, where only • Now, has anything changed for you at all since
one female respondent was identified—an inherent being transferred to this palliative care center?
weakness in the purposive sampling method.(63) For
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TABLE 7.8.2 Sample Distribution

Country Final Male Female Mean Life expectancy Research centers
sample patients patients age postinterview

(range) (days)

UK 20 8 12 72.9 (55–92 years) 41.8 2 hospices
IRL 20 10 10 72.8 49–87 years) 37.6 1 hospice
NL 15 5 10 75.8 (50–91 years) 40.5 1 hospice
I 18 5 13 59.6 (45–81 years) 48.4 1 hospital palliative care

center
SP 10 9 1 64.1 (45–84 years) 32.5 1 hospital palliative care

center
CH 17 8 9 79.8 (55–92 years) 38.5 1 hospice, 1 palliative care

center
Total 100 45 55 70.83 years 39.88 days 8 centers

TABLE 7.8.3 Distribution of Cancer Diagnosis Across Sample

Breast Lung Prostate GIT GU Ovary Brain Other Sample
total

UK 4 4 3 5 1 1 1 1 20

IRL 3 3 3 6 3 0 1 1 20

CH 4 3 3 4 0 1 1 1 17

SP 0 4 3 0 2 1 0 0 10

I 11 2 2 0 2 0 0 1 18

NL 3 2 1 5 0 1 0 3 15

Total 25 18 15 20 8 4 3 7 100

GIT: gastrointestinal tract—colon, rectum, esophagus; GU: genitourinary—renal, bladder; Other: acute myelogenous leukemia,
mesothelioma.

For this same reason, the demographic profile of translation process used is reported elsewhere.(66)

the Italian sample was predominantly female and The four questions were developed using probes to
comparably younger (59.65 years) than the overall enable a description of the phenomenon and an
mean age range of 70.8 years (Table 7.8.2). exploration of its meaning to emerge.(67) Again,

given patient frailty, interviews were conducted at
one moment in time during their end-of-life man-Data Collection
agement, either by the principal researcher (PJL),
in English, French, and Italian, or by a palliativeA semistructured interview(64, 65) based around four

questions (Box 1) was designed to address the mul- care nurse (Dutch and Spanish) given additional
training in interviewing. Questions explored experi-tilingual nature of the study, as well as the potential

burden to participants. Questions were designed to ence, associated factors, and current reflections on
their transition process at this point in time. Thebe succinct, clear, and culturally appropriate. The
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mean length of interview was 22.05 minutes (range: were analyzed in relation to Van Manen’s “life-
world existentials”(49) and compared and contrasted,10–55 minutes). Data collection took place between

April 2003 and March 2005, determined by recruit- resulting in four descriptions of the impact of transi-
tion—instability, impermanence, oscillation, andment and travel.

Psychological support was offered postinter- shift—and four patient responses—seeking stabil-
ity, challenging impermanence, negotiating time,view by qualified personnel (e.g., social worker),

although no specific request was made either during and shifting bonds.
In the affirmative stage, these results wereor subsequent to the study.

tested for rigor in interpretation and meaning. The
short life expectancy postinterview (Table 7.8.2)
meant that returning data to respondents for confir-Data Analysis
mation and accuracy was not possible. Reflecting
the vital role of translators and interpreters in theAll interviews were taped using a minidisk re-
analysis and interpretation of qualitative data(66, 71),corder(68) and were transcribed verbatim in their
dialogue with translators/interviewers exploredcountry of origin. An English translation of the
themes, language, and concepts to identify a cultur-original script was made. The ATLAS.tihermeneu-
ally embedded representation of the respondent’stic program collated the interviews, grouped ac-
story. A “critical referent” group(69) was convened,cording to language, and coded to preserve
comprising experts in research methodology andanonymity.
clinical palliative care practice, who reviewed dataThe process of analysis is described in four
analysis. They assessed the emergent findings atstages. The first three, labeled substantive, evoca-
each stage in relation to their relevance and meaningtive, and evaluative, are depicted in Figure 7.8.1;
for the clinical field, and critically considered thethe fourth, termed expositional, is presented in Fig-
insights offered by the translators’ and interpret-ure 7.8.2.
ers’ review.At the substantive stage, initial analysis was

In the final expositional stage (Figure 7.8.2),undertaken on the English language interviews only
through a cyclical process of reading and rereading(U.K. and Ireland). Each interview was read and a
text, theme, and descriptions, a pathway of analysisreflection written using the respondent’s own words
was constructed leading to an overall outcome de-to encapsulate their understanding of the transition
signed to express the phenomenon as a whole. Thisexperience, noting, for example, tonality, expres-
was then again reviewed by the referent group andsion, and the use of silence.(67, 69) This created a
translators to seek congruence, and was found toseries of 108 codes that provided a description of
be a meaningful description of shared experiencethe factors that helped or hindered transition. The
across all centers. Finally, a universal draft wasprocess was then repeated for each of the translated
written to encapsulate a phenomenon described asinterviews, read alongside the original language
living transiently in the shadow of death.text. A further six codes of specific relevance to

the non-English-speaking countries were identified.
Field notes were reviewed to add context, and a

Resultspersonal journal (one per country) was kept by the
researcher as a supplementary resource to further

Lived Bodyinform the analysis.(70) Using the Atlas.ti program,
clusters were formed for the 114 codes, which were
then collapsed into 11 descriptive themes. Findings described a phenomenon, “seeking stabil-

ity through safety and security,” exemplified as:A collective descriptive statement of each pa-
tient group was then written, one per country. At (a) the shifting complexity of their disease, (b) the

emotional response to the act of transition, and (c)the evocative level, these descriptive statements
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FIGURE 7.8.1 Substantive, evocative, and affirmative states of analysis.

Well, this all has happened in a very short time.the role of the hospice or palliative care center as
Little time ago you were up; you walked a little;a beacon for supportive care.
you even went out to the balcony with them a few

Respondents gave detailed accounts of disease months ago; and now that is impossible.(SP 3)

progression from initial diagnosis to current prog-
nosis, citing the limitations imposed by their ad- A variety of emotional responses to transition
vanced disease and its possible meaning: were described, reflecting fears and losses:

I don’t think I’ll ever be able to go home. I can’t put Well, I was a bit worried about the one-way ticket
any weight on this foot at the moment. Personally, I system here…you come in alive and you go…as
don’t know if I’ll ever be able to walk on it. I don’t pieces of wood…I was reassured that does not hap-
know.(U.K. 16) pen….(U.K. 18)

I was very emotional because I had never thought
Rapid deterioration resulting in loss of inde- that [name of hospital] would give up on me…that

pendence was a primary reason for transition to the I was going to die very soon and that I had to go
into palliative care, and [pause] what hurt me thehospice/palliative care center:
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FIGURE 7.8.2 Expositional stage of analysis.
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most [pause] was that I found myself in a meeting wouldn’t…everybody’s here…you could call any-
body…you know…I got a button…you gotta presswith eight doctors, and what shocked me the most

was that they said to me, ‘To us you are merely, that red button….(UK. 6)

you are merely a scientific experiment’…I am not
lying when I tell you that, [silence] their social Peaceful surroundings were contrasted against
contact is zero.(CH 8)

the limitations of multiple occupancy:
I didn’t know what it was [palliative care]…no
one told me anything…it’s very, very difficult; you In other places, at least where I’ve been, it is more
can’t imagine what it’s like…Because when I ar- impersonal, like they almost cannot take care of
rived here I was…[silence] How can I…lost? I felt you, there are more people in the room, more up-
really lost.(CH 3)

roar, you don’t have this peace, this peace, this
familiarity that emerges between the center and
the patient.(SP3)Where respondents experienced distress, the

palliative care center offered the hope of safety and
Space also contributed significantly to the ini-security at a time of emotional fragility:

tial transition from one center to another:
Well, probably at the time I was feeling worn out.
I was lying in that bed really, really like a broken A lovely quiet beautiful room…left alone with it
person and was thinking that [transfer to a hospice] to acclimatize. I found that very important because
actually sounds too good to be true.(NL2)

you are pushed from one environment into the other
and transported in the ambulance backwards, upsideI can assure you that I feel I am taken care of. I
down more or less, and you don’t feel very well.(NL9)

feel they are keeping an eye on me.(IT 15)

Secure SpaceIt would appear that, for these patients, admis-
sion to the hospice/palliative care center came at a

The hospice/palliative care center was also seen astime when the impact of multiple changes to their
a refuge, a place of shelter and protection. Onehealth status meant that they could no longer guar-
respondent had moved to live with her marriedantee equilibrium between their life and their ill-
daughter, and the loss of her home and new livingness. Hence, withdrawal to the security of a hospice/
arrangements prompted the transition to hospice:palliative care center gave an opportunity to regain

balance and address this instability.
I just got paranoid in thinking, I’ve outstayed my
welcome because she’d got a family, she’d got threeLived Space
kids, a husband who works hard and I just felt it
wasn’t right, I should not have been there, if I’d

Respondents identified three themes in relation to stayed at the bungalow I would have tried harder,
space as a “challenge to impermanence” through: anyway just one thing led to another. So there was
(a) experiencing geographical space, (b) seeking a sort of arguments and upsets, so I came in here.(U.K. 10)

secure space as refuge, and (c) creating a dwell-
ing space. The room also had significance as a place to

die, something only offered when close to death,
Geographical Space an indicator of final transition. Further, respondents

argued that being in the presence of others who
Most, but not all, centers offered single rooms. In were dying could have a positive impact on their
terms of adjustment, being able to balance privacy psychological adjustment:
with proximity to staff for assistance at any time
was seen as a positive factor for respondents: When I saw the room, it seemed like it was the last

straw…that it was going to be the last straw because
…lovely in’it…smashing room…I mean…you such luxury cannot be given to everyone, to any
wouldn’t get better than Buckingham Palace…you patient, this is special, I was special.(SP 8)



404 PART III THE EXPERIENCE OF AND RESPONSES TO TRANSITIONS

From the minute he came in he was bad, I knew Lived Time
he was…But it’s something to see a man die, you
know. I saw him dying slowly and I didn’t see the Temporal issues emerged metaphorically as “the
finish because they took him out [to a single room].

bomb’s ticking” or, “extinguished a little more dayI’d like to have seen it, to see what exactly happens,
by day.” These were formulated as “negotiatingbut he was gone.(IRL11)

time,” reflecting insufficient time and rationalizing
time in proximity to death.Dwelling Space

The length of time between referral and trans-
Some centers invited patients to create a personal fer was insufficient for respondents to address its
dwelling space by bringing items from home. impact. They reported the urgency of agreeing to
Meaningful surroundings for the patient created a take a bed in the hospice/palliative care center,
bridge between the transition from home to institu- even if they were not themselves practically and
tional care. emotionally ready to do so.

I’d rather be home, of course, but they brought Monday, the GP came and said, ‘Listen, they have
things from home and when I wake up, nice, cosy, room for you.’ And they would be on the doorstep
then you don’t have that longing.(NL 11) on Tuesday morning at 9 or 10 a.m. But you have

to take care of things. You can’t just leave like that,
you have bills, you have this, you have that…(NL 6)

The compact space led to decisions and judg-
ments about the significance of possessions at

It was also difficult to renegotiate an admissionthis time.
for fear of being seen as difficult:

I have my radio here, a picture of my father and
And then I agreed Friday with [GP]. She said, ‘Imother, a picture of my wife, I have a piece of my
have been able to agree on Thursday.’ So I saidown home brought here. The rest I give away, they
OK. They were afraid that I refused. But that wasare no good to me anymore.(NL15)

not true. It just caught me by surprise. You are on
a waiting list, so you don’t think it will happenRespondents who made a definitive move to
soon. Then you can arrange all kind of things. But

the hospice/palliative care center for the remainder the GP thought that I was refusing.(NL 2)

of their life described severance, both physically
and emotionally, from the family home: Respondents said their final decision to move

was often based on an evaluation of their potential
I am at home here…Even when I went out to cele-

burden to others rather than personal choice aboutbrate my birthday, when I was a stone’s throw from
the perceived benefits of palliative care.the house, we went past it. I didn’t even stop. What

for? To go up the stairs with great difficulty and
I’ve been a widower for 20 years. What I didn’tthen come down again a quarter of an hour later?…I
want was to bother my family, do you understand?didn’t need to…I didn’t go and see it be-
When I was in the other hospital, my sister-in-lawcause…What would I have done?…Checked for
was back and forth, back and forth, and the boydust?(CH13)

had to come every day.(NL15)

Given the sense of instability described, it was
Respondents also described transition as tem-not unexpected that the hospice/palliative care cen-

poral fatalism, the unchanging reality of death:ter should offer the security they sought through
refuge and shelter. The space of the hospice/pallia-

You’re born and you die…in between, you do thetive care center offered a structure within which
best you can…and that’s all there is to it…I am

the shifting boundaries of home could be recreated afraid that’s the way I look at it. I’ve enjoyed my
and, in so doing, gave a sense of permanence at a life…it’s been wonderful. I’d like a lot more…but

there you go…can’t win ’em all(U.K 2)time of rapid change.
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I don’t have many requests. My time has come. toward me, kind, supportive, great love, because
we…it’s 50 years now that we have been married,To lament now I am going? No, as far as that is

concerned, I have had my time.(NL6) this month, therefore,…I live also for these thing-
s.(IT 15)

Unsurprisingly, time was a critical descriptor
Clinical staff held a special value for respon-of patient experience: time to undertake life tasks

dents as a conduit for addressing emotional isola-balanced against time left to complete them. The
tion from family.importance of negotiation appeared to wane over

time as inevitable deterioration refocused patients
…this [hospice] has helped more than my wholetoward life reflection—a shift from challenging
family. I’ve felt free to talk about things and say—

time to rationalizing time. that they may not even understand. They don’t un-
derstand the disease, they don’t understand me, they

Lived Other don’t understand anything [crying].(SP 5)

Of all the themes identified, the shifting dynamics Equally, respondents developed strong bonds
of relationship had the most profound effect on the with each other, exhibited as camaraderie among
respondents’ ability successfully to negotiate their patients and profound sadness at their death:
transition toward end of life. The degree of success

I had somebody share my room, she was a lovelyappeared dependent on the balance achieved be-
lady. I noticed all the care until she passed on andtween closure of episodes of one’s life and ensuring
I thought, well, that’s very, very comforting because

that someone could bear witness to that life, some-
any time in our lives it can happen to us. I missed

one who was her/himself in the process of her. I only knew her for a few days but I felt very
transition. close to her, and I’m so pleased that she was so

welcomed and so looked after by the nursingDefined as “shifting bonds,” this phenomenon
staff.(U.K 14)

described: (a) finding meaningful people involved
in the transition process, (b) rebalancing relation-

It was a privilege for me to have [name] nextships at the end of life, and (c) relationships formed
door. She was a wonderful person. We made a jokewith other patients in the hospice/palliative care
of everything…and when she went I thought…Icenter. Successful transition was due to a number
know it’s horrible…but I wish she could stay.(U.K. 20)

of relational factors, including the intervention of
The lived other experience emerged as an es-a thoughtful health care professional, a family

sence of relationship between people in enclosure—friend, or relative. Yet, respondents were unable to
the space of the hospice/palliative care center. Thisdetermine how the referral process took place, nor
relationship embodied both camaraderie and empa-name any key players in that process. Neither could
thy for another, framed by their difference as athey identify whether the key player was a palliative
community apart from the world. In effect, as pa-care professional. Variance in this respect reflected
tients moved toward the end of their lives, therethe place of palliative care services within national
was a shift in their lifeworld as the enclosed lifehealth systems. The more developed the palliative
within the hospice/palliative care center tookcare system, the greater likelihood of multiple pro-
precedence.fessionals being involved in planning, which led to

confusion for the patient.
Transition highlighted the strengths and weak-

Seeking the Essential Phenomenonnesses of personal relationships. Family and life
role were important in end-of-life adjustments:

Phenomenological enquiry does not seek to provide
empirical evidence, but rather accounts for the di-I see them all around me: my daughter, my son,

my grandson, my wife. All of them are so consistent versity of human experience. In order to encapsu-
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late the commonality of that experience, given the data, we acknowledge that the nature of a single
interview and the presentation of those findings incultural and linguistic challenges of this multicenter

study, some degree of reduction is warranted. Re- English by a native English speaker have method-
ological limitations. However, the findings doduction enables clarity of the phenomenon beyond

obscure theoretical abstraction.(49) In this study, re- cause us to question our current understanding of
the significance of hospice/palliative care for pa-spondents’ lifeworld descriptions incorporated a

confusing time of mixed messages, poor communi- tients at the palliative-terminal interface.
Patients appear to oscillate between their pres-cation, and uncertainty, reflecting an instability and

impermanence that patients attempt to address ent life situation and the reality of their future. For
some patients, care for the other appeared to takethrough their actions and reactions. The experience

was less a linear progression and more a cyclical precedence over care for the self. Negotiation seems
key to the management of transition. However, ne-phenomenon, a transient period of hurried admis-

sion, having to make final judgments and weigh gotiation based on fear of being a burden to others
puts into question assumptions that personal auton-decisions based on self-perception, complex clini-

cal advice, and family wishes. Death was a present, omy and choice were paramount in their decision
making.but not consuming, presence in people’s lives, and

goals for the future were sought, albeit within the The experiences described hold some defini-
tion within transition literature, including identityconfines of failing health, as they evaluated their

past and adjusted to a state of moving toward the shift, redefinition of self, and changing roles.(72–74)

The anthropological concept of limina, as discussedend of their life. These descriptions were encapsu-
lated in an essential phenomenon described as, “liv- earlier,(2, 10) would also seem to have relevance for

the experiences described here. Time spent in theing transiently within the shadow of death.”
liminal space alters the quality of the social relation-

This last relapse has been a big one, but I always ships of those within that space, adopting a “generic
knew that each one was going to be worse than human bond”—an essential sharing between the
the one before. I’ve lost a lot—mobility, home, group because they are all “wholly in becom-
relationship. I look back and see, if somebody’s

ing.”(75,76) Such was evident in the findings here,not letting you die, they’re also not letting you
particularly in relation to Lived Other descriptionslive…and I do want to live. I want to live and enjoy

until the last minute, you know.(U.K. 18) of camaraderie between patients. For some, the hos-
pice/palliative care center signified a place of onto-
logical security.(77–82) This space offered preparation
and protection: time and energy devoted to the clos-Discussion
ing of life commitments, reflection on life relation-
ships, and ensuring the safety of family in practicalThis study did not set out to offer a comparative
and emotional terms. The recreation of homeexperience of palliative care transition between
through ontological security would signify thatcountries, but rather to determine what, if anything,
structure and permanence held some importance inwas common to that experience for patients receiv-
the lives of the respondents, and that a transitioning a specific approach to care which is ostensibly
process could be negotiated, once boundariesderived from one set of founding principles(38). The
were established.diversity of palliative care practice across Europe

That said, the findings do put into questionmeans that the research sites selected offered a
how closely some transition outcomes described inrich and deep purposive sample, not necessarily
the literature, such as reconstruction, transforma-representative of the full range of services and,
tion, and transcendence, fit within a palliative con-therefore, of patient experiences in each country.
text.(5, 12–19, 33–36, 83) We concluded that the word, “tran-Although rigorous efforts were made to limit the

risks of potential loss of meaning with multilingual sience,” as “the action or fact of passing away,”
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may offer a clearer description of the transition the curative-palliative interface is clearly beneficial
to patients, but there is a risk that we may haveexperience in this study, reflecting something of

limited durability and impermanence.(84) A concep- unwittingly obscured the importance they place on
the hospice/palliative care center as a space wheretual analysis of transience in relation to palliative

care, arising from the findings of this study, is they align themselves toward the inevitability of
death in a safe and secure environment. Cliniciansreported elsewhere.(85) Transience in this study may

be attributed, in part, to a message that a hospice/ need to balance mainstream integration with sensi-
tive assimilation of the hospice model to ensurepalliative care center no longer equates with end-

of-life care alone, but rather with a range of services that seamless transition proposed as a key construct
in palliative care remains paramount. Further re-aimed at improving life quality, symptom manage-

ment, and discharge home. However, more data is search into the professional and family perspectives
on this topic would complement this patient per-needed to better understand the concept of tran-

sience and how this phenomenon may be reflected spective and contribute to our understanding of pal-
liative care service delivery.in the transition experiences of other patient groups.

Given the shift toward palliative units inte-
grated within acute hospitals,(86) it remains incum-
bent on palliative care professionals to ensure their Acknowledgments
visibility is maintained. Where the influence of one
system is evident over the other, it may threaten Philip Larkin is holder of the 2003 Health Research
the values and expectations that make palliative Board Fellowship In Palliative Care. This study is
care inherently different from their other health care jointly funded by The Health Research Board of
experiences. The inability to recognize palliative Ireland and The Irish Hospice Foundation, Dub-
care personnel is an example of gaps identified in lin, Ireland.
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tially more meaningful for palliative care in (Hupcey et al., 2001; Finfgeld-Connett, 2006).
Moreover, maturity should determine the methodunderstanding the impact of end-of-life expe-

riences for patients than current conceptual- for developing the concept (Morse et al. 1996a).
Immature or nascent concepts, for example, mayizations of transition as a process toward

resolution. As a nascent concept, it remains benefit from the use of qualitative fieldwork data
to support or refute their standing. Conceptual eval-strongly encapsulated within a framework of

transition, and further conceptual develop- uation is beneficial for such concepts, and offers
criteria to undertake this procedure (Morse et al.,ment is needed to enhance its maturity and

refinement. 1996b).

The Empirical Study
Introduction

In this chapter, we report a conceptual evaluation
of transience applied to the discipline of palliativeThere is increasing interest in the application of
care (Morse et al., 1996a; Penrod, 2001). In keepingqualitative approaches to concept analysis, arising
with the constructivist approach, we present datalargely from the critique of the positivist methods
from a qualitative study into palliative care patients’advocated by, for example, Walker and Avant
experiences of transition. We addressed the re-(2005). It is cogently argued that reductionist step-
search question, “How is the transition experiencewise approaches to concept analysis often limit the
toward end of life described by European advancedpossibility of theory construction (Morse, 1995).
cancer patients?” through semistructured inter-There is a call for nursing science to move toward
views conducted with 100 palliative care patientsa more iterative and integrative approach of concept
across six European countries: United Kingdom,development (Morse, 1995; Morse et al., 1996b;
Ireland, Italy, Spain, Switzerland, and The Nether-Morse et al., 2002; Morse 2004).
lands. Data were collected at one point in time from
a purposeful selection of advanced cancer patients

Background admitted to a hospice/palliative care unit (PCU) for
end-of-life care. Although this was a relatively large

Conceptual Development sample in qualitative terms, we maintain that this
breadth of data demonstrates particular attention to

Conceptual development is most beneficial for ex-
context and culture, which may not be addressed

tant concepts that require refinement in a specific
through more positivist methods of conceptual anal-

discipline or context. Hupcey et al. (2001) advanced
ysis (Morse, 1995; McKenna, 1997). Further, the

the concept of trust in this way. Fasnacht (2003)
evidence for transience in the literature enables

used similar methods to refine the concept of cre-
some level of contemporaneous judgment to be

ativity. Both drew on a relatively strong body of
made regarding its preconditions, attributes, and

literature to explore the depth and maturity of their
outcomes relative to palliative care. We use two

respective concepts in relation to nursing. Finfgeld-
case studies to support, define, and consolidate the

Connett (2006) confirmed that something relatively
emerging concept. Finally, we critically appraise

concrete needs to exist before such an approach
how far qualitative approaches fit the examination

can be applied: “Qualitative concept development
of transience as a nascent concept, and its potential

is particularly apt when constructs are relatively
importance to palliative care.

[my emphasis] immature and conceptual bound-
aries are difficult to identify” (p. 104). Transience as a Concept

Conceptual maturity requires critical judgment Emerging From the Data
regarding the degree to which the concept can be
clearly defined, adapted to different research set- Concepts that arise from within practice hold

greater credibility and relevance and lead eventu-tings, and has robust parameters or boundaries
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ally to stronger theory development (McKenna, strate the concept in absolute terms, and that the
strength of the concept in the unique and individual1997, p. 58). The term “transience” arose from

our study exploring the different, yet not unrelated, experiences of 100 people across a number of coun-
tries is variable. However, we identified a set ofconcept, transition. Transition literature often de-

scribes overtly positive outcomes such as resilience, attributes from both cases and reflections on the
interview data in general (Morse, 1995). These attri-reconstruction, coherence, life purpose, sense of

self, transcendence, and transformation (Smith, butes were: fragility, suddenness, powerlessness,
impermanence, time, space, uncertainty, separa-1994; Holland Wade, 1998; Paterson et al., 1999;

Block, 2001; Neill, 2002; Kralik et al., 2003; Ny- tion, and homelessness. We consider these attri-
butes to be embedded within these cases althoughgren et al., 2005). Interview data did not always fit

with these descriptions. Patients described having evident in a cross-section of interviews.
In the cases presented, the impact of patients’limited knowledge about the purpose and timing

of transfer to the hospice/PCU, uncertainty about experience describes a period of irrevocable change
and an unknown future, contrasting the empow-who instigated the transfer, limited involvement in

decision making often due to rapidly increasing erment construct that appears to be a precondition
for negotiating transitional change (Bridges, 2001).symptom burden and, once transferred, a sense of

waiting for something to happen. We, therefore, In effect, the reality of their situation was not so
much in process (as would be expected from transi-sought other explanations to capture their experi-

ence. Concepts related to process may incur addi- tion), but more a sense of stasis, as they rationalized
past experiences with their present situation. Thistional difficulties, termed fuzzy boundaries–an un-

clear beginning or end or variations at specific times questioned the validity of transition as a descriptor
of the totality of their experience (Table 7.9.1).(Kim, 1983). Given the strength of findings that

suggested that transition did not clarify patients’ The attributes identified were then reformu-
lated into a meaningful structure for exploration,experience satisfactorily, critical evaluation of any

alternative description was warranted. In particular, referred to as rules of relation (Morse & Doberneck,
1995). These tentatively frame the concept, offeringwe needed to test whether transience was suffi-
some preconditions and outcomes, as follows:ciently robust to be considered a concept per se,

and what level of concept could be attributed to it
• A sudden and unexpected change in life(Morse, 2004). Here, we cite two cases where the

circumstancerichness and complexity of the transience experi-
• Inability to prevent that changeence is present. Names have been changed to pre-
• A personal shift in both time and spaceserve patient confidentiality. Informed consent was
• The realization of a fragile and impermanentobtained from all patients in this study, following

existenceethical approval procedures in each country. Data
• A sense of stasis.were analyzed using the ATLAS.TI program.

Selection of an exemplar is paradoxical in that,
working inductively, the researcher does not yet Search Methods
know what the attributes of the concept are, and yet
selects examples that try to demonstrate it (Morse, Concept Evaluation
1995). Clearly, the example should be explicit
enough to illustrate all the possible attributes to Criteria for conceptual evaluation ascribed to
support the case. The cases describe two respon- Morse et al. (1996b) were then applied (Table
dents from different countries, in receipt of pallia- 7.9.2). All authors agree that a review of relevant
tive care and living at the palliative care–terminal literature should be undertaken, although its focus
care interface of their lives. We acknowledge that may vary (Robinson & McKenna, 1998; Hutch-

field, 1999; Morse, 2004). In all cases, the reviewthe cases shown are specifically selected to demon-
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TABLE 7.9.1 The Attributes of Transience Derived From Patient Interviews

Attribute Exemplar

Powerlessness “There was no relationship and he constantly contradicted himself, in the end you don’t
know what to think. When you have no experience in these matters, and you don’t know
anyone with this illness, you are totally lost.” (Jeanne, 43, Ca Lung, Switzerland)

Fragility “…and no-one couldn’t come near me. If a doctor came near the bed, I’d say, ‘Please, please,
doctor, don’t touch that leg, you can do anything you like with me but please don’t touch
that leg’, and here he’d be…‘I’m not going to touch you at all, I wouldn’t harm you’, and
I’d go, ‘Please don’t touch the clothes,’ and I was just lying in the bed and couldn’t let
anybody near me.” (Annie, 74, Ca Breast, Ireland)

Impermanence “I have here my radio, a picture of my father and mother, a picture of my wife, I have a
piece of my own home taken here. Yes, yes, things from your own home? The rest I give
away, they are no good to me anymore.” (Andre, 60, Leukemia, Netherlands)

Uncertainty “The worst thing that happened to me was the day I came for my check up and I was told
the next day I was to be hospitalized…when they told me, ‘Tomorrow you come in,’ I asked
if there was anything wrong. All I got for an answer was, ‘You just come in.’ The doctor
didn’t explain anything.” (Claudio, 64, Ca Prostate, Italy)

Time “As time goes by, the evolution of the disease progresses more, I mean I notice it much
more from one day to the next. It is not like some time ago that a day or two or one week
went by, and it seemed that everything was the same. And now, no. From day to day, it can
be noticed, it is very different, except for certain days that are better.” (Juan, 72, Ca Colon,
Spain)

Space “I’d rather be home, of course, but they brought things from home and when I wake up,
nice, cosy, then you don’t have that longing.” (Herbert, 81, Ca Pancreas, The Netherlands)

Suddenness “I think the thing that I noticed more than anything was the sudden transition from being at
home and doing all the things that one does at home and out and about, and then coming
in here and suddenly being very, very restricted.” (Peter, 70, Ca Lung, U.K.)

Separation “I am sorry I am not going to see my grandchildren grow up, obviously. You know, you
promised to take care of them and bring them out and treat them, but I can’t do that, because
I won’t be here to do that.” (Claire, 68, Ca Colon, U.K.)

Homelessness “So coming here, I don’t regret it…no, because this is my home now…I haven’t got nowhere
else to go.” (Lily, 77, Multiple Myeloma, U.K.)

should be rigorous and identify a breadth of re- word. Of these, 79 were rejected as having limited
reference to the research topic under investigation,sources to explore the concept. Multiple sources

were used, including the bibliographic databases because they described transience in the context
of pure sciences only. Thirty-one papers were thenCumulative Index to Nursing and Allied Health

Literature (CINAHL) Medline and Ovid and Arts retrieved, including those that offered a conceptual
definition of transience, or alluded to transienceand Humanities Index. One hundred and ten papers

were identified that included transience as a key- as an example of other health-related phenomena.
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TABLE 7.9.2 Criteria for Concept Evaluation ences, and humanities, and derived from the same
etymological root as transition—transpire—to goIs the concept well-defined?
or cross over. Transition was largely defined in

Are the characteristics/attributes identified? terms of passage, movement, and change from one
state or place to another.Are the preconditions and outcomes of the concept

described and demonstrated? Empirical literature that addresses transience
in a health context is relatively sparse. TransienceAre the conceptual boundaries delineated?
would appear as an attribute or consequence of

Morse, J. M., Mitcham, C., Hupcey, J. E., & Cerdas Tasón, M. larger, more mature concepts as found in psychol-
(1996). Criteria for concept evaluation. Journal of Advanced

ogy, medicine (including medical geography), phi-Nursing, 24, 385–390. Reproduced with permission.
losophy, and social science. For example, Schacter
et al. (2003) discussed transience under an investi-
gation of the concept of self and memory. ShawNineteen articles with particular relevance to
(2005) described transience as a key descriptor ofour research study were selected, including philoso-
the concept of spirituality. Westermeyer (1982) re-phy (7), psychology (5), health or social science
lated transience to persistence in the experience ofcontext (4), and thanatology (3). The search was
depression, emphasizing both cyclical and temporalthen broadened to include transience in relation to
characteristics to the disease. Reed et al. (1998)the attributes identified from the case studies, using
focused on the experiences of older people movingword combinations such as transience AND home-
into care homes, and described dependency andlessness. A further three papers were identified.
adjustment under a heading of transience. However,Books, texts, dictionaries, and landmark works that
transience is often used without any clear definitiondemonstrated the existence of the concept over time
or expansion of its meaning or application in con-were also explored (McKenna, 1997). The body
text, suggesting a deeper exploration of transienceof literature identified comprised mainly clinical
is timely.discussion papers, with relatively few empirically

based studies. No data specifically related to pallia-
tive care were found. Themes in the Literature

and Interview Data

Findings Themes arising from both literature and interview
data were reconfigured under four specific head-

Is the Concept Well-Defined? ings: transience as an ephemeral state of being,
transience as an expression of time, transience as

The maturity of a concept appears proportional to a spatial phenomenon, and transience as a construct
the strength and reliability of its definition (Morse of home. In presenting this conceptual evaluation,
et al., 1996a, 1996b; McKenna, 1997; Hupcey et we use excerpts from the case studies to ground
al., 2001; Penrod, 2001; Penrod & Hupcey, 2005a, the emerging concept within the study proper.
2005b). Although qualitative conceptual theorists
consider dictionary definitions too sparse in terms Transience as an Ephemeral State
of nuance, we reviewed the Oxford English Diction-
ary (1989) to ascertain properties differing from Two psychoanalytical articles offered a concrete

description of transience: one historical and theother competing concepts, such as transition. Tran-
sience was defined as, “the action or fact of passing other contemporary. Freud’s (1916/2006) seminal

treatise, “On Transience,” described it as an ephem-away,” reflecting a lack of permanence, something
of limited durability (Oxford English Dictionary, eral state of existence where things once considered

permanent, change. Kitayama (1998) delineated be-1989). Transience was evidenced in the arts, sci-
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“Being here [the hospice]…has made me generallytween transition and transience. He described tran-
a lot calmer. It gives you strength and I’m at asition as a “phenomenological description of move-
kind of, underpinned by it…and I said to them [her

ment,” whereas transience referred to an emotional parents], ‘You do realize this is where I’m going
state often associated with sadness and painful feel- to stay to die,’ and I said, ‘It’s important because
ings (p. 937). The aesthetic of transience reflects I know I’ll be looked after and I know you’ll be

looked after as well.’ And that is important becausesomething of passing beauty, which is both joyful
they will be.”(as it is currently beautiful) and sad (because it is

a transient experience that will pass). Important to
Case 2: Elizabeth. Elizabeth was a 58-these descriptions is a dual sense of impermanence

year-old woman with a primary brain tumor.and irreversibility associated with the transient
She had lived with her partner and his childrenstate, a sense of wanting to hold on to something
in his home for a number of years. As her

when it is not possible to do so. Barbara (case study
disease progressed, her need for assistance

1) reflected on her fragility since the recent death
with personal care increased, and she required

of her husband, Martin, stating:
the use of a wheelchair at all times. Eventually
and unexpectedly for Elizabeth, her partner

I don’t know what to call it but if I was to over-
told her that he was no longer prepared to carecome…that…but I just can’t see it happening be-
for both her and the children, and that shecause of Martin [pauses, smiles]. He was my life,
would have to leave the family home. Eliza-soul-mate, everything, and I just can’t get over him

and I never will. beth left the home within a few days and
moved in with her adult daughter from a previ-
ous relationship. The daughter was also unableCase 1: Barbara. Barbara was a 49-year-
to provide the necessary support needed forold woman with colon cancer and widespread
Elizabeth, and she was transferred to the hos-gastrointestinal metastases. She lived in a rural
pice. Elizabeth never saw her partner or hiscommunity with her husband until his death
children once she left the family home and,from prostate cancer. She cared for him at
although she kept in close contact with herhome, supported by the palliative home care
daughter, remained in the hospice until herteam. During this time, her own diagnosis was
death.confirmed. Barbara had one daughter who

In these descriptions, transience wouldlived in a major city about 200 miles away
appear to reflect an emotional state wherefrom her. Her daughter persuaded Barbara that
the quality of the present moment may be allshe should move to live with her. Barbara
the more meaningful because of its fragilityreluctantly agreed. Once settled with her
and impermanence. As Freud (1916/2006)daughter, Barbara’s own home was sold at her
concludes:daughter’s instruction. Although she had her

own room in her daughter’s house, the space
The beauty of the human form and face vanish

did not allow Barbara to bring furniture or
for ever in the course of our own lives, but their

most of her personal possessions, which were evanescence only lends them a fresh charm. (p. 1)
also sold. Relationships grew strained in the
house, and Barbara sought admission to hos- Transience as an Expression of Time
pice as respite from the situation. Barbara
deeply regretted the sale of her own home, Time, particularly in relation to death, is core to
and felt she was simply waiting to join her the expression of transience (Wilder, 1965; Wolf,
husband. 1983; Lachmann, 1985; Feifel, 1990; Johnson,

Elizabeth (case study 2), in response to 2003; Adam, 2006). Human society attempts to use
time to stabilize and fix something that is essentiallya question about being in a hospice, remarked:
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intangible in order to, “overcome the threat of non- Milligan (2003) explored the idea of home as a
space of ontological security. Space as dwellingexistence, finitude and transience” (Adam, 2006,

p. 121). Elizabeth commented: has resonance for conceptualizing transience as
something fluid and intangible, which differs from

I do want to live. I want to live and enjoy until the space as territory, bounded and closed (Williams,
last minute, you know. My daughter said we needed 1951; MacGregor Wise, 2000; Young et al., 2002;
things to look forward to, so I had a big birthday

Gilmour, 2006). The achievement of ontologicalparty and it was wonderful fun.
security in hospice would seem to be a positive
outcome for people experiencing transience inConversely, Barbara spent her time traveling
their lives:to avoid facing difficult family situations:

Interviewer: “If I asked you what [name of hos-The problems were going on, I kept going away,
went to Spain, I went to Canada, I went to, anywhere pice] can give you at this moment
I could go I went, just to get out of the way, get in time, what would you say?”
out of their way and for me, as well. Elizabeth: “Safety. A feeling that I can die and

it’s OK. Safe to die and all the peo-
Johnson (2003) criticized poststructuralist as-

ple will look after me and it’s not
sumptions that all life is essentially transient, ar-

an embarrassing thing. I don’t have
guing that Western culture has used this assumption

to apologize. I don’t have to
as a way to demean the vitality of living. He argued

pretend.”
that, where transience has been used to define life
as shaped by the imminence of death, it neglects

However, dying may also be associated with
the fact that:

“feelings of rootlessness and having to face the
‘unknown’ with minimal mastery” (Feifel, 1990,Life proceeds at its own pace, and therefore, does
p. 539). In Barbara’s case, her inability to acceptnot slip toward death in a transient manner. (p. 210)
the new space in her daughter’s home left her with
regret and turmoil:Both cases demonstrate positive and negative

aspects of transience as time; Elizabeth describing
I regret selling up and moving because maybe iftime spent living until she dies, and Barbara de-
I’d have stuck it, well, I don’t know…if I could

scribing time spent creating distance from family have lived on my own or–but I wasn’t given the
and her own feelings. chance. (Barbara)

Transience as Spatial Phenomenon Transience as a Construct of Home

I think it’s territorial really, dying. As my friend Most empirical studies on transience are evidenced
said, this is your manor isn’t it…back to the

in the concept of homelessness (Rowe & Wolch,East End…because this is where it all is.
(Elizabeth) 1990; Pollio, 1997; Kang et al., 2000; Anderson,

2001; Lee et al., 2003; Anderson & Rayens, 2004).
Homelessness is particularly associated with mentalTransience has a strong relation to social and

philosophical constructs of space and home. Augé, ill-health (Geissler et al., 1995; Anderson & Ray-
ens, 2004; Muir-Chochrane et al., 2006). Polliofor example, defined transience in terms of the

anonymity of “non-lieu” or “non-place.” (Augé, (1997) identified four dimensions to the concept of
transience in relation to homelessness: migration,1995, p. 104) Hospitals, and more recently hos-

pices, fit this description by virtue of patients pass- duration, intention, and involvement. Migration re-
fers to an individual’s movement from their com-ing through (Reed-Danahay, 2001; Foggo, 2006).
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munity of origin. Duration and intention reflect the but further delineation of its characteristics and at-
tributes is warranted.length of time spent in the new community and

the reason for the initial migration. Involvement
warrants considerable investment in the new com-

Are the Characteristics/Attributes
munity in order to create stronger community sup-

Identified?
port. These descriptions, particularly shared com-
munity, may reflect the transience experience of Given the etymological links between transience
palliative care patients coming into hospice as they and transition, it was important to be able to identify
seek to stabilize their emotional turbulence: what differed and what, if anything, made tran-

sience unique. The main attributes emerging were
You get that sort of rapport with people, whereas,

fragility (of the situation and its impact on the per-because they understand, they do under-
son), impermanence (for example, the transientstand…we’ve got the same wavelength, sort of
state of being homeless), and stasis (limitation inthing. (Barbara)
ability to move beyond a given situation). The overt
emphasis on transition as a positive process ofRadley et al. (2006), in a small ethnographic
growth and renewal (Bridges, 2001) implies an abil-study of homeless women in London, identified that
ity to address problems of the past and move on.the reason for homelessness was often traumatic life
The inability to do so is seen as potentially harmfulevents, combined with vulnerability and poverty.
to well-being. Contemporary models of grief andFamily bereavement, relationship breakdown, and
loss refute the passage ideal in favor of a life biogra-loss of housing contribute to the context of home-
phy-incorporation model, bringing past experienceslessness. Elizabeth’s story is a good example of
and present situation together to create a cohesivesomeone who became transient following the loss
pattern (Walters, 1996). Transience would seem toof her home, a decision that left her vulnerable
be a response by the patient to incorporate the lifeand angry:
biography within the present. Bachelard (1955), in
“The Poetics of Space,” argued that:When you get a death sentence, you don’t get a

little book of notes…to tell you how to deal with
All the spaces of our past moments of solitude, theit. And he didn’t want me at home…and he certainly
spaces in which we have suffered from solitude,didn’t want me dying in front of his children. I
enjoyed, desired, and compromised solitude, re-didn’t know where to go…and within not long I
main indelible within us and precisely because thewas out of the house as well…I lost my home
human being wants them to remain so. (p. 10)and my relationship. I was air-brushed out of their

lives. (Elizabeth)
Feelings of transience and uncertainty about

the future enable us to embrace the past, leadingBarbara’s reaction to her loss of home was
to a more authentic humanity (Wilder, 1965). Au-resignation and withdrawal:
thenticity does not assume transience to be a wholly
negative phenomenon, but rather real-life experi-She [daughter] sees me sitting on a bed and wasting

my life away. Well, as far as I’m concerned, it’s ence that may affect a range of responses, as demon-
what I want to do. If I could do it, I would…I would strated by Elizabeth and Barbara.
get up and go out every day and buy something and
go shopping. But I’ve got nothing, I’ve got no home,
that’s gone from me, so there’s no point. (Barbara) Are the Preconditions and

Outcomes of the Concept
It is evident that there may be specific differ- Described and Demonstrated?

ences between transience and being transient,
which are neither discrete nor tangible. Transience Preconditions and outcomes link concept and con-

text, central to the qualitative approach (Morse ethas some definitional and descriptive properties,
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al., 1996a). In support of Kitayama’s reflection on at this point in time. This differentiation remains
relatively abstract, and does not in itself offer cate-transience (1998), the preconditions and outcomes

identified seem to arise from an emotional response gorical evidence for transience as a concept. Further
comparative work is necessary to confirm theseto a specific set of life circumstances. However,

we noted an overlying emphasis in the conceptual relationships.
analysis literature on behavioral concepts (Morse,
1995; Morse et al., 1996a; Morse, 2004), and tran-
sience as a behavioral concept remains unclear. Discussion
There is a need to qualify preconditions and out-
comes for transience, and this gap hinders the evalu- This conceptual evaluation derived from the need
ation of this concept. For example, universal char- to explain transition experiences that current con-
acteristics and attributes should be apparent in all ceptual descriptions failed to capture. In choosing
contexts where transience exists (Morse, 2004). transience as a possible descriptor, the lack of evi-
This did not appear to be the case. Homeless wom- dence looking at transience in a palliative care con-
en’s experiences of transience were often precipi- text is a distinct limitation. Transience, when used
tated by abuse or deprivation (Radley et al., 2006). to consolidate other concepts, indicates that it is an
This differed from the case of an older person’s immature and underdeveloped “low-level” concept
relocation to residential care (Reed et al., 1998). in its own right (Morse, 2004). It would be im-
Both hold agreed properties of transience, but with portant to delineate the state of transience from
mutually exclusive characteristics. Morse (2004) the process of transition and, more specifically,
advises caution in developing a single concept with to question why we seek transition as a positive
many similar meanings. Further exploration of the outcome. Transition theory indicates potential for
distinction between behavioral and emotional com- transformative experiences to arise out of a transi-
ponents of transience may benefit conceptual tion process, including the acute care–palliative
clarity. care interface (Meleis & Rogers, 1987; Schu-

macher & Meleis, 1994; Paterson et al., 1999; Mel-
eis et al., 2000; Kralik, 2002; Johnston, 2004;

Are the Conceptual O’Connor, 2004; Schulman-Green et al., 2004;
Boundaries Delineated? Kralik et al., 2006; Thompson et al., 2006). Trans-

formative experience would require a, “restructur-
ing of the illness and self in order to regain someGiven the description of transience as an ephemeral

state of being, it is difficult to conceive of bound- degree of control” (Paterson et al.,1999, p. 787). It
may be that we seek for transition to be transforma-aries and structure in its description. Time and

space, which contribute to our understanding of tive because the hope of a positive outcome is easier
to deal with than the fragility and impermanencetransience, are clearly infinitesimal. Distinction be-

tween the characteristics of transience and transi- that transience offers. The task of understanding
such relationships should form the basis of furthertion would constitute a boundary, albeit an ambigu-

ous one. However, transience shows characteristics work, particularly focusing on the transience–
transition interface in relation to transience as aof uniqueness, which may separate it from other

concepts. Transience clearly differs from current state of being and transition as a process of becom-
ing (Mueller, 1943; Wilcock, 1999).descriptions of transition as reconstruction and mas-

tery (Schumacher & Meleis, 1994; Holland Wade, The multidisciplinary nature of palliative care
means that transience can be experienced and exam-1998; Bridges, 2001; Gwilliam & Bailey, 2001;

Boeijea et al., 2002; Young et al., 2002; Vaartio & ined by practitioners simultaneously, and yet, dif-
ferently. A social worker may be more interestedKiviniemi, 2003; White, 2003; Kralik et al., 2006).

Neither Barbara’s nor Elizabeth’s experiences sug- in transience as a consequence of homelessness. A
psychologist may emphasize its impact on the self.gest that it was possible to reconstruct their lives
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Thus, in the context of palliative care, transience their various nuances can be taxing. Having rejected
the stepwise approach, Morse herself has describedshould be seen as a multifaceted concept reflecting

the complex nature of human experience. Evident her development of concepts using qualitative in-
quiry as a series of steps, albeit that the experiencedfrom the two cases discussed here is the particular

status of hospice as a place that promotes healing analyst may be able to address those steps simulta-
neously (McKenna, 1997; Morse, 2004). In a stateand maintains well-being (Williams, 1951; Gil-

mour, 2006). Lawton’s (2000) seminal work on of perplexity, it may be all too easy to seek the
safety of the more structured stepwise and reduc-the experience of dying in a hospice concurs with

descriptions of place based on connection, memory, tionist approaches of which Morse and others are
critical. Given these caveats, a qualitative approachand identity. In her research, connectedness to the

place and community of hospice was important. still proves useful in determining the scope and
possibilities for conceptual investigation of nascentThis revealed itself in the experiences of Barbara

and Elizabeth. Yet, the influence of biomedicine in concepts, and may be of particular interest in pallia-
tive care where tenuous and complex phenomena,palliative care, and the perceived use of hospice as

a transient place where complex symptoms may be like transience, exist.
treated and patients then discharged, is of increasing
concern (Praill, 2000; McNamara, 2001; Payne et

Implications for Nursingal., 2002; Skilbeck & Payne, 2005; Foggo, 2006).
This may undermine the safety and security of hos-

Palliative care nursing places care and comfort at
pice in relation to transience for patients. Eliza-

the core of its practice. Palliative nursing expertise
beth’s comments about hospice as a place where

is grounded in current international definitions of
she felt safe to die is one example. Arguably, the

palliative care and, as such, contributes to the cur-
reality of hospice as a place where people face the

rent debate on whether palliative care should be a
fragility and impermanence of life suggests that

speciality or a generic approach to end-of-life care
transience is an integral part of the hospice experi-

(World Health Organization, 2002; Skilbeck &
ence. The shift in clinical emphasis in hospice and

Payne, 2005). Transience in the context of palliative
PCUs risks Augé’s (1995) description of transience

care relates to understanding “social death” (Mul-
as, “non-place,” where people simply pass through.

kay, 1993; Johnston, 2004) beyond biological or
Although a qualitative approach to evaluation

clinical definitions. Social death has been described
has proved valuable, it is not without its problems.

as “the cessation of the individual person as an
Qualitative conceptual development requires prior

active agent in others’ lives” (Mulkay, 1993, pp.
evidence of the concept and a body of literature

33–34). This description echoes the transience ex-
against which that concept may be judged. There

perience discussed in this chapter. Palliative care
is an inherent complexity in the language and struc-

nurses are best placed to reorient the multidiscipli-
ture used. For example, the differences between

nary team toward the impact of social death by
defining a concept through evaluation (Morse et

virtue of their proximity to the patient and shared
al., 1996b) and using higher order “principal deter-

appreciation of the wholeness of the human being—
minants” of epistemology, pragmatism, linguistics,

physical, social, and spiritual—as the basis from
and logic (Penrod, 2001) seem to address the same

which palliative nursing practice is derived.
issues and lead to similar conclusions. The differ-
ence appears based on the relative maturity of the
concept under investigation, and it is difficult to Conclusions
judge this without firm evidence, either from the
literature or the field. There are excellent examples Although the benefits of palliative care are increas-
of the different categories and uses of conceptual ingly recognized, we still need to understand more
development methods (Finfgeld-Connett, 2006). fully how it is experienced by patients. This concep-

tual evaluation adds to this need, offering insightAttempting to understand the types of approach and
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Anderson, D. G., & Rayens, M. K. (2004). Factors influ-into the complexity of experience faced by patients
encing homelessness in women. Public Healthat the end of life. It challenges practitioners to
Nursing 21, 2–23.

reconsider the impact of living with the inevitability Augé, M. (1995). Non-places: An introduction to an
of death for their patients, and the importance of anthropology of supermodernity (J. Howe, Trans.).

London: Verso.being able to respond to each individual and unique
Bachelard, G. (1955). The Poetics of Space. New York:experience both as a nurse clinician and fellow

Orion Press.human being.
Block, S.D. (2001). Perspectives of care at the close

More evidence is needed before transience can of life. Psychological considerations, growth, and
be described as a well-defined and robust concept transcendence at the end of life: Art of the possible.

Journal of the American Medical Association,for palliative care. Neither the literature nor the data
285, 2898–2905.presented can offer sufficient material on which to

Boeijea, H., Duijnsteeb, M., Grypdonck, M., & Pool, A.make a conclusive judgment. We, therefore, con-
(2002) Encountering the downward phase: Bio-

sider transience to be a nascent concept in need of graphical work in people with multiple sclerosis
further work to establish its credibility. Transience living at home. Social Science and Medicine, 55,

881–893.has some capability to describe certain experiences
Bridges, W. (2001). The way of transition: Embracingfor palliative care patients, and it would be im-

life’s difficult moments. Cambridge, MA: Perseus.
portant to test these in other clinical areas as part Fasnacht, P. H. (2003). Creativity: A refinement of the
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Chapter 8 Organizational Transitions

8.1 ON BECOMING A educational preparation of the nurse, and years of
experience (Aiken et al., 2003).FLEXIBLE POOL NURSE:

EXPANSION OF THE MELEIS Based on compelling research and consensus
regarding safe nursing staffing, an internal, flexibleTRANSITION FRAMEWORK
pool of nurses entitled “Staffing for All Seasons”

VICTORIA L. RICH
(SFAS) was created at the Hospital of the Univer-
sity of Pennsylvania in 2004. The SFAS program’s
guiding principles address: (a) recruitment strate-Adequate nurse-to-patient ratios in acute-care set-
gies, by offering flexibility in scheduling for nursestings have been shown to be a key factor in improv-
needing alterations in life–work balance at differenting the quality of patient outcomes (Needleman,
times in their career life span; (b) retention strate-Buerhaus, Mattke, Stewart, & Zelevinsky, 2002).
gies, by offering experienced nurses who desireHowever, variable census and increasing fluctua-
different growth experiences in their professionaltions in patient acuity, coupled with the nurse short-
careers without leaving the institution; and (c) pa-age have made adherence to staffing ratios increas-
tient safety and outcome strategies, by employingingly more difficult, and have demanded consider-
nurses with unit-specific competencies and flexibleable efforts by nurse administrators to devise flexi-
staffing practices to assure adequate nurse-to-pa-ble and creative staffing approaches. Common
tient ratios.solutions to address staffing issues include the use

Five years after the implementation of thisof per diem agency nurses, 13-week contract nurses,
program, SFAS has over 80 registered nurses whoovertime compensation and incentives, and inter-
practice in specific areas of the hospital in neednal, flexible pool nurses. These strategies have al-
of supplemental staffing and who deliver expertlowed mechanisms by which nurse leaders can as-
nursing care. Clinical specialty teams for SFASsure safe staffing levels and respond to fluctuating
nurses have been developed to recruit nurses inter-patient census and acuity, and changes in the nurs-
ested in and committed to care of diverse patienting workforce.
populations. Examples of these teams include (a)The importance of safe nursing staffing cap-
medical-surgical, (b) critical care, (c) maternal/tured national attention in 2004 with the issuing of a
child, (d) emergency department, (e) ambulatoryhallmark report by the Institute of Medicine entitled
and office-based practice, (f) perioperative, (g)“Keeping Patients Safe: Transforming the Work.”
home care, and (h) private duty. A differential payThis seminal publication based on the work of Ai-
scale has been implemented that is graded and lev-ken, Clarke, Cheung, Sloane, and Silber (2003) and
eled based on factors such as vacancy rates, re-other influential leaders in health care suggested
quired staffing expertise, and coverage for week-that registered nurses employed and internal to the
ends, off-shifts and unplanned call-outs.organization provide safer care and better continu-

Page (2008) has suggested in a chapter writtenity for patients than nurses from external agencies
for “Patient Safety and Quality: An Evidence-Basedwho work sporadically in hospital settings. Addi-
Handbook for Nurses” that more research is neededtionally, current research has also demonstrated that
surrounding flexible staffing models, such as theimproved patient outcomes and decreased mortality

are related to lower nurse-to-patient ratios, higher types of nurses that practice in this model, the im-
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pact on patient outcomes, and the effect on nurse gaining of confidence, identification with the new
role, and feeling part of a new community of sharedrecruitment and retention. Considering these com-

plex, multifactoral issues, the Chief Nurse Execu- experiences serve as process indicators that the tran-
sition is on course.tive at the Hospital of the University of Pennsylva-

nia, a 730-bed academic medical center, designed The intent of this pilot study was to expand
the transitions framework’s applicability to the pop-a survey methodology to explore the personal and

professional characteristics of the organization’s in- ulation of registered nurses employed in acute-care
hospitals and to validate the utility of survey ques-ternal, flexible pool nurses, SFAS, to measure the

developmental transitions that occur as the nurse tions to assess the transitional process.
evolves from having a defined unit identity and
specialty practice to a flexible nursing practice and
a redefined identity. Methods

The emerging middle-range theory of transi-
tions by Meleis and colleagues was used as a frame- A qualitative methodology with semi-structured
work for conducting a pilot evaluation and guiding items and an open-ended format was used to inves-
the construction of research instruments to capture tigate how SFAS registered nurses arrived at deci-
nurses’ perceptions and work fulfillment (Meleis, sions to join an internal, flexible pool and how they
Sawyer, Im, Messias, & Schumacher, 2000). This viewed their practice, influence on patient care,
framework is graphically depicted in Figure 8.1.1. peer relationships and collegiality, and loyalty to
Three broad dimensions are components of the the organization. Survey questions were developed
model: nature of transitions, transition conditions, to reflect the fundamental principles of transition
and patterns of response. The nature of transitions processes, and to capture the essence of an identity
refers to the type and patterns of the transitions, with an internal, flexible nurse’s team. Content va-
as well as the properties of the transition process. lidity for each survey question was established by
Because they are complex and multidimensional, an independent PhD psychologist rater, who evalu-
essential properties involve awareness of the transi- ated the relevance of the questions to the domains
tion, engagement in the transition process, identi- of transitions.
fying change and differences between the old and A sample (N = 82) of SFAS registered nurses
new states, a time span, and critical points and were invited to participate by e-mail from the CNE
events that mark the transition process. and were asked to respond to an opinion survey

Transition conditions refer to the personal and about the SFAS program (Table 8.1.1). The nurse
social context in which the transition occurs, with leader of the SFAS Internal Flexible Team also
emphasis on factors that may facilitate and/or in- encouraged the nurses to complete the survey. The
hibit the transition process. Personal background survey form was then distributed to willing partici-
meanings, attitudes, and beliefs attached to the tran- pants by e-mail, and was made available in paper
sition process are examples of this domain. Social form in the central SFAS central office. No further
conditions refer to social factors in both the local contact was made with the respondents. Anonymity
and broader social environments that facilitate or was assured and participants were not required to
inhibit the change process. identify themselves on the survey form. After the

Patterns of response refer to the process and participants had completed the anonymous survey,
to the outcome indicators that the transition has all forms were returned to the investigator for
occurred. The transition is complete when the per- analysis.
son demonstrates mastery of new skills and behav- All responses to the survey form were tran-
iors applicable to the new situation and demon- scribed, collated, and reviewed by the investigator
strates the integration and reformulation of a new and the PhD psychologist, who served as an inde-
identity (Meleis et al., 2000). Various process indi- pendent content validity expert. Data clusters for

similar responses were compiled, and emergingcators along the way such as successful coping, the
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FIGURE 8.1.1 Transitions: A middle-range theory.
Reprinted from Advances in Nursing Science with permission of Lippincott, Williams and Wilkins

(Meleis, Sawyer, Im, Messias, & Schumacher, 2001).

themes were identified and categorized. Because of other transitions. Becoming an SFAS nurse in-
volved not only a personal and professional devel-the survey questions were designed to elicit per-

sonal descriptions of the transitional process, the opmental transition, but also transitional changes
in life situations such as work schedule, familyinvestigator and content expert independently eval-

uated the data themes and confirmed the relevance interactions and dynamics, and social network
changes. Additionally, the SFAS program involvedof responses to the data themes. Patterns for the
a transition in the way the organization staffed unitsresponses were then validated by the content expert
and the consistency of the environment in whichto assure that the clusters of responses and emerging
the nurses worked. For our purposes, however, thisthemes were aligned with the contextual underpin-
investigation focuses on the developmental transi-nings of Meleis and colleagues’ (2000) framework.
tion of the SFAS nurse.Table 8.1.2 displays the demographic charac-

The data suggest that the SFAS transition in-teristics of the respondents; 72% of the SFAS
volved multiple patterns. Answers to open-endednurses completed the survey.
questions related to the process of being an SFAS
nurse were categorized into three domains: easy
or seamless, difficult, or mixed. Nurses with priorFindings
experience as a “traveler” or “float” nurse found
the transition process to be seamless, and the experi-Nature of the Transitions
ence was exactly what they had expected. For them,

As Meleis and colleagues (2000) suggest, transi- adapting to each unit’s policies and procedures was
the most difficult task. But others found the transi-tions do not occur in isolation, but in the context
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TABLE 8.1.1 Transitions Survey Questions TABLE 8.1.2 Demographic Characteristics of
Respondents (n = 59)

• Describe the process of your transition or adjustment
to SFAS. Age

Average: 35.45 years
• What did you feel that you lost by becoming an

Range: 25–55 years
SFAS nurse?

Median: 35 years
• What did you feel you gained by becoming an

SFAS nurse? Gender
Male: 6 10%

• Which factors, people, events, or situations were sup-
Female: 53 90%

portive of this decision?

• Which factors, people, events, or situations were not Tenure for SFAS
Average: 2.96 yearssupportive of this decision?
Range: 3 months–5 years

• How would you describe your ability to provide profes-
Median: 3 years

sional nursing care, both before and after the transition
to SFAS? If possible, give an example.

RN Years of Experience
Average: 11.2 years• Describe your greatest strengths and weaknesses as an

SFAS nurse. Range: 3 years–28 years
Median: 9 years

• How have your specific competencies and experiences
in nursing practice assisted you and/or the patients on
a particular unit or specialty area?

nurses were acutely aware of their limitations in• In your opinion, how has SFAS affected patient care
in the areas you practice? servicing some units in the beginning of the

transition.• What have you learned about yourself?
In addition, a third pattern emerged that sug-

• What have you learned about nursing practice and/or gested that the transition was either easy or difficult
the profession? depending on the situation or unit. Previous nursing

experience made assignments to congruent units• What have you learned about patient-care outcomes?
less taxing than working in units for which their

• Has MAGNET status influenced your role and/or iden-
previous experience provided little background.tity as an SFAS nurse?

Almost all SFAS nurses described the engage-
• Do you believe the SFAS program has improved or ment in the transition process as a methodical, thor-

diminished the efficacy and importance of quality pa- ough, on-the-job training experience of learning to
tient care and outcomes? diagnose their strengths and weaknesses relative to

the area in which they were working, of developing
new skills, of adjusting to the different climates/
cultures and the procedures of each unit, and thention difficult. While mentioning that learning each

unit’s policies and procedures was a challenge, ad- becoming comfortable in their new role. The role
required them to be “more attentive and careful”justing each unit’s “culture” and “climate” was also

challenging. Some perceived the unit nurses as wel- in their nursing practice, to be in a “constant state of
learning,” to be “constantly researching” differentcoming and supportive, while others perceived that

they were isolated and resented. Some mentioned patient illnesses, complications, potential drug in-
teractions, and in general to “work harder” than thedifficulty in establishing trust with fellow nurses

that they did not know well, and in adjusting to the unit nurses. Adapting to a “change is constant”
working environment was described as ongoing,expectations of different nurse managers. These
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and becoming comfortable with that realization was are feeling alienated. Also, perceptions of eroding
specialty skills were expressed by some as resultingchallenging at first.
from working in a variety of units.

When first encountering units in which theyTransition Conditions: Facilitators
had little or no previous nursing background, someand Inhibitors
nurses worried about their ability to function effec-
tively. This self-doubt served to undermine theirFactors that facilitated or inhibited the transition
self-confidence early in the process.were easily classified into three domains: personal,

The majority of nurses perceived unit nursessocial, and material. Nurses described factors such
as welcoming and accepting of them and their role,as “increased control” over self and the various
while others perceived the opposite and thereforedomains of their life, the excitement of encoun-
perceived themselves to be “an outsider,” “re-tering new challenges and change each day, and
sented,” “not part of the team,” and “picked on”the need to be constantly learning and growing as
by being given the most difficult and unpleasantprime supporters of the transition to an SFAS nurse.
nursing tasks. Nurses that reported social rejectionPersonal growth in terms of broader experience and
were more likely to perceive the transition asknowledge base, confidence related to improved
difficult.problem solving and nursing skills, the ability to

function autonomously, and becoming more open
Patterns of Response

and flexible was mentioned almost uniformly as
factors that changed their perception of themselves As mentioned previously, most nurses reported a
personally and as a practicing nurse. Personal ful- slow process in becoming an SFAS nurse: Adapting
fillment related to their mastery of their new role to the new role, becoming aware of strengths and
was self-validating. weaknesses regarding each assignment, developing

Most SFAS nurses described the love and so- new problem-solving and nursing skills, and experi-
cial support of family and friends as being invalu- ence in expanded areas of nursing. Uniformly, the
able through the transition. Also mentioned by most nurses reported becoming more confident in them-
participants was the support of supervisors and fel- selves and nursing practice. Their knowledge base
low nurses. The SFAS nurse manager, in particular, was broadened, they believed themselves to be able
was mentioned specifically as being extremely im- to treat a wider variety of patients, and they, them-
portant during the process. selves, had become more “well-rounded” and “ho-

Past nursing experiences (preparation and listic.” Words such as “adaptable,” “flexible,” “less
knowledge) with different units, areas of expertise, judgmental,” “more patient,” “more independent,”
and specialty skills were reported to be easily trans- and “autonomous” were used to describe the
ferable to the new role. Pride in educating unit changes that had taken place during the transition.
nurses about specific conditions and procedures de- Nurses reported changes in attitude such as “being
rived from their previous nursing experiences rein- more goal-oriented,” “more attentive and careful,”
forced these attitudes. and “more patient-centered,” as a result of the SFAS

A number of nurses also viewed the increased experience. Because each day and each unit is dif-
pay and flexible schedules as incentives for becom- ferent, an increased ability to focus on the patients
ing an SFAS nurse. and their needs was reported as being necessary.

Inhibitors of the transition process revolved Although some of the nurses reported that they
around loss, self-doubt, and social rejection. Nurses had always given excellent nursing care, and now
reported grieving over the loss of “a home base” still do, most believed that, as a result of the SFAS
and “close relationships.” Now, there is no one experience, they now provide better and more effi-
to remember and celebrate your birthday or other cient care. All reported high nursing satisfaction

and generally being very happy with their choice.events; there is no home base to go to when you
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I now provide better care than I did before. I amOne nurse wrote, “happy nurses = positive
more diligent when it comes to understanding theoutcomes” to express her opinion that the SFAS
disease process and clinical picture. As a staff nurse

nurses are helping to achieve better patient out- I saw the same patients and knew them fairly well.
comes. Much of this improvement they attribute to It was therefore easy to understand their surgery
the better nurse-to-patient ratios that their presence and disease. As a SFAS nurse I may not know

about a certain surgery or disease process. This lackon the unit creates. But many also appear to believe
of knowledge forces me to do greater research andthat they are held to a higher standard than the
ask more questions of my colleagues.regular nurses, and that this drives better patient

care, as does their broader knowledge, self-confi-
Various personal and social factors were iden-

dence, and attitude. Clearly, all the SFAS nurses
tified that either facilitated or inhibited the change

surveyed believe that they have mastered their new
process. The transition was facilitated by beliefs

role and have solidified the personal changes into
in increased personal control, the excitement of

a new identity at both the personal and profes-
encountering new challenges every day, the self-

sional level.
validation of mastering new skills and problems,
and perceived positive changes in personality such
as feeling more independent, competent, and more

Discussion open and flexible. Being able to provide expertise
and education in areas of previous special skill was

The purpose of the present pilot study was to iden- also validating. While it may have taken some time,
tify and describe the transitional process that occurs most SFAS nurses now feel respected by their unit
when nurses change roles and practices in the hospi- colleagues. The positive social support from family,
tal setting, more specifically, the transition from friends, colleagues, and supervisors was reported
being a unit-based specialty nurse to that of an to be invaluable.
internal, flexible pool nurse. Using Meleis and col- But the transition was not always smooth.
leagues’ (2000) Theory of Transitions as a frame- Some nurses reported grieving the loss of a home
work, this pilot study used a survey format to survey unit with the close relationships and social support
59 nurses from the SFAS program. system that it entails. Additionally, not all nurses

The findings suggest that although the patterns felt accepted by the unit nurses and instead reported
of the transition may have differed, similar proper- feeling like an outsider and being given the most
ties of the transition emerged. Aware of being new unpleasant nursing tasks.
to the units and outsiders, the SFAS nurses de-
scribed a process of engaging in various personal I have found that there are bad apples no matter

where you go. With recent awareness of the budget,adaptations to learn the climate and the culture of
I have found that resource nurses have been replac-the different units. A process of on-the-job training
ing overtime on almost every floor. This has left a

occurred in which they had to become more careful sour taste in most people’s mouths. I can sense this.
and attentive in their nursing practice. The new role Some floors have certain nurses who already had
required them to quickly diagnose their strengths a problem with SFAS. I am not sure if it is our

higher salary, schedule flexibility, or what. Theyand weaknesses relative to the unit of the day, to
appear to try to give us the “bad” or “heavy” assign-be in a constant state of learning and researching,
ments. I just smile and accept the assignment know-and generally to work harder than the regular unit
ing I will leave at the end of my shift satisfied with

nurses. This process was quicker for those that my work and knowing that my patients didn’t know
had previous experience as a pool nurse. Likewise, anything was wrong.
previous experience and background made the ad-
aptation to experience-congruent units easier than Indications that the transition from unit-based

nurse to internal, flexible pool nurse was completeexperience-incongruent units. One respondent said
it this way: were the expressions of positive nurse satisfaction,
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pride, confidence, and other positive personal maximize internal, flexible pool nurses to not only
provide professional bedside care, but to functionchanges reported by almost all of the SFAS nurses.

They all felt more competent, knowledgeable, ho- in roles such as mentor, educator, patient safety
officer, and evidence-based leader.listic, confident, and possessed pride in their iden-

tity as an SFAS nurse. Although there is no indepen- The findings also infer the importance of on-
boarding strategies for newly hired internal, flexibledent verification, most SFAS nurses believe that

they now provide better care having gone through pool nurses based on the Meleis Transitional
Framework (Meleis et al., 2000). Suggestions in-this transitional process and because of the experi-

ences that they had and continue to have. Of note, clude explaining the stages of transition that the
nurse can expect and timely intervention sessionsonly a few of the SFAS nurses viewed external

recognition from professional organizations and with mentors and peers to discuss feelings, con-
cerns, opportunities, and solutions to the variousU.S. regulatory bodies as important in transition to

their new role and identity. stages. The acceptance and awareness that becom-
ing an internal, flexible pool nurse is a transitional
process with available supportive interventions oc-Limitations
curring within a shared process should be viewed
as a key factor for the success of the practicingEven though the survey was anonymous, respon-
nurse, the internal pool program, and patient care.dents were aware that the study was conducted by

Overall, the SFAS nurses in the study rein-the CNE. This may have resulted in bias towards
vented their self-perception by assimilating this al-more favorable responses or limited the ability of
teration in their professional view of nursing prac-respondents to feel comfortable expressing their
tice and the nursing profession. Such a transitionperceptions and opinions honestly. These factors
can be summarized as “an inner reorientation andmay have, to some degree, affected the results and
self-redefinition” (Bridges, 2004).may pose a threat to the internal and external valid-

Hence, the research implications of “becomingity of the findings. Additionally, not all of the sur-
a flexible pool nurse” are rich in unanswered ques-vey questions provided useful information, and
tions and questions not yet discovered. Queries tothere were still some elements of the transitional
be considered include:process that were not explored to the fullest extent.

Refinement of the survey is needed for future
• How does internal, flexible pool nursing affectstudies.

patient care?
• Is there a selection profile for a nurse who canImplications

adapt best to a flexible staffing model?
• Are internal, flexible pools cost-effective?As a pilot study with an in-house sample, these
• Do internal, flexible-pool programs influence va-findings obviously need to be replicated and cross-

cancy and turnover rates?validated with independent samples. Reports of
• Does the patient’s family have a right to knowhigh satisfaction and positive outcomes may be

a nurse is a flexible pool nurse?questioned because of the nature of the study. How-
ever, descriptions of the process and the facilitating
and inhibiting conditions are less so because of a
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8.2 THE EXPERIENCE OF ROLE Introduction
TRANSITION IN ACUTE CARE
NURSE PRACTITIONERS IN Rises in the cost of health care, consumer demands
TAIWAN UNDER THE for accountability, a shortage of new medical resi-
COLLABORATIVE dents resulting from a shift away from tertiary care
PRACTICE MODEL in favor of primary care, and increases in the num-

ber of medically vulnerable patient admissions re-WEI-CHIN CHANG

quiring complex and comprehensive care have allPEI-FAN MU

greatly changed the landscape of health care inSHIOW-LUAN TSAY

Taiwan (Tsai et al., 2003). Concurrent with this
change has been pressure to decrease the amountAbstract
of time that patients receive acute care in order
to reduce fiscal pressures on Taiwan’s universalThe role of the acute-care nurse practitioner

in Taiwan has changed significantly since the National Health Insurance program. Acute-care
nurse practitioners (ACNPs) were first introduced1990s due, in significant part, to a shortage

of interns and resident physicians in acute- into hospital settings around the year 2000 to serve
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as advanced-practice nurses capable of efficiently results in a loss of confidence in knowledge and a
high level of anxiety (Benner, 2001). An individualand effectively meeting new hospital demands (Tsai

et al., 2003). ACNPs have an expanded scope of must adapt to new ways of thinking, absorb new
knowledge, and change personal behavior and ori-practice that incorporates medical and advanced

nursing functions and responsibilities, and provides entation within the social structure during role tran-
sition (Meleis, 1975). If a nurse shows incompati-care in collaboration with other healthcare profes-

sionals (Tsai et al., 2003). In other words, ACNPs bility in personal values, self-concept, and expected
role behavior, or her capability cannot match thehave extended their role into medical practice to

provide direct, comprehensive care that often in- responsibility she should assume, it will likely re-
sult in role strain and a failure to perform to poten-cludes documenting patient histories, conducting

physical examinations, performing medical diagno- tial. It could further result in role conflict with other
members of the professional team due to differencesses, identifying and initiating diagnostic tests and

procedures, and performing specialty-specific pro- in role expectations, thus leading to opposition or
discrimination, disruption of the working atmo-cedures (Klein, 2004). This expanded scope of prac-

tice is considered beneficial to patients in acute- sphere and organizational efficiency, and, as a re-
sult, decreases in health-care quality (Benner,care institutions (Green & Davis, 2005; Hoffman,

Tasota, Zullo, Scharfenberg, & Donahoe, 2005). 2001).
Role theory helps to explain both how an indi-The nurse practitioner (NP) is a new position

classification in Taiwan, and many hospitals still vidual plays a specific role and, under a particular
set of circumstances, what kind of behavior modeluse terms such as Clinical Nurse Specialist or Se-

nior Nurse in lieu of the ACNP title. Because the might be expected (Conway, 1978). The two princi-
pal role theories related to the health-care profes-government does not yet issue NP licenses, many

trained nurses are working as nurse practitioners. sion include the structural-functionalist paradigm
and the symbolic-interactionist model. The struc-Most NPs work in acute-care settings. As the num-

ber of acute-care nurse practitioners (ACNPs) en- tural-functionalist paradigm emphasizes the link
between an individual and the social system, withtering the work force increases, it is crucial to un-

derstand and facilitate the role transition that takes each behavior model differing based on the position
a particular nurse holds in the societal structure.place as nurses move into their new position as

ACNPs. The first year of professional practice is Therefore, social structure is considered an im-
portant factor molding and determining an individ-an important transitional time during which new

professionals develop competence in providing ual’s behavior. As a social structure changes over
time, the value and norm of the position held adjustshigh-quality health care to hospitalized patients

(Brown & Olshansky, 1997, 1998; Talarczyk & accordingly. The symbolic-interactionist model fo-
cuses on the interaction between people in a societalMilbrandt, 1988). Challenges faced during the ini-

tial year of practice for primary care nurse prac- system, meaning that the action and symbol repre-
sented are based on behaviors selected and the rolestitioners were explored by Brown and Olshansky

(1998). However, little is known about the experi- constructed by individuals (Burr, Leigh, Day, &
Constantine, 1979). Under conditions of effectiveence in the role transition of acute-care nurse prac-

titioners under the collaborative practice model in communication, symbols hold the same meaning
to both interacting sides. Both recognize the sharedacutecare institutions. Therefore, we designed this

study to explore the role transition of novice meaning of symbols in order to perform associated
role behavior (Hardy, 1978). Both perspectives areACNPs during their first year of acute-care practice.

Even an experienced nursing expert may per- applicable to the nursing profession because the
organizational structure possesses high functional-form as a novice when entering a new working

environment or position. This seeming decline in ity. The structural function viewpoint is very help-
ful to the research of formalized nursing roles, whilecompetence by nurses in new positions sometimes
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the symbolic interaction point of view is common represent the transition to a primary care nurse prac-
titioner role. This model consists of a processin literature investigating the essence of interdepen-

dence in nursing roles or defining some specific dubbed “from limbo to legitimacy” and encom-
passes four major categories: laying the foundation,nursing role behavior (Creasia & Parker, 1991).

Collaborative practice is the method that phy- launching, meeting the challenge, and broadening
the perspective.sicians and nurses use to work together to share

and solve patient problems and initiate decision- In summary, current literature focuses on the
role transition undergone by primary care nursemaking responsibilities to care for patients

(Baggs & Schmitt, 1998; Cummings, Fraser, & practitioners and lacks adequate studies on the ex-
periences of new acute-care nurse practitioners asTarlier, 2003). Fagin (1992) pointed out that the

collaborative model for patient care is almost un- they make the transition to their new roles under the
collaborative practice model in acute-care settings.avoidable due to the complexity of patient health-

care needs. This kind of collaboration also provides Therefore, this study attempts to describe the expe-
riences of novice acute-care nurse practitioners dur-physicians a chance to understand the roles and

viewpoints of advanced-practice nurses (Marfell, ing their initial year of practice.
2002). In order to achieve an effective collaborative
practice, in addition to strengthening education,

Methodstraining, active participation, and learning
(Whitehead, 2001), nurses need to trust and respect

Research Designeach other in their profession; then, the care of
patients can be more efficient and qualitative

The aim of the study was to explore the role transi-
(Kleinpell et al., 2002).

tion experiences of ACNPs in the first-year trainee
According to Schumacher and Meleis (1994),

collaborative practice model. This study used a
the role transition of an NP is influenced by factors

qualitative inquiry method with in-depth interviews
and levels of motivation in an ever-changing pro-

to collect data. Content analysis was then used to
cess. These factors include: transition to personal

analyze collected data to profile the experiences of
meaning; level of prior preparation; medical envi-

ACNPs during their first year of role transition
ronment supportiveness; personal knowledge and

under the physician and nursing collaborative
skills; and personal and organizational expectations model. Qualitative research is a systematic and sub-
regarding the new role. Hamric and Taylor (1989) jective research method used to describe experience
used a questionnaire to inquire about 100 primary and convey its meaning (Burns & Grove, 1999).
care NPs with various numbers of years of work The purpose is to understand the psychological pro-
experience. They found that nurses with fewer than cess in a subjective world (Lee et al., 1996). Fur-
three years of work experience generally experi- thermore, content analysis uses an objective, sys-
enced an orientation phase, a frustration phase, and tematic, and qualitative research technique to de-
an implementation phase. Characteristic behavior scribe and display the contents of communications
during the orientation phase included enthusiasm, (Berelson, 1954). The qualitative research tech-
optimism, and a focus on mastering necessary clini- nique is also a method that objectively analyzes
cal skills. In the frustration phase, nurses had feel- key topic data.
ings of conflict, maladaptation, frustration, and anx-
iety. In the implementation phase, nurses responded The Sample
through role modification after interaction with
other people. Moreover, Brown and Olshansky The selection criteria for nurse practitioners in this
(1998) applied grounded theory to study the first- study included: completion in Taiwan of a standard-
year role transition experience of 35 new primary ized ACNP education and training program; current

service in his/her first year as an ACNP; currentcare NPs and constructed a theoretical model to
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practice under a collaborative model; and a job pital targeted by this research. Researchers also had
profound personal experience and an understandingdescription mainly focused on direct patient care,

patient consultation, or education. of role development and job descriptions. In terms
of “fittingness,” all the data collected from the inter-

Ethical Considerations views were faithfully transcribed and similar
themes were categorized to allow readers afterward

Prior to the formal study, approvals were received to grasp the real situation at that time and under-
from the university and the hospital Human Sub- stand the nature of the data. In terms of “auditabil-
jects Committee. Potential participants were in- ity,” a tape recorder was used during research to
formed of the content and scope of the study and insure the data analysis procedure was properly
asked to sign a consent form to confirm their will- preserved and recorded in detail, as well as to pro-
ingness to participate. In addition, potential partici- vide the opportunity for independent review of the
pants were informed that they could decide at any accuracy of the research process. Finally, in terms
point in time to discontinue the study with no ad- of “confirmability,” complete records and related
verse consequences. material were retained for future examination, in-

cluding tapes, original transcripts, observation re-
Data Collection cords, an interview diary, and analyzed records.

The first author served as data collector. After con- Results
sent by study participants, interviews were con-
ducted and tape-recorded based upon an open- Ten acute-care nurse practitioners, all women rang-
ended question format, such as “Describe your ex- ing in age from 33 to 44 (mean 36.7) years, com-
perience making the transition to nurse prac- prised the sample population of this study. The
titioner.” Interviews were discontinued when data sample included new ACNPs from five different
reached a saturation point. Each interview was tran- acute-care specialties: general surgery, neurologic
scribed verbatim for data analysis. surgery, plastic surgery, genitourinary surgery, and

obstetrics-gynecology. The majority had practiced
Data Analysis as registered nurses for at least 13 years before

beginning their advanced-practice role.
Qualitative data analyses followed Burnard’s

Through descriptions provided by study parti-
(1991) content analysis procedures. Researchers

cipants on their role transition experience, the
carefully read and reread written transcripts to sin-

following three transition phases were identified:
gle out significant elements. Several themes, identi-

role ambiguity; role acquisition; and role im-
fied while comparing transcript results, were cate-

plementation.
gorized (Miles & Huberman, 1984). Further data
were collected to verify or modify the initial data
analysis. The significant themes identified were The Role Ambiguity Phase
verified by two qualitative researchers. Data was
considered “saturated” when no new data could be Participants, uncertain regarding the expectations
identified and themes were coherent. of their new ACNPs role prior to beginning work,

The rigorousness of data collection was ad- found their new position to be totally different from
dressed according to the four-criteria assessment their previous nursing positions. Four subthemes
proposed by Lincoln and Guba (1985), which ad- were apparent in this phase:
dressed credibility, fittingness, auditability, and
confirmability. In terms of “credibility,” the first Expectations and Fighting Alone for the New

Role. Participants felt their personal competenceauthor, a trained acute-care nurse practitioner, was
involved in the creation of NP positions at the hos- was recognized by their having passed the selection
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I bring patient name lists home and review eachcriteria and were full of expectation and confidence
case for their health history, current condition, andregarding their new roles. One participant expected
treatment. In other words, the main purpose is to

to perform differently in her new position based gradually accumulate information and put every-
on her significant clinical experience in the past. thing in order for the case and review it repeatedly.
Nevertheless, when another NP began work in her There are some more regular norms and clinical

diseases that I have to familiarize myself with asclinical practice, she felt under great pressure to
well...otherwise, I will face too many things, givingrelearn and adapt to a totally different work environ-
me even more stress on top of the stress of my newment. In addition, as a senior nurse, no one would
working environment.

think of giving guidance, so she felt entirely on her
own in adapting to and succeeding in an unfamiliar Lack of Nursing Staff Recognition of the
working environment. Nurse I said, New Role and Status of ACNPs. The nursing staff

was not familiar with the job descriptions of the
Apart from not needing to give injections, I always

nurse practitioners when the latter began practicingfeel that being an ACNP would not be too different
in the ward. Some nurses were of the opinion thatfrom being a nurse. although, I will still do those
nurse practitioners were exceeding their authoritythings when necessary. When transiting to the new

position, I felt I had a lot of experience. I was by taking on physicians’ duties. Nurse practitioners
competent and the ACNP position would not be also lacked good communication with their supervi-
too difficult for me. But I now know that I was

sors. Both supervisors and nursing staff questioned
too confident in myself…We all thought we were

whether nurse practitioners could issue medical or-selected by the test as the most suitable candidates;
ders or whether they were involved in ancillaryat least, I thought this way myself, so at the begin-

ning I was full of confidence. medical behaviors only. Again this reflected the
opinion that ACNPs were infringing on physicians’

The Change of Professional Practice and Its authorities, and even acting like doctors. Nurse A
Unclear Duty Boundaries. After beginning their said,
ACNP role within a physician and nursing collabo-

Primarily…everyone thinks that you should dorative model, nurse practitioners found their knowl-
these things, but you do not. Finally, when youedge and skills insufficient to work closely with
issue a medical order for others to carry out, like

physicians. In the beginning, no one knew how to a doctor, they think you are snobbish like a doctor.
separate ACNP and physician responsibilities. In
the process of clarifying responsibilities, conflicts
erupted between ACNPs and physicians. Nurse E The Role-Acquisition Phase
said,

Role acquisition began when an individual started
I found that not only do I have to know my nursing to realize the extent of the categories, content, and
theories, but also the physician’s knowledge and characteristics of her new position, and gradually
skills. Therefore, I have to review anatomy and I

understood and grasped the direction she shouldhave to refresh my knowledge about all aspects of
strive for to achieve position objectives. The experi-diagnosis and treatment. I feel that I have to know
ences related to this phase are summed up in theall of them because sometimes doctors will tell me

they want to discuss issues or hand over work to me. following five subthemes:

Gradually Emerging Work Patterns. NewSelf-Directed Learning. When in a new posi-
tion, the ACNP will begin working with a primary ACNPs began to appreciate that, although their

duties to take care of patients directly had dimin-doctor immediately. In addition to handling her
own significant workload, the ACNP is responsible ished, work responsibilities had expanded and had

become more complex, and one was required tofor facing emergent problems and issues proac-
tively. Nurse B said, develop autonomy in practice. Acute-care nurse
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If you were a leader, you would do your best topractitioners must represent the doctor to resolve
lead your co-workers and, if you were a team mem-hospitalized patients’ problems and must gradually
ber, you just took good care of your patients ...

develop autonomous coping methods that include Now we contact patients from different departments
being able to evaluate the level of immediacy of and colleagues from different wards...
individual problems, limitations in implementing
their role and authority, and identifying and secur- The New Role Gradually Identified by Pa-
ing resources necessary to ensure their responsibili- tients. Because acute-care nurse practitioners al-
ties can be fully carried out. Nurse C said, ways accompany the primary doctor to check on

patients, they are familiar with patient status and
As an acute care nurse practitioner, in the beginning treatment regimens. Patients think that acute-care
I found the nature of our work to be totally different nurse practitioners are more authoritative than
from that of clinical nurse. I was responsible for

nurses, so quite often they are mistaken as doctors.handling all the check-ups and examinations, as
Nurse C said,well as other tasks when a patient was hospitalized.

They think that you may be the doctor’s assistant.
Emphasizing Personal Competency in Deci-

You know many things. They may not show addi-
sion Making. As an ACNP, participants found that tional respect in the way they treat you, but they
they were no longer able to simply find a doctor to understand your role. I personally feel that patients’

families have different feelings with you and theysolve problems they encountered. Acute-care nurse
think of you as doctors, as members of the medicalpractitioners need to judge and evaluate patient
care team, which has some distinction with nurses.problems independently, and then provide active

and integrated care. They have to think indepen-
Setting Up a New Work Support System.

dently and not just follow doctors’ orders. Nurse
Acute-care nurse practitioners felt that they re-

D said,
ceived support from the head nurse, because the
head nurse typically helps to coordinate whenI can no longer be like a nurse and, when things
ACNPs encounter problems. In addition, talking tohappen, just call the doctor for a solution. You have
peers about their complaints, comforting each other,to think first and then find the resources necessary

to solve the problems. I feel resources are very consulting, and giving guidance on clinical prob-
important. When something happens to a patient, lems all provided significant spiritual/moral sup-
but the resident doctor is in surgery, you cannot be port. Nurse E said,
like a nurse anymore and call the doctor and ask
what to do. You have to find resources on your

When you did not do things well, the primary doctor
own and solve the problem.

would think that both of us didn’t coordinate the
shift transition well. At that time, I thought it was

Understanding the Professional Growth Di- my entire fault and I was so sorry and I would talk
to my peers.rection. Owing to changes in the work model,

acute-care nurse practitioners feel they have as-
sumed much heavier responsibilities and are per-

The Role-Implementation Phaseceived as being required to possess relatively more
advanced and specialized professional knowledge,

Role implementation indicates a gradual familiar-
as well as the capability to communicate and coordi-

ization with the practice model and a growing con-
nate. They can then properly handle patients’ prob-

cern regarding the orientation and implementation
lems and earn the respect of others. Nurse E said,

of job descriptions. This phase can be summed up
in terms of the following three themes:What is different from the past is that you contact

more people, so the ability to communicate and
New Nurse–Physician Relationships in thecoordinate is more important than before when you

were a nurse. We just stayed at the same unit before. Changed Work Model. The primary doctor is re-
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The patient felt the care here was very good. Every-sponsible for medical decision-making. An acute
thing was clearly explained regarding the diseasecare nurse practitioner can participate in a discus-
and the kinds of things and examinations that would

sion, but generally follows the physician’s opin- be done during hospitalization. Sometimes patients
ions. Work prioritization also follows the primary will also ask what kind of problems they have and
physician’s recommendations. The new work which doctor or which department to see.
model increases the interactions between, and
closeness of, acute-care nurse practitioners and
physicians and develops mutual trust among team Discussion
members. Nurse G said,

Study data supports the role theory and Benner’s
At the beginning it is much simpler, but then finally,

(2001) view as a framework for the experience ofno matter what, the primary doctor or resident doc-
entering a new practice situation in the collabora-tor will rely on the acute-care nurse practitioners
tive practice model as an acute-care nurse prac-very much and they will assign and share a lot

of their work to you because they think you are titioner. Study results indicate that, in the early
trustworthy. This is what I think. stage of professional development, the novice

acute-care nurse practitioner lacks the experience
A Nursing Role Deeply Relied Upon by the

necessary to feel competent and confident. These
Other Nurses. As the acute-care nurse prac-

findings highlight the process of ACNPs’ chal-
titioner’s practice model and responsibilities be-

lenges and accomplishments during their first year
came generally understood, interactions with other

in their new position.
nurses improved. In addition, the acute-care nurse

This study indicated that acute-care nurse
practitioner knows where the physicians are and

practitioners in the physician and nursing collabora-
can always get in touch with them, which regularly

tive model underwent three phases during their first
helps resolve patient problems. In the event of an

year of duty. The first phase, defined by role ambi-
emergency, the acute-care nurse practitioner is

guity, challenges the new ACNP to face the gap
equipped to handle it immediately. They also have

between their idealized role and the reality of their
a role to play in providing clinical guidance to new

new position. Although most ACNPs are senior
nurses. Because of their efficiency and competence,

nurses with significant experience and confidence
acute-care nurse practitioners are gradually relied

in their previous roles, they must relearn and read-
upon by the other nurses. Nurse C said,

just to people and duties in their new acute-care
nurse practitioner role. In addition, ACNPs mustSome colleagues in the ward sometimes also have

situations that they cannot handle by themselves partially assume the work of resident doctors, forc-
and they cannot find the doctor. The first thing they ing them to face their lack of knowledge and skills
think is to find us. I feel that if they are willing to on specific medical issues. All these challenges
seek you out to solve their problems, this indicates

combine to frustrate the new ACNP in her initialthey think you are pretty competent. I think if I am
ability to work and perform. Meanwhile, the bound-capable of managing it, I will help as much as I can.
aries separating the ACNP’s work from that of the
resident physician and other nurses are ill-defined,Demonstrating the Importance of the Acute-

Care Nurse Practitioner to Patients and Their and frequently cause friction and conflict. All these
further heighten the new ACNP’s feelings of anxi-Families. Because the ACNP fully understands the

patient’s therapy regimen and can provide effective ety. A similar result was indicated by Benner’s
research (2001, p. 21), which found that even per-methods and in-depth explanations to handle prob-

lems faced by the patients and their families, the sons with expert skills exhibited lower competence
levels when facing the unfamiliar demands and ex-acute-care nurse practitioner fulfills a role as com-

municator and coordinator among patients, doctors, pectations of a new work environment or position.
Hamric and Taylor (1989) also identified thatand nurses. Nurse D said,
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nurses underwent orientation and frustration phases model. Role transition occurs in three phases,
namely the role ambiguity, role acquisition, andwhen changing professional positions.

During the second phase identified in this re- role implementation phases. Although we defined
three phases, our findings agree with Brown andsearch, the role acquisition phase, the acute-care

nurse practitioner gradually clarifies the new posi- Olshansky (1997), who identified four phases of
role development during the first year of primary-tion’s requirements, understands what needs to be

done to strengthen knowledge and skills, estab- care ACNP practice. The role ambiguity phase in
our findings is analogous to Brown and Olshansky’slishes a work support system, recognizes that in

the new role one must develop autonomy and make foundation laying phase, while our role acquisition
phase is analogous to their launching phase, andcritical decisions rather than awaiting a doctor’s

advice during emergencies. In short, responsibility our role implementation phase covers both their
meeting the challenge and broadening the perspec-grows with autonomy, reflecting the need for a

much stronger foundation for knowledge and skills tive phases. Both studies represent comparable pro-
gressions through a series of common experiencesdevelopment and clinical decision making. Because

Hamric and Taylor’s (1989) study and Brown and for the family nurse practitioner or acute-care
nurse practitioner.Olshansky’s (1998) findings do not indicate the

presence of a role acquisition phase, this appears There are some primary differences between
this study and the relevant literature. Most researchto be a unique experience in Taiwan, perhaps due

to the unique role development experience faced participants could not clearly describe their own
job descriptions during the first year of practice.by acute-care nurse practitioners in Taiwanese

hospitals. Questions regarding the NP role increased conflict
within the medical team and demonstrated that,In the third phase, the role implementation

phase, the role of acute-care nurse practitioners has before transferring to the new role, participants
lacked a clear recognition and understanding of thegradually emerged following the development of

the physician and nursing collaborative practice scope and responsibilities of the new NP position.
In addition, study participants often indicated thatmodel. Inter-relationships between medical team

members exhibit greater positive adjustment be- they lacked guidance in their work and that it was
necessary to learn many things on their own. Work-cause of the involvement of the acute-care nurse

practitioners. Once the nursing staff realizes and shops or in-services designed according to ACNP
needs during the transition may assist their adapta-accepts the responsibilities of the acute-care nurse

practitioner, their interaction with the ACNP is tion to their new role. Study participants felt deeply
the importance of problem solving and having thegreatly improved. Because of her outstanding work

performance, the acute-care nurse practitioner not capacity to make correct decisions. These are actu-
ally the critical elements that are required of a nurseonly becomes a working partner upon which doc-

tors and the nursing staff rely, she also provides practitioner (Davies & Hughes, 1995).
The role transition of an ACNP under a collab-comprehensive services to patients and increases

patient satisfaction with the medical care received. orative model has been explored only rarely in the
literature. This study investigated role transitionThis achievement indicates a solid step forward in

the realization of a physician and nursing collabora- under this model in an acute-care setting where
subjects believe in their ability to function largelytive model. The essence of the implementation

phase has also been found in the studies of both independently as an NP, albeit in consultation with
a physician, if needed. Study results highlight keyHamric and Taylor (1989) and Brown and Olshan-

sky (1998). issues involved in NP role transitions and provide
data critical to further developing regulations re-Our data supports the successful transition of

expert nurses to acute-care nurse practitioners dur- lated to educational requirements and practices in
Taiwan.ing the first year under the collaborative practice
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more than 30 nations. Although the majority of to community nursing. The Transitional Practise
Model and process are explained below.patients and their families speak Arabic, most pro-

fessionals communicate in English and many do
not speak Arabic. More frequently than not, care
is navigated using interpreters who act as intermedi- Transitional Practise Model and Process
aries between patients, families, and providers.
Saudi nurses have an edge over their foreign coun- This model is grounded in experiential learning and
terparts because they understand the culture and critical thinking, and is diagrammatically presented
social norms and can communicate in Arabic. in Figure 8.3.1. The model is divided into three

In July 2001, a Home Health Care (HHC) components: dimensions, domains of practise, and
program in a 550-bed Saudi Arabian tertiary hospi- evaluation. The term “dimensions” relates to the
tal employed two Saudi nurses with Bachelor of stages of development on a continuum from novice
Science degrees in nursing, who had practised in to expert (Benner, 1984), which was used to guide
inpatient hospital settings for 4 years: 2 years in the Saudi nurses’ professional development. The
medical–surgical units, and 6 months each in ortho- “domains of practise” relate to growth and develop-
pedics, pediatrics, gynecology, and oncology ment as the practitioners move through stages 1–5
wards. They were keen to expand their clinical of the model. “Evaluation” consists of interviews,
practise to include community nursing. Initially, reflective documentation, the development and pre-
HHC collaborated with the Nursing Education Cen- sentation of case studies, completion of all clinical
ter at the hospital to discuss an educational learning competencies in each selected clinical area, and
program in order to upgrade the nurses’ knowledge, initiating research.
skills, and attitudes in this field of care. Given The educational learning program commenced
that the majority of patients in the HHC program with an orientation period of 2 weeks in HHC and
comprised patients from the medical-surgical, on- the community at large. The inpatient practicum
cology, gynecologic (inpatient), wound, and dia- period followed, and comprised: (i) 7 weeks in a
betic clinics (outpatients), HHC also collaborated medical–surgical unit; (ii) 2 weeks in the wound
with head nurses in these clinical areas to elicit clinic; (iii) 3 weeks in the diabetic clinic; (iv) 4
their support. weeks in a gynecology unit; and (v) 10 weeks in

The objectives were to: (i) provide clinical oncology/palliative care because a large number of
patients in the HHC population typically receivedplacements for these nurses in the aforementioned
oncology/palliative care. The Saudi nurses “bud-clinical units; (ii) formulate learning objectives for
died” with their respective preceptors in stages 1,each clinical placement; (iii) complete clinical com-
2, and 3 of the conceptual model.petencies in each area prior to moving onto the

next clinical placement; and (iv) “buddy” with pre-
ceptors in all the selected clinical areas, includ-
ing HHC. Materials and Methods

The purpose of this chapter is to provide an
overview of the Transitional Practise Model, which Stages of the Transitional Practise Model
was used as the educational learning program to
guide the transition of two Saudi nurses from an Stage 1. Novice: Familiarizing Oneself With
acute inpatient environment to a community setting. the Community. The Saudi nurses held a Bachelor
This model was informed by Benner’s (1984) “nov- of Science degree in nursing, with at least 3 years
ice to expert” concept. The aim was to enhance post-registration experience in areas such as medi-
nursing practise by providing opportunities for cal-surgical, pediatrics, orthopedics, and gynecol-

ogy. Additionally, they brought with them a soundlearning in order to make an effective transition
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FIGURE 8.3.1 The Transitional Practise Model, adapted from Benner’s (1984) research, was used
to guide the nurse’s professional development from novice to expert.

HHC = home health care.

knowledge of disease processes, which they could engaged in teaching patients and their families via
interpreters. They also noted the difficulties en-apply to their community practise.

At the outset an in-depth orientation to the countered by the expatriate nurses in trying to com-
municate with limited Arabic language and usingHHC was provided, during which time visits to a

range of patients in the community were under- interpreters. They also were taught how to acquire
equipment and resources (e.g., beds, oxygen con-taken. The Saudi nurses buddied with a community

nurse for 2 days at a time, giving them an overall centrators) relevant to the patients’ needs. After
gaining an insight into the community environmentexposure to about 100 patients in five areas, located

within a 50-km radius serviced by the HHC pro- and typical patient population, the Saudi nurses
commenced their clinical practise in the in/outpa-gram. The Saudi nurses completed competency as-

sessments in areas such as fire and safety protocols, tient units.
Preceptors played a vital role in the develop-lifting and handling, medication administration, and

patient assessment. The Saudi nurses observed how ment of these Saudi nurses. Therefore, it was im-
portant to select preceptors who had the ability to:the preceptors cared for the patients and how they
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1. Communicate and demonstrate knowledge and needs to fulfill. On completion of their clinical
practise in all the selected in/outpatient units, theyskills clearly to the learner while remaining open
moved into the community.and respectful.

2. Motivate the learner by emphasizing a problem-
Stage 3. Competent: In the Community. Twosolving approach.

senior HHC nurses were selected as preceptors for3. Connect information to broader concepts in or-
the Saudi nurses. For the first 2 weeks, the Saudider for the learner to apply the information to
nurses observed their preceptors, who pressed themother clinical situations.
with questions. They were encouraged to document4. Foster a pleasant and stimulating learning envi-
their experiences in their journals. Each day onronment using humor and enthusiasm (Tumulty,
return to the HHC center, the Saudi nurses and their1993; Whitman, 1996).
preceptors sat together to discuss their patients with
the physicians (a physician consulted with HHCThese characteristics were discussed with the
nurses on a daily basis about the patients’ healthhead nurses in the medical-surgical, wound, dia-
status and concerns). This interaction gave thebetic, gynecology, oncology/palliative, and com-
nurses the opportunity to ask questions about theirmunity units. They utilized these guidelines to se-
observations and to be involved in designing newlect the appropriate preceptors.
interventions. At the end of each week, the HHC
head nurse, preceptors, and preceptees met to dis-Stage 2. Advanced Beginner: Inpatient Field.
cuss their progress. Timely and constructive feed-

As the Saudi nurses moved through the selected
back was provided about their progress and they

in/outpatient units with their preceptors, the nurses
were encouraged to interact without feeling

were encouraged to:
threatened.

In the third week of their community experi-
1. Engage in case studies and to give presentations

ence, the preceptors encouraged the Saudi nurses
of their experiences.

to take an active role in terms of communicating
2. Be involved in reflective practise through jour-

with the patients and/or their families, perform
nal documentation.

physical assessments, make clinical judgments, and
3. Utilize critical-type thinking/questioning to

report their findings. The Saudi nurses also were
stimulate their thinking processes in order to

encouraged to telephone the physician(s) as re-
make clinical judgments, based on factual infor-

quired. When the preceptors were confident that
mation, and to obtain better patient outcomes.

their preceptees were safe and competent, the pre-
ceptors took a step back and observed as the Saudi

The preceptors provided guidance in helping nurses took on their roles as independent
the nurses to assess patients skillfully and to link practitioners.
the assessment to their case-study projects. The
preceptors arranged weekly and/or biweekly case- Stage 4. Proficient. Within 7 months, the
study presentations, in which nurses in other units Saudi nurses became independent practitioners, in-
were invited to interact and participate. The HHC teracting with patients and their families and pro-
head nurse and education coordinator attended sev- viding the much-needed patient teaching that the
eral meetings conducted with the HHC head nurse, expatriate nurses struggled to accomplish because
education coordinator, preceptors, and head nurses of the need to use interpreters. The Saudi nurses
of the respective clinical areas. As the nurses com- also were effectively networking with allied health
pleted their clinical competencies, they moved on to professionals, physicians, and their peers to ensure
the next identified clinical placement. Head nurses the patients’ holistic needs were provided.
within each unit reminded the nurses that they could Throughout the stages of learning, the head

nurse in HHC and the education coordinator fol-extend their practicum if they had more learning
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and completing competencies morelowed up with the preceptors in order to monitor
meaningful.the Saudi nurses’ progress and provided a non-

Interviewer: Tell us about the environment in thethreatening environment in which the nurses could
community as distinct from the inpa-discuss or clarify any issues/problems.
tient field.

Saudi In the inpatient units, there is alwaysStage 5. Expert. The Saudi nurses had grown
nurses: someone, for example, colleagues,and developed in their knowledge, skills, and atti-

the head nurse, and so forth, thattudes since completing this educational learning
you can turn to. In the community,program. They demonstrated a keen interest toward
you are basically practising indepen-research in that they volunteered to participate as
dently and have to think on your feetsubjects of this chapter and in compiling articles
—use all the facts and findings tofor the hospital’s monthly nursing magazine. Fur-
make purposeful clinical judgmentsthermore, they regularly utilized the internet to ob-
in order to implement effective in-tain best-practise information, which was not a typi-
terventions and provide quality care.cal practise before they embarked on this educa-
Primarily, you have to think criti-tional learning program.
cally and ask questions, such as
what, when, why, how, what if (pre-
diction). This was the big challenge.Results and Discussion

Interviewer: How did you feel about that?
Saudi We developed our critical thinkingEvaluation
nurses: skills very rapidly—it was a steep

learning curve. Besides, we have to
Besides the weekly interviews/meetings, the two

deal directly with the family and
Saudi nurses were keen to express and share their

communicate effectively and diplo-
learning experience, and a focus group interview

matically so that they understand our
was conducted with the Saudi nurses, the HHC

purpose and their responsibilities.
head nurse, and the education coordinator. It is

We also have to ensure that one
reported as follows: member of the family takes respon-

sibility and is capable to care for the
Interviewer: How do you feel about working in patient in the absence of the HHC

the community following the clini- nurse, which is pivotal to the ongo-
cal practise experience that was pro- ing well-being of the patient. Then,
vided for you? we had to assess for resources—a

Saudi We realized that we needed to up- lot of things to do. Time manage-
nurses: grade our knowledge, skills, and at- ment and organizational skills was

titudes, and we are more competent, also something that we learned to
having learned from the preceptors, do very quickly and become good
who were very knowledgeable and at it. This was another challenge.
skilled practitioners. The encourage- Interviewer: What is the best thing about working
ment from our preceptors to present as a community nurse?
our case studies was helpful as we Saudi The 10 weeks that we spent in the
were nervous at first. By the time nurses: oncology and palliative care unit
we did a few, we became confident was invaluable as it prepared us to
and felt competent. Journal docu- deal with issues such as death and
mentation helped us to reflect on our dying and grieving. When we know

that the patient is close to death, wepractise. All of this made learning
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stay with the patient in order to be 2 years in these units after we gradu-
ated, which gave us a sound under-a support for the family and take

over so that the burden on the family standing of the disease processes
and much-needed practical experi-is lessened. We always call the next

day and follow up 3 days later and ence, which made it easier to trans-
fer theory into practisethen a week later, or sometimes ear-

lier, depending on the family situa-
The model, which consisted of three majortion, to see if they need further assis-

components, namely, dimensions, domains of prac-tance or a visit. This provides clo-
tise, and evaluation, was effective in guiding Saudisure to our work. The other aspect
nurses and bridging the gap for them to undertakewas journal documentation. It was
a transition from an inpatient environment to a com-always helpful to refer to our jour-
munity setting. These nurses expressed their feel-nals and reflect on our practise. It is
ings of confidence, especially with the use of pre-a useful document.
ceptors, and stated that the varied experiences inInterviewer: Is there anything else you would like
the clinical areas prepared them to understand andto comment on or share about your
deal more competently with the typical disease pro-recent learning and experiences?
cesses. The model also provided flexibility,Saudi Yes, using the model gave us direc-
whereby the nurses could move from one unit tonurses: tion as to where, how, and what our
the next when they were confident and when theirexperiences were going to be. The
respective preceptors felt that they were competent.model was flexible because it gave

us the opportunity to move back and
forth within the stages if we needed

Summary
to do more learning. This is a good
aspect of the model, as there was no The commitment provided by in/outpatient and
pressure or stress on us. The use of HHC preceptors helped the nurses broaden their
preceptors, clinical competencies, understanding of patients’ disease manifestations,
clinical assessments, journaling, especially regarding issues relating to death and
case studies, and presentations was dying. Timely, constructive feedback given by the
effective for our learning needs. The preceptors and frequent meetings enabled these
preceptors were role models and al- nurses to identify practise gaps and apply new
ways gave us constructive feedback, knowledge, skills, values, and attitudes compe-
which boosted our self-esteem. tently. The preceptors also encouraged reflective

Interviewer: What changes would you like to thinking, critical thinking, and learning as a means
make within the model that was used to reinforce practical knowledge and skills.
to guide your transition, or any other The team effort afforded by health profession-
aspects that would assist nurses als, such as preceptors, head nurses, nurse educa-
wishing to make this same transi- tors, doctors, and others, provided guidance, sup-
tion? port, ongoing learning opportunities, as well as col-

Saudi Basically, keep up with frequent legial support, for the Saudi nurses.
nurses: meetings to discuss progress and/or

concerns and receive feedback . . . Recommendations
we have no changes to make.

Interviewer: What advice would you like to give 1. The importance of having substantial medical
other Saudi nurses? and surgical clinical practise (2 years) provides

the grounding to understand the different dis-Saudi Make sure they have a strong medi-
nurses: cal-surgical background. We spent ease processes.
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2. The use of preceptors is invaluable in that a of different disciplines, is a central feature of oncol-
ogy clinical practice, but it rarely is built into thepreceptor, as an experienced nurse, can provide

an understanding of the nature of professional governance and management structures that over-
see oncology clinics. In many ambulatory settings,practise through learning opportunities, men-

toring, and support (International Council of decisions affecting clinic operations are made cen-
trally by those removed from day-to-day activity.Nurses, 2003).

3. The use of a model to provide structure and Front-line nurses, physicians, and other staff who
are most familiar with patient care and operationalguidance is indispensable.
issues have less input.

In the late 1990s, ambulatory oncology ser-
vices at the Dana-Farber Cancer Institute (DFCI),
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culture and management style had become more
controlled and less inclusive; they believed that
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8.4 IMPLEMENTING AN model—one that placed decision making and re-
INTERDISCIPLINARY sponsibility for change in the hands of those most
GOVERNANCE MODEL familiar with day-to-day operations—would benefit
IN A COMPREHENSIVE the Institute, its staff, and the patients it served.
CANCER CENTER In December 2001, the CEO, the senior vice

president for patient care services, and the chiefPATRICIA REID PONTE

nurse appointed a multidisciplinary task force toANNE H. GROSS

design a new governance and management structureERIC WINER

for ambulatory operations. The goal of the taskMARY J. CONNAUGHTON

force was to achieve effective, locally based deci-JAMES HASSINGER

sion making in each of the Institute’s 12 disease
centers. As part of their deliberations, the task force
considered what needed to be in place to achieveInterdisciplinary collaboration, in which decision

making and accountability are shared by members that goal and identified two essential criteria: the
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knowledge and perspectives of the different disci- mark reports from the Institute of Medicine (IOM).
The first, To Err Is Human: Building a Safer Healthplines involved in care operations must be repre-

sented in the decision-making process, and mem- System (IOM, 2000), cites the essential role that
interdisciplinary teams play in efforts to improvebers of each discipline must feel responsible for

the implementation and outcomes of decisions that patient safety. A follow-up report, Crossing the
Quality Chasm: A New Health System for the 21stare made.

Such interdisciplinary collaboration was fa- Century (IOM, 2001), cites the teams’ fundamental
importance to all improvement efforts.miliar to the task force, given that it is integral to

the Institute’s care-delivery model and its quality- The management literature also describes the
importance of interdisciplinary collaboration byimprovement and patient-safety programs. Collab-

oration also is a key characteristic of the leadership discussing how teamwork favorably affects orga-
nizational performance (Kouzes & Posner, 1995)structure for inpatient oncology care as evidenced

by the registered nurse (RN)/medical doctor (MD) and by highlighting the success of corporations
that embrace the principles of self-managing workleadership teams that have overseen the inpatient

units since 1994. Although interdisciplinary collab- teams (Katzenback & Smith, 1993). Today’s
health-care organizations, which contend with nu-oration was valued by the ambulatory nurse manag-

ers, structures to promote its practice were not built merous and complex external factors and rely on
the knowledge of a broad range of constituencies,into the ambulatory services governance model then

in place. The task force agreed that in designing a providers, and professions, arguably need to de-
velop governance models that engage all keynew governance model, interdisciplinary collabora-

tion would be a cornerstone that informed not just stakeholders and apply the principles of partner-
ship, equity, and accountability (Porter-O’Grady,the new model’s structure but also the processes

used to make decisions and manage operations on Hawkins, & Parker, 1997). Despite the recommen-
dations, interdisciplinary collaboration rarely is aa daily basis.

In this chapter, the interdisciplinary gover- feature of the leadership and governance models
employed by ambulatory oncology practices, notnance model developed by the task force will be

described, the process used to design and imple- because those who oversee such settings do not
value collaboration, but because a structure to fa-ment the model will be reviewed, and how the

model ensures accountability, communication, and cilitate collaboration and ensure its practice are
not built into the governance model’s design.collaboration among disciplines and how it has

helped DFCI achieve substantial improvements in
clinic operations will be discussed.

Former Management Structure

Collaboration and Teamwork The task force charged with designing a new gover-
in Health Care nance model for ambulatory services at DFCI con-

sisted of representatives from a broad range of de-
partments and disciplines, including managers andThe value of interdisciplinary collaboration in

health care has been examined by many health- staff from nursing, social work, pharmacy, clinical
laboratories, radiology, finance, quality improve-care researchers and practitioners. A number of

investigators have assessed its effect on patient care ment, and clinical operations, as well as physician
representatives from medical, surgical, radiation,and the education of health-care practitioners, and

have demonstrated benefits for a range of patient and psychosocial oncology. A patient from DFCI’s
Patient and Family Advisory Council (Ponte et al.,and student populations (see Table 8.4.1). The im-

portance of interdisciplinary collaboration to qual- 2003) was also a member of the group. The chief
nurse and two physicians, one from medical oncol-ity improvement has been underscored by two land-
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FIGURE 8.4.1 Ambulatory governance: Old model.

ogy and the other from surgical oncology, led the tants, reported to the Nursing and Patient Care Ser-
vices (NPCS) department.group. The task-force leaders realized that they

were embarking on a major management change The parallel reporting structure created a num-
ber of problems. For example, the disease centers’that would require a significant time commitment.

Given the situation, they opted to engage the sup- physician leaders believed that they had little con-
trol over or accountability for many administrativeport of two management consultants who were fa-

miliar with DFCI and had expertise in leadership, functions that affected clinic operations, such as
budget monitoring, patient scheduling, and man-management structures, and organizational change.

The task force began by reviewing the agement of front-line support staff, whereas the
nurse managers had difficulty overseeing some ofstrengths and weaknesses of the ambulatory gover-

nance model in place at the time (see Figure 8.4.1). the nursing staff, such as NPs and research nurses,
who had a stronger alliance with the physician lead-Under the model, clinical services were adminis-

tered through 12 disease centers, each dedicated ers. In addition, effective “bridging” structures were
lacking, making collaboration among the diseaseto a specific area of oncology (e.g., gynecologic

cancers, neuro-oncology, breast cancer). A physi- centers difficult, and complicating efforts by the
NPCS department to introduce changes affectingcian leader was responsible for each center’s re-

search, teaching, and clinical care activities. The clinic operations.
Because of the problems with the managementphysician leader also supervised some of the staff

providing care in the disease center, including the model, decisions regarding ambulatory operations
often were triaged to the chief nurse, chief operatingphysicians, nurse practitioners (NPs), program

nurses (staff nurses who work with MDs and NPs officer (COO), or chief medical officer (CMO),
who were responsible for all patient care providedto coordinate patient care), and new patient coordi-

nators. The remainder of the staff, including the by the Institute, including the care provided through
the inpatient service, pediatric oncology, and 12nurse manager, social workers, pharmacists, respi-

ratory therapists, clinic facilitators, and clinic assis- disease centers. Over time, the centralized and often
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TABLE 8.4.1 Interdisciplinary Collaboration in Patient Care and Academia

Investigators Area of Focus Findings

Patient Care

Abrahm et al., 1996 Impact of multidisciplinary hospice The team identified a large number of
consultation team on the care of veter- new medical/nursing and psychosocial/
ans with advanced cancer spiritual problems and was able to re-

solve many of the problems it identi-
fied.

August et al., 1995 Satisfaction among patients treated at Overall, satisfaction was high and was
a comprehensive breast center influenced by staff concern for pa-

tients, opportunity for “one-stop shop-
ping,” and medical thoroughness.

Baggs et al., 2004 A review of research on the role of in- Researchers demonstrated improve-
terdisciplinary teams in the care of the ments in ICU care stemming from col-
dying patient in the intensive care unit laboration, but concluded that addi-
(ICU) tional studies involving more than one

unit, unit comparisons, and random-
ized trials are needed.

Chang et al., 2001 Recommendations for patients with A case review by a multidisciplinary
breast cancer team resulted in treatment recommen-

dations that differed from those of out-
side physicians for 43% of women
studied.

Preparation of health
care professionals

Blazer et al., 2005 Genetic cancer-risk counseling A program of intensive training in ge-
netic cancer risk counseling designed
to simultaneously train clinicians from
different disciplines (e.g., genetic coun-
selors, oncology nurses, physicians)
led to an increase in cancer genetics
knowledge, increased professional
self-efficacy, and changes in practice.

Chang et al., 2005 Cancer Prevention Fellowship Pro- The fellowship program draws on mul-
gram tiple disciplines to prepare students for

interdisciplinary research.

Siegrist, 2004 Public health nursing experiences in A partnership model involving a pub-
baccalaureate nursing education lic health department, academic nurs-

ing program, and community agencies
increased student skills related to inter-
disciplinary team work, program devel-
opment, and cultural
competency.
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“siloed” decision-making process hampered the for all clinical staff in which they presented the
new model’s proposed design and sought input onflexibility and responsiveness of individual disease

centers, contributing to senior leadership’s determi- its structure. They also kept the Institute’s executive
team informed of their progress through regularnation that a significant change in the ambulatory

governance and management structure was needed. reports. At the end of the nine months, the executive
team approved the proposed governance model andAs the task force considered the structure of

ambulatory operations, the members recognized its sanctioned its implementation. The new model (see
Figure 8.4.2) focuses on redefining the governancestrengths and weaknesses. On the positive side,

the disease center structure allowed clinicians with and management of clinical services for the 12
disease centers. By design, the model does not af-expertise in particular areas of cancer care to work

closely with one another, benefiting research and fect the research and teaching arms of the dis-
ease centers.care delivery. The problems lay with the structure

that was used to govern and manage operations Under the new model, each disease center is
overseen by an interdisciplinary team composedwithin and among disease centers. That structure,

the task force determined, was ineffective and re- of a clinical physician director and a nurse program
leader, both supported by a program administrator.quired a redesign.
(When the new model was introduced, the nurse
manager title was changed to nurse program leader

A New Governance Model to make it commensurate with the physician lead-
for Clinic Operations er’s title.) The physician and nurse leaders share

responsibility for all aspects of operational deci-
Before defining a new governance model, task force

sion making and are accountable for managing
members identified the following principles to

and improving systems, managing the budget asso-
guide its design:

ciated with capital and clinic operations, and meet-
ing clinical, operational, and financial targets.• Representatives from nursing, medicine, and ad-
They also collaborate on managing the diseaseministration—the groups most integrally in-
center’s personnel budget, even though certainvolved in day-to-day clinical operations—must
employee groups are located in other cost centersplay a role in guiding decisions and be held ac-
(e.g., patient care assistants and nurse managerscountable for their outcomes.
are located in the NPCS cost center; NPs and• Leadership roles, including individual and shared
physicians are located in the cost center for theaccountabilities, must be defined clearly.
medical oncology, surgical oncology, and radia-• The model must promote care that is efficient,
tion oncology departments).safe, and patient- and family-centered by foster-

The physician and nurse leaders are responsi-ing timely and effective communication among
ble for guiding the performance of staff and ad-caregivers and the coordination of care among
dressing personnel and performance issues. Work-programs, departments, and practice settings.
ing together, they provide input into physician eval-• The model’s effectiveness would be assessed by
uations conducted by the chair of medical oncologymetrics evaluating patient and staff satisfaction,
and into the evaluations of nurses and NPs thatoperational efficiency and productivity, and clini-
now are conducted by the nurse program leader.cal quality and safety.
(Although NP positions still are located in the de-
partment of medical oncology’s cost center, perfor-Over a nine-month period, the task force out-
mance is evaluated by the nurse program leaderlined a new governance model to meet the criteria.
rather than the physician clinical director. ThatDuring that time, they met frequently with a larger,
change has been viewed as logical by the NPs,multidisciplinary advisory group to obtain input on

the evolving model and held multiple open forums and they have readily accepted it.) The nurse and
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FIGURE 8.4.2 Ambulatory governance: New model.

physician leaders also provide input into the evalua- The clinical physician director and nurse pro-
gram leader meet regularly with the disease center’stions of many clinicians outside the disease centers,

including clinicians in surgical oncology, radiation staff, a multidisciplinary group that includes nurses,
physicians, new patient coordinators, practice coor-oncology, social work, pharmacy, and other disci-

plines that provide care among the disease centers dinators, and clinic assistants. During the meetings,
the leadership team obtains input on improvementand report to the chiefs of their respective disci-

plines. The chiefs look to the disease centers’ physi- priorities and initiatives and reviews evaluation
metrics. The meetings ensure that the clinicians andcian and nurse leaders for input on whether the

clinicians work as members of the team and adhere support staff in a disease center have input into
clinical operations, and that the disease center reapsto practice standards.

Overall, accountability for care that is deliv- the benefit of the perspective, knowledge, and skills
brought by different disciplines.ered in a disease center is shared by members of

the center’s care team. Although each clinician is
accountable on an individual level for the care de-
livered, the care team, along with the disease cen- Promoting Collaboration Among

Disease Centerster’s clinical physician director and nurse program
leader, is accountable for the outcomes of care de-
livery in that center and for the quality of the sys- Several structures ensure collaboration among dis-

ease centers. Collaboration among disease centerstems that affect and support care.
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that share the same floor (and, in some instances, portant were respect for other disciplines, a willing-
ness to share information and listen to others’ opin-the same clinic space) is ensured through a floor-
ions, and a tolerance for disagreement. As part oflevel leadership structure. All of the disease centers
its effort to promote respect among disciplines,on a floor have the same nurse program leader, who
DFCI was engaged in a patient safety initiativeworks closely with a designated clinical physician
focused on adopting principles of a fair and justdirector to coordinate floor-level operations and
culture and a blame-free systems approach to erroraddress shared systems issues.
investigation and risk management. The initiativeCollaboration and coordination among all 12
complemented the task force’s efforts to introducedisease centers are promoted through the Multidis-
the new governance model and helped underscoreciplinary Clinical Services Committee (MCSC).
the importance of key behaviors. Although most ofThe committee reports to the Institute’s primary
the clinicians and staff at the Institute valued theclinical departments (i.e., NPCS and medical, surgi-
needed attributes, the task force knew that helpingcal, and radiation oncology) and is co-chaired by
leaders and staff members put them into actiona senior nursing leader (the vice president of adult
would be a primary challenge of the model’s imple-ambulatory services and director of adult ambula-
mentation. That challenge was highlighted by con-tory nursing) and a senior physician leader (the vice
cerns such as those expressed by patient care assis-chair of medical oncology and director of the Breast
tants and others that, too often, decisions in theOncology Center), who have incorporated the com-
disease centers were made unilaterally and that staffmittee and its work into their leadership roles. The
affected by the decisions were left out of the deci-committee’s membership includes the physician
sion-making process.clinical directors, nurse program leaders, and opera-

The physician and nurse leaders of each dis-tions managers of each disease center, who work
ease center were appointed soon after the new inter-to establish operational priorities for ambulatory
disciplinary governance model was approved. Al-services as a whole, discuss and evaluate policies,
though they had a comprehensive job descriptionshare information and best practices, and engage
and had been informed of their new responsibilities,in joint problem solving.
many leaders were uncertain where to begin. TheThe MCSC also serves as a way for centralized
MCSC, which began meeting monthly in Septem-departments, such as social work and pharmacy, to
ber 2002, played a significant role in helping themprovide input into disease center operations. The
get started.directors of those departments attend committee

During the committee’s first meetings, themeetings and work through the group to introduce
committee co-chairs guided the disease center lead-changes that affect multiple disease centers. Patient
ers through a series of discussions that resulted inand family input is ensured through the participa-
the identification of operational priorities and goalstion of a member of the Institute’s Patient and Fam-
for the next fiscal year and changes that had to beily Advisory Council, who attends all committee
implemented to achieve them. The goals targetedmeetings.
specific and persistent problems with clinic opera-
tions and aimed to:

Implementation of the • Reduce the amount of time patients wait on the
New Governance Model days of their appointments

• Improve patient and family satisfaction with
As part of its work to define a new governance waiting time
model, the design task force considered behaviors • Improve billing efficiency by reducing the inci-
and attributes that RN and MD leaders and staff dence of missing charge data.
would need to demonstrate for interdisciplinary col-
laboration to occur and for the new model to be The MCSC also identified outcome metrics

that would be monitored to track the disease cen-successful. Among those deemed especially im-
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ters’ progress toward meeting each goal. For exam- mined that the changes did not match their interests
or skills.ple, a data-collection system was established to

In time, the leadership teams became comfort-monitor the amount of time that patients wait in
able with their new roles and began to make note-each disease center. Patient satisfaction with wait-
worthy progress toward achieving many of the op-ing time was tracked using the patient satisfaction
erational goals. For example, the percentage of ap-survey that was already in place, and billing effi-
pointments with missing charge data dropped sub-ciency was assessed by counting the number of
stantially, from 8.59% in 2002 to 2.15% by mid-appointments that did not have a charge linked to
2005. Since 2005, improvements in that area havethem 15 days after service was rendered.
been sustained but with a slight drop-off in perfor-Perhaps the most important goal identified by
mance caused, in part, by increased clinic activity.the MCSC was establishing a collaborative way
Implementation of an electronic charge system nowof working, one that involved members of each
is under way. Waiting time also was reduced indiscipline in effecting change and improving clinic
two of the larger disease centers and one infusionoperations. Toward that end, the MCSC co-chairs
unit. In addition, the entire ambulatory service col-met regularly with each disease center’s leadership
laborated to implement an online medical record,team to help them form strategies to implement
improve the reporting of laboratory results, andchanges and address other issues in their clinical
improve patient access on holidays, weekends, andareas. The disease center leaders, in turn, met with
evenings. All of the improvements were accom-their staff members and clinicians to discuss what
plished even though the clinic and infusion volumethe goals meant for them, to seek their suggestions
continued to increase at a rate of approximately 5%for changes, and to assign tasks and responsibilities
per year.for next steps. By working with each disease cen-

Today, 4 years after the new leadership struc-ter’s leadership team to establish shared goals and
ture was introduced, interdisciplinary governance,design initiatives to improve operations, the MCSC
which had long been accepted by the Institute’sco-chairs helped instill a sense of empowerment
CEO, COO, CMO, chief nurse, and other seniorand accountability in the disease center leaders.
executives, is firmly in place at the disease centerMore important, they served as role models for the
and floor levels. As a result, the process used tocollaborative, interdisciplinary leadership style that
make decisions, define priorities, and plan and im-

was now an expectation.
plement improvements has changed dramatically.
Before the new model was implemented, efforts to
change clinic processes and systems often were met

Results with resistance by clinicians and staff in the disease
centers. Under the new governance model, in which

During the first year, progress toward forming the RN and MD leaders are accountable for making
strong interdisciplinary leadership dyads and meet- operational decisions and achieving agreed-upon
ing the goals established by the MCSC varied goals, change is accomplished more readily.
among programs and floors. To some extent, this A qualitative evaluation of the model’s impact
reflected variations in the leadership skills of each that captured the perspectives of many of the Insti-
dyad. Those who quickly grasped the scope of their tute’s leaders and staff highlights how the model
roles and who were more skilled in working collab- has affected the work environment. Among the
oratively with co-leaders and staff accomplished evaluation’s findings was the observation that many
more than those who were reluctant to assume re- staff believed that a culture shift occurred after the
sponsibility or who were unaccustomed to working model’s introduction and that a more effective work
as members of a team. In addition, several of the environment—one that promotes accountability,
leadership teams experienced turnover once indi- communication, respect, and collaboration—has

been established.viduals began to understand their roles and deter-
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Lessons Learned to the leaders of the disease centers and the MCSC.
Those individuals had the authority to effect the

Leaders at DFCI learned many lessons while devel- necessary changes and the ability to influence se-
oping and implementing the new governance nior executives to provide the resources and support
model. Lessons that might be most helpful to those that were required.
interested in changing governance structures at their
institutions follow. Lesson 3. The Importance

of Executive Leadership
Lesson 1. Go Slow to Go Fast

The executive team is responsible for creating aTaking time at the beginning of the change pro-
climate that inspires possibilities and fosters pro-cess—to articulate guiding principles, specify pri-
ductive exchange. At DFCI, overall accountabilityorities for design and implementation, and obtain
for clinical operations and decisions related to stra-input from the Institute’s faculty and staff—
tegic priorities reside with the chief nurse, CEO,facilitated more rapid implementation of the new
COO, and CMO—a model that is particularly effec-model and increased the likelihood of its acceptance
tive for a complex academic medical environment.by clinicians and other staff. People are more apt
The involvement of each member of the executiveto support what they help create, which underpins
triad was essential to the successful implementationnot only the model but also the processes used to
of the new governance model.design and implement it. Although using a top-

During the early stages of implementation, thedown change process may have been faster in the
executive team relied on the disease center leadersshort run, it would have run counter to the institu-
to encourage dialogue and keep staff informedtion’s philosophy and could have created resistance
about the progress of implementation. Over time,that would have derailed the change effort or made
they realized that their expectation was unrealisticit more drawn out.
because the disease center leaders were just begin-
ning to understand the implications of the newLesson 2. Align Group Purpose,
model and had difficulty representing the progressAccountability, and Membership
of implementation. As the executive team became
involved more actively, they began to appreciateThe design and implementation phases of a change
the important role they played in responding to theprocess often require the involvement of two very
fear and resistance that inevitably occurs when adifferent kinds of groups. Too often, a change effort
new management structure is introduced.fails because its purpose is not perceived to be

Wise leaders always manage expectations.compelling by those who will be affected or imple-
During the implementation of the new governancementation is left to a group without the proper
model at DFCI, leaders quickly learned that if theauthority and accountability to shepherd it through.
implementation of some aspect of the model wasTo develop the new governance model, a di-
to be delayed, they had to thoroughly communicateverse group representing a wide range of disciplines
the information and reasons behind it to avoid dis-and roles was convened. Group members were
appointment and, possibly, cynicism by those eagerasked to shape the model’s design based on their
to see change. By maintaining an ongoing dialoguefirsthand knowledge of the organization and broad
with those who have a vested interest in preservingexperience with clinical work. Involving such a
the status quo and engaging them in the changegroup in the design phase was essential because it
process, executive leaders can help staff appreciateensured that the rationale for change was compel-
how involving others benefits clinical operations,ling and that the model designed by the group would
patient safety, patient and employee satisfaction,lend itself to successful implementation. In con-

trast, accountability for implementation was given and the organization as a whole.
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IV
Nursing Therapeutics

Nurses have helped clients, families, and communi- Van Cleave. This nursing therapeutic was devel-
oped to test intervention care at the time of predis-ties to cope with transitions by anticipating re-

sponses, providing anticipatory guidance, amelio- charge and continues with the daily availability of
nurses in person or by phone for vigilant assessmentrating symptoms, enhancing health and well-being,

and supporting the development of self-care ac- and monitoring inside and outside the hospital walls
(Brooten et al.,, 1988). This intervention was usedtions. We have selected three types of nursing thera-

peutics that nurses use in their practice for individu- for patients ranging from newborns to elderly. More
recently, members of The New Courtland Centerals, patients, and families experiencing transitions.

These three types of therapeutics have conceptual for Transitions and Health at the University of
Pennsylvania, specifically Dr. Naylor, the Directorbases, established longevity, and have been re-

viewed and evaluated extensively in the literature. of the Center, and her colleagues who began focus-
ing on older adults as well as the older adults withEach nursing therapeutic is supported by research

evidence, heart failure. Dr. Barbara Riegel, a member of this
Center, outlines how she connects her focus onI recommend that the reader consider each

nursing intervention with healthy skepticism for its older adults with heart failure with the development
of self-care practices to support patients in complexconceptual bases and the research evidence pro-

vided, because it is through such skepticism that transitions. I have put Dr. Riegel’s contribution in
chapter 7 as it also reflects the health-and-illnesswe can continue to advance our knowledge. There-

fore, it is imperative that you, the reader, may want transition. The articles by Drs. Dorothy Brooten,
Mary Naylor (Brooten & Naylor, 1999; Naylor etto amass other writings about each nursing interven-

tion, propose studies to test other hypothesis related al., 2004), and Drs. Kathy McCauley and M. Brian
Bixby (McCauley, & Bixby, 2006) provide compre-to each intervention modality, and perhaps even

indentify transitions and milestones in the transition hensive descriptions and evidence on how to de-
velop transitional environments and how advancedtrajectory to evaluate the effectiveness and the effi-

cacy of each intervention. nursing practice can enhance outcomes and reduce
health care costs. This nursing therapeutic hasIn addition, it is imperative that these interven-

tions be viewed as examples of nursing therapeutics amassed research that provides evidence of the pos-
itive outcomes that result from using this nursingused during transitions and not as totally exhaustive

of all possible interventions for transitional experi- intervention.
Role supplementation as a nursing therapeuticences and responses. The three interventions se-

lected for highlighting in this book are the transi- has been used to enhance a healthy transition, and
is one of many nursing strategies considered intional care, role supplementation, and debriefing,

which are explored in chapters 9, 10, and 11, clinical care. It is another model used as a nursing
therapeutic for transitions that I developed in therespectively.

The transitional care model is well described late 1960s. When recovery is viewed to include
role transition, a program is designed to cope within an introductory chapter that was written espe-

cially for this book by Dr. Mary Naylor and Janet the transitional roles to achieve healthy outcomes.
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This program included opportunities provided by Turner’s work on roles (Turner, 1962), I labeled
nurses to clarify the different roles expected during the strategies used in these groups as role taking,
and after recovery with opportunities for the re- role modeling, and role rehearsal. All of these pro-
hearsal of the new and the old roles, an invitation cesses that I observed were only possible within the
for others to model new roles, and to develop sup- context of dialogues among groups of supporting
portive relations for healthy roles during recovery individuals who were undergoing similar illness
processes and to achieve healthy roles as outcomes. conditions. Therefore I identified and defined the
This brings me full circle from where I started this main process that makes all of these strategies pos-
journey as I attempted to highlight the centrality sible to be the central process of communication.
of transitions in using knowledge and for nursing Subsequently, role supplementation as a nurs-
actions. Facilitating transitions by employing a role ing therapeutic has been used in a number of re-
supplementation program has been used for new search projects. The major questions in each re-
mothers, for patients and spouses rehabilitating search project sought to further define the compo-
from myocardial infarctions, for the elderly who are nents, the processes, and the strategies related to
in transition to institutional care, and for battering role supplementation and to answer the question of
parents during their recovery transition. whether it made a difference or not in helping pa-

Role supplementation was defined as any de- tients complete a healthy transition. At that time I
liberate process whereby role insufficiency or po- defined health as mastery, and in different research
tential role insufficiency is identified by the role projects mastery was tested through such proxy
incumbent and significant others. It includes the variables as fewer symptoms, perceived well-being,
components of role clarification and role taking. It and/or ability to assume new roles. Examples of
is both preventative and therapeutic. To be able to the research projects based on role supplementation
help people and their significant others understand are provided.
the new roles and the new identities that they need Role Supplementation was used to help cou-
to develop, nurses may provide role clarification ples assume the new role of parenting (Meleis &
and facilitate their abilities to empathetically as- Swendsen, 1978) and to help past myocardial in-
sume each others’ roles. farction patients develop an at-risk identity that

The strategies needed to create these comple-
led to compliance with a rehabilitation regimen

mentary healthy and dynamic roles and identities
(Dracup, Meleis, Baker, & Edlefsen, 1984). It was

were defined as role modeling and role rehearsal.
also used to describe how the elderly maintained

These were based on my clinical observations of
their sexuality (Kass & Rousseau, 1983) and in

the health-oriented groups created by nurses and
acquiring parental caregiving roles effectively

by individuals who were part of the self-help move-
(Brackley, 1992). Similarly it was used to ease thement. Members were provided with opportunities
caregivers’ roles for Alzheimer’s patients (Kelly &to watch and speak with others who had success-
Lakin, 1988). The framework was also used to bet-fully gone through an illness or developmental tran-
ter describe women who were not successful insition. New mothers and fathers were bought into
becoming mothers and who manifested role insuffi-groups of people anticipating being new mothers
ciency (Gaffney, 1992).and fathers. A patient who had successfully under-

One of the well-researched interventions usedgone mastectomy surgery was invited to dialogue
at times of transitions is “debriefing.” In some wayswith newly diagnosed groups of women with breast
nurses used this caring intervention even before itcancer who were anticipating mastectomies. A
was named as a concept, defined, operationalized,group of colostomy patients discussed and practiced
and subjected to many tests. Nurses “chatted,” dia-colostomy management and shared different cop-
logued, and asked questions of patients after birth-ing strategies.
ing, trauma events, disasters, surgical procedures,Hence after much conceptual thinking, and

with reliance on a framework inspired by Ralph new admissions, or at discharge. They engaged in
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related to the experience. ment, 9(5), 302–310.
Meleis, A. I., & Swendsen, P. A. (1978). Role supplemen-

tation: An empirical test of a nursing intervention.
Nursing Research, 27, 11–18.

Naylor, M., Brooten D. A., Campbell R. L., Maislin
REFERENCES G., McCauley K. M., & Schwartz, J. S. (2004).

Transitional care of older adults hospitalized with
heart failure: A randomized, controlled trial. JournalBrackley, M. H. (1992). A role supplementation group
of the American Geriatrics Society, 52(5), 675–684.pilot study: A nursing therapy for potential parental

Turner, R. (1962). Role taking: Process vs. conformity.care givers, Clinical Nurses Specialist, 6(1), 14–19.
In A. Rose (Ed.), Human behavior and social pro-Brooten, D., Brown, L. P., Munoro, B. H., York, R.,
cesses. Boston: Houghton-Mifflin.Cohen, S. M., Roncoli, M., et al. (1988). Early dis-



This page intentionally left blank 



Chapter 9 Transitional Care Model

9.1 THE TRANSITIONAL CARE to promote widespread use of this evidence-based
approach to care.MODEL FOR OLDER ADULTS

MARY D. NAYLOR

JANET VAN CLEAVE Background

Transitional care is a term that encompasses a
TL, a 78-year-old African American man, was ad- broad range of time-limited services, and environ-
mitted to the hospital for the third time in 6 months ments designed to ensure health care continuity
for an acute episode of heart failure. TL also is and avoid preventable poor outcomes among at-
coping with six other chronic conditions, including risk populations as they move from one level of
hypertension, diabetes, and coronary artery care to another, among multiple providers, and/or
disease. across settings (American Geriatrics Society,

Current Care: By day 3 of his hospitalization, 2003). In 1981, a multidisciplinary model of transi-
TL is medically stable. He is discharged to his home tional care delivered by advanced practice nurses
with a plan of care that does not reflect his goals, (APNs) was developed at the University of Penn-
needs, literacy level, or learning style. His wife, sylvania, School of Nursing, Philadelphia. Initially,
and primary caregiver, was not involved in devel- this health care innovation was designed to enable
oping this plan or in the teaching about new medi- earlier hospital discharge of vulnerable low-birth-
cations and dietary modifications provided to her weight infants by substituting a portion of hospital
husband the morning of his discharge. The clini- care with home care, followed up by APNs
cians involved in his hospital care carefully man- (Brooten et al., 1986). The quality cost model of
aged his acute medical event but did not address APN transitional care (hereafter referred to as the
the “root cause” of his multiple, recent hospitaliza- Transitional Care Model) was subsequently tested
tions. TL was rehospitalized for severe chest pain with several vulnerable groups, including women
within 2 months after his discharge. These experi- who underwent unplanned cesarean births and preg-
ences reinforced his growing distrust of the health nant women with diabetes and hypertension. In
care system. response to national trends for earlier hospital dis-

charge, the TCM focuses on improving the care
Although this scenario repeats itself regularly in and outcomes of high-risk, high-cost, and high-
communities across the United States, an alterna- volume patient groups. Chronically ill older adults
tive, evidence-based approach is available. Tested represent one such group.
and refined over 20 years by a multidisciplinary
team at the University of Pennsylvania, the Transi-
tional Care Model (TCM) targets the growing popu- Significance of TCM for Older Adults
lation of chronically ill older adults at high risk for
poor and costly outcomes. This chapter provides High-quality transitional care is especially im-

portant for vulnerable groups of older adults copingan overview of the Transitional Care Model, a de-
scription of its effect on quality of patient care and with multiple, complex chronic conditions because

these patients typically are cared for by multiplehealth care costs, and a summary of ongoing efforts
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providers and move frequently among health care the patient health care team in the implementation
of proven protocols, with a unique focus on increas-settings. Poorly executed transitions are common

among these patients because of incomplete com- ing patient and caregiver ability to manage the fre-
quent transitions in health that characterize chronicmunication between providers and across settings,

inadequate patient and caregiver education and illness trajectory.
For the millions of Americans who suffer mul-involvement in decision making, limited continuity

of care, and decreased access to essential services. tiple chronic conditions and complex therapeutic
regimens, the TCM emphasizes coordination andLanguage barriers, literary issues, and cultural dif-

ferences further exacerbate the problem (Naylor, continuity of care, prevention and avoidance of
complications, and close clinical treatment and2006). Ineffective transitions have been linked to

adverse events, serious unmet needs, and poor satis- management—all accomplished with the active en-
gagement of patients and their family caregiversfaction with care (Naylor, 2006).

Rehospitalization rates among recently hospi- and in collaboration with the patient’s physicians
and other health care team members. The TCMtalized older adults are very high; one quarter to one

third are considered preventable (Naylor, 2006). In targets older adults with two or more risk factors,
including history of recent hospitalizations, multi-2007, the Medicare Payment Advisory Commission

(MedPAC) estimated that nearly 18% of Medicare ple chronic conditions or medications, and poor
self-health ratings. See Exhibit 9.1.1 for the 10beneficiaries admitted to a hospital are readmitted

within 30 days of discharge. The rate is higher essential elements of the model.
among beneficiaries with multiple chronic condi-
tions. MedPAC calculated that this “churning” of
patients accounts for an estimated $15 billion in Effect on Quality, Cost, and Value
spending (MedPac, 2007). The cycle of repeated,
avoidable hospital readmissions has tremendous The research team of the University of Pennsylva-
human as well as economic consequences nia has attempted to address gaps in knowledge
(Naylor, 2006). regarding the unique challenges of acutely ill older

adults and their caregivers and to create effective
strategies to address their needs systematically. Fo-

Application of TCM for Older Adults cus groups and pilot studies have preceded every
large scale, randomized clinical trial (RCT). Across
three National Institute of Nursing ResearchThe TCM provides comprehensive discharge plan-
(NINR)–funded RCTs completed to date (Naylorning and home follow-up care for chronically ill
et al., 1994, 1999, 2004). When compared withhigh-risk older adults admitted to the hospital for
standard care, the TCM has demonstrated improvedcommon medical conditions and surgical proce-
quality and cost outcomes for high-risk, cognitivelydures. Central to this model is the relationship es-
intact older adults:tablished among patients, family caregivers, and

the transitional care nurse (TCN). In testing the
model, the TCN has been a masters-prepared APN • Reductions in preventable hospital readmis-

sions for primary and coexisting conditions.with advanced knowledge and skills in the care of
chronically ill elders. The TCN follows patients Additionally, among those patients who require

rehospitalization, the time between their indexfrom the hospital into their homes, providing evi-
dence-based services designed to meet the patient hospital discharge and readmission was increased

and the number of inpatient days was decreasedand family caregiver goals, improve health out-
comes and quality of life, and interrupt patterns of (Figure 9.1.1).

• Improvements in health outcomes after dis-frequent use of acute care. Although the TCM is
nurse led, this care model engages all members of charge. In the most recently reported RCT
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EXHIBIT 9.1.1. Ten Essential Elements of the nitively impaired older adults (National Institute on
Transitional Care Model Aging, R01-AG023116; Marian S. Ware Alzhei-

mer’s Program, 2005-2010). For this patient group,
1. TCN as the primary coordinator of care to assure the impact of serious gaps in care across acute

continuity throughout acute episodes of care; episodes of illness can be devastating. High rates of
2. In-hospital assessment, collaboration with team

medical errors and avoidable hospital readmissionsmembers to reduce adverse events and prevent func-
are common (Naylor et al., 2007). Medicare coststional decline, and preparation and development of

an evidenced-based plan of care; for cognitively impaired patients are three times
3. Regular home visits by the TCN, with available on- higher than that for other older adults (Bynum et

going telephone support (7 days per week) through al., 2004). The primary goal of this project is to
an average of 2 months postdischarge;

assess the clinical and economic outcomes achieved4. Continuity of medical care between hospital and pri-
by nurse-led interventions of varying intensities,mary care providers facilitated by the TCN accompa-
each designed to improve transitions in care fornying patients to first follow-up visits;

5. Comprehensive, holistic focus on each patient’s these patients and their caregivers. Findings from
goals and needs, including the reason for the primary this study will contribute to our understanding of
hospitalization, as well as other complicating or co- the unique needs of cognitively impaired elders and
existing health problems and risks;

their caregivers across an episode of acute illness,6. Active engagement of patients and caregivers, with
offer evidence-based solutions to enhance their carefocus on meeting their goals;

7. Emphasis on early identification and response to and outcomes, and position the University of Penn-
health care risks and symptoms to achieve longer sylvania team to make the case for improving the
term positive outcomes and avoid adverse and unto- standards of care for these vulnerable groups.
ward events that lead to readmissions;

Another ongoing study, Health Related Qual-8. Multidisciplinary approach that includes the patient,
ity of Life (HRQoL): Elders in Long-Term Care,family caregivers, and health care providers as mem-
is helping to make the case to expand the applica-bers of a team;

9. Physician–nurse collaboration across episodes of tion of the TCM among elders receiving long-term
acute care; and care (National Institute on Aging and the National

10. Communication with, between, and among the pa- Institute of Nursing Research, R01-AG025524,
tient, family caregivers, and health care providers.

Marian S. Ware Alzheimer’s Program, 2006-2011).
Note. TCN = transitional care nurse. Frail older adults receiving long-term care services

are arguably the most vulnerable of patient groups.
Currently, these older adults experience frequent,

(Naylor et al., 2004), short-term improvements
often avoidable transitions between the acute and

in physical health, functional status, and quality
long-term-care (LTC) sectors of the health care

of life were reported by patients who received
system, which have vastly different goals and few

care using the TCM.
bridges to connect them. Consequently, their transi-• Enhancement in patient satisfaction. Overall,
tions are characterized by serious breakdowns in

patient satisfaction increased among patients who
care, with human and economic tolls that are not

received care using the TCM.
fully appreciated. The HRQoL study is the first• Reductions in total health care costs. Total and
attempt to document the experiences of frail elders,

average reimbursements per patient have been
including those with cognitive impairment, as they

reduced in TCM-focused RCTs (Figure 9.1.2).
navigate these very challenging care transitions.
This longitudinal study is assessing changes in
health and quality of life over time among approxi-Continuing to Advance the Science
mately 500 English- and Spanish-speaking elders
newly transitioned to long-term care; comparingThe University of Pennsylvania team is testing the

effects of use of the TCM among hospitalized, cog- changes in these domains among elders who chose
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FIGURE 9.1.1 TCM’s impact on readmission rates after index hospitalization.

to receive long-term care at home, in assisted-living effort, Aetna leaders have identified the TCM as a
high-value proposition, and, as a result, spread offacilities, or in nursing homes; and assessing the

impact of transitions between long-term care and this model to Aetna markets with high Medicare
hospitals for this group. Frail elders in this study penetration is planned for 2009. Additionally, based
will be followed until their deaths. on the improvements in health outcomes, member

and physician satisfaction and the reduction in the
number of hospital readmissions and in total healthTranslating Research Into Practice
care costs observed in this project, the University
of Pennsylvania Health System (UPHS) hasDespite the rich base of evidence establishing the
adopted the TCM as a service, and, early in 2009,link between the TCM and enhanced value, a num-
local insurers are expected to reimburse UPHS forber of organizational, regulatory, financial, and cul-
delivery of the TCM to their members.tural barriers have prevented the adoption of the

A potential barrier to widespread adoption ofmodel. In response to these challenges and with
this care model, raised by members of a Nationalthe support of The Commonwealth Fund and the
Advisory Committee (NAC) overseeing the transla-Jacob and Valeria Langeloth Foundation, the re-
tional efforts of the University of Pennsylvaniasearch team of the University of Pennsylvania
team, is the availability of qualified APNs. NACformed a partnership with leaders of the Aetna Cor-
members also have questioned whether the use ofporation (Aetna) to translate and integrate the TCM
APNs is the most efficient method to achieve thefor use in everyday practice and promote wide-
goals of this evidence-based approach to care. Tospread adoption of the model by demonstrating its
address these important questions and concerns,effectiveness with a high-risk Medicare managed-
and with the support of the John A. Hartford Foun-care population in the mid-Atlantic region. As a

result of the findings of this translational research dation, Jacob and Valeria Langeloth Foundation,
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FIGURE 9.1.2 TCM’s impact on total health care costs.

Note. Total costs were calculated using average Medicare reimbursements for hospital readmissions, ED visits, unsched-
uled acute care physician visits, and care provided by visiting nurses and other health care personnel. Costs for APN
care were added to intervention group total. **Naylor et al., 1999; ***Naylor et al., 2004.

the Gordon and Betty Moore Foundation and the idly rising health care costs, and a projected short-
fall in the Medicare Trust Fund, there is an urgentCalifornia Health Care Foundation, the University
need to promote older adults’ access to high-qual-of Pennsylvania team formed a partnership with
ity, cost-effective, and efficient services such asleaders of Kaiser Permanente. In addition to provid-
those provided via TCM. In addition to continueding an entirely different organizational context to
efforts to advance the science related to transitionalevaluate the translation and diffusion use of the
care and promote rapid translation and dissemina-TCM, the partnership with Kaiser Permanente of-
tion of the TCM, the University of Pennsylvaniafered the unique opportunity to determine whether
team and others are promoting policy changesthe goals of this model could be achieved using
needed to accelerate access to evidence-based tran-nurses with varying educational backgrounds and
sitional care models. Prominent among these areskill sets, among elders hospitalized at Kaiser Per-
policies that (a) emphasize geriatrics, transitionalmanente–owned and contract sites. Analyses of
and palliative care, interdisciplinary care, and en-findings from this effort are ongoing. Kaiser Perma-
gagement of family caregivers in the educationalnente leaders have agreed to consider adoption of
preparation of the existing and future health careTCM based on evaluation of the findings.
workforce, (b) promote performance monitoring
and reporting systems that measure effective transi-
tional care, (c) align financial incentives to stimu-Conclusion
late effective and efficient transitional care, and (d)

Given the expected increase in the number of older reform eligibility rules, quality monitoring systems,
criteria for reimbursement, and funding streamsadults coping with complex chronic conditions, rap-
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within and among public and private health insur- was to return to this satisfying work. His TCN
ance benefits. requested a physical therapy evaluation during hos-

The recent recommendations of MedPAC en- pitalization and then worked with TL to implement
couraging public reporting of hospital readmission the plan of care, gradually adding more activity to
rates, payment reform to financially encourage his routine while closely monitoring his response.
lower readmission rates, and adoption by hospitals TL is gardening daily for short periods by the time
of readmission-reducing strategies have resulted in the TCM intervention is complete.
a swift cascade of policy reforms (MedPAC, 2007). TL’s wife reported serving a “near-perfect
The Centers for Medicare and Medicaid Services diet” despite ample evidence of high-sodium foods
(CMS) recently emphasized reducing readmission in the kitchen. Because TL’s wife did all cooking
rates through its Quality Improvement Organization and grocery shopping, the TCN directs her teaching
(QIO) Program, transparency initiatives (e.g., pub- toward reading labels and dietary principles. Using
lic reporting of 30-day risk standardized readmis- teach-back,TL’s wife is able to demonstrate her
sion rates for heart failure), and value-based pur- understanding of basic concepts such as avoiding
chasing activities (e.g., proposed incentives to hos- adding salt at the table, avoiding high-sodium foods
pitals and home health providers to reduce avoid- when selecting menu items from a favorite restau-
able readmissions). The TCM is a validated rant, and limiting fluid intake.
approach to reducing high hospital readmission TL received 10 home visits and two physician
rates and, therefore, an effective response to these office visits with his TCN and eight telephone calls
policy reforms. during the course of his 2-month involvement with

Ultimately, however, the best measure of the the TCM. At 12 months postenrollment, he remains
value of the TCM is its impact on each patient adherent to his treatment plan and is in close fol-
served by this model. A case in point is TL’s experi- low-up with the cardiologist. He has had no subse-
ence when he was enrolled in the TCM during his quent rehospitalizations. TL and his wife both ex-
fourth hospitalization in the fall of 2007. press a high level of satisfaction with their

health care.

Care of TL under the TCM. The TCN learns
that TL does not take any of his 14 prescribed
medications because the drugs are “too costly” REFERENCES
and “only make me feel worse.” In addition, he
refuses to complete follow-up physician visits be- American Geriatrics Society Health Care Systems Com-
cause “no one is interested in listening to my prob- mittee, Coleman, E. A., & Boult, C. (2003). Improv-

ing the quality of transitional care for persons withlems.” The TCN collaborates with the attending
complex needs. Position statement of The Americancardiologist to develop a simplified discharge plan.
Geriatrics Society Health Care Systems Committee.At discharge, the patient is prescribed only three
Journal of the American Geriatrics Society, 51,

medications for heart failure and agrees to adhere
556–557.

to the protocol for 1 month. The TCN helps the Brooten, D., Kumar, S., Brown, L. P., Butts, P., Finkler,
patient enroll in a Veteran’s Affairs (VA) Clinic, S. A., Bakewell-Sachs, S., et al. (1986). A random-

ized clinical trial of early discharge and home fol-where he receives his medications with minimal
low-up of very low birthweight infants. New En-out-of-pocket costs, TL’s medication costs are re-
gland Journal of Medicine, 315, 934–939.duced. TL complies with a follow-up physician visit

Bynum, J. P., Rabins, P. V., Weller, W., Niefeld, M.,accompanied by the TCN within 1 week of hospi-
Anderson, G. F., & Wu, A. W. (2004). The relation-

tal discharge. ship between a dementia diagnosis, chronic illness,
Before this year, TL was very active main- medicare expenditures, and hospital use. Journal of

the American Geriatrics Society, 52(2), 187–194.taining a large community garden. TL’s major goal
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MedPAC. (2007, June). Promoting greater efficiency in Definitions and Issues
Medicare. Washington, DC: Author.

Naylor, M. D. (2006). Transitional care: A critical dimen- Transitional environments are those environments
sion of the home healthcare quality agenda. Journal in which a transitional care service is provided.
for Healthcare Quality, 28, 48–54.

These services, however, are defined and imple-Naylor, M. D., Brooten, D., Jones, R., Lavizzo-Mourey,
mented differently. Transition implies an in-be-R., Mezey, M., & Pauley, M. (1994). Comprehen-
tween period. Therefore, the nature of transitionalsive discharge planning for the hospitalized elderly.

Annals of Internal Medicine, 120, 999–1006. services is that they are not long-term services but
Naylor, M. D., Brooten, D., Campbell, R., Jacobsen, temporary short-term services, which are different

B. S., Mezey, M.D., Pauley, M.V., et al. (1999). from long-term home care. Most commonly, transi-
Comprehensive discharge planning and home fol-

tional care refers to care and services required inlow-up of hospitalized elders: A randomized clinical
the safe and timely transfer of patients from onetrial. Journal of the American Medical Association,
level of care to another (e.g., acute to subacute) or281, 613–620.

Naylor, M. D., Brooten, D. A., Campell, R. L., Maislin, from one type of health care setting to another
G., McCauley, K. M., & Schwartz, J. S. (2004). (e.g., hospital to home) (Brooten, 1993). Therefore,
Transitional care of older adults hospitalized with transitional care environments may include the hos-
heart failure: A randomized, controlled trial. Journal

pital, home, nursing home, rehabilitation center,of the American Geriatrics Society, 52, 675–684.
home care agency, and hospice. Some authors dif-Naylor, M. D., Hirschman, K. B., Bowles, K. H., Bixby,
ferentiate subacute care from transitional care (Mi-M. B., Konick-McMahan, J., & Stephens, C. (2007).

Care coordination for cognitively impaired older cheletti & Shlala, 1995; Robinson, Mead, & Bos-
adults and their caregivers. Home Health Care Ser- well, 1995; Stahl, 1994); others use the terms inter-
vices Quarterly, 26(4), 57–78. changeably (Ellis & Mendlen, 1995; Heller & Wal-

ton, 1995; Hyatt, 1995). Those who do differentiate
view subacute care as a unit or component of inpa-
tient care in an acute care hospital, skilled nursing

9.2 TRANSITIONAL facility, or freestanding medical or rehabilitation
ENVIRONMENTS center. Transitional services ideally end with nor-

mal functioning and recovery, functional indepen-
DOROTHY BROOTEN

dence, or stabilization of the patient’s condition
MARY DUFFIN NAYLOR

(Brooten, 1993).
The number of transitional care services has

Abstract increased exponentially during the past 15 years in
response to changes in the delivery of health care

The science supporting environments that services—mainly the shortening of hospital dura-
provide transitional care and that optimize tion of stay and the increase in acuity levels of
out-comes is sparse and relatively recent. Al- patients cared for at sites other than hospitals. One
though some empirical data are available, indicator of the growth of transitional care services
much of the reported literature is anecdotal, is the increase in the number of home care agencies
descriptive, and lacks reported outcomes. from approximately 1,100 in 1963 to 17,561 in
This chapter (a) defines transitional environ- 1995 (National Association for Home Care
ments and the research issues that have [NAHC], 1995). In evaluating transitional care ser-
arisen in the literature on transitional care, vices that optimize patient outcomes, issues affect-
(b) describes the major current and emerging ing research include determination of the nature
models of transitional care reported in the and necessary duration of the service, the profile
literature, and (c) summarizes gaps in the of patients who require the service, the type and
current science in this area and offers recom- level of providers needed, and the costs for the

services.mendations for future research.
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Determining the Nature and Necessary or group of patients. However, data indicating the
most effective and cost-efficient end point for re-Duration of Services
ceipt of these services for specific patient groups
or subgroups are not available. In today’s era ofFeatures of transitional care include discharge plan-
health care cost containment, transitional care ser-ning from one site of care to another, coordination
vices end with as much home care or service asof postdischarge services at the new site of care,
is reimbursable.provision of short-term in-home services, and con-

tinued health care follow-up. The most important
features of transitional care services are continuity
of care across sites, communication of the plan of Determining Which Patients
care among the providers, and matching patient Require Transitional Care Services
needs and the knowledge and skills of the care
providers (Brooten, 1993). There is general agreement (nonempirically based)

Transitional care services most often begin that vulnerable groups, such as elderly individuals,
with discharge planning from an acute care setting. technologically dependent individuals, disabled
Discharge planning should begin on the day of persons, and some high-risk infants and children,
patient admission. This is essential in this time should receive transitional care services (Berk &
of very short hospital stays and increased patient Berstein, 1985). Yet, as many researchers have
acuity, for only then can services be projected and noted, not everyone within these groups may re-
referrals made (Morrow-Howell & Proctor, 1994; quire the full complement of services or services
Naylor, 1993; Prescott, Soeken, & Griggs, 1995). over the same duration or with the same level and
However, this is an ideal. Currently, discharge plan- type of provider (Brooten, 1993; Patterson, Leo-
ning is fragmented (Haddock, 1991; Prescott et al., nard, & Titus, 1992).
1995; Roe-Prior, Watts, & Burke, 1994). Often, Research in providing early hospital discharge
discharge planning is conducted using protocols and advanced practice nurse (APN) transitional care
developed for use across all patient groups, with services to women with unplanned cesarean births
little or no modification to meet the needs of spe- showed that women who experienced infections
cific patient groups (Naylor, 1993). In addition, required an average of 40 more minutes during
there is institutional variability in the criteria used to home visits and 20 more minutes during hospital
determine which patients receive more than cursory admission than women without infections. How-
discharge planning and follow-up services (Prescott ever, many women without infections also con-
et al., 1995; Winograd, 1990). There is also institu- sumed much APN time during home visits and
tional variability in the preparation and expertise during telephone follow-up. This time was used
of the persons conducting the discharge planning to teach infant care and parenting and to making
(Anderson & Helms, 1993; Findeis, 1994; Naylor, referrals to community resources (Brooten, Knapp,
1990; Prescott et al., 1995; Roe-Prior et al., 1994; et al., 1996).
Winograd, 1990). One panel of experts in the care Data suggest that not all elders admitted to the
of elderly individuals rated the quality of current hospital are at risk for poor postdischarge outcomes.
planning for care after discharge as very poor. A Many elders and their families who receive effec-
study of more than 900 Medicare-certified hospitals tive preparation while in the hospital do well after
revealed that only 9% of elderly patients were dis- discharge and do not require transitional care ser-
charged with plans for further care, and, of that 9%, vices. Naylor (1990) and Neidlinger, Scroggins,
only half actually received the care (U.S. General and Kennedy (1987) have shown this. Research
Accounting Office [GAO], 1987). findings have helped to identify those patients who

The duration of transitional care services will require transitional care services. The group
includes elders with major mental and functionalshould vary with the specific needs of the patient
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deficits, those without family or friends able or lived alone were visited by a discharge planner;
however, only 40% of those who lived with some-willing to help them, and those with complex medi-

cal problems (Naylor, 1993). one else received a similar visit. One of the patients
not visited was an 89-year-old woman who accu-Decisions regarding which patients should re-

ceive transitional services are based on patient func- rately reported that she lived with someone—her
91- and 93-year-old sisters, who were not capabletional ability, presence of available caretakers at

home, ethnicity, geography, age, sociodemograph- of providing postdischarge care.
Duration of acute care stay may also determineics, history of hospital admissions, and dependence

on technology (Bakewell-Sachs & Porth, 1995; who receives transitional care services. Shorter du-
rations of acute care stays may result in the staff‘sCorrigan & Martin, 1992; Gilmartin, 1994; Helb-

erg, 1994; Prescott et al., 1995). The decision that having insufficient time to identify patients who
would benefit from transitional care services (Magi-a patient requires discharge planning and follow-up

services is often based on patient ability to perform lvy & Lakomy, 1991). Shorter duration acute care
stays may also prevent staff from adequately pre-activities of daily living (Branch et al., 1988; Cox

et al., 1990; Helberg, 1994; Kemper, 1992). How- paring the patient and the family for postdischarge
treatment. Several investigators have suggestedever, no uniform method exists to evaluate patient

functional ability during hospital admission. links between readmissions to acute care hospitals
with lack of adherence to therapeutic regimens be-Reed, Pearlman, and Buchner (1991) reported

that the only two measures of functional ability cause of inadequate patient education before dis-
charge (Ghali, Kadakia, Cooper, & Ferlinz, 1988;consistently recorded on the medical record were

ability to ambulate and orientation. In a study of Vinson, Rich, Sperry, Shah, & McNamara, 1990).
Even when discharge teaching has been provided,737 elderly patients discharged from 15 Illinois

hospitals, Jones, Densen, and Brown (1989) found patients may be too anxious to absorb the informa-
tion or the quantity of information is too over-that 63% of elders with an identified deficit in one

or more activities of daily living at the time of whelming to be absorbed at one time (O’Brien &
McCluskey-Fawcett, 1993). Ethnicity also was ahospital discharge did not receive a referral for

home services, and, of these patients, 60% reported factor in who received which type of transitional
services. Falcone, Bolda, and Leak (1991) reportedthat no one at the hospital asked them how they

would be able to manage after discharge. Prescott that elderly Black patients were more likely to face
a delay in hospital-to-nursing home placement thanet al. (1995) reported that hospital personnel were

fairly adept at identifying the most impaired pa- White patients, even after controlling for the com-
plexity of care necessary and the type of insurancetients in need of postdischarge services. However,

clinicians failed to identify a subgroup of patients coverage. The researchers suggest that the delay
may be attributable to nursing home policies ofin need of transitional care services who had less

severe functional impairment but a greater number “race matching” elders in semiprivate rooms, which
is in violation of antidiscrimination laws. Mui andof diagnoses. Clearly, functional ability, though

predictive of a patient’s need for transitional care Burnette (1994) reported that there were ethnic dif-
ferences related to the use of in-home, community-services, should not be the only criterion used to

make that determination. based, and nursing home services. They found that
White elders were more likely than Blacks or His-Presence or absence of a family member, as-

sumed to provide caretaking, also is often used to panics to use in-home and nursing home services.
In contrast, Black and Hispanic individuals weredetermine who receives follow-up transitional care

services. Living with someone frequently excludes more likely to rely on informal support networks
and community-based services. Kemper (1992)the patient from receiving essential services after

hospital discharge. The study by Furstenberg and found race to be the only important sociodemo-
graphic factor to have a large effect on the amountMezey (1987) reported that 94% of patients who
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or type of home care used. Blacks and Hispanics Determining Type and Level
of Providers of Transitional Carewere more likely than White patients to depend on

informal care, both resident and visiting, to meet
home care needs. These ethnic differences in the The providers of transitional care are as varied as
use of transitional care services may reflect varia- the programs and services (Brooten, 1993;
tions in acceptability of the services, awareness Schwartz, Blumenfield, & Perlman Simon, 1990),
of availability of the services, and differences in and there is disagreement about who should provide
accessibility because of economic or geographic the care (Kornowski, 1995; Rich, 1995; Roselle &
reasons. D’Amico, 1990). The work of Brooten (Brooten et

As with other health care services, communi- al., 1994; Brooten et al., 1986; Brooten et al., 1995),
cation among providers of the service is an im- Naylor (1994), and others (Thurber & DiGiamar-
portant factor in who receives adequate transitional ino, 1992; York et al., 1997) using APNs to provide
care services. A study that evaluated the adequacy transitional care for high-risk groups has consis-
of communication between a hospital’s discharge tently shown improved patient outcomes, with re-
planners and home health agencies found that pa- duced health care costs for the patient groups fol-
tient records contained only slightly more than half lowed up. Nurses specialize at the masters level;
the information necessary to ensure continuity of therefore, use of a masters-prepared nurse specialist
patient care (Anderson & Helms, 1993). Signifi- assumes that the nurse has advanced knowledge
cantly more patient data were communicated to and skill in the care of the specific patient groups
the receiving agency when patient information was followed up, an assumption that cannot be made
collected by a liaison nurse employed by the home of a nurse generalist. Using a masters-prepared
care agency. The results of the study indicate that, nurse also avoids the great variability in preparation
even when discharge planning occurs, essential in- (diploma, associate degree [AD], bachelor of sci-
formation may not be relayed to the providers of ence in nursing [BSN]) of the nurse generalist.
the next level of service and this may have a nega- Masters-prepared nurse specialists with advanced
tive effect on patient outcomes. Similar findings knowledge and skills can function under general
were reported by others (Harrington, Lynch, & protocols, with less-detailed instructions for proce-
Newcomer, 1993; Hazlett, 1989; Meara, Wood, dures and protocols and direct supervision than do
Wilson, & Hart, 1992; Patterson et al., 1992; Wil- personnel with less educational preparation. Fi-
liams, Greenwell, & Groom, 1992). nally, the average annual national salaries of mas-

The type of health institution, insurer, and the ters-prepared nurses in nonadministrative roles is
patient’s distance from care sites also influence only approximately $5,500 higher than that of a
which patients receive transitional care. In a na- registered nurse (American Nurses Association,

1994). When this cost is divided among the numbertional study designed to document the types and
quantity of transitional care provided by psychiatric of patients followed up, the added cost is negligible.

Whether masters-prepared nurse specialists are nec-hospitals, Dorwart and Hoover (1994) reported that
the provision of transitional care was inadequate essary for all patient populations has yet to be evalu-

ated (Brooten et al., 1995).and uneven. Urban psychiatric hospitals with resi-
dency programs were more likely than general hos- Patterson et al. (1992) reported that home care

provided by professional nurses decreased the nega-pitals to provide aftercare services and to use case
management to ensure continuity of care. Others tive psychosocial effect on parents caring for medi-

cally fragile children at home, especially as thereported that, even when a service was available
locally, insurers might dictate that care be received number of nursing hours increased. In this study,

care by a home health aide was associated with aat a distant site and restrict access to certain provid-
ers and services (Fox, Wicks, & Newacheck, 1993; greater negative psychosocial affect on the family.

Improved patient outcomes from home care pro-Harrington et al., 1993).
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vided by RNs have also been reported by Hazlett Which Costs Can Be Collected
(1989) with ventilator-dependent children, by
McCorkle et al. (1994) with oncology patients, and Estimation of true costs of health care resources
by Bull (1994) with elders. consumed in transitional care is problematic. In

some studies, charges are used as reasonably goodMany authors (Katz, 1993; Landefeld, Palmer,
proxies for resource costs. However, the health careKresevic, Fortinsky, & Kowal, 1995; Rich, 1995;
market shows severe distortions, such that, chargesSivak, Cordasco, & Gipson, 1983; Wong, 1991)
for services often have little relationship to resourcehave advocated a multidisciplinary model to imple-
costs. Various mechanisms have been used in stud-ment discharge planning and ensure the successful
ies to improve the validity of estimates of healthtransition of patients from one level of care to an-
care resource costs, including: cost–to–charge ra-other. However, this model is not routinely used in
tios (subject to accounting artifacts and problemsmost institutions because of cost. The diversity of
of aggregation); time and motion studies (limitedindividuals providing transitional care ranges from
by high cost of collecting information, samplingindividuals with little health care training to mas-
error, and generalizability of results); and cost esti-ters-prepared nurses and includes a variety of pro-
mates derived from managed care payments, whichviders who offer specialized services, such as respi-
often consider only payer costs.ratory therapy, physical therapy, occupational ther-

A major issue in attempting to cost out transi-apy, and social work services. Transitional care is
tional care is what should be included in calculatingmost successful using a multidisciplinary approach
the cost and whether the investigators were able tofrom the hospital to the many community agencies
cost out all the factors that should be included.and resources needed by the patient and family.
Items commonly included in calculating costs in-However, a member of the multidisciplinary team
clude personnel time (salary and benefits), adminis-must coordinate the care.
trative costs, supplies, and indirect costs (space,
heat, electricity). Costs for personnel time are often
measured based on actual or average salary and

Determining Costs for
fringe benefits for the personnel plus time involved

Transitional Care Services for the task. This approach may work well when a
single person can be identified with tasks or similar

Managed care and capitated reimbursement have types and levels of patient need. However, when a
changed the system of delivery of care, the focus of number of types and levels of staff are involved
care, and the window of opportunity for evaluating (such as in transitional care), cost allocation and
patient outcomes and costs. Evaluating cost and association with specific outcomes becomes more
outcome in one setting (e.g., hospital or home) difficult.
provides one snapshot but does not capture outcome Charge data have been commonly used in
and cost over a period of transitional care or over studies as a proxy for the costs of hospital and
a period of insured care. In addition, cost and out- physician care (Carey, 1996). Charges for hospital
come data that are focused on one site of care do stay and physician services are obtained from pa-
not capture cumulative effects of system changes, tient bills, acquired either through the hospital or
such as those resulting from shortened hospital stay; agency or from patients themselves. In today’s cost-
on cost and outcomes in other sites of care; or on cutting environment, many hospitals and agencies
the family unit. The issues in collecting valid and have become very resistant to providing patient
meaningful data on cost across sites of care include bills, making the cost estimates for comparing types
which costs can be collected, whether the costs can of transitional services difficult. Although charges
be collected across all sites of care, and who is are not the same as costs, they can serve as a reason-

able proxy. Use of charge information is adequateresponsible for absorbing these costs.
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to uncover relative changes in cost-in studies. based on national providers (e.g., Medicare) pro-
vide an enhanced level of generalizability for com-Given the use of sensitivity analysis, this approach

can provide adequate information to generate useful paring study results. In today’s era of health care
cost containment, comparisons of the most efficientcomparisons of study results.

The limitations of using charges as a proxy and cost-effective transitional care services are es-
pecially difficult given the differences in cost-ac-for costs should be acknowledged in studies on

transitional care that use this method. Charges in- counting methods in documenting health care costs
across sites of care.clude fixed and variable costs. Fixed costs may

not decrease as output is reduced. Furthermore, Finally, any evaluation of cost for transitional
care must include evaluation of the shift in costmethods of cost allocation may not accurately as-

sign costs to the patients who consumed specific burden from hospitals and insurers to patients and
families. As duration of hospital stay has decreased,resources.

“Microcosting,” a method considered superior costs for care normally incurred by hospitals have
shifted to the family unit. Nonreimbursable coststo the use of charge information, has been used in

a few studies that compared transitional services. for supplies and caregiver time and loss of employ-
ment and leisure time are costs that should be docu-In this approach, specific data collection is under-

taken for every element of resource consumed. Mi- mented and compared. Documented costs of home
care include an increase in the charges on utilitycrocosting has been successfully used in clinical

situations that are very narrow and limited in scope bills in homes with ventilator-dependent children,
insufficient funds for home care services, loss of(such as the study of the administration of one

particular drug); however, it is less feasible for employment, and an increased occurrence of physi-
cal illnesses in family caretakers (Hazlett, 1989;studies that include the costs of an entire hospital

stay. The many aspects of cost that should be evalu- Sevick et al. 1992).
Although the costs for transitional services areated make such studies prohibitive, given most hos-

pital cost-accounting systems and the resources calculated in some studies, indirect costs, such as
prevention of hospital readmission, acute care vis-required.
its, decreased employment, and burden on familyResource units, or health service resource use,
caregivers, are less well documented. These datais another approach to measure costs in studies of
are important in evaluating the overall cost benefittransitional care services. Here, all major health
or cost-effectiveness of transitional care services.care resources consumed are collected and the vari-

ous resource units are converted to estimates of
costs (Horn et al., 1996). Resources consumed in-
clude the number of hospital admissions (duration Models of Transitional Care
of stay and unit within the hospital), physician ser-
vices, nursing services, allied professional services, Home Health Care
ancillary services, postdischarge nursing services,
and vendor services. Costs are then summarized The fastest growing site of transitional care services
overall and by type of service and component. This is home health care. Several types of agencies pro-
approach allows evaluation of the effect of an inter- vide home services: public agencies (operated by
vention—for example, on total costs—and provides the state or local government); private not-for-profit
insight into how and where cost savings may be agencies (freestanding and privately operated); pro-
achieved. prietary agencies (freestanding and operated for

Allowable insurer costs (the allowable cost on profit); hospital-based agencies; and dedicated units
which payments by insurer and patient are calcu- or departments operated by a hospital. In the past,
lated) are often used as proxies for costs to convert public health agencies were the major providers of

home care. Since the revision of the Medicare homeresource use to estimates of costs. Allowable costs
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payment law in 1987, hospital-based and proprie- services to maintain good patient outcomes while
insurers are reimbursing for fewer servicestary agencies have supplanted public health agen-
(Brooten, 1995). To provide service to a more high-cies (NAHC, 1995) as the largest providers of
risk group of patients, agencies have been providingthis service.
continuing education for their nurses, using mas-Expansion in home care is also a result of
ters-prepared clinical nurse specialists and nursecost-containment efforts to substitute home health
practitioners with advanced practice skills as con-care for acute care stays. With fewer acute care
sultants (Zelle, 1995) or, in agencies with sufficientbeds occupied, hospitals have entered the home
caseloads, hiring APNs to provide direct care incare field to provide a safety net for their patients
the home. Attempts to improve continuity of careand as another source of revenue (Keenan & Fanale,
to high-risk groups have included predischarge hos-1989; Stahl, 1995b). Some authors note differences
pital visits to patients by a community nurse andin the patient population and the services provided
having a community liaison nurse on site in thebased on the type of home care agency. Public
hospital (Dawson, 1994). Some agencies now pro-agencies are more likely to serve Medicare patients
vide 7-days-a-week 24-hour-a-day nurse coverageor the indigent. Proprietary agencies are more likely
and expanded use of ancillary personnel, includingto serve the relatively well-insured. Hospital-based
homemaker–home health aides.agencies substitute home care for inpatient days

(Williams, 1991).
Hospital Home Care Services
and HMO Follow-Up ServicesHome Health Care From

Community Nursing Services As reimbursed length of stay for even high-risk
patients decreases, hospitals’ need for improved

Community or public health nurses have histori- discharge planning and postdischarge home care
cally provided home follow-up care to high-risk services for these groups increases. Documented
patients with complex health needs. Their services discharge planning is mandatory for hospitals, and
are well known and accepted by the general public many have hired discharge planners to facilitate
and health care providers. Nurses working within earlier discharge. Some hospitals contract with
the community are also familiar with community community nursing services or independent home
resources, health care needs, and the values and care agencies to provide home care services for
culture of the community residents. Unfortunately, high-risk patients. An increasing number of hospi-
over the past 10 to 15 years, budget reductions of tals are establishing home care services. In some
community nursing services have virtually elimi- instances, this home care is provided by hospital
nated home follow-up services to many patient nursing staff from units on which bed occupancy
groups. Programs focused on prevention and well- has decreased, thus reducing the number of nursing
child care, for example, were curtailed to provide staff needed on the units. As Dahlberg and Kolor-
services to more acutely ill patients, mainly elders, outis (1994) note, one of the greatest advantages
now discharged to home earlier and still recovering of a hospital-based program is the internal availabil-
(Bull, 1994; NAHC, 1995). More recently, services ity of knowledgeable and skilled nursing staff. Phy-
for less stable, more acutely ill newborns and preg- sicians are more likely to refer patients to a program
nant and women newly delivered of a newborn that is staffed with nurses they know and trust from
have been added (NAHC, 1995). the hospital setting (Dahlberg & Koloroutis, 1994).

The challenges for community nursing ser- In other hospitals, home care services are provided
vices include updating the specialty knowledge and by a nursing staff hired and managed by the hospital
skills of agency nurses with a generalist prepara- home care department (Brooten, 1995).
tion, maintaining continuity of patient care from HMOs have a clear financial incentive for dis-

charging patients early and for preventing costlythe hospital to the home, and providing sufficient
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rehospitalizations. Case managers and nurses with ists and nurse practitioners) for reasons of quality
and cost.specialty knowledge and skills are used to review

patient discharge and home care needs. Because The model was originally designed for early
discharge of patients from the hospital by replacingrealizing a profit is essential to HMOs, the HMO

approach has been one of minimal hospital duration a portion of hospital care with a comprehensive
program of transitional care delivered by APN spe-of stay and postdischarge services. The number of

visits provided, the type of nurse provider (nurse cialists whose specialty preparation matched the
patient groups they followed up. Transitional caregeneralist or specialist), and length of follow-up

vary for home follow-up services. More than the was defined as comprehensive discharge planning
developed for each specific patient group plus homeroutine allowable number of home visits may be

reimbursable for a patient; however, this must be follow-up care through the period of normally ex-
pected recovery or stabilization (Brooten et al.,negotiated between provider and insurer.
1988).

Entrepreneurial Services Using the model, patients are discharged early,
provided they meet a standard set of discharge crite-

Over the past decade, many entrepreneurial groups ria agreed on by the physician and nurse specialist.
have established services to provide home care to Criteria include physical, emotional, and informa-
patients (Eaton, 1994). Usually these groups are tional patient readiness for discharge and an envi-
not involved in discharge planning but do provide ronment supportive of convalescence at home. The
home care services on a fee-for-service or contrac- APN prepares the patient for discharge and coordi-
tual basis. The services provided may be deter- nates discharge planning with the patient, physi-
mined by the company medical advisory board or cian, hospital nursing staff, and, where appropriate,
by the contracting agency and reviewed and ap- social service staff, community resource groups,
proved by the company medical advisory board. and equipment vendors. The APN also coordinates
Nurses providing services may be full-time employ- or provides patient teaching, helps establish a time-
ees or temporary nursing staff who may or may frame for the day of discharge, coordinates plans
not have specialty preparation and skills in caring for medical follow-up, and makes referrals to com-
for the patient groups they are following up. munity agencies as needed.

After discharge, the APN specialist conducts
a series of home visits and is frequently in touchResearch Models of Transitional Services
with patients and their families by telephone. The
number and timing of home visits varies with theQuality Cost Model of Advanced
patient group being followed up. APNs were avail-Practice Nurse Transitional Care
able to patients and families by telephone from 8
a.m. to 10 p.m. Monday through Friday and fromResponding to national trends in earlier hospital
8 a.m. to noon Saturday and Sunday. After 10 p.m.discharge of vulnerable patient groups, an interdis-
on weekdays and during the afternoon on week-ciplinary model of transitional care (comprehensive
ends, patients were asked to call their private physi-discharge planning and home follow-up) delivered
cian or hospital emergency room should immediateby APN specialists was developed by Brooten et
care be needed (Brooten et al., 1988).al. in 1981 (Brooten et al., 1988; Brooten et al.,

The APNs assess and monitor the physical,1986) and has undergone further evaluation and
emotional, and functional status of the patient, pro-refinement over the past 16 years (Brooten et al.,
vide direct care as needed, assist in obtaining ser-1994; Hollingsworth, Cohen, Finkler, Rubin, &
vices or other resources available in the community,Morgan, in review; Naylor et al., 1994; Thurber &
and provide group-specific and individual teaching,DiGiamarino, 1992; York et al., 1997). The model

uses masters-prepared APNs (clinical nurse special- counseling, and support during the period of conva-
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lescence. If complications arise, the nurse specialist significantly greater number of infants immunized,
a 29% reduction in health care costs, and no mater-consults with the backup physician for a plan of
nal hospital readmissions (vs. three in the controlimmediate and most effective treatment.
group). No significant differences were found be-The model was designed to provide data on
tween the groups in regard to maternal affect, self-the quality of care as reflected in patient outcomes,
esteem, and overall functional status (Brooten etcost of care, and thorough documentation of nursing
al., 1994).functions. It was developed for use with any patient

In a randomized clinical trial with pregnantpopulation, from frail infants to frail elders. It was
women with diabetes (gestational and pregesta-designed to provide data on physical and psychoso-
tional) during pregnancy, women were followed upcial patient outcomes, including mortality, morbid-
from diagnosis to 8 weeks postpartum. In the APNity (e.g., hospital readmissions, emergency room
intervention group, there were significantly fewervisits, incidence of infection), return of patients to
rehospitalizations (p < .05), fewer LBW infantsnormal activities, patient satisfaction with care, and
(8.3% vs. 29%), and 38% lower total hospitaloutcomes important to specific patient groups.
charges than in the control group. No significantThe model was also constructed to provide
differences were found between groups in regard todata reagarding the cost of transitional follow-up
outcomes of affect, self-esteem, return to function,care by APN specialists, compared with routine
satisfaction with care, and infant immunizationcare and discharge. Cost data include charges for
(York et al., 1997).initial hospital stay, hospital readmissions, and phy-

In the randomized trial of women who under-sician services, and, in an early discharge group, it
went abdominal hysterectomy, women were fol-includes the cost of the services of the APN special-
lowed up from surgery to 8 weeks after discharge.ist, as well as time lost from employment by family
In the APN intervention group, women were dis-members who assume care of the patient during
charged a mean of 12 hours earlier, were signifi-the period of early discharge (Brooten et al., 1988).
cantly more satisfied with their care, and had aUsing a randomized clinical trial, the model
savings in health care costs of 6%. The number ofwas originally tested with very-low-birth-weight
acute care visits and rehospitalizations was similar(VLBW) (< 1500 g) infants (Brooten et al., 1986).
for both groups, but the mean rehospitalizations

One group was discharged earlier from the hospital
charges for the control group were $2,153, com-

and received the APN intervention; a second group
pared with $609 for the APN-followed group (Hol-

received usual care and was discharged after the
lingsworth et al., in review).

standard time. Both groups were followed up for
In a randomized clinical trial of elders with

18 months postdischarge. Study results demon-
cardiac medical and surgical diagnosis-related

strated no significant differences in infant outcomes groups (DRGs), Naylor et al. (1994) evaluated the
(rehospitalizations, number of acute care visits, in- comprehensive discharge planning portion of the
fant growth and development) between the groups; model without the home visit component. The inter-
however, cost savings were significant in the early- vention consisted of comprehensive discharge plan-
discharge group (more than $18,000 per infant). ning conducted by the APNs, APN hospital visits,

The model was next tested with three high- and 2-week APN telephone follow-up. Study re-
volume, high-risk, or high-cost groups of women. sults showed that, in the APN intervention group,
In a randomized clinical trial, women who under- the number of readmissions was significantly re-
went unplanned cesarean deliveries were enrolled duced for subjects in medical DRGs in the first
after the birth and followed up for 8 weeks. Study 6 weeks, and postdischarge hospital readmission
results showed that women who received the APN charges were reduced 20.5%, compared with the
intervention were discharged a mean of 30.3 hours control group during this same period. There were
earlier than usual (p < .001), were significantly no statistically significant differences in other pa-

tient and family outcomes.more satisfied with their care. There was also a
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Ongoing work by Naylor et al. is testing the cess of the units has been partially attributed to a
multidisciplinary approach. Not all of these reportsfull model, incorporating the home visit component

with elders with common medical and surgical are research based.
The concept for subacute care units builds onDRGs who are at high risk for poor outcomes.

Ongoing work by Brooten et al. focuses on women the experience of transitional or step-down units,
which have existed in many institutions for years.with medically and socioeconomically high-risk

pregnancies. This effort substitutes half of prenatal Transitional units have long been established for
acutely ill newborns, cardiac patients, and so on,care normally delivered in the clinic or physician

office with prenatal care delivered in the woman’s patients who now need less acute hospital care
(Goldson, 1981; Whitby, 1983a, 1983b). Many ofhome by APNs. Pilot work by Medoff-Cooper is

evaluating the model with earlier discharge of these transitional care units have also served as
sites where family members are taught postdis-smaller, more vulnerable infants than those in-

volved in the original work. charge care of patients and as a point of postdis-
charge contact for patients and family members
with questions and concerns. These services can
facilitate home management of patients rather thanSubacute Care Units
transfer to other institutional facilities (MacLeod &
Head, 1994).Another rapidly growing transitional care setting is

the subacute care unit (Stahl, 1994, 1995a). These
units are designed to meet the needs of medically

Integrated Health Care Systemsstable patients who no longer require acute care
services but whose needs for licensed skilled nurs-
ing care exceed the abilities of skilled nursing facili- Managed care has fueled the formation of integrated

health care delivery systems that provide all levelsties or nursing homes (Micheletti & Shlala, 1995;
Stahl, 1994; Walsh, 1995). Patients referred to sub- of service delivery, from acute care to home care,

skilled nursing facilities, nursing homes, outpatientacute care units include those who are technology
dependent, those who require frequent respiratory clinics, durable medical suppliers, and subacute

care units (Heller & Walton, 1995; Stahl, 1995b).or physical therapy, and those with complex nurs-
ing needs. These systems provide “one-stop shopping” for

managed care organizations. Theoretically, inte-To serve these patients, hospital beds are being
converted to subacute beds, free-standing subacute grated systems provide continuity of care for pa-

tients by having them remain within the same healthcare hospitals are being established, and skilled
nursing facilities are adding subacute care units care delivery system (Frasca, 1986; Stahl, 1995b).

Such systems also have the potential for coordina-(Ellis & Mendlen, 1995; Micheletti & Shlala,
1995). The incentive for the establishment of these tion of health services and good communication

between care providers in the various settings. De-units is economic. Care is provided in a less expen-
sive setting, hospital beds are freed for severely ill spite the use of case management and other coordi-

nation mechanisms, much fragmentation of carepatients, and unoccupied hospital beds are con-
verted into a revenue source (Ellis & Mendlen, across systems remains (Fox, 1993; Harrington et

al., 1993).1995; Stahl, 1994).
In-hospital subacute care units have been re- Robinson et al. (1995) discussed the efforts of

one center to provide continuity of care in a verti-ported to improve patient outcomes for selected
patient populations, including the elderly (Brymer cally integrated system that included an acute care

hospital, a subacute ward, a nursing home unit,et al., 1995; Landefield et al., 1995), ill infants and
children (Goldson: 1981; Grebin & Kaplan, 1995), domiciliary care, ambulatory care, and extended

care programs, including adult day health care. Theand ventilator-dependent individuals (Gilmartin,
1994; Gracey, et al., 1995; Make, 1986). The suc- hospital hired hospital-based APNs to coordinate
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and plan care between and among the various care health care services. Consequently, the gaps in sci-
ence to support this increasingly important compo-settings. The APNs were also responsible for col-

laborating with community-based home care agen- nent of care are considerable, and many have been
identified throughout this chapter. Additional re-cies and nursing homes to which the patients were

transferred. Provider communication and consulta- search is necessary to determine the nature, inten-
sity, and length of transitional care services neededtion reportedly improved, resulting in less duplica-

tion of services by providers from different disci- to optimize patient and family outcomes; the profile
of patients who would benefit most from these ser-plines. Hospital admissions and lengths of stay

also decreased. vices; and the type and level of providers needed to
deliver these services and the costs of the services.
Continued study of models of transitional care is

Nurse Case Management also necessary to determine which of these models
achieves the highest quality, most cost-effective

Case management by nurses to coordinate the deliv-
outcomes.

ery of care to patients across settings may be an
Research findings suggest that the core com-

effective method of reducing fragmentation and im-
ponents of transitional care for patients discharged

proving patient and cost of care outcomes. One
from the hospital to home are comprehensive dis-

model of nurse case management was developed at
charge planning and home follow-up. Furthermore,

Carondelet St. Mary’s Hospital and Health Center,
study findings suggest that, for selected patient

Tucson, Arizona, to assist high-risk elderly patients
groups (or subgroups), discharge planning and

in managing their health care and accessing needed
home care protocols designed to meet their unique

services in a timely and effective manner (Lamb,
needs are more effective than the general protocols

1992). The professional nurse case manager
designed for all patients that are used by many

(PNCM) is at the hub of the nursing network, the
hospitals and home care agencies. Targeted proto-

integrated system of nursing care at Carondelet St.
cols should be derived from empirical data regard-

Mary’s (Ethridge & Lamb, 1989). Network compo-
ing the unique needs of specific patient groups and

nents include acute care inpatient services, ex-
their caregivers after hospital discharge. Transi-

tended care or long-term care services, home care
tional care protocols should be based on an empiri-

services, hospice, and ambulatory care services.
cal understanding of the nature of the patients’ and

The PNCMs work with clients across acute and
caregivers’ needs (e.g., lack of knowledge, com-

long-term care settings and in the home (Lamb,
plexity of therapeutic regimen); the strengths (e.g.,

1992) and are responsible for facilitating patient
supportive family) or barriers (e.g., language) to

movement through the components of the nursing
meeting needs; the timing of needs (e.g., 24 hours

network (Etheridge & Lamb, 1989).
after discharge); the most cost-effective strategy to

Research conducted with Carondelet St.
meet needs (e.g., telephone contact vs. home visit);

Mary’s clients revealed that elders who worked
and the length of follow-up needed. Unfortunately,

with a PNCM had greater confidence in self-care,
for many patient groups, this research base is lim-

experienced improved symptom management, and
ited. For these patient groups, research efforts

used hospital and emergency room services less
should be focused first on identifying patient and

frequently (Lamb, 1992). Analysis of cost data re-
caregiver needs and subsequently on the design and

vealed that nurse case management also resulted in
testing of interventions to meet these unique needs.

decreased length of stay (Etheridge & Lamb, 1989).
Rigorous testing of transitional care protocols

is necessary not only to determine the efficacy of
the protocols, but also to determine which patientGaps and Recommendations
groups (or subgroups) will benefit the most from
these services. As noted previously, evidence sug-As noted previously, transitional environments are

a relatively new dimension in the continuum of gests that not all patient groups (or subgroups) re-
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quire transitional care services to achieve stabiliza- coordinating transitional care services and provid-
ing continuity of care for patients and their caregiv-tion or functional recovery. An important scientific

gap is the profile of patients who are at high risk ers. Study findings would also advance understand-
ing about effective ways to engage a multidiscipli-for poor outcomes and for whom transitional care

is essential. What is the constellation of sociodemo- nary team of providers in transitional care services.
Finally, the knowledge generated from this researchgraphic, clinical, and health care system factors

that contribute to these poor outcomes? Equally would help improve the processes of care that data
suggest are important to positive patient outcomes:important is the need to identify patients who are

at low risk for poor outcomes and who do not assessing, communicating, clinical decision mak-
ing, teaching, collaborating, referring, monitoring,require transitional care services. Researchers have

only begun to address these knowledge gaps. The and evaluating.
A number of methodological issues must bedesign and testing of profiling techniques to assess

the relative risk of patients for positive and negative considered as part of the recommended research
agenda for transitional care services. For example,outcomes after a major change in health status (e.g.,

pregnancy or an episode of illness) is essential to which outcomes are important to evaluate in mea-
suring the effectiveness of transitional services?advance the knowledge base related to transi-

tional care. When and for how long should they be measured?
The methodological issues related to the measure-Transitional care services have only recently

been incorporated into the health care system; there- ment of costs were explored previously in this chap-
ter. Because of the nature and durations of thefore, it is not surprising that little research has been

conducted on the issue of access to these services. service, transitional care provides a unique opportu-
nity to evaluate the contributions of different pro-As noted previously, some evidence suggests that

level of awareness about services, race, culture, viders (i.e., processes of care) to patient and family
outcomes. Brooten et al. are taking advantage ofethnicity, economics, and geography may influence

use of such services. Research is necessary to iden- this opportunity by evaluating the relationship be-
tween APN functions and patient outcomes in thetify factors that promote access and serve as barriers
delivery of transitional care services to five differ-to transitional care. The relatively rich information
ent patient groups.base about factors influencing access to primary

Transitional care is emerging as a critical com-care services should be used to advance this im-
ponent of the U. S. health care system. At this stageportant component of the transitional care re-
in its evolution, opportunities abound for significantsearch agenda.
research contributions spearheaded by nurse schol-A number of approaches have emerged to
ars in advancing the knowledge base related to theguide the delivery of transitional care services.
needs of patients and caregivers during this phaseHowever, only a few are research models of transi-
of care and in the design and evaluation of clinicaltional care. There is a need for additional evaluation
interventions and models of care to optimize out-of models of transitional care, with particular atten-
comes while decreasing costs of care.tion to their effectiveness in responding to contin-

ued pressures within the health care system to fur-
ther decrease lengths of stay and prevent the use
of more costly health services, such as hospitals.
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Feetham, & J. L. F. Shaver (Eds.), Handbook of clinical nursing only short-term improvements were demon-
research (pp. 641–653). Thousand Oaks, CA: Sage Publica-

strated in overall quality of life (12 weeks, ptions, Inc.
< .05), physical dimension of quality of life
(2 weeks, p < .01; 12 weeks, p < .05) and
patient satisfaction (assessed at 2 and 6

9.3 TRANSITIONAL CARE weeks, p < .001). Conclusion: A comprehen-
OF OLDER ADULTS sive transitional care intervention for elders
HOSPITALIZED WITH HEART hospitalized with heart failure increased the
FAILURE: A RANDOMIZED, length of time between hospital discharge and
CONTROLLED TRIAL readmission or death, reduced total number

of rehospitalizations, and decreased healthMARY D. NAYLOR
care costs, thus demonstrating great promiseDOROTHY A. BROOTEN
for improving clinical and economic out-ROBERTA L. CAMPBELL
comes.GREG MAISLIN

KATHLEEN M. MCCAULEY

J. SANFORD SCHWARTZ
A growing body of science suggests that older
adults coping with multiple comorbid conditionsAbstract
and complex therapeutic regimens are particularly
vulnerable during the transition from hospital toObjectives: To examine the effectiveness of
home. A review of 94 studies reported betweena transitional care intervention delivered by
1985 and 2001 revealed that the transition of olderadvanced practice nurses (APNs) to elders
adults from hospital to home is associated with highhospitalized with heart failure. Design: Ran-
rates of preventable poor postdischarge outcomes.1domized, controlled trial with follow-up
Individual factors contributing to negative out-through 52 weeks postindex hospital dis-
comes include multiple comorbid conditions, func-charge. Setting: Six Philadelphia academic
tional deficits, cognitive impairment, emotionaland community hospitals. Participants: Two
problems, and poor general health behaviors. Sys-hundred thirty-nine eligible patients were
tem factors associated with poor outcomes includeaged 65 and older and hospitalized with heart
breakdown in communication between providersfailure. Intervention: A 3-month APN-di-
and across health care agencies, inadequate patientrected discharge planning and home follow-
and caregiver education, poor continuity of care,up protocol. Measurements: Time to first re-
and limited access to services. As a result, at leasthospitalization or death, number of rehospi-
one third of all patients and caregivers report sub-talizations, quality of life, functional status,
stantial unmet needs and high levels of dissatisfac-costs, and satisfaction with care. Results:
tion. Rehospitalization rates for these patients areMean age of patients (control n = 121; inter-
high, with one quarter to one third of hospital read-vention n = 118) enrolled was 76; 43% were
missions considered preventable.2,3male, and 36% were African American. Time

Elders with heart failure have the highest re-to first readmission or death was longer in
hospitalization rate of all adult patient groups, withintervention patients (log rank 2 = 5.0, p =
estimated annual total direct health care expendi-.026; Cox regression incidence density ratio
tures exceeding $24.3 billion.4 This patient group= 1.65, 95% confidence interval = 1.13–2.40).
is representative of the growing segment of theAt 52 weeks, intervention group patients had
U. S. population living longer with chronic healthfewer readmissions (104 vs. 162, p = .047)
problems and experiencing breakdowns in care dur-and lower mean total costs ($7,636 vs.

$12,481, p = .002). For intervention patients, ing multiple transitions from hospital to home that
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negatively affect quality of life and consume sub- failure on time to first readmission or death, total
rehospitalizations, readmissions owing to heart fail-stantial health care resources. Similar to most

chronically ill elders, these patients typically have ure and comorbid conditions, quality of life, func-
tional status, patient satisfaction, and medical costs.multiple comorbid medical conditions, numerous

disabling symptoms, complex medication regi- This study presents, on a spectrum of clinical and
economic outcomes, the first multisite assessmentmens, and limited self-management skills.5 Comor-

bidity contributes substantially to increased rehos- of a transitional care intervention targeting the com-
prehensive set of serious health problems and riskpitalization rates and health care costs for elders

with heart failure.6–8 Therefore, attention to the com- factors common in elders throughout an acute epi-
sode of heart failure.prehensive care management needs of this patient

group has the potential to reduce total health care
costs.

MethodsAlthough reports of randomized, controlled
trials (RCTs) have yielded important information

Study Sampleregarding the management of adults hospitalized
for heart failure,9–12 little is known about the effec-

The study was conducted at six Philadelphia aca-
tiveness of care management strategies for elders

demic and community hospitals. All patients 65
experiencing an acute episode of heart failure com-

years of age and older admitted to study hospitals
plicated by multiple other chronic health condi-

from their homes between February 1997 and Janu-
tions. Only two single-site RCTs have tested multi-

ary 2001 with a diagnosis of heart failure (diagno-
disciplinary, nurse-directed, home-based interven-

sis-related group 127 validated at discharge) were
tions specifically targeting hospitalized older adults

screened for participation. Eligible patients had to
(aged 65 years) and including patients with diastolic

speak English, be alert and oriented, be reachable
failure (approximately 50% of elders) and coexist-

by telephone after discharge, and reside within a
ing chronic conditions (which account for approxi-

60-mile radius of the admitting hospital. Elders
mately 40% of rehospitalizations of older pa-

with end-stage renal disease were excluded because
tients).13,14 Both studies showed only short-term re-

of their access to unique Medicare services. Of 641
ductions in rehospitalizations resulting from heart

patients screened, 37.3% were enrolled, a percent-
failure and no effect on readmissions owing to com- age comparing favorably with RCTs involving a
orbid conditions. Evidence suggests that a multidi- similar population.14,15 Enrollees (n = 239) and non-
mensional, individualized approach that targets pa- enrollees (n = 402) were similar in regard to mean
tients and their caregivers and emphasizes the needs age (76 vs. 77 years, p = .089), race (64% vs. 69%
associated with acute heart failure and coexisting White, p = .20) and gender (57% vs. 59% female,
conditions is the most clinically relevant and poten- p = .804). The primary reasons for nonenrollment
tially effective intervention. Given the established were residency outside the defined service area ra-
association between breakdown in care during the dius; patient discharge before consent could be ob-
transition from hospital to home and poor postdis- tained; and patient or family member refusal, most
charge outcomes, such an intervention must con- often because of an established relationship with a
tinue through the postdischarge period to ensure home health agency.
longer term improvements in patient and care-
giver outcomes. Study Design

The objective of this RCT was to evaluate
the sustained effect of a 3-month comprehensive The University of Pennsylvania institutional review
transitional care intervention (discharge planning board approved the study protocol. After screening
and home follow-up) directed by advanced practice patients within 24 hours of hospital admission for

eligibility and obtaining informed consent, researchnurses (APNs) for elders hospitalized with heart
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assistants (RAs) blind to study aims and groups ment of heart failure) to prepare APNs to address
the unique needs of older adults and their care-obtained baseline sociodemographic and health sta-

tus data and notified the project manager, who as- givers throughout an acute episode of heart
failuresigned patients to study groups using a computer-

generated, institution-specific block 1 to 1 random- 2. Use of care management strategies foundational
to the quality–cost model of APN transitionalization algorithm.
care,16,17 including identification of patient and

Control Group caregiver goals, individualized plans of care de-
veloped and implemented by APNs in collabora-

Control group patients received care routine for tion with patient physicians, educational and be-
the admitting hospital, including site-specific heart havioral strategies to address patient and care-
failure patient management and discharge planning giver learning needs, and continuity of care and
critical paths and, if referred, standard home agency care coordination across settings and the use
care consisting of comprehensive skilled home of expert nurses to deliver and manage clinical
health services 7 days a week. Standards of care services to high-risk patient groups
for all study hospitals include institutional policies 3. APN implementation of an evidence-based pro-
to guide, document, and evaluate discharge plan- tocol, guided by national heart failure guide-
ning. The discharge planning process across hospi- lines18,19 and designed specifically for this patient
tal sites was similar. The attending physician was group and their caregivers with a unique focus
responsible for determining the discharge date, and on comprehensive management of needs and
the primary nurse, discharge planner, and physician therapies associated with an acute episode of
collaborated in the design and implementation of heart failure complicated by multiple comor-
the discharge plan. Standards and processes of care bid conditions.
for the primary home care sites were also similar. The protocol consisted of an initial APN visit
These included use of liaison nurses to facilitate within 24 hours of index hospital admission, APN
referrals to home care; availability of comprehen- visits at least daily during the index hospitalization,
sive, intermittent skilled home care services in pa- at least eight APN home visits (one within 24 hours
tient residences 7 days per week; and on-call regis- of discharge), weekly visits during the first month
tered nurse availability 24 hours per day. Fifty- (with one of these visits coinciding with the initial
eight percent (71/121) of the control group received follow-up visit to the patient physician), bimonthly
referrals for skilled nursing or physical therapy after visits during the second and third months, addi-
the index hospital discharge. tional APN visits based on patient need, and APN

telephone availability 7 days per week (8 a.m. toIntervention Group
8 p.m., weekdays; 8 a.m. to noon, weekends). If a
patient was rehospitalized for any reason duringIn collaboration with patient physicians, three
the intervention period, the APN resumed dailyAPNs implemented an intervention extending from
hospital visits to facilitate the transition from hospi-index hospital admission through 3 months after
tal to home, but the length of time devoted to thethe index hospital discharge. The intervention in-
intervention for such patients did not extend beyondcluded all of the following components:
3 months postdischarge from index hospital. Al-
though the study protocol guided patient manage-1. A standardized orientation and training program
ment and specified a minimum number of APNguided by a multidisciplinary team of heart fail-
hospital and home visits, it allowed the APN con-ure experts (composed of a geropsychiatric clini-
siderable flexibility to individualize care.cal nurse specialist, a pharmacist, a nutritionist, a

Masters-prepared nurses with general exper-social worker, a physical therapist, and a board-
certified cardiologist specializing in the treat- tise in the management of conditions common in
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older adults were recruited. Their knowledge and to provide input to the nursing staff regarding the
discharge needs of patients and caregivers, thusskills in the management of elders with heart failure

were assessed. The APNs participated in a 2-month maximizing the time staff nurses devoted to these
areas. APNs worked with discharge planners toorientation and training program focused on devel-

oping their competencies related to early recogni- prevent duplication of postdischarge services and
coordinate the ordering of essential medicaltion and treatment of acute episodes of heart failure

in elders, with particular attention to how it compli- supplies.
After patients were discharged to home, APNscates and is complicated by common comorbid con-

ditions, such as diabetes mellitus or depression. conducted targeted assessments to identify changes
in patient health status. APN involvement through-Content and clinical experiences included review

of relevant evidence-based guidelines, case study out the transition from hospital to home provided
a safety net designed to prevent medication anddiscussions led by multidisciplinary team members,

and participation in clinical rounds. Particular atten- other medical errors and ensure accurate transfer
of information. As a result of advanced physicaltion was paid to educating APNs regarding optimal

therapeutic management (e.g., medications, exer- assessment skills, including expertise in evaluating
responses to therapy, APNs were able to identifycise). The training program emphasized application

of educational and behavioral strategies in the home early signs of problems, such as impending volume
overload, and, in collaboration with patient physi-to address patient and caregiver unique learning

needs. Finally, APNs were prepared to implement cians, implement strategies to prevent the onset
of symptoms or to minimize their effects. Unlessthe study protocol using the constellation of care

management strategies identified previously herein. working under specific guidelines unique to a treat-
ing physician, APNs collaborated with each pa-After patient enrollment began, APNs had access

to multidisciplinary team members via e-mail or tient’s physician regarding adjustments in medica-
tions and other therapies.phone for consultation on the most challenging

cases. Face-to-face interactions with the patient’s
physician during hospitalization and the initial fol-After completion of the training program,

APNs assumed responsibility for discharge plan- low-up visit (aimed at promoting continuity of care)
helped to foster collaborative relationships. APNning while the patient was hospitalized and substi-

tuted for any visiting nurse services that might have expertise in management of heart failure and com-
mon comorbid conditions, coupled with the APNbeen ordered at discharge during the 3 months after

hospital discharge. During patient hospitalization, ability to coordinate care, nurtured these relation-
ships and provided patients with increased accessa comprehensive patient assessment, using valid

and reliable instruments, was conducted and ad- to symptom management tools. For example, in
collaboration with physicians, APNs were able notdressed the following: patient and caregiver goals;

nature, duration, and severity of heart failure and only to teach patients and caregivers about early
symptom recognition, but also to coach them re-comorbid conditions; physical, cognitive, and emo-

tional health status; general health behaviors and garding effective treatment, such as the use of as-
needed diuretics. Positioning patients and caregiv-skills; and availability and adequacy of social

support. ers to manage their symptoms was a goal for all
intervention group patients.A major focus of APN intervention during

hospitalization was collaboration with physicians Patient goals were the primary sources of
motivation to promote adherence to therapies andand other providers to optimize patient health status

at discharge, design the discharge plan, and arrange behavioral change. Although approaches to
achieve these goals were based on patient andfor necessary home care services. Special emphasis

was placed on preventing functional decline and caregiver identification of strategies that worked
best for them, all patient teaching was audiotaped,streamlining medication regimens. APNs were able
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with tapes and recorders left for patients and care- noses abstracted from medical records during index
hospitalization), or new health problem. Resourcegivers to review throughout the intervention pe-

riod. If applicable, videocassette recorder tapes costs were estimated using standardized Medicare
reimbursement for services used.22 The cost of thefeaturing management of common comorbid con-

ditions (e.g., diabetes mellitus) were also left with intervention, including time devoted by APNs to
the preparation of patient education materials, waspatients and caregivers to review. At the conclu-

sion of the intervention, APNs provided patients, calculated by assessing the intervention-related ef-
fort of APNs and multidisciplinary team expertscaregivers, physicians, and other providers with

summaries of goal progression, unresolved issues, (from detailed logs) and applying representative
annual salaries for APNs and individual team mem-and recommendations.
bers plus benefits. Cost of pharmaceuticals, over-
the-counter drugs, other supplies, and indirect costs
were not collected.Outcome Measures

Statistical AnalysisResearch assistants, blind to study aims and groups,
conducted standardized patient telephone inter-

The primary end point was time to first rehospital-views at 2, 6, 12, 26, and 52 weeks after index
ization or death.10,11,13 Patients alive and not hospi-hospital discharge to obtain information about re-
talized were censored at study completion (190/hospitalizations and unscheduled acute care visits
239 [79.5%]). Patients not completing follow-upto physicians, clinics, and emergency departments;
(49/239 [20.5%]) were censored at withdrawal.quality of life (assessed using the Minnesota Living
Based on previous results,14 it was estimated thatWith Heart Failure questionnaire20); and functional
102 patients per group were necessary to achievestatus (measured using the Enforced Social Depen-
80% or greater power to detect a control to interven-dency scale21). Patient satisfaction was assessed (us-
tion group hazard ratio of 1.61.23 Enrollment endeding an investigator-developed instrument) at 2 and
with 118 intervention group and 121 control group6 weeks postindex hospitalization. Prior testing of
participants, allowing for loss to follow-up, statisti-this instrument revealed that, for control patients
cal adjustment for institution, and other a prioriwho did not receive home follow-up, the hospital
risk factors. Secondary analyses defined death asexperience was too far removed for accurate recall
a censoring event (24/239 [10%]).and the generation of reliable data.

Group-specific Kaplan-Meier survival curves24Data on number of, timing of, and reasons
were constructed. Intervention effectiveness wasfor hospital readmissions, unscheduled acute care
assessed using proportional hazards regression,25visits, and care provided by visiting nurses or APNs
adjusting for institution and a priori baseline prog-and other health care personnel were abstracted
nostic factors, including self-rated health, numberfrom patient records and bills were requested by
of hospitalizations during previous 6 months, andthe project manager via telephone calls and letters
living arrangement.14 Confounding factors thatto physicians, hospitals, and home care agencies.
changed the risk ratio by more than 15%26 andAll records from physician offices and records from
prognostic factors with p < .05 were added to the aremote hospitals and home care agencies were cop-
priori model. The proportional hazards assumptionied and mailed or sent by facsimile to the research
was evaluated using time-dependent covariates. In-offices at the University of Pennsylvania. RAs trav-
tervention and covariate effect sizes were expressedeled to local hospitals and home care agencies and
using incidence density ratios (IDRs) with 95%copied records on site. Two cardiologists specializ-
confidence intervals (CIs).25ing in the treatment of heart failure (blind to study

Secondary end points included time to firstgroup) validated reasons for rehospitalizations and
categorized them as index related, comorbid (diag- rehospitalization, cumulative days of rehospital-
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ization, mean readmission length of stay, number scores were grouped into quartiles, with the lowest
quartile receiving a score of 2 and the top quartileof unscheduled acute care visits after discharge,

other measures of health care use, cost of postin- receiving a score of 5. Patients with a missing value
who did not die or become hospitalized but whodex hospitalization medical services, quality of

life, functional status, and patient satisfaction. All had prior and subsequent nonmissing values were
assigned the score from the prior nonmissing time.analyses were performed using the intention-to-

treat principle.27 The Wilcoxon test for patient satisfaction outcome
was based on raw scores and did not incorporateResource utilization comparisons (including

acute care visits, home visits, and hospital readmis- categories for deaths and hospitalizations.
sions) were evaluated overall and by resource cate-
gory over four periods (0–12, 0–3, 3–6, and 6–12
months). Descriptive statistical comparisons were Result
performed using Wilcoxon rank sum tests, dividing
by follow-up days to adjust for unequal observation All baseline sociodemographic characteristics were
periods. Standardized unit costs were assigned to similar between the intervention and control
each service and aggregated across services within groups. With the exception of hypertension, there
patients and groups. Group-specific average total were no statistically significant differences, and,
intervention costs were adjusted for incomplete fol- overall, the groups were clinically similar (Table
low-up using the method of Lin et al.28 This method 9.3.1). Mean age was 76 years; 43% were male,
involved incorporating the Kaplan-Meier survival and 36% were Black. Forty-six percent of the con-
estimates of the conditional survival probabilities trol group experienced diastolic failure, compared
into the computation of average cost per patient. with 40% of the intervention group (p = .434). The
Ninety-five percent nonparametric percentile CIs primary physician for 50% (60/121) of the control
and two-sided p values of group differences were group and 43% (51/118) of the intervention group
derived from a bootstrap empiric sampling distribu- was a board-certified cardiologist; physician gener-
tion (1,000 iterations).29,30 This method involved alists (internal or family medicine) cared for the
randomly selecting, with replacement from the in- other 50% (61/121) of the control group and 57%
tervention and control samples, 118 and 121 obser- (67/118) of the intervention group throughout the
vations, respectively, reestimating the group-spe- episode of acute heart failure. Of the 121 control-
cific Kaplan-Meier survival curves for each boot- group patients, 39% (48/121) were prescribed an
strap sample, recomputing the Lin et al. estimates angiotensin-converting enzyme inhibitor, as were
of average treatment costs separately for each 37% (44/118) of intervention-group patients.
group, and then recomputing difference in mean Twenty-four patients (10%) died by 52 weeks
total costs. postdischarge (13 control vs. 11 intervention, p =

Tertiary analyses compared quality of life, .830). Study follow-up did not differ significantly
functional status, and patient satisfaction over time between control and intervention groups (mean =
using Wilcoxon rank sum tests. Quality-of-life and 281 vs. 279 days; p = .871). The 31% attrition
functional status comparisons must properly ac- owing to death or withdrawal (37/121 control; 36/
count for missing values31 because the mechanism 118 intervention, p = .99) was consistent with an-
generating missing values is not ignorable,32 there- other RCT that involved a similar patient popula-
fore making analyses restricted to complete cases tion.14,15 Most of the attrition (32/239) occurred at
biased. To this end, measures were transformed to the 52-week data collection point (17 intervention
ordinal scales by assigning a score of 0 to patients group; 15 control group) because patients moved
who died (which was carried forward to subsequent and could not be located, did not answer the tele-
time periods) and 1 to patients who were hospital- phone despite multiple calls, or did not want to be

bothered. There were no significant differences inized during scheduled assessments. Nonmissing
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TABLE 9.3.1 Baseline Sociodemographic and Health Characteristics (N = 239)

Characteristic Intervention Control p-
(n = 118) (n = 121) value

Age, mean ± SD 76.4 ± 6.9 75.6 ± 6.5 .355
Gender, n (%)

Male 47 (40) 55 (44)
Female 71 (60) 66 (56) .433

Race, n (%)
Black 40 (34) 46 (38)
White 78 (66) 75 (62) .59

Education, n (%)
< High school 52 (44) 54 (44)
> High school 66 (56) 67 (55) 1.00

Retired or unemployed, n (%) 98 (82) 109 (90) .178
Social support, n (%)

Spouse 48 (41) 51 (42)
Other relative or friend 27 (23) 30 (25)
No one 43 (36) 40 (33) .879

Income, U.S. $, n (%)
< 10,000 34 (29) 45 (37)
10,000–19,999 31 (26) 33 (27)
≥ 20,000 18 (15) 20 (17)

Missing 35 (29) 23 (19) .792
Insurance, n (%)

HMO 42 (36) 52 (43)
Medicare only 13 (11) 10 (8)
Medicare + Medicaid 9 (7) 10 (8)
Medicare + supplemental 54 (46) 49 (41) .636

Type of admission to hospital, n (%)
Elective 24 (20) 19 (15)
Emergency 92 (78) 100 (83)
Transfer 2 (2) 2 (2) .544

Index duration of stay, mean ± SD 5 ± 2.9 4.6 ± 2.3 .245
Patient subjective health rating,33 n (%)

Excellent/good 4 (3.4) 2 (1.7)
Fair 87 (74) 92 (76)
Poor 27 (23) 27 (22) .877

No. physician visits (within past 6 months), mean ± SD 6.2 ± 3.6 6.6 ± 5.6 .726
No. hospital admissions (within past 6 months), mean ± SD 1.1 ± 1.6 1.1 ± 1.3 .991
No. hospital discharges (within past 30 days), mean ± SD 0.3 ± 0.6 0.2 ± 0.4 .177
Functional status,21 mean ± SD

Personal 17.1 ± 5.8 16.9 ± 5.8 .815
Social 8.4 ± 2.6 8.6 ± 2.6 .719
Total 25.5 ± 8 25.4 ± 7.8 .629

Quality of life,20 mean ± SD
Emotional 6.6 ± 7.4 6.4 ± 7.4 .823
Physical 21.7 ± 10.8 20.8 ± 9.5 .55
Total 38.0 ± 20.9 36 ± 19.5 .476

No. daily prescription medications, mean ± SD 7 ± 3.1 6.5 ± 2.7 .262

(continued)
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TABLE 9.3.1 (continued)

Number health conditions,a mean ± SD 6.4 ± 2.5 6.4 ± 2 .748
Coronary artery disease, n (%) 62 (53) 54 (45) .22
Hypertension, n (%) 54 (46) 71 (59) .046
Atrial tachycardia, n (%) 45 (38) 39 (32) .339
Diabetes mellitus, n (%) 44 (37) 46 (38) .887
Pulmonary disease, n (%) 41 (35) 30 (24) .093

Type of heart failure (as documented in the
medical record), n (%)

Systolic 70 (59) 65 (53)
Diastolic 48 (40) 56 (46) .434

Documented ejection fraction, n (%) 88 (72) 98 (80)
< 20% 12 (14) 17 (17) .755
20 to < 25% 10 (11) 9 (9) .760
25 to < 35% 28 (32) 30 (30) .914
35 to < 45% 26 (30) 28 (28) .942
≥ 45% 12 (14) 14 (14) 1.00

aActive health problems requiring therapy as reported by patients and documented in the medical record.
Note. SD = standard deviation.

the severity of illness between control-group pa- and 0.321 ± 0.046, respectively. Similarly, the esti-
mated median event-free survival of patients in thetients (24/121) and intervention-group patients (25/

118) lost to follow-up, as assessed using baseline APN intervention and control groups was 131 and
241 days, respectively. There were no statisticallyejection fraction, number of hospitalizations in the

6 months before index hospitalization, number of significant group differences (at p < .05) by time
interactions whether time was defined as an intervalcomorbid conditions, and number of prescription

medications. variable (p = .472) or dichotomized at 2, 6, 12, or
26 weeks. The crude IDR from the simple Cox
regression was 1.48 (95% CI = 1.05–2.09, p = .027).

Rehospitalization and Death
Only number of daily medications at admission had
p = .05 when added to the a priori multivariable

The number of rehospitalizations or deaths at 52
model (p = .014). The final multivariate model–

weeks were lower in the intervention group (56/
adjusted IDR was 1.65 (95% CI = 1.13–2.40, p =

118 [47.5%] vs. 74/121 [61.2%], adjusted p = .01).
.001) (Table 9.3.2). Relative efficacy did not vary

The distribution of times to first readmission or
by institution. When follow-up was censored at

death was similarly shifted toward longer time in-
death, the unadjusted and adjusted IDRs were 1.44

tervals in the intervention group than in the control
(95% CI = 1.00–2.07) and 1.58 (95% CI = 1.07–

group (Kaplan-Meier log rank χ2 = 5.0, p = .026).
2.34), respectively.

The estimated proportions ± standard error of pa-
tients in the intervention group remaining alive and

Readmissions and Hospital Days at 1 Yearwith no hospital readmission at 30, 60, 90, 180,
and 365 days postdischarge were 0.869 ± 0.033,
0.750 ± 0.043, 0.071 ± 0.045, 0.600 ± 0.047, and Fewer intervention group patients were rehospital-

ized after discharge from index hospital than control0.445 ± 0.050, respectively. These proportions were
significantly lower in control patients: 0.737 ± group patients (44.9% vs. 55.4%, p = .12) (Table

9.3.3). There were 104 readmissions of intervention0.041, 0.621 ± 0.046, 0.558 ± 0.047, 0.444 ± 0.047,



488 PART IV NURSING THERAPEUTICS

TABLE 9.3.2 Time to First Rehospitalization or Death by Patient Characteristic
(Multivariate Cox Proportional Hazards Model)

Variable Incidence Density p−
Ratio (95% CI) value

Control group versus intervention group 1.65 (1.13–2.40) .001
Fair or poor self-rating versus good or excellent self-rating 1.29 (0.83–2.00) .263
Number of prior hospitalizations within the past 6 months 1.19 (1.06–1.35) .005
Living with spouse versus relative or frienda 0.81 (0.51–1.29) .376
Living alone versus with relative or frienda 0.59 (0.35–0.98) .043
Daily medications 1.09 (1.02–1.16) .014
Siteb .176

aLikelihood ratio test for prior living arrangements χ2 = 4.262, df = 2, p = .119.
bLikelihood ratio test for site differences χ2 = 7.663, df = 5.
Note. CI = confidence interval.

TABLE 9.3.3 Rehospitalizations and Hospital Days 1 Year After Index Hospitalization Discharge

Variable Intervention Control pa Relative Risk
(n = 118) (n = 121) (95% CI)

Patients rehospitalized, n (%)
> 1 time 53 (44.9) 67 (55.4) <.121 1.24 (0.95–

1.60)
> 2 times 34 (28.8) 44 (36.4) <.218 1.20 (0.89–

1.60)
Rehospitalizations, n

Index related 40 72 <.184
Comorbidity related 23 50 <.013
New health problem 41 40 <.881
Total 104 162 <.047

Rehospitalizations per 1.18 1.79 <.001
patient/yearb

Total hospital days, n 588 970
Per patient, mean ± SD 5.0 ± 7.3 8.0 ± 12.3 <.071
Per rehospitalized patient, mean ± SD 11.1 ± 7.2 14.5 ± 13.4 <.411

aWilcoxon rank sum tests used to compare the distribution of per-patient rates for number of rehospitalizations and hospital days;
χ2 analysis for proportion of patients rehospitalized.
bRehospitalization rate per patient per year: total rehospitalizations/total nonhospital days times 365.
Note. CI = confidence interval; SD = standard deviation.

group patients versus 162 control group patients (p 72 (44%) for heart failure (p = .184) and 41 (39%)
versus 40 (24%) for new health problems (P == .047) (readmission rate per nonhospitalized year

1.18 vs. 1.79; IDR = 0.66; p < .001). Of rehospital- .881). Hospital days were fewer in the intervention
group (588 days vs. 970 days, p = .071). Forty-threeizations, 23 of 104 (22%) in the intervention group

versus 50 of 162 (31%) in the control group were intervention patients versus 40 control patients had
two or fewer rehospitalizations (p = .77) and 11related to comorbidity (p = .013), 40 (38%) versus
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intervention patients versus 28 control patients had physical dimension at 2 weeks (p < .01) and 12
weeks (p < .05) (Table 9.3.5). Satisfaction with carethree or more rehospitalizations (p < .001).
was greater in patients in the intervention group at

Effect Persistence 2 and 6 weeks after discharge (p <.001) (Table
9.3.6). Statistically significant group differences in

Although results were similar regardless of time functional status did not emerge; however, less de-
interval evaluated, the intervention effect decreased pendency was, on average, observed (Table 9.3.7).
as the time after intervention increased. Relative
differences between groups in index-related (11 vs.
35) and comorbidity-related (12 vs. 28) rehospital- Discussion
izations were greatest during the 3 months postdis-
charge active-intervention period. Additional APN

In this multisite RCT, a comprehensive intervention
group reductions were observed for index- (11 vs.

directed by APNs experienced in the care of older
22) and comorbidity-related (4 vs. 13) rehospital-

adults and management of heart failure and working
izations in Months 3 through 6, although the incre-

in close collaboration with patient physicians in-
mental benefit of the intervention group was less

creased time to first readmission or death through
than in Months 0 through 3. Although preexisting

1 year after index hospital discharge, reduced the
study group differences were sustained, there were

total number of rehospitalizations, and decreased
no additional decreases between groups in rates of

medical costs of elders hospitalized with systolic
rehospitalization 6 to 12 months post-index hospi-

and diastolic heart failure. Overall quality of life
talization discharge (index-related, 18 vs. 15; com-

and the physical dimension of quality of life were
orbidity-related, 7 vs. 9).

improved at only one (12 weeks) and two (2 and
12 weeks) of the five follow-up points, respectively.Cost Analyses
Patient satisfaction, assessed only through 6 weeks,
was also enhanced.Total and mean costs (reimbursements) per patient

The study confirms previous results about thewere lower in the intervention group than in the
short-term effectiveness of such interventions incontrol group (Table 9.3.4). Mean 52-week total
improving heart failure-related outcomes in oldercosts adjusted for unequal follow-up were $7,636
adults.9–14 Additionally, this study is the first tofor the intervention group and $12,481 for the con-
show reductions in the number of rehospitalizationstrol group, yielding an estimated mean cost savings
caused by comorbid conditions and reductions inof $4,845 per patient (nonparametric bootstrap 95%
overall number of hospitalizations and costs forCI of true difference in mean total costs $8,975.84–
elderly patients hospitalized with systolic and dia-$1,301.02; p = .002). Although adjusted mean num-
stolic heart failure.ber of and estimated costs for home visits for the

Unlike many disease-management interven-52 weeks after index hospitalization discharge were
tions, a flexible protocol guided APNs, enablinghigher for the intervention group, these increased
them to individualize the schedule and content ofcosts were offset by reductions in heart failure- and
patient care to manage heart failure, comorbid con-comorbidity-related rehospitalizations within the
ditions, and other health and social problems thatfirst 6 months after discharge from the index
contribute to poor outcomes. This approach is espe-hospital.
cially important because exacerbation of coexisting
conditions cause 40% of rehospitalizations of eldersQuality of Life, Functional Status, and
with heart failure.6–8 In this study, patients had aPatient Satisfaction
mean of six active, comorbid problems. Absolute
reductions in the number of rehospitalizations ow-The intervention group reported greater overall

quality of life at 12 weeks (p < .05) and in the ing to heart failure (n = 32) and comorbid conditions
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TABLE 9.3.4 Costs (Reimbursements) for Rehospitalizations, Acute Care Visits, and Home Visits
for 52 Weeks After Index Hospitalization Discharge

Control (n = 121) Intervention (n = 118) p

Parameter Mean No. Cost, $ Mean No. Cost, $ No. Cost
Visits ± Visits ± Visits
SD SD

Rehospitalizations
Index related 314,955 175,960 .152
Comorbidity related 498,110 175,840 .015
New health problem 246,134 235,453 .997
Total hospitalizations 1,065,927 587,253 .088

Rehospitalizations
0–3 months 489,420 236,144 .010
0–6 months 841,164 381,725 .030
6–12 months 218,035 205,528 .235

Acute care visits
Physician’s office 0.8 ± 1.6 5,169 0.8 ± 1.5 4,549 .609 .636
Emergency room 0.3 ± 1.2 5,650 0.1 ± 0.4 1,780 .116 .105
Home visits
Visiting nurse 6.3 ± 13.2 64,531 1.1 ± 4.9 11,837 <.001 <.001
Advance practice nurse 0 0 12.1 ± 6.7 104,019* — —
Physical therapists 1.0 ± 4.4 10,918 0.7 ± 3.0 7,120 .703 .708
Social workers 0.0 ± 0.4 534 0.0 ± 0.1 178 .678 .678
Home health aides 1.1 ± 5.1 11,081 0.9 ± 5.5 9,167 .286 .286
Total home visits 9.5 ± 19.0 97,883 ± 12.2 138,649 <.001 <.001

Totals 1,163,810 725,903 .404
Per patient 9,618 6,152
Lin estimate 12,481 7,636 .002

*Includes costs of multidisciplinary team member services.
Note: Visits and costs are aggregate values. Visits and costs were standardized for unequal follow-up by converting to costs per
day in the study before significance testing. SD = standard deviation.

(n = 27) were similar. In contrast, previous reports reduced, but at a lower rate, during the 3 months
immediately after the intervention (15 vs. 35). Al-of nurse-directed interventions designed specifi-

cally for older adults resulted in substantial short- though previous differences in the cumulative num-
ber of rehospitalization rates were sustained beyondterm reductions in the number of readmissions ow-

ing to heart failure but in no significant difference 3 months after intervention (study Months 6–12),
the number of index hospital and comorbidity-re-in readmissions for other causes.13,14

This intervention did not simply delay hospital lated rehospitalizations were not further reduced
(25 vs. 24).readmissions but avoided them, with significant

reductions in total readmissions persisting through Themes identified in case studies maintained
by APNs for all intervention patients suggest that,52 weeks postindex discharge (9 months post inter-

vention). The greatest reductions in the number of although many patients demonstrated growth in
their ability to manage their health needs, the pro-index hospital and comorbidity-related rehospital-

izations were observed during the 3-month inter- gressive nature of heart failure and other long-term
conditions, severity of resulting symptoms, and in-vention (23 vs. 63). Rehospitalizations were further
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TABLE 9.3.5 QOL Comparing Intervention and Control Groups

QOL Total QOL Physical QOL Emotional
Score Categorya Dimension Categoryb Dimension Categoryc

APN Control APN Control APN Control

n Mean ± SD n Mean ± SD Mean ± SD

Baseline 117 2.4 ± 0.7 118 2.3 ± 0.7 2.8 ± 0.9 2.8 ± 0.9 3.3 ± 1.3 3.3 ± 1.2
2 weeks 114 3.0 ± 1.2* 112 2.7 ± 1.2 3.5 ± 1.2** 3.0 ± 1.2 3.6 ± 1.3*** 3.3 ± 1.4
6 weeks 99 3.1 ± 1.3 109 2.9 ± 1.4 3.6 ± 1.4 3.3 ± 1.5 3.5 ± 1.5 3.3 ± 1.6
12 weeks 89 3.2 ± 1.5**** 100 2.7 ± 1.5 3.6 ± 1.4**** 3.1 ± 1.6 3.6 ± 1.6 3.2 ± 1.7
26 weeks 86 2.9 ± 1.6 92 2.6 ± 1.5 3.3 ± 1.6 3.0 ± 1.7 3.2 ± 1.7 3.1 ± 1.8
52 weeks 75 2.8 ± 1.8 74 2.6 ± 1.7 3.1 ± 1.9 2.9 ± 1.9 3.1 ± 1.9 3.0 ± 1.9

a0 = Died; 1 = hospitalized; 2 = 1st quartile score (> 35); 3 = 2nd quartile score (> 18 to = 35); 4 = 3rd quartile score (> 7 to =
18); 5 = 4th quartile score ( = 7) highest QOL.
b0 = Died; 1 = hospitalized; 2 = 1st quartile score (> 21); 3 = 2nd quartile score (> 12 to = 21); 4 = 3rd quartile score (> 4 to =
12); 5 = 4th quartile score ( = 4).
c0 = Died; 1 = hospitalized; 2 = 1st quartile score (> 6); 3 = 2nd quartile score (> 1 to = 6); 4 = 3rd quartile score (> 0 to = 1);
5 = 4th quartile score ( = 0).
Difference between groups: *p = .07; **p < .01; ***p = .094; ****p < .05.
Note: The Minnesota Living with Heart Failure questionnaire has 21 items and provides a total score (range 0–105) and two sub-
scales. Each item is self-rated on a 0- to 5-point scale. The physical and emotional subscales are subset sum scores with 8 and 5
items each, with ranges from 0 to 40 and 0 to 25, respectively. Higher scores reflect lower QOL. APN = advanced practice nurse;
QOL = quality of life; SD = standard deviation.

TABLE 9.3.6 Patient Satisfaction Comparing Compared with other reported interventions
Intervention and Control Groups for the management of heart failure,9–12 the protocol

used in this study was unique in that it was directed
Patient Satisfaction Score Category by APNs; substituted for traditional postdischarge

n (mean ± SD) skilled nursing follow-up; and focused on the com-
plex care of older adults coping with heart failure,

APN Control
multiple comorbid conditions, and other risk fac-
tors. It seems that its success largely was derived

2 weeks 99 (83.0 ± 10.3*) 97 (74.6 ± 10.4) from two factors: (a) the continuity of care provided
6 weeks 92 (83.1 ± 9.6*) 91 (77.8 ± 11.2)

by the same APN who coordinated the patient’s
hospital discharge plan and implemented it in theNote: The Patient Satisfaction score is an investigator-devel-

oped and -tested instrument with 25 items self-rated on a 0- patient’s home and (b) the use of highly skilled
to 4-point scale, with a range of 44 to 100. Higher scores re-

APNs who are prepared to use a holistic approachflect greater satisfaction. APN = advanced practice nurse; SD
= standard deviation. to address the complex needs of patients and their
Difference between groups: *p < .001. caregivers and whose skills in collaboration and

coordination enable them to navigate an intricate,
often disjointed care system to promote continuity

creasing frailty of elders (i.e., increased functional of care.
or cognitive deficits) may necessitate some level of Although assessment of the relative contribu-
ongoing APN involvement. Therefore, an extended tions of various intervention components is neces-
intervention may provide additional reductions in sary to optimize cost-effective clinical programs,
the number of rehospitalizations over time, but the such evaluation strategies generally do not capture
incremental benefits and cost-effectiveness of such the synergy achieved by a multidimensional ap-

proach and do not adequately account for variationan intervention must be rigorously evaluated.
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TABLE 9.3.7 Functional Status Scores Comparing Intervention and Control Groups

Total Personal Social
Dependency Dependency Dependency
Categorya Categoryb Categoryc

APN Control APN Control APN Control

n Mean n Mean Mean ± SD
± SD ± SD

Baseline 117 3.3 ± 120 3.3 ± 3.3 ± 3.4 ± 1.1 3.5 ± 3.5 ± 1.1
1.1 1.1 1.1 1.1

2 weeks 111 3.4 ± 112 3.3 ± 3.4 ± 3.3 ± 1.3 3.6 ± 3.4 ± 1.2
1.2 1.2 1.2 1.2

6 weeks 99 3.4 ± 109 3.1 ± 3.4 ± 3.1 ± 1.4 3.5 ± 3.2 ± 1.4
1.3 1.4 1.3 1.4

12 weeks 97 3.5 ± 104 3.1 ± 3.5 ± 3.2 ± 1.6 3.6 ± 3.3 ± 1.5
1.3 1.4 1.4 1.4

26 weeks 92 3.3 ± 97 3.0 ± 3.3 ± 3.0 ± 1.7 3.6 ± 3.2 ± 1.7
1.3 1.5 1.6 1.6

52 weeks 76 3.1 ± 71 2.9 ± 3.0 ± 2.9 ± 1.9 3.3 ± 3.0 ± 1.9
1.5 1.6 1.7 1.8

a0 = Died; 1 = hospitalized; 2 = 1st quartile score (> 30); 3 = 2nd quartile score (> 23 to = 30); 4 = 3rd quartile score (> 17 to =
23); 5 = 4th quartile score ( = 17) highest function.
b0 = Died; 1 = hospitalized; 2 = 1st quartile score (> 20); 3 = 2nd quartile score (> 15 to = 20); 4 = 3rd quartile score (> 11 to =
15); 5 = 4th quartile score ( = 11).
c0 = Died; 1 = hospitalized; 2 = 1st quartile score (> 10); 3 = 2nd quartile score (> 8 to = 10); 4 = 3rd quartile score (> 6 to = 8);
5 = 4th quartile score ( = 6).
Note: The Enforced Social Dependency scale consists of twelve 6-point scales (4 for each capacity). Total scores (range, 12–72)
and subscores (range, 4–24) are computed. Higher scores reflect greater dependency. QOL and function, missing values owing to
deaths, and hospitalizations were incorporated into transformed ordinal scales. Distributions were compared between groups using
Wilcoxon rank sum tests. APN = advanced practice nurse; QOL = quality of life; SD = standard deviation.

between patients in components needed and used. department ($6,329 vs. $10,819), and hospitaliza-
tions ($587,253 vs. $1,065,927). The net result wasNonetheless, the absolute and incremental effect of

such interventions must be assessed by type of heart a 37.6% reduction in total costs over the 12-month
study period ($725,903 vs. $1,163,810, p < .002;failure, type of physician–nurse provider team, and

case mix. Such studies will require significantly $6,152 vs. $9,618 per person).
These study findings substantially enhance un-larger sample sizes.

The higher direct costs of the intervention derstanding of patient management strategies nec-
essary to improve clinical outcomes for a growing($115,856 vs. $64,531) resulting from the increased

mean number of APN home visits relative to routine population of elders living longer with multiple,
debilitating conditions while reducing overall costs.home care (13.2 vs. 6.3 visits), higher salaries com-

manded by APNs, and involvement of multidisci- The findings suggest the potential benefit of a com-
prehensive, multidisciplinary, individualized inter-plinary heart failure experts (limited to their partici-

pation in APN training and individual consultation vention directed by clinical nurse experts that spans
the entire episode of acute illness and bridges theon less than 10% of intervention cases) were more

than offset by savings from reductions in the num- transition from hospital to home.
Transitional care programs such as this haveber of other home visits ($16,465 vs. $22,533),

acute care visits to physicians or the emergency typically not been adopted because of lack of Medi-
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model of care is philosophically and practi- curs when the pancreas is unable to produce insulin.
Treatment consists of at least twice-daily insulincally different to the adult model of diabetes

care. Three phases of transition were identi- injections to prevent serious short- and long-term
complications. In addition, children and their fami-fied: preparation, formal transition, and

evaluation. Our findings indicated that these lies must ensure that an appropriate diet is followed
and blood glucose levels are closely monitoredstages of transition were not being fully im-

plemented in health units. Conclusion: The (Christian et al., 1999).
Adolescents with diabetes and living in Southproject findings have set the scene to estab-

lish a multidisciplinary working party to work Australia either make the transition from a major
children’s hospital to an adult health service or theycollaboratively across agencies to develop

effective transition pathways. Relevance to move from a children’s department to the adult
department within the one institution. Transition inClinical Practice: The role of diabetes nurse

educators and dietitians in South Australia is this context was defined by Blum et al. (1993,
p. 570) as “the purposeful, planned movement ofunderused throughout the transition process.

Diabetes nurse educators are in an ideal po- adolescents and young adults with chronic physical
and medical conditions from child-centred to adult-sition to prepare, coordinate, and evaluate

transitional processes. orientated health care systems.” It was recognized
by diabetes nurse educators that each diabetes ser-
vice had different processes to facilitate this transi-

Introduction tion. Although there was collaboration between the
two major health services, other services had lim-

It has been previously reported that adolescents
ited communication.

who live with type 1 diabetes may experience the
District nurse consultants (diabetes) were pre-

transition from the child to the adult health service
viously funded for a pilot study that explored the

as an additional burden over and above the every-
experiences of transition with four young adults

day challenges of becoming a young adult (Frank,
with type 1 diabetes. The pilot study raised ques-

1992; Blum, 1994; Fleming et al., 2002; McGill,
tions about service delivery in South Australia be-

2002). Clinicians working in child and adult ser-
cause it was evident a lack of uniformity existed

vices raised concerns that young people transferring
across service providers. The study reported in this

from child services were falling through service
chapter enabled the research team to further explore

gaps. It was thought that many were not receiving
service delivery issues by interviewing key diabetes

adequate follow-up until a crisis forced them back
health professionals and adolescents who had not

into the system. These concerns were also reflected
yet made the transition to adult services.

in the literature around the topic of transition from
A systematic review by Fleming et al. (2002)

child to adult services (Viner, 1999; Fleming et
highlighted the need for collaboration between

al., 2002; Kipps et al., 2002). In response to these
child and adult services particularly in the light of

concerns, key representatives from seven public
the well-documented differences between adult and

diabetes services in South Australia were involved
child services (Schidlow & Fiel, 1990; Eiser et al.,

in the study, which sought to identify the major
1992; Frank, 1992; Sawyer et al., 1997). Although

concerns and issues that stakeholders hadabout
it is necessary for the child and adult services to

transition and to reveal the experience of transition
have different foci, collaboration is necessary to

for the adolescent with type 1 diabetes.
bridge the gap so that transition is smoother (Frank,
1992; Fleming et al., 2002). South Australia has
a population of approximately 1 million people;Background
therefore, the health services are ideally situated to
work collaboratively toward a coordinated ap-Type 1 diabetes is the most common metabolic

disease in children (Christian et al., 1999) and oc- proach to transition.
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Literature If the transition process is not meeting the
needs of adolescents then they might choose to
“drop out of the system.” A general practitionerTransition to adult services has been the subject
may be accessed to prescribe insulin. However, aof much discussion for not only adolescents with
multidisciplinary approach to diabetes care pro-diabetes, but also for other long-term conditions
vides optimal management (Strategic Plan for Dia-such as cystic fibrosis. Although the conditions may
betes in South Australia, 1999; Parsons et al., 2000).be different, the literature suggests that the issues
If diabetes is poorly managed, young adults areare similar. A search of the literature identified
at an increased risk of micro- and macrovasculararticles from Australia, the United Kingdom, and
complications and life-threatening severe compli-United States of America, which all called for na-
cations, such as diabetic ketoacidosis (DCCTRG,tional policies for transition (Blum, 1994; Sawyer
1993).et al., 1997; Viner, 1999; Fleming et al., 2002;

The demands of diabetes may be difficult dur-Rosen et al., 2003). Authors recommended that
ing the adolescent years; it has been documentedtransition should be planned and coordinated
that glycaemic control deteriorates (Frank, 1992;(Blum, 1994; Sawyer et al., 1997; Fleming et al.,
Bryden et al., 2001; Fleming et al., 2002; Silink2002; Rosen et al., 2003).
et al., 2003–2004). The deterioration in gylcaemicTransition to adult services is difficult for myr-
control is thought to be related to an increase iniad reasons. The most reported concern is the nota-
insulin resistance that relates to physiologicble differences in the approach to care between
changes in puberty coupled with the psychosocialchild and adult diabetes services. Child services
pressures associated with this period of life (Brydenfocus on the whole family, whereas the adult sectors
et al., 2001; Silink et al., 2003–2004). Observationstake a more individual approach (Eiser et al., 1992;
by clinicians were supported in the literature bySawyer et al., 1997). In addition, adult services
results of studies that showed higher rates of nonat-expect a much greater degree of independence from
tendance at clinic appointments after transitionyoung people and encourage communication with-
from child to adult services (Frank, 1992; Blum etout parents being present. It may be difficult for
al., 1993; Fleming et al., 2002). Of further concern,adolescents to adapt to this type of relationship,
glycaemic control in young people in the 16- toparticularly when they have had a long-standing
25-year age group was poorer than at other timesrelationship with their paediatrician (Frank, 1992).
during the life span (Wills et al., 2003).Adult service staff may make the assumption

Although the literature outlined principles forthat the adolescent has the necessary skills and
successful transition and made suggestions for de-maturity to plan his or her future and has the insight
velop of a model, research that provided outcometo understand the consequences if he or she chooses

not to undertake diabetes self-care (Frank, 1992; data to support one model over another was limited
(Viner, 1999; Kipps et al., 2002; Rosen et al., 2003).Fleming et al., 2002). Viner (1999) argued that

adolescents are not served well by either model of A study undertaken in the United Kingdom com-
pared different modes of transfer within one regiondiabetes care because the children’s clinic may not

acknowledge the adolescent’s growing indepen- using data generated through interviews and retro-
spective case note review (Kipps et al., 2002). Find-dence, whereas the adult clinic may not acknowl-

edge the adolescent’s growth, development and ings suggested that transfer to a young adult clinic
was preferable to direct transfer to an adult-onlyfamily concerns. It has been recommended that

transition be “a family affair” (Schidlow & Fiel, clinic. Another U. K. study (Eiser et al., 1992)
surveyed adolescents who were attending the clinic1990) and it has been suggested that transition in

health care is only one aspect of a broader life for persons under 25 years of age. Interestingly, a
high number of adolescents did not report difficult-transition that adolescents move through (Viner,

1999). ies with transition; however, they did feel it would
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have been helpful to have visited the clinic be- cents. Fourth-generation research aims to include
all stakeholders in the evaluation process by en-fore transfer.

A study undertaken in Australia (Court, 1993) abling them to present their concerns, claims, and
issues (Koch, 1994). For this research, the stake-surveyed adolescents 15 to 18 years of age. The

author concluded that a specific transition clinic holders referred to diabetes health professionals and
to adolescents.can provide an important link and that transition

must be a gradual process. Schidlow and Fiel (1990) Participation and collaboration are central to
fourth-generation research because it is based indiscussed a transition clinic established in the

United States, where the paediatrician and adult the constructivist paradigm (Koch, 1994). A claim
is any assertion that a stakeholder introduces thatphysician conducted joint clinics in paediatrics as

a stepping stone to the adult clinic. Unfortunately, is favourable. A concern is any assertion that a
stakeholder introduces that is unfavourable aboutthere was no reported evaluation of this service.

Scant qualitative research has explored how a local situation, that is, within their own health
service. An issue is any assertion that a stakeholderadolescents experience transition. One recent Aus-

tralian study researched the experiences of six introduces that refers to a situation wider than the
local service and, therefore, requires multiple part-young adults with cystic fibrosis using in-depth

interviews (Brumfield & Lansbury, 2004). The aim ners or organizations to address the problems
identified.was to reveal the factors that contributed to the

experience of transition and potential outcomes.
A number of strategies were outlined that might Ethical Issues
improve the transition process with this client
group. These included seeing a familiar face at adult Ethics approval was obtained from seven South
clinics, conducting orientation tours, and providing Australian Health services before data generation.
written and verbal information as part of the transi- Informed consent was obtained from health profes-
tion program. sionals and adolescents before interviewing.

Recruitment
The Study

Recruitment for this group of young people provedAims
difficult. The initial aim was for recruitment to
occur via snowballing through diabetes educators.The aim was to develop a sustainable and coordi-
Flyers were developed and a personalized recruit-nated approach to facilitating the transition between
ment process was undertaken in which individualsdiabetes services for adolescents. The objectives
were invited to participate. Adolescents who hadwere to (a) involve key diabetes health delivery
not made the transition to adult services did notstakeholders in expressing their concerns and issues
perceive that there was an issue because they hadabout current service delivery and ways to improve
not experienced the transition. During the project,same and (b) reveal from the perspective of adoles-
it was realized that it may have been useful to alsocents living with type 1 diabetes their experiences
interview parents because they often held concernsin the process of transition.
about transition; however, because of funding con-
straints, the interviewing of parents was not withinMethod
the scope of this project.

Permission was obtained for the researcher toUsing principles from fourth-generation research
(Guba & Lincoln, 1989; Koch, 1993; Lewis et al., be present in the children’s clinics and to approach

parents and adolescents to participate in the inter-1997; Mitchell & Koch, 1997), we collaborated
with key diabetes health professionals and adoles- view during clinic time. This was the main method
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of recruitment for this project (n = 8). Two inter- manager and the research director, who provided
oversight of the process. Agreement on commonviews were undertaken in participant homes (n =

2), at their request. claims, issues, and concerns was reached by the
research team. Data from both sources were merged

Participants to give shape to this chapter.

Interviews were performed with 21 diabetes health Findings
professionals (n = 21) and 10 adolescents (n = 10)

The data showed that health professionals werebetween 15 and 18 years of age and who had been
concerned about young people becoming “lost” indiagnosed with type 1 diabetes a minimum of 12
the health care system. A link was made betweenmonths previously. Eleven (n = 11) health profes-
being lost in the system and having an increasedsionals were also part of the project management
risk for long- and short-term complications. Theseteam and met monthly to discuss and direct the
concerns were based on anecdotal observations be-project. This allowed participation and collabora-
cause there was no tracking system or reportingtion, which are essential to fourth-generation re-
mechanism in place after transfer from child tosearch methods. Adolescents were recruited from
adult diabetes services. Table 9.4.2 summarizes thetwo major child services located in metropolitan
main claims concerns and issues raised by healthAdelaide. Of the health professionals, seven were
professionals.medical consultants: endocrinologists, paediatrici-

A minority of the 10 adolescent participantsans, paediatric endocrinologists and physicians (n
were concerned about the transition to adult diabe-= 7), 10 were diabetes nurse educators (n = 10),
tes services: most stated that it was a process thatthree were dietitians (n = 3), and one was a psychol-
must occur. Although the adolescents were not par-ogist (n = 1). All interviews with health profession-
ticularly concerned about the transition process,als were conducted at the health service site at
very few understood the differences between thewhich they worked. Eight interviews with adoles-
two services.cents were conducted at the diabetes clinic and two

For the purpose of this chapter, we chose onewere undertaken in their own home. The time taken
concern and two issues to discuss in depth becausefor all interviews ranged from 15 minutes to 1 hour,
these areas had the most relevance for an interna-with the average being half an hour. Interviews
tional audience. The other concerns, claims, andwere audiotaped and transcribed verbatim and ana-
issues are local to South Australian diabetes healthlysed by the first and second authors.
services. The findings reported herein include

Data Generation merged data from health professional and adoles-
cent groups.

The project manager conducted the interviews be-
tween February 2004 and June 2004. The inter-

Education and Dietetic Advice Wasviews with health professionals used questions
Reactive Not Proactiveframed as concerns, claims, and issues. Refer to

Table 9.4.1 for a list of the questions asked.
Many health professionals believed educational ser-
vices were working in a reactive rather than a proac-Data Analysis
tive and preventative model of care. The routine
assessment of an adolescent was undertaken byFollowing established protocols (Koch, 1993;

Lewis et al., 1997; Mitchell & Koch, 1997), data the paediatrician at 3 monthly intervals and often
excluded other health care professionals until a cri-from the interviews with health professionals were

categorized under concerns, claims, and issues. sis occurred. This “band aiding” approach to service
provision and involvement of other members of theData were analysed concurrently by the project
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TABLE 9.4.1 List of Interview Questions

Health Professionals Adolescents

What is working well? What health services are you receiving now?
How do you find these services?
Is there a special person that you identify with?

Do you have any concerns about the structures and pro- Is it important to meet the staff from the new service to
cesses related to transition within your health unit? transition?

Are there any issues when working with other health Would you prefer clinics set up for young adults only?
units when adolescents are making the transition?

What do you think the main problems are for adolescents Are you interested in receiving a booklet about transition?
making a transition?

Can you think of any ways in which current services for Which educational activities have you accessed or would
transition could be improved? like to access in the future?

Would you be interested in a support group?
How are you feeling about the transfer to adult services
and the increased level of responsibility expected?

What, in your opinion, is the best age for transferring
from children to adult services?

TABLE 9.4.2 Main Claims, Concerns and Issues

Claims Concerns (Local Health Service Issues (Wider Health System)
Level)

The major paediatric and adult service Education and dietetic advice is often Some clients get lost in the system
has set up a formalized transition pro- reactive not proactive. and, consequently, are at an increased
cess. risk for complications.

Highly specialized and quality ser- There is a lack of communication and The paediatric model is different from
vices are provided to this client group. collaboration between some services. the adult model of care.

There is collaboration and communi- Current systems are underresourced. Not all phases of the transition process
cation between services and health are being adequately addressed (prep-
professionals. aration, formal transition, and evalua-

tion).

Clients are prepared for transition by There are access and equity issues
the paediatrician/endocrinologist. around service provision for consum-

ers from rural and metropolitan areas
both.

Continuity and consistency are main-
tained in services for which paediatric
and adult diabetes clinics are colo-
cated.
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diabetes health service team was reported to occur interested in being introduced to the diabetes nurse
educator and dietitian at the adult services.because of multiple factors. Reasons given were

inadequate staffing, inadequate recall systems, and
medical paediatric clinics being run off site. Of the
four adolescents who were about to transition to The Child Model Is Different
adult services, only one underwent a dietitian re- From the Adult Model
view during the past 5 years. Two stated that they
had not received a formal education review since Health professionals perceived differences between
diagnosis, and the other two said that they had some the child and adult model of care: the environment,
contact with the diabetes nurse educator. A number the role of parents, levels of expected responsibility
of health professionals provided examples of young and support, and medical approach to diabetes man-
people who did not have the skills for adequate agement. The data were incongruent between the
self-management, as highlighted by a diabetes concerns of adolescents and health professionals.
nurse educator: One of the differences assumed by health pro-

fessionals was that adolescents feel uncomfortable
. . . young adults who are in their early 20s and waiting in adult diabetes clinics. Many health pro-
they hadn’t actually been retaught anything about fessionals expressed concern about exposing ado-
their diabetes so they had no idea what sick days

lescents to older clients with type 2 diabetes, partic-were or what to do. They didn’t know much about
ularly if those older clients experienced obviousketoacidosis and had . . . dated ideas, around food

and exercise and that sort of thing. . . . Lots of complications of diabetes, such as amputation. In-
issues around obviously that they just haven’t been terestingly, adolescents claimed that such exposure
reeducated. They’ve just run off the information was not really an issue, and comments such as
that their parents had given them and that seemed

“everybody deserves the same respect as everybodyvery “hit and miss.” That seemed to be only if they
else” were made. However, it was agreed that thehad problems; that wasn’t very proactive. So, the
environment in an adult service was less friendlyendocrinologist would refer only if they were a

problem. and more formal.
A major difference between child and adult

Highlighted by this quote are the possible con- services was the role of parents. Part of the prepara-
sequences if adolescents only have access to educa- tion for transition is to encourage adolescents to
tion if diabetes instability is evident or if a crisis attend appointments solo. Contrary to this, nearly
occurs. Creating a problem focus for adolescents all of the adolescents interviewed continued to at-
rather than a preventive model of care may inhibit tend paediatrician appointments accompanied by a
the promotion of self-care. Of the four child ser- parent. This was the case even for those adolescents
vices, only one had a recall system established to who were planning to transition within the next 3 to
offer adolescents regular education updates at des- 12 months. An assumption exists that independence
ignated intervals. Similarly, only one of the adult will be promoted parents no longer accompany the
services had an established pathway to ensure that adolescents to appointments.
all adolescents were offered dietitian and diabetes Responsibility referred to the day-to-day re-
nurse educator appointments at the time of transi- quirements of diabetes self-care, which included
tion. Furthermore, health professionals reported managing appointments. Health professionals re-
poor uptake of these appointments. vealed that adult service clients were less likely to

Adolescents focused on the medical transfer be “chased” if they did not attend appointments.
of care during transition. The focus on medical care Health professionals reported that the adult service
may be because many adolescents did not regularly does not automatically rebook client appointments
see any other health professional. When asked by for those who do not attend. The onus in the adult

system is on the individual to telephone the clinicthe researcher, adolescents stated that they were
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and make another appointment. However, adoles- Not All Phases of the Transition
Process Are Adequately Addressedcents were perceived by health professionals to be

“babied” in the child service. The aim of the adult
model is one “where adolescents are encouraged The Australian Clinical Practice Guidelines: Type
to take more control.” A paediatrician said: 1 diabetes in Children and Adolescents (2003) de-

scribed three phases of transition: preparation, for-
The paediatric model is quite different from the mal transition, and evaluation. Our findings indi-
adult model of care in that if they don’t come to cated that these stages of transition were not fully
clinic...we chase them, whereas in the adult field...it

implemented in health units. Health professionalsis up to them to do the chasing...the adult model
agreed that young people must be better preparedis...here is the information, do with it what you

will. In the paediatric scene...we don’t...give up on for the transition to adult services. The guidelines
them...they’re babied, you know. recommend that the preparation phase commence

at 12 years of age. Although adolescents were pre-
Adult services do not provide standard ap- pared early for the physical aspects of the transfer,

pointment rebookings should a young adult not at- the preparation for increased responsibility was
tend, and this difference in approach was seen by lacking. One major limitations of the current system
some health professionals as problematic. A diabe- was that preparation for transition seemed to be
tes nurse educator said, “I can see that being a carried out entirely by the paediatrician or paediat-
problem for the person themselves because they ric endocrinologist, with little input from the diabe-
become quite frustrated and upset with the service tes nurse educator or the dietitian.
and feel that nobody’s caring here as such.” Health professionals made references to the

Although adolescents may not take on the re- promotion of self-care by using terms such as
sponsibility of making appointments at the diabetes “they’re a partner” and “they’re in the driving seat,”
clinic, adolescents revealed that they strongly be- but the ways in which adolescents were prepared
lieved they were responsible for their day-to-day for independent self-care were unclear. Health pro-
diabetes management: fessionals agreed that adolescents could receive fur-

ther self-care preparation in a wide range of areas,
Over the past few years, I can control my insulin. such as nutrition, insulin adjustment, sick-day man-
So if I must take more or less or things like that,

agement, and life skills associated with movingI’ve learnt to do that by myself. This is a good way
through adolescence into adulthood.of being independent.

Discussion around adolescents making life
transition, or learning to be an adult, was takingOne other difference was that adult endocri-
place alongside independence in diabetes self-care.nologists claimed that they had a larger “complica-
Health professionals raised the idea of preparationtion” focus in their diabetes care:
for transition to an adult diabetes service occurring
side by side with the young person’s life transition.. . . We are much more geared towards complica-

tions screening than the [child service] have had to Preparation must be more inclusive of issues rele-
be...because they’re much too early. Whereas by vant to adolescents and must sett the scene for
the time they get to us, we’re really looking towards

independence and transfer to the adult setting. Thecomplications screening, blood pressure monitor-
aim would be to “create a person that is ... confidenting, lipids monitoring, and starting them on a whole
enough when they actually go to an adult clinic, torange of other medications.
demand or to request ... to know exactly what is
needed for them to maintain a degree of well-Endocrinologists claimed that they attempted
being.”to make the transition less confrontational by estab-

Three adolescents talked with their paediat-lishing a rapport with the young adult before mak-
ing changes to medical treatment. rician about transition to adult services and reported
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that they felt supported because they were able to professional said, “at the moment, there’s no fol-
low-up of whether the transition has workedremain in the child service until they had finished

their secondary schooling and until their diabetes smoothly or not.” Health professionals identified
that this lack of a systematic client tracking systemwas stable. One participant described the contents

of a letter she received that stated that it was nearing and ability to evaluate is a problem across all
services.time for transfer. This letter was sent to those be-

tween 17 and 18 years of age, encouraging them
to speak with their paediatrician about transition
and make an appointment with the diabetes nurse Discussion
educator. In the past, information nights and activ-
ity days have been held, with a focus on transition. The notion that transition is more than a physical
These were reported by a parent as helpful, espe- transfer to adult services and, as such, must be well
cially when it came to preparing her daughter for planned and coordinated has been widely acknowl-
decision making. Adolescents thought that written edged in the literature (Blum, 1994; Sawyer et al.,
information describing the process and options for 1997; Rosen et al., 2003). Transition is about a
transition was something they would use; however, passage of change (Kralik, 2002). Meleis and
none of those interviewed received written informa- Trangenstein (1994) proposed that a central focus
tion about transition. of nursing is the facilitation of clients, families, and

There was debate about the most suitable age communities through transition. They write that
for transfer to the adult service. The Australian nursing “is concerned with the process and the ex-
Clinical Practice Guidelines: Type 1 Diabetes in periences of human beings undergoing transitions
Children and Adolescents (2003) recommended where health and perceived well-being is the out-
that the transition phase occur between the ages of come” (Meleis & Trangenstein, 1994, p. 257). Ado-
16 and 18 years. Most health professionals agreed lescents in transition from child to adult diabetes
that adolescents should be transferred near the age services are involved in a period of critical, but
of 18. Four adolescents preferred the transfer age forced, change. We acknowledge that there are vari-
be 18 years, giving completion of schooling as the ations in the way adolescents engage or fail to
reason. One adolescent said, “as soon as possi- engage in transitional processes. Adaptation to
ble—so you can get used to it quicker and its not change involves a process of trial and error
all coming on to you while you’re half way through (Kralik, 2002).
study or anything like that.” Another adolescent Dalton and Gottlieb (2003) explored the con-
was aware that the time for transition was near but, cept of readiness to embrace change, which they
“I want to stay here but I don’t because there’s all argued was often linked with a person’s compliance
the little kids and I’m too old.” to a medical regimen. However, previous research

Although a formal transition process con- revealed that living with long-term illness seems
sisting of a medical-to-medical referral occurs be- to be about incorporating the consequences of ill-
tween some services, it could be further enhanced. ness into everyday life (Kralik, 2002; Kralik et
One option to smooth the transition process would al., 2004). Dalton and Gottlieb (2003) provided an
be to provide opportunities for adolescents to meet alternative view that conceptualized readiness as a
the adult service providers before transfer. This was process of becoming ready over time. Readiness to
suggested by health professionals, and adolescents change was embedded within a process of learning.
embraced this initiative. Baker and Stern (1993) described a process of readi-

The evaluation phase posttransition is im- ness that involved making the illness a part of life
portant (Silink et al., 2003–2004). Follow-up and and coming to terms with self-care teaching and
confirmation of the effectiveness of the transition having a sense of control. Relationship-building

between health professionals and adolescents, as aprocess should be part of that evaluation. One health



CHAPTER 9 TRANSITIONAL CARE MODEL 503

means of mapping individual context and identi- Implications for Nursing
fying shifting values over time and dealing with
difference and miscommunication, is maybe the Data from health professional and adolescents indi-
first step toward facilitating this transition. cate that transition to adult services is based on the

A number of studies found that adolescents medical model. Transition must be viewed holisti-
were keen to receive written and verbal information cally instead of focusing solely on the referral from
about transition and that they wanted to be provided one medical doctor to another. A problem-focused
opportunities to meet the new team before transition or reactive approach to diabetes care effectively
(Eiser et al., 1992; Court, 1993; Kipps et al., 2002; relinquishes the potential for independence and
Brumfield & Lansbury, 2004). A transition model control for the adolescent. If nurses and dietitians
is necessary that takes into account the stakeholders are only involved during periods of diabetes insta-
(professionals, parents, and clients) views. Transi- bility, adolescents may not be provided the opportu-
tion literature from the diabetes and cystic fibrosis nity to learn self-care skills. Type 1 diabetes is
fields agrees that there is a lack of outcome data often a family issue, with reliance on parents for
that can clearly support one model over another information and advice. It is important that diabetes
(Viner, 1999; Fleming et al., 2002; Rosen et al., nurses and dietitians become involved in working
2003). Suggestions such as young adult clinics, with adolescents toward self-care because many
stepped transition, joint clinics with paediatricians, were diagnosed as children and may never have
and adult clinic physicians and transition nurses received first-hand information about diabetes. In
have all been described in the literature. the current study context, resources limited the

Health professionals and adolescents in this involvement of diabetes nurse educators and dieti-
study highlighted that transition is frequently fo- tians in the preparation and care of adolescents
cused on the medical transfer of care, with the allied in transition.
health teams playing a minor role. The ramifica- The role of diabetes nurse educators in prepa-
tions are that adolescents are not receiving holistic ration and facilitation of the transition process and
preparation for transition in terms of developing follow-up has not been fully realized. Preparation
the self-management skills necessary for adaptation

must be expanded so that there is a larger focus
to an adult health setting. Similarly, adolescents

on developing self-care skills. This would assist
were keen to be given opportunities to meet staff

individuals in taking on the extra responsibilities
before and receive written information. We would

expected by adult services. Frank (1992) stated that
argue that, if adolescents were informed about what

a gradual preparation of youth and parents is an
to expect from the adult service and how it may

important principle for transition. Blum et al.
differ from their current service, transition might

(1993) argued that the notion of transition should bebe easier.
discussed as early as diagnosis. One of the transitionLimitations of the research included the omis-
principles advocated by Rosen et al. (2003) is tosion of the parental voice, the small number of
have a designated health professional coordinateadolescent participants, and lack of opportunity for
the transition process between child and adult dia-one-off interviews. Parents often play a pivotal sup-
betes services. Diabetes nurse educators are in anport role for children and adolescents living with
excellent position to undertake this role.diabetes, and their experiences and perception of

the period of transition may have enhanced effects.
One-off interviews with adolescents may have pre-

Conclusioncluded thoughtful responses. Follow-up interviews
may have yielded greater insight into the experience

The concerns, claims, and issues that have beenof transition. A recommendation for future research
raised by health professionals can provide a basisis to follow adolescents through the transition pro-

cess. Parents must be included in such a study. for services to address the needs of those adoles-
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9.5 ADVANCED PRACTICE
NURSE STRATEGIES TO Introduction
IMPROVE OUTCOMES AND
REDUCE COST IN ELDERS

Research evaluating the problems elders face dur-
WITH HEART FAILURE

ing transition from hospital to home has shown
that elders are at increased risk for poor outcomesKATHLEEN M. MCCAULEY

(including preventable rehospitalizations) becauseM. BRIAN BIXBY

of ineffective self-management and poor interpro-MARY D. NAYLOR

vider and provider–patient communication.1 Elders
at highest risk for postdischarge problems includeAbstract
those with multiple chronic and comorbid condi-
tions, disabling symptoms, highly complicatedThe aim of this study was to investigate

whether, in a randomized controlled trial management protocols, and inadequate self-man-
agement skills.2 A growing body of research has(RCT) of vulnerable elders with heart failure

(HF), advanced practice nurses (APNs) who provided clear evidence that an advanced practice
nurse (APN), who coordinates care collaborativelywere coordinating care in the transition from

hospital to home could improve outcomes, with the patient’s healthcare team while the patient
is hospitalized and during the immediate periodprevent rehospitalizations, and reduce costs,

when compared with usual care. The APN postdischarge to home, will prevent complications
and errors and improve outcomes while reducingstrategies focused on improving patient and

family or caregiver effectiveness in managing the cost of care.3–6
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A recently completed randomized controlled or phone the patient as often as needed to achieve
care goals. Guided by national evidence-basedtrial (RCT) from our team’s program of transitional

care research6 showed that, for elders with heart practice guidelines available at the time, such as
the 1994 heart failure guideline from the Agencyfailure (HF), the APN intervention was effective

in increasing the length of time between hospital for Health Care Policy and Researchs,7 APNs fo-
cused on identifying and managing patients’ uniquedischarge and readmission or death, in reducing the

number of readmissions, and in decreasing overall needs related to HF and comorbid conditions. They
wrote detailed progress notes describing patient as-healthcare costs. Intervention patients also experi-

enced some improvement in quality of life, physical sessment findings, problems and needs, provider
interactions, and APN interventions. Summary casefunction, and patient satisfaction. Similar reduc-

tions in rehospitalization rates were seen in our studies also were completed. APNs had access to
experts in HF, pharmacology, and nutrition. Theyteam’s previous studies of patients with various

medical conditions and patients who underwent sur- discussed challenging cases in bimonthly confer-
ences attended by the domain expert of the issuegical procedures, with shorter intervention times.3,4

The most recent RCT was conducted because, for to be discussed. Therefore, subject case summaries,
notes from case conferences, APN summaries ofelders with HF, the positive effects of delayed or

prevented rehospitalizations were not sustained be- major issues, and APN interviews comprised the
data sources for this report. The authors were ac-yond the 1-month intervention period.4 By ex-

tending the length of time of the home care interven- tively engaged in all aspects of this project, serving
as the study principal investigator (M.D.N.); inter-tion to 3 months and recruiting APNs with signifi-

cant HF expertise, we showed that this comprehen- vention APN (M.B.B.); and coinvestigator in
charge of clinical protocol development and APNsive, nurse-directed, collaborative, home-based

management program improved outcomes for up training and the case conference leader (K.M.M.).
to 52 weeks follow-up after an acute episode of HF.6

The original analysis of this research did not Statistical Analysis
include detailed identification of the strategies that
the APNs used with the 118 intervention patients In the original RCT group, specific Kaplan-Meier
to achieve these outcomes. The purpose of this survival curves and proportional hazards regression
chapter is to evaluate interventions used by APNs were used to assess group differences in rehospital-
to improve patient or caregiver self-management ization rates and factors such as comorbid condi-
skills, provider understanding of patient needs, tions that affected the number of rehospitalizations.6

and overall management of HF and comorbid
conditions.

Results

Methods The analysis revealed that APN interventions fo-
cused on three domains: patient and family or care-
giver effectiveness; the patient–provider relation-During the RCT, APNs followed a protocol that

directed them to visit the hospitalized patient daily, ship; and management of comorbid conditions and
improving overall health. Although the primary fo-collaborate with the patient’s healthcare team and

family to ensure optimum discharge planning, and cus of the study was management of HF, the major-
ity of patients had multiple, active, comorbid condi-visit the patient in the home within 24 hours of

discharge, at least weekly for the first month and tions that complicated the HF and put them at risk
for poor outcomes. APNs were particularly effec-at least bimonthly for the next 2 months.6 Patients

and caregivers had telephone access to APNs be- tive in reducing the number of rehospitalizations
related to these comorbid conditions (p < .013).6tween visits. APNs had complete flexibility to visit
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Patient and Family/Caregiver study, more subtle cognitive changes interfered
with some patients’ learning. Other barriers in-Advanced Practice Nurse Interventions
cluded inadequate reading skills, poor visual acuity,
lack of ability or interest in cooking with conse-APN activities focused predominantly on individu-
quent eating at a restaurant or poor nutrition, andalized patient assessment, enhanced patient–
lack of access to medication. Nonadherence to med-provider communication, targeted interventions to
ication regimens was related to the cost of medica-improve self-management, and improved access to
tion, patient inability to leave home to go to aresources. Comprehensive assessment included
pharmacy, lack of pharmacy delivery systems, andidentification of the patient’s specific constellation
lack of a system to organize medications with re-of HF signs and symptoms and the contribution of
minders to take them. An overarching barrier thatany comorbid conditions to the patient’s symptom
affected self-management was some patients’ lackprofile. Sources and strength of social support were
of acceptance that they had chronic conditions.assessed, including the patients’ caregiver net-
After patients felt better it was common for themworks, access to and use of services available for
to stop adhering to their management plan. APNselders in the community, and access to transporta-
were instrumental in helping patients see connec-tion, supermarkets, pharmacies, and other services.
tions between behavior and symptoms, such as tak-The environmental safety assessment included risk
ing diuretic medications as prescribed and im-for falls and neighborhood safety.
proved exercise tolerance or increased sodium in-Patient education began with an assessment of
take and worsening ankle edema.knowledge base, learning capabilities, and learning

Therefore, APNs used multiple strategies tostyles. With up to 3 months to influence learning
improve patient self-management, including educa-and behaviors, the APN was able to plan knowledge
tion about the chronic nature of the patient’s ill-and skill development over time. APNs had the
nesses; practical solutions, such as pill organizersoption of audiotaping patient education sessions
and patient-specific prompts to remember to take

and leaving the tape with the patient for later re-
them; and detailed nutrition counseling sessions

view. If patients did not have access to a tape re-
with the patient or whoever does the cooking. The

corder, one was provided, as was a digital scale to
APNs took patients to grocery stores to teach them

support monitoring of daily weight. Videotapes and
to read food labels and make healthier choices

pamphlets from recognized sources, such as the
within their budget constraints, collected menus

American Heart Association, were given to pa-
from local restaurants to teach patients to choose

tients. The focus of education was on learning com-
foods more wisely, and focused on helping patients

prehension and behavioral change. To this end, all see the relationship between worsening HF symp-
patients participated in the development of two toms and recent food choices or nonadherence to
management plans: their overall plan for managing medication regimens. Community resources such
their HF and comorbid conditions, and a “911 as Meals on Wheels and medication financing sys-
plan,” which covered actions that should be taken if tems were used. Pharmacies that delivered were
symptoms were to worsen. The goal was to educate identified. and a relationship between the patient
patients in detecting subtle worsening of their spe- and a particular pharmacist was established. Pa-
cific symptoms and in intervening before emer- tients were taught to identify signs and symptoms
gency care were needed. Patients were taught how of improvement versus worsening HF and other
to access their physician, which physician to contact illnesses. Based on the patient’s specific situation,
for which symptoms, and when and how to move his or her management plan included a list of symp-
quickly to receive emergency care. toms that could be managed with behavioral

Significant barriers to adherence and behav- change, such as further salt and water restriction,
ioral change were encountered. Although overt cog- and those that necessitated physician notification

or even emergency care.nitive impairment made a patient ineligible for the
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Because APNs worked out of home care agen- that the patient take two buses and proved ex-
hausting. The APN was able to identify a neighborcies affiliated with the RCT, they had access to

social workers, physical therapists, and psychiatric who was willing to learn to administer the injection
and the problem was resolved. Another patientclinical nurse specialists for consultation about

planning patient care and for patient referral, as whose wife had dementia had difficulty focusing
on learning to manage his own problems becauseneeded.
he was overwhelmed with his wife’s care. The APN
arranged for the wife to attend a community agencyPatient Goals as Key Motivator
that provides day care for elders with dementia for
several hours per week, which provided the patientThe connection between symptoms and recent pa-
with a needed respite. The APN timed his visits totient behaviors were made whenever possible, with
coincide with times when the patient was relievedthe goal of enabling patients to gain control over
of caregiver responsibilities.their illness. This desire for control was strength-

ened by identification of the patient’s goals. These
goals became the primary motivator for behavioral Strategies to Strengthen the

Patient–Provider Relationshipchange. The APNs determined from the patients
what the patients wanted, what would bring them
happiness, and used these goals to improve patient For the RCT described herein, patients were re-
self-management. For example, one patient with cruited from six hospital sites and five home care
HF, diabetes, and sleep apnea had not been off the agencies. Therefore, APNs needed to establish rela-
second floor of her home in months; yet, she had tionships with multiple physicians, most of whom
a strong desire to go to church. The APN used had little experience with this particular APN role.
this goal to enhance patient participation in diet Physician consultants were identified in each hospi-
management, medication adherence, and a gradual tal and used to learn about the physician structures
increase in walking endurance. Other patients in place, for advice on establishing relationships
wanted to avoid nursing home placement and be- with physicians, and to communicate the overall
come more functional within their own homes. Tak- goals of the study. However, the APNs were respon-
ing the focus from the APN and physician goals sible for educating individual physicians about the
for the patient and helping the patient to see the goals and benefits of the study and for establishing
connection between behavioral change and achiev- the relationships necessary to enhance patient care.
ing his or her own goals proved to be the most This was most effectively accomplished by accom-
powerful strategy used by the APNs. panying patients to their first postdischarge physi-

cian office visit. During this visit, the APNs learned
Family and Community Resources about the physician’s plan for the patient, demon-

strated their ability to influence the patient in partic-
ipating more effectively as a partner in manage-Subjects in this study came from poor inner city

communities, wealthier suburbs, and isolated rural ment, and coached the patient to communicate more
effectively with the physician. APN communica-areas. Family and caregiver support ranged from

highly involved, and sometimes overprotective, rel- tion during this visit was effective in establishing
the partnership between the patient, the physician,atives to weak family support but a few caring

neighbors. One patient required a weekly injection; and the APN.
Several challenges emerged. APNs workedhowever, nearby family members refused to learn

how to administer the injection. The patient’s insur- with patients who made conscious decisions not
to take medications as prescribed (e.g., reducingance company denied coverage for home care

nurses because the patient was not homebound and diuretic doses or skipping doses on days when an
activity was planned) and who refused to sharecould theoretically travel to her physician’s office

for the injection. This plan, however, necessitated this information with the physician. APNs guided
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patients in understanding how they would benefit mous challenges in managing the complexities of
a diet that addressed both health problems. APNsfrom a management plan based on best practice

and open communication that considered their indi- helped patients use diet diaries to track food intake,
taught them to make better choices within theirvidual needs. They coached patients to communi-

cate their needs and actions to the physician and food preferences, and enabled them to see the con-
nections between what they ate and drank and theirthey worked with physicians to develop greater

insight into the broader needs of patients and be- symptoms and blood glucose levels. By accompa-
nying the patient to select physician office visits,come more flexible and creative in management

strategies. Sometimes the treatment regimen caused they coached the patient in communicating prog-
ress, needs, and preferences and partnered with theworsening of symptoms (e.g., initiation of carvedi-

lol) and increased risk for rehospitalization. APNs physician in enabling the treatment plan to become
part of the patient’s lifestyle.and physicians collaborated by increasing the fre-

quency of APN home visits to monitor and support Problems with substance abuse emerged as a
significant health concern. Excessive alcohol in-patients and by identifying a plan for managing

worsening symptoms. The authors of this chapter take, continued smoking, and long-standing use of
prescribed antianxiety and narcotic pain agents con-discussed these challenges during case conferences

and sought the opinion of relevant experts. Ulti- tributed to patient symptoms and interfered with
achieving optimal function. Many times, neithermately, the authors found that this experienced

group of APNs possessed the knowledge and skill the patient nor the physician understood why the
patient was taking antianxiety or narcotic agents.to work effectively and enhance patient and pro-

vider communication. With rare exceptions, APNs Evaluating the cause and influence of symptoms of
depression was complicated by use of these agents.found physicians to be superb partners in care. The

physicians quickly realized that with APN support APNs were effective at working with physicians
and patients to reduce dosages gradually or to dis-difficult patient management problems had poten-

tial for resolution. continue the drug and initiate the use of antidepres-
sant agents, if necessary.

The study showed that many patients’ func-Management of Comorbid Conditions
tional status was hampered by long-standing effectsand Improving Overall Health
of deconditioning owing to poor exercise habits
that now were exacerbated by HF symptoms andThe challenges presented by the patients’ comorbid
the effects of aging. Improving functional statusconditions and the need to improve overall health
and exercise performance became a goal for mostoutcomes emerged as the third domain of this analy-
patients. APNs were able to help patients see thatsis because, although the study was begun to im-
enhanced function was related to achieving manyprove outcomes in HF, it was quickly learned that
of their goals. In collaboration with the patients’elders must manage HF within the context of other
physicians, the study authors were able to referillnesses and health problems. Many patients with
some patients to outpatient cardiac rehabilitationHF also had diabetes, chronic lung disease, atrial
programs; however, for most patients, graduallyfibrillation, or arthritis. APNs worked closely with
increasing walking and other muscle strengtheningpatients and their caregivers to identify the meaning
exercises in the home became the primary focus.of symptoms, and they became close partners with

physicians in identifying optimum treatment strate-
gies. For example, APNs helped patients who had

DiscussionHF and chronic lung disease become more adherent
in their use of prescribed inhalers and used physical
assessment skills to sort out the contribution of This analysis revealed that APN effectiveness may

be related to their knowing their patients as individ-HF versus lung disease in interpreting worsening
shortness of breath. Diabetes patients faced enor- uals, developing an understanding of how patient
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goals will motivate them to learn to care for them- be a powerful force in gaining patient and caregiver
partnership in sustained behavioral change. Second,selves more effectively and to persist in effective

self-management over time, and improving patient– the APNs worked actively to gain the support of
the patient physicians as partners in designing theprovider communication. It became clear that the

strength of the intervention lay in the APN’s atten- optimum treatment plan and as partners with pa-
tients in sustained behavioral change. Research thattion to all the physical, psychosocial, and financial

problems these frail patients face. Their holistic shows effective strategies in establishing ongoing
physician–patient partnerships is necessary. Someapproach considered the interconnectedness of

problems and the need for a collaborative, individu- of the educational strategies used (e.g., supermarket
visits to teach label reading and healthy foodalized management approach that capitalized on

and strengthened patient capabilities and support choices, giving patients audiotapes of the teaching
session) warrant further investigation and may in-systems. Research has increasingly shown the posi-

tive effect of nursing interventions on patient out- fluence future educational programs. The three do-
mains of APN influence described herein (i.e.. pa-come and resource use during the transition from

hospital to home. The outcomes and nursing inter- tient and family or caregiver effectiveness; the pa-
tient–provider relationship; management of comor-ventions of several of these RCTs in HF are de-

scribed in Table 9.5.1. Common themes include a bid conditions and improving overall health) may
provide a useful framework for future research de-strong focus on patient education, symptom identi-

fication, and promotion of adherence to the treat- signed to improve patient outcomes and identify
the specific nursing interventions responsible forment plan.

In previous publications this research team de- those outcomes.
This author team is extending this research inscribed APN interventions using content analysis

of APN documentation of subjects with a wide two important directions. They have been funded
by the National Institute of Aging and the Warerange of medical and surgical conditions,8 an over-

view of medical and nursing care of patients with Family Foundation to test the transitional care
model among elders with cognitive impairment.HF,9 case study reports of patients with HF,10 and an

overview of the transitional care model as applied This funding builds on previous funding from the
Alzheimer’s Association that enabled these authorsacross the entire author program of research.11 Da-

vidson and colleagues recently published a narra- to design and pilot test a cognitive impairment man-
agement protocol. Secondly, the authors of thistive analysis of clinical notes of nurses caring for

patients with HF in the home.12 They identified study are collaborating with several national insur-
ance companies to translate this model into the realseven strategies, including symptom monitoring,

enhancing patient self-management, collaborating world of managed health care. The combined effect
of these efforts will be to test strategies for effective,with health professionals to manage clinical deteri-

oration, helping patients avoid institutionalization, collaborative management of the most vulnerable
elders in a real-world practice setting.dealing with psychologic problems, and helping

patients and families cope with dying. The interven- This chapter summarizes the interventions of
APNs in optimizing health outcomes of high-risktions described in these reports and the interven-

tions noted in the RCTs described in Table 9.5.1 elders in a cost-effective manner. The problems
these patients face test the creativity and knowledgeare congruent.

In the analysis described herein, the study au- base of highly experienced APNs. It remains to
be shown whether appropriately prepared nursesthors identified other strategies that might account

for the successful outcomes and warrant evaluation without graduate nursing education could achieve
similar outcomes. The authors’ current program ofin future research. First, identification of the pa-

tients’ unique goals and connecting achievement research promises to provide insight into this
question.of these goals to health-related behaviors proved to
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TABLE 9.5.1 Randomized Clinical Trials Testing Nursing Interventions in Heart Failure (HF)
Patients’ Transition From Hospital to Home

Reference/Design/ Intervention Outcome Specific Nurse
Participants Interventions

Rich et al., 199513 Experienced cardiovascu- For subjects who sur- Focus of intervention:
RCT testing a nurse-di- lar research nurse imple- vived initial hospitaliza- • Reinforce patient educa-
rected multidisciplinary mented program of inten- tion, improved survival tion, ensure compliance
intervention for high-risk sive HF education, use of rates were seen in the in- with medications and
elders ( = 70 years) hospi- a teaching booklet, pa- tervention group (66.9% diet
talized with HF. tient consultation with di- vs. 54.3%, p = .04), • Identify recurrent symp-
Intervention group n = etician and social worker, fewer single (p = .03) toms that should be
142, control group n = medication analysis by and multiple (p = .01) re- treated during outpa-
140. gerontology cardiologist admissions, total readmis- tient care

to eliminate unnecessary sions (p = .02) and read- • Simplifying regimen
Control patients received medications/simplify regi- missions for HF (p = .04) and ensuring
all standard care and ser- men, routine home care were seen. compliance
vices ordered by their plus visits by study spe- Quality of life improved
physicians. Patients were cialists. for both groups but signif-
followed up for 90 days icantly more for the inter-
after discharge. Quality vention group (p = .001).
of life was assessed at Rate of readmission was
baseline and 3 months in significantly higher in the
126 patients. control group (p = .03).

Stewart et al., 199814 Inpatient visit by study HBI group: fewer un- Educational focus:
RCT testing the effect of nurse for education about planned readmissions • Remedial counseling
an HBI on readmission treatment regimen, impor- (≥ .03), fewer total days • Reminder systems to
and death rates in high- tance of compliance, and of hospitalization (p = ensure medication
risk HF patients dis- reporting symptoms. .05), fewer multiple ( = compliance
charged after HF admis- One-week after dis- 3) readmissions (p = .02), • Use of weekly medica-
sion. Intervention n = 49, charge, visit by study fewer emergency depart- tion dosage systems
usual care n = 48. Sub- nurse and pharmacist for ment visits (p = .05). • Improved caregiver
jects were followed up knowledge and compli- Cost of hospital care was monitoring
for outcome measures for ance assessment and tar- lower in HBI group but • Medication information
6 months. geted education. not statistically signifi- and reminder cards

Communication with pa- cant. • Referral to community
tient primary physician re- pharmacist for ongoing
garding patient progress, education/support
needs, and ongoing plan. • Referral to physician if

clinical deterioration
Jaarsma et al., 199915 Inpatient visit by study Both groups’ self-care be- Educational topics:
RCT testing of educa- nurse for education about haviors improved at 1 • Warning symptoms of
tional program for elders consequences of HF in month over baseline (p < worsening HF, sodium
with HF during hospital daily life. Standard nurs- .001) but greater improve- restriction, fluid bal-
stay and at home 1-week ing care plan used. ment seen in intervention ance, compliance.
after discharge on self- One-week after dis- (p = .001). • Patient’s individualized
care behaviors and re- charge, visit by study Both groups decreased problems addressed.
source use. Intervention n nurse for ongoing self-care behaviors over • Family/caregiver
= 84, control n = 95. Sub- education. time but greater compli- included.
jects were followed up Intervention duration: hos- ance at 3 months (p = • Nurse available by tele-
for 9 months for outcome pital admission to 10 .005) and between base- phone between hospital
measurements. days after discharge line and 9 months (p < discharge and home

.001) in intervention. visit; patient advised to
call physician after
that.
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TABLE 9.5.1 (continued)

Reference/Design/ Intervention Outcome Specific nurse
Participants interventions

Harrison et al., 200216 The same hospital and Improved MLHFQ total In addition to usual dis-
RCT testing a 12-week home care nurses deliv- scores for transitional charge planning and care,
nurse-led intervention us- ered care to both groups. care intervention group at intervention patients re-
ing a structured protocol Intervention patients re- 6 weeks (p = .002) and ceived an evidence-based,
compared with usual ceived care via structured 12 weeks (p < .001) structured protocol that
home care. Intervention n protocol emphasizing tran- Improved physical dimen- guided supportive care,
= 92, usual care n = 100. sitional care and self- sion at 6 weeks (p = education for self manage-
Outcomes measured at management. .001) and 12 weeks (p < ment, linkages between
baseline, 2, 6, and 12 Usual care patients re- 0.001) hospital, home care
weeks. ceived assessment, moni- Improved emotional di- nurses, patients, families,

toring, health teaching, mension at 6 weeks (p = and providers.
and direct care from .006). Intervention pa- Also provided a patient
home care nurses. tients had fewer emer- workbook, an educational

gency department visits workbook, an educational
(p = .003). map/plan and a patient

documentation tool

Riegel et al., 200217 Registered nurse tele- HF hospitalization rates Intervention patients con-
RCT testing the effect of phonic case management were 45.7% lower in in- tacted by phone within 5
a 6-month telephonic using a decision support tervention group at 3 days of discharge.
case management inter- software program (Pfizer, months (p = .03) and Software program di-
vention about hospital re- Inc.) that emphasized 47.8% at 6 months (p = rected future calls based
admissions and cost. management of factors .01). on patient symptoms,
Intervention n = 130, predicting rehospitaliza- All-cause hospitalization needs and knowledge.
usual care n = 228. Out- tion and guided educa- rates were 25.6% lower Nurses spoke with family
comes measured at 3 and tion, data collection, and at 3 months and 28.2% members, physicians, and
6 months. documentation; orga- lower at 6 months (p = other professionals; sent

nized clinical information .03). updated reports and treat-
and included evidence- Improved patient satisfac- ment guidelines to physi-
based guidelines. tion at 6 months (p = cians; mailed patients edu-
Mean number of phone .01). cational materials.
calls = 17.

Stewart and Horowitz, After an admission for Intervention subjects: Structured home visit to
200218 acute HF, individuals in optimize management of

• 30% reduction in read-RCT of multidisciplinary HBI group received struc- illnesses and to facilitate
mission or death (p <HBI. Intervention n = tured home visit by phar- rapid recognition and
.01)149, usual care n = 148, macist or nurse within treatment of health

• Increased probability offollowed up for median 7–14 days after problems
remaining event free (pof 4.2 years. discharge. Physical examination
< .05).Some patients received re- Assessment of patient ad-

peated home visits and herence to treatment planGreatest effect on pre-
some patients received ad- Adequacy of socialventing readmission oc-
ditional education about supportcurred in first 6 months
their condition. Identification of factors(p < .001), no difference

likely to produce readmis-in 6–24 months but signif-
sion or deathicant (p < .05) effects
Report with recommenda-thereafter.
tions to patient’sReduced cost of readmis-
physiciansions (p < .01), compared
Nurse coordination ofwith usual care.
management

Note: HBI = Home-based intervention; HF = heart failure; MLHFQ = Minnesota Living with Heart Failure questionnaire; RCT =
randomized controlled trial.
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Chapter 10 Role Supplementation
Models

10.1 PREVENTIVE ROLE Thus, an integrative framework is essential to the
development of a body of knowledge encompassingSUPPLEMENTATION: A

GROUNDED CONCEPTUAL theory, practice, and research.
Chin (1962) views models as an orientationFRAMEWORK

to practice, to be used for diagnosis and treatment
AFAF I. MELEIS

(or assessment and interventions). Even though
LESLEE SWENDSEN

many practitioners question the utility of a model
DELORAS JONES

for practice, Chin maintains that no one can observe
without a preconceived notion of the elements toAbstract
be observed and how those elements can be inter-
preted. Such preconceived notions, when system-One of the major issues confronting nursing
atized, are referred to as conceptual models. Inklestoday is whether nursing will survive the
(1964) maintains that a scientist needs a mentalmany turmoils with which it is beset. Ques-
image of how a realm is “put together and howtions raised around the profession of nursing
it works.” Without such preconceived images, acontinue. What are the goals of nursing?
scientist could not raise appropriate questions.Does nursing possess a body of knowledge?

Models are essential for practitioners in diag-How different is that body of knowledge from
nosing and treating (assessment and intervention),that of other health professions? Is what nurs-
for teachers in classifying phenomena, and finally,ing offers unique? Although we will not and
for researchers in asking and interpreting questionscould not possibly answer these questions in
and establishing a “foundation for continuing devel-this chapter, we will demonstrate an aspect
opment of relevant research and significant utiliza-of a systematic body of knowledge in nursing.
tions of investigatory findings” (Rogers, 1970). WeA conceptual framework with potential for
will show how a conceptual framework can suggestfocused research in nursing has been opera-
and help structure a particular nursing intervention.tionalized and implemented in a clinical situ-
Although many practicing nurses shrug away theation. The conceptual framework was re-
notion of using nursing models, the mere fact thatported theoretically (Meleis, 1975) and em-
they observe, assess, intervene, and ask questionspirically (Meleis & Swendsen, 1978; Swend-
evidences the fact that they are guided by “a mentalsen, Meleis, & Jones, 1978). This chapter
image.” Public health nurses and maternal-childpresents all parts of the framework clinically.
health nurses, for example, are often involved inOther clinical situations could use the
preventive role supplementation, although theirframework.
work may not have been conceptually organized to
provide a framework for nursing intervention and
research. This presentation is rooted in the convic-The major assumption here is that conceptual
tion that nursing practice must flow from theoryframeworks offer structure for nursing knowledge.
and substantive knowledge.Without such frameworks, knowledge of various

In the course of a lifetime, an individual under-phenomena cannot be interrelated and fractions of
knowledge may be isolated and, most likely, lost. goes many transitions that entail extensive mobili-
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zation of personal resources to cope with resulting 1975). Preventive role supplementation may be a
means to achieve role mastery for the novice whostresses. Therefore, the loss of some roles and the

acquisition of new ones are of particular signifi- is to acquire and master the appropriate behaviors
and sentiments by learning: (a) the behaviors thatcance to nurses. The developmental stages of a

life cycle, along with health and illness, are the are expected, (a) the sentiments and goals appro-
priate to the role, and (c) the costs and rewards tooccasions for a number of important role changes.

To demonstrate preventive role supplementation be anticipated, including whether or not significant
others provide negative or positive reinforcement.(Meleis, 1975), a number of couples expecting their

first child were chosen. As will become apparent, Preventive role supplementation can be a way in
which significant others clarify roles for personsmany other types of clients, such as chronically ill

patients, parents of a handicapped child, mastec- anticipating transition, and through which the indi-
vidual can master the anticipated transition bytomy patients, and others could also benefit from

role supplementation. means of role rehearsal and role modeling.
The goal of the preventive role supplementa-LeMasters (1969), in his study of middle-class

couples, confirmed that the birth of a first child tion program (ROSP) (ROSP is the acronym used
to refer to the preventive role supplementation pro-constitutes a crisis event, and that most couples

find the transition to parenthood difficult. This find- gram as outlined by Meleis [1975]) is to prevent
the development of role insufficiency. Role insuffi-ing was confirmed by Dyer (1969), who said a

majority of the couples he studied experienced ex- ciency is defined by Meleis (1975, p. 266) as behav-
ior that indicates “…any felt disparity in fulfillingtensive or severe crisis. The conflict aspects of

adaptation to early parenthood and the association role obligations or expectations of significant oth-
ers’ roles in a health-illness situation. It denoteswith severe stress have been described by many

(James & Benedick, 1970; Sheresfsky & Yarrow, the incongruency of the self-concept and the role
anticipations of others.” Further, role insufficiency1974).

During crisis, the normal coping mechanisms characterizes an ego confronted with expectations
that it cannot articulate.of individuals are inadequate. In this study, the

nurse clinicians used preventive role supplementa-
tion to augment the expectant parents’ adaptive

Concept of Rolecapacity during the transitional crisis. Whether tran-
sitions are viewed as mere developmental stages A role is a set of behaviors or expected behaviors,
or as crisis periods would not affect the proposed as well as a sentiment or goal that provides unity
framework. It is assumed that the situation of the to a set of potential actions (Turner, 1962). More
unit of study (be it a family or group) will determine recently, Turner (1967) has suggested:
whether a crisis model or a transition model is more
suitable. Because preventive role supplementation In any interactive situation, behavior, sentiments,

and motives tend to be differentiated into units,is an interactional conceptual framework, the per-
which can be called roles; once roles are differenti-spective of the clients will help determine the most
ated, elements of behavior, sentiments, and motives

appropriate content included.
which appear in the same situation tend to be as-

The conceptual basis of nursing intervention signed to the existing roles.
discussed in this chapter is that of preventive role
supplementation as proposed by Meleis (1975). It Thus, role, as used in the development and
is defined as “the information or experience neces- conceptualization of role supplementation, will be
sary to bring the role incumbent and significant based on the symbolic interactionist use of the con-
others to full awareness of the anticipated behavior cept (Morris, 1934). Role in this sense is conceptu-
patterns, units, sentiments, sensations, and goals alized as a way of coping with an imputed other

role (Cottrell, 1942; Turner, 1967).involved in each role and its complement” (Meleis,
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Components of ROSP discussed, information was gathered, and expecta-
tions about the parental role were aired. The interac-
tion occurred among and between all the couples,In this section, each component of ROSP, as out-
between the couples and the nurse clinicians, andlined by Meleis (1975), is presented as a concept,
between the individual husbands and wives. Openfollowed by a discussion of an implementation pro-
communication was encouraged as the basis forgram with expectant parents and examples drawn
incorporating the various components of role sup-from actual experience with the program. It must
plementation in the program as it functioned.be emphasized that a “viable role supplementation

program should capitalize on the importance of a
significant other and/or others in reinforcing new
roles and counter roles” (Meleis, 1975). Planning and Implementing

The program was developed within the, “con- of Role Supplementation
text of an appropriately designated reference group
involving the self and appropriate significant oth- Reference Groups
ers” (Meleis, 1975). On this basis, 12 couples ex-
pecting their first child were invited to participate The reference group is a group whose viewpoint
in ROSP. Their ages ranged from 19 to 32 years. is used as a frame of reference. Reference groups
Their ethnic backgrounds included White, Black, are essential in providing the means by which a
Oriental, and Spanish American. Their education person’s identity is formed. In such groups, alterna-
ranged from high school to postgraduate. They in- tive ways of coping with life changes and divergent
cluded blue-collar workers and professionals, viewpoints are explored, discussed, and, through
working and nonworking mothers, and those who a reflective process, adopted or discarded. In this
planned their pregnancies, as well as those who did environment, positive and negative reinforcements
not. The members held varied opinions and interest are provided for an individual’s values and beliefs.
in natural childbirth. They were divided into two Through reference groups, an individual can iden-
groups. Starting around the beginning of the third tify the range of normal behavior in a certain role
trimester, each group attended 2-hour group meet- and ascertain his or her position on the continuum.
ings each week for 8 weeks. Each preventive role supplementation refer-

Because roles develop in pairs to complement ence group should be organized with individuals
each other, it was essential to include both wives of similar developmental stages, even though these
and husbands in the group meetings and in the same individuals may exhibit a wide range of per-
individual family sessions with the nurse clinician. spectives. Reference groups in cultures are formed
Therefore, only couples in which both husbands informally, but because of the many social variables
and wives could attend most of the sessions were in this society (numerous subcultures, lateral and
invited to take part. vertical mobility, residential mobilities, and alien-

The content and the process of ROSP were ation and apathy), there is a need to consciously
derived directly from the conceptual framework and formally organize appropriate reference
mentioned previously. The components are dis- groups.
cussed next. Aside from the many sociological and educa-

Communication and interaction are central tional advantages of reference groups cited in the
concepts in the symbolic interactionist school, and literature, a reference group has the advantage of
are “…important components of role supplementa- providing a social function for its incumbents. It
tion, because it is through open and clear communi- also is easier to change behaviors in a group setting
cation of symbols that roles evolve” (Meleis, 1975). than in an individual setting. Group members can

Interaction was emphasized as the means reinforce, clarify, and support one another during
the transition process.whereby feelings were explored, uncertainties were
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The reference groups are a major component the roles with which they were most comfortable.
Some even said they had already discussed withof ROSP. In this program, reference groups serve
other expectant fathers their notions of what toas forums for obtaining knowledge and exploring
expect and what their role toward their wives couldalternatives so that clients will have a basis for
be. Many said their coworkers expressed astonish-formulating their own decisions. Several couples
ment and even some ridicule that they chose to besaid they joined the program to find out whether
with their wives in labor and delivery. These mentheir own values, attitudes, and feelings were simi-
were relieved to find support in the reference group.lar or dissimilar to those of other couples in the
One father did not perceive his role to be with hissame situation. Many felt the need to verify the
wife during labor and delivery, but he hesitated tonormalcy of their experience. Several prospective
express this in the group meetings. He preferredfathers suggested the establishment of a father’s
to share and discuss his concerns with the nursereference group to focus on paternal feelings and
clinician, whom he saw as a significant other. Theconcerns. Most couples wished to continue to meet
reference group helped this father to become awareafter delivery.
of some of his concerns and of his need to clarifyThe weekly meeting provided opportunities to
them with the help of a significant other. He didtalk and work out feelings and plans about preg-
not feel pressure to conform to the standard ofnancy, labor, delivery, and parenting. Members dis-
the reference group; he was already an acceptedcussed their feelings about the pregnancy, their
group member.physical complaints, emotional changes, fears for

The reference groups provided a forum forthe baby and themselves, and resulting changes in
sharing concerns about parenthood and an opportu-lifestyle. The women were relieved to find that
nity to explore alternative parenting styles. One ofother mothers had the same complaints. After they
the most important functions of the reference grouplearned to understand the physiological basis for
was to help new parents develop ongoing coopera-many of their problems, they shared suggestions
tive relationships for future reference. After thefor relieving discomforts. They were reassured that
weekly classes had ended and each couple had de-their mood changes were normal when they heard
livered, many called each other to report the birthof similar experiences from other members of the
and to exchange information and ask questions.group and expressed relief to find that others had
Mothers who delivered earliest gave anticipatorythe same concerns. They shared ideas about reasons
guidance to those whose babies came later. Soonfor fears and coping mechanisms. Many expressed
they called each other to confer about questionsapprehension about labor and delivery and the an-
that arose. Many said they received support fromticipated pain.
other couples in making decisions about infant care.Another major area of concern and topic of

discussion was the father’s presence during labor
Significant Others

and delivery. Alternative father roles were pre-
sented by both the group leaders and the parents. Roles are formed and imputed through a process
Much of the discussion centered on this controver- of definition and redefinition in interaction with
sial area and formed the basis for what evolved as significant others. The responses of significant oth-
this group’s standard of behavior and expectations ers are important to the self-concept and for the
about the father’s role during labor and delivery. support an individual needs. The support of signifi-
His presence was expected, although he might or cant others is highly important in judging and reduc-
might not be responsible for pain control through ing the anxiety of an incumbent. Some significant
coaching. Feelings about the father’s role in labor others may already be intimately related to the role
coaching varied among the couples. A feeling of incumbent, whereas others may become influential
helplessness was expressed in the beginning, but in the course of role assumption, such as nurses,

teachers, priests, and social workers.after discussion, most expectant fathers clarified
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ROSP was designed to allow each client fam- stage of parenthood, such as infant care, plans for
hospital discharge, and so forth.ily an opportunity to confer with an expert clinician

who could become a significant other and provide At each subsequent postpartum visit, the par-
ents sought reassurance about their infant care tech-support during the role-transition process.

The nurse clinician helped the families explore niques by asking questions or by describing what
they had done.many viewpoints, alternatives, and possible conse-

quences of decisions they had to make, but ulti-
Role Takingmately left the responsibility for the final decision

to the family. The nurse clinician’s role was not
Role taking is a key concept in the symbolic interac-only to offer alternatives, but also to help each
tionist theory of George Herbert Mead (Morris,family feel more confident of its ability to make
1934). The individual plans and enacts his or herdecisions and to orient it to the health care system.
role by vicariously assuming the role of another.One couple said they had decided to take their 7-
As Turner (1970) indicates, individuals learn rolesday-old baby shopping. The mother said they were
in pairs and not in isolation.confident in making the decision based on the

Role taking is defined as “imaginatively as-knowledge she had gained learning the problem-
suming the position or point of view of anothersolving approach. She said, “I didn’t feel I had to
person” (Lindesmith & Strauss, 1956). Thus, inread a book or that I had to call anyone to ask if
order to develop any form of cooperative activity,it was all right to take my baby out. I felt we could
each individual must have the ability to take on thedecide that for ourselves and that felt good.” They
role of another. The incorporation of a role-takinghad received reinforcement of their ability to solve
component in the ROSP is based on the assumptionproblems systematically from significant others.
that (Meleis, 1975):This confidence helped them approach other signif-

icant decisions. In discussing the shopping incident
Effective role transition is theoretically less difficultwith the nurse clinician (her significant other), this
for persons who have learned to enact a role andmother was seeking reassurance about her problem-
counter role imaginatively and if the other under-

solving and parenting abilities. stands the salient components of the transitions as
The nurse clinician also served as a source of they involve each of them.

technical assistance. Many of the expectant mothers
“did not want to bother a physician with their ques- Couples were introduced to the different be-
tions or concerns,” and were more comfortable dis- haviors and feelings of the roles and the counter
cussing their concerns with the nurse clinicians. roles they would encounter during the transitional
These transactions often took place during the period. Even though roles might (and most probably
group meetings, although such discussions also oc- would) be modified in the course of actual interac-
curred during prenatal home visits and in the course tion, the salient features of roles unique to each
of client-initiated telephone calls to the nurse couple could be anticipated, constructed, and com-
clinicians. municated before the actual transition was to occur.

The first postpartum visit, scheduled within Successful transition to the parental role de-
24 hours after delivery, offered the couples an op- pends on sensitivity and awareness of the feelings
portunity to discuss in detail their recent labor and and behavior of each spouse. The importance of
delivery experience with the nurse clinician. Shar- open communication between the two was empha-
ing a birth experience with a significant person sized as essential to the role-taking process, and
seems to be a most important step. It was observed the significance of role-taking ability was explored.
that all couples must describe the birth experience The group members explored potential

changes in the mother’s mood as a result of physio-before they can focus on the next developmental
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logical changes associated with pregnancy, and of Role Clarification
emotional responses to her anticipated role changes.
The father was encouraged to acknowledge and Role clarification is the identification of role-linked
understand these changes so that he might become behaviors, sentiments, and goals associated with a
more sensitive to her needs. role vis-à-vis significant others in the context of

Similar changes were anticipated in the behav- particular situations. As was indicated earlier, in
ior of prospective fathers with stresses unique to the course of a lifetime a person must discard old
fatherhood. At first, some fathers were reluctant to roles, assume new ones, and modify existing roles
share such feelings in the group setting; however, or simultaneously manage several roles involving
they did so before the series of group meetings incompatible demands. Furthermore, “One devel-
was over. ops competency in a role as one acquires the knowl-

Various incidents that might be stressful to the edge and resources to carry out that role” (Shaw,
new parents were explored. Alternative approaches 1974).
to coping and their effect on interactions in the The nurse helped the parents during pregnancy
family were discussed and explored. Several other to understand better their roles as expectant parents
anticipated situations were discussed in the refer- by helping them identify and become aware of their
ence group, including postpartum depression. The feelings and thoughts and the significance of these
couples were encouraged to attempt to role take feelings and thoughts in shaping behavior. During
the feelings of the spouse, especially when they group sessions, the nurses and couples discussed
observed behaviors indicating stress in the other, their experiences during pregnancy and how these
and to be supportive in an attempt to alleviate the were similar to or different from the way they ex-
stress. As a result of the emphasis on role taking, pected pregnancy to be. The role of both the hus-
many fathers took on tasks they had not done be- band and wife in labor and delivery were explored.
fore, such as grocery shopping, cooking, dishwash- The nurses guided the couples through the process,
ing, and house cleaning. Husbands took turns get-

encouraging them to think about what would be
ting up with the baby during the night. One husband

happening to the wife, then how her husband, as
offered his wife frequent back rubs—something he

her significant other, might best support and assist
had not done previous to the delivery. Some wives

her. The explorations and sharing included his role
noticed signs of stress in their husbands and dis-

behaviors (such as giving her a back rub or wiping
cussed with them their feelings and concerns about

her face with a wet washcloth) and their meaning
having to work as well as adapting to the new

to his wife. The husbands were especially encour-
baby. Some husbands offered to care for the baby

aged to experience their wives’ roles in an attemptoccasionally during the first three weeks after deliv-
to heighten their awareness of what the wives wereery so that their wives could leave the house to
to experience and how the fathers might comple-visit friends or go shopping. Couples’ frequent use
ment this experience.of role taking to empathize with and assist the

Besides discussing feelings and expectations,spouse was one of the most rewarding aspects of
role clarification was enhanced when the groupthe program for the participants.
leaders shared knowledge about physiologicalBoth parents were encouraged to “role try out”
changes in the mother and fetus during pregnancy,the experience of the newborn baby to anticipate
thereby providing a rationale and prognosis for thesome of his needs. They were helped to become
discomforts the mothers were having. Further clari-aware of the baby’s intrauterine life, security, feed-
fication of present and anticipated role behavioring, environment, position, and experience through
called for information on the processes of labor andlabor and delivery. Using this as a guide, they could
delivery. Further, along with prenatal experiencesanticipate and plan for the baby’s needs, their own

counter needs, and probable coping mechanisms. and breathing techniques for labor and delivery,
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analgesia and anesthesia were explained. A film Postpartum depression, its manifestations, some
possible causes, the length of time, and prognosisshowing a couple’s labor and delivery, a tour of

the hospital, and slides showing characteristics of were identified. After one such discussion, a hus-
band asked whether or not a similar depressionthe newborn helped provide information for role

clarification. Although such information has always might be encountered by prospective fathers. A
discussion was then aimed at clarifying behaviors,been part of prenatal classes, the reason for includ-

ing it in this program was derived from the frame- sentiments, and potential role changes of new
fathers.work under discussion. The information and explo-

ration of role expectations and feelings gave each A major portion of the program dealt with
expectations one has of self as a parent. Memberscouple an opportunity to anticipate more appropri-

ately the transition to a parental role. of the group identified their own notions of good
and bad parenting and behaviors and feelings asso-Couples were most concerned about infant

care behaviors. Most had never held a baby, and ciated with each. They then compared their expecta-
tions of themselves with identified criteria. Thus,their anxiety was evident in their repeated questions

about how to pick up a baby, feed him, bathe him, in addition to role identification, couples also iden-
tified counter-role expectations. The discussionand change his diaper. The nurses demonstrated

these actions during the group sessions, and ex- centered on the idea that each expected his or her
spouse to be what he or she considered to be aplained that all couples would have rooming-in in

the hospital so that the father and mother could good parent. The prospective parents were espe-
cially concerned about the way their spouses mightlearn these activities with their own infant under

the direction of the nursing staff. After the rooming- discipline a child. One mother said she was con-
cerned that her expectations of her husband werein experience and the postpartum home visit by

the nurse, all couples said that they felt confident. unrealistic when she saw him discipline his niece
during a recent visit. She felt he might be a stricterNevertheless, their initial hesitancy, before room-

ing-in, about whether they would be able to care disciplinarian than she had expected or believed
necessary. She said that they needed to discuss theiradequately for the infant led us to believe that some

role rehearsal with a doll helped relieve some views, and this discussion led later to clarification
with each other.anxiety.

In addition to infant care, the group members One mother phoned four days after hospital
discharge to ask that the nurse help her husbanddiscussed the changes a baby might bring about in

their lives. Each mother and father attempted to cope with his feelings after he had become angry
with the baby for crying incessantly the night be-identify changes that they expected in lifestyle and

to discuss how they would adapt to these changes. fore. He felt extremely guilty about his anger. When
the nurse arrived, he said, “I now realize that I wasMost couples talked about their social activities

outside of the home; they discussed how they would angry at myself for my inability to comfort him in
his distress. The guilt was so heavy I didn’t realizehave to plan to take the baby with them or find a

baby sitter. Finding a baby sitter would require that I could become so angry at my helpless little
son whom I love so much.” The discussion wentmore planning ahead than many were used to.

Group members also discussed anticipated changes on from there and enabled the father to see his
feelings of guilt in proper perspective as a part ofin sleeping patterns with night feedings and crying

periods. The discussions centered on feelings they the range of feelings parents experience.
The example just discussed demonstrates themight anticipate as parents of a newborn. They

discussed anger, resentment of the infant, guilt, joy, need for follow-up home care on an individual basis
to fully implement ROSP, especially when the fol-and happiness. This was an attempt to clarify the

range of emotions new parents have and to demon- low up is designed to alleviate a crisis. The example
also illustrates the importance of such interventionstrate that these were considered to be “normal.”
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in enabling the individual to resume an adult role they did not know anyone who had a baby. One
couple said that they had two friends who had re-with minimal disruption after a crisis. Unless the

client is able to work through feelings in relation cently had babies, who were well prepared for
childbirth, and who believed they had had a won-to the role, he or she will be unable to resume other

more familiar roles adequately. derful experience during labor and delivery, but “it
had been a horror ever since, with a dependent
creature who interrupted their lives in many ways.”

Role Modeling
The couple thus questioned the wisdom of their
decision to conceive and expressed the need toRole clarification and role taking may be accom-
explore these feelings with those who could be theirplished through role modeling and role rehearsal.
role models. It became apparent to the members ofBoth techniques facilitate the process of communi-
the group that each had formulated ideas about theircation. In order to practice role modeling and role
own experience based on input they had receivedrehearsal with relative ease, it is essential that the
from others who were significant in their lives.actor be able to identify appropriate significant oth-

There are many advantages in using both theers and reference groups, as ROSP is intended and
nurse and the new parents as role models. Thedesigned to do.
couples in the group provided an opportunity toSometimes the reference group as a whole
identify and share their experiences with each other.served as a role model, as each member discussed
The couples generally provided some, but not all,ideas and thoughts on a particular topic. The role
alternatives for a situation, whereas the nurse couldmodel might be the nurse who demonstrated a pro-
provide many more based on professional knowl-cedure such as diapering, feeding, or holding a
edge. Members of the group explained what thebaby. The nurse also acted as a role model while
experience was like for them; the nurse helped inter-leading the discussion on role expectations and
pret the situational meaning and the implicationsdemonstrating how the father and mother could
and raised questions about feelings, behavioral ef-facilitate communication between themselves.
fects on partners, and parameters of the range ofMembers of the group served as role models for
experiences in any given situation. Many coupleseach other. Members also discussed the experiences
had no other role models aside from the referenceof friends and relatives, who thus served indirectly
group and the nurse.as role models.

Significant role models in the ROSP program
were a couple who had recently had a baby. They

Role Rehearsalwere invited to the group to discuss their labor and
delivery experience, as well as their experiences as

Role rehearsal as a concept refers to internal activitynew parents. They shared their feelings of in-
preceding overt interaction, in which the individualeptness, awkwardness, helplessness, and, finally,
fantasizes, imagines, and mentally enacts how ancompetence. Group members raised such questions
encounter might take place and how a role mightas, “What changes has the baby made in your
evolve. In other words, the individual mentally actslives?” and, “How do you feel about those
out the role, anticipating in imagination the re-changes?” These two new parents enabled the pro-
sponses of significant others.spective role incumbents to anticipate some of the

Role rehearsal thus serves a crucial functionexperiences and to understand how others might
in anticipating and planning the course of futurecope with certain situations. This served to broaden
actions, and is an important prelude to role taking.the alternatives available to potential role
Role rehearsal does not proceed on the assumptionincumbents.
that roles will be rigidly structured. The roles thatRole models are essential to the process of

role transition. A few of the couples mentioned that will finally evolve in actual enactment may be quite
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different from those rehearsed in fantasy. However, in fragments. A holistic program deduced from a
conceptual framework has not been reported in therehearsal enables the individual and others to antici-

pate behavior and sentiments associated with the literature. A review of nursing literature points out
the richness of work on conceptualizing nursingroles rehearsed.

Various aspects of the transition to parenthood care and the paucity of adequate operational
schema.were explored through role rehearsal. These in-

cluded labor and delivery, hospitalization, the tem- The insecurity inherent in the professional sta-
tus of nursing could be ameliorated when clientsporary assumption of a “sick” role, and early

parenting. of nursing care are able to articulate nursing inter-
ventions. This, in turn, could be promoted whenThe first night home with a new baby was

taken as an example of role rehearsal for early nurses provide interventions that are systematically
organized and empirically tested. The potential forparenting. A situation such as the following was

described to the families, who were then asked to a systematic testing increases when nurses use con-
ceptual frameworks to guide the nursing process.imagine how they would feel about it and to respond

to it: “It’s the first day home with the baby, who This chapter presents an implementation of a con-
ceptual framework into nursing practice. The sameis three days old. He or she slept a great deal of

the time in the hospital, and the baby’s few needs preventive framework could be used for episodic
care.were easily satisfied by feeding and changing dia-

pers. Actually, the mother seldom even needed to The framework provides a direction for patient
care and, hence, provides a way to organize knowl-ask the nurse for help. Now home, the baby sud-

denly begins to cry unceasingly, rejects the moth- edge for teaching and curriculum implementation,
and for the systematic inquiry desperately neededer’s breast, and will not nurse.”

Another role rehearsal dealt with a family situ- for research in nursing. Each component of ROSP
might lend itself to several testable hypotheses.ation when the baby was a few weeks old and

focused not only on the specific situation, but also ROSP, as a whole, also involves a number of testa-
ble hypotheses. Accumulated knowledge and dataon the changing relationship between the husband

and wife. “The father has had a rather frustrating related to each research problem area could provide
a scientific basis for nursing care.day at work. He has been trying to concentrate on

his work again after being preoccupied with the
birth of his baby. It has been a long, tedious day,
and he is looking forward to a relaxing, quiet dinner
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plementation: A means of role mastery. Am. J. tant parents facing this crisis. One integrative con-
Maternal Child Nurs. 3(2):85–91, 1978.

ceptual framework for supporting and caring for16. Turner, R.: Role taking: Process vs. conformity. In
couples in parental role transition is role supple-Rose, Arnold M., editor: Human behavior and
mentation. This concept in nursing intervention wassocial processes. Boston, 1962, Houghton Miff-

lin Co., pp. 10–40. proposed by Afaf Meleis. She defined it as:
17. Turner, R.: The self-conception in social interaction.

In Gordon, Chad, & Gergen, Kenneth J., editors: The information or experience necessary to bring
The self in social interaction. New York, 1967, the role incumbent and significant others to full
John Wiley & Sons, Inc. awareness of the anticipated behavior patterns,

18. Turner, R.: Family interaction. New York, 1970, units, sentiments, sensations, and goals involved in
John Wiley & Sons, Inc. each role and its complement. In short, such an

approach assists parents-to-be in moving toward
Reprinted with permission from: Meleis, A. I., Swendsen, L., & role mastery.(7)

Jones, D. (1980). Preventive role supplementation: A grounded
A program for first-time parents demonstra-conceptual framework. In M. H. Miller & B. Flynn (Eds.),

Current perspectives in nursing: Social issues and trends (Vol. ting role supplementation as a conceptual frame-
2, pp. 3–14). St. Louis, MO: C.V. Mosby. work was conducted at Kaiser Permanente Medical

Center in San Francisco. Two nurses conducted the
program, which is called preventive role supple-
mentation (ROSP). Eight weekly two-hour group

10.2 ROLE SUPPLEMENTATION
meetings are held in the third trimester of pregnancy

FOR NEW PARENTS—A ROLE
under the program. Each meeting is in the evening,

MASTERY PLAN
so both fathers and mothers can attend. The first
90 minutes consist of didactic presentation and dis-LESLEE A. SWENDSEN

cussion; the last half hour is devoted to teachingAFAF I. MELEIS

DELORAS JONES exercises for labor and delivery.
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Group Activities and Purposes educational process. How the physiological
changes involved in childbearing, the mechanisms
of labor and delivery, and infant care-taking activi-The meetings provide a reference group, a group
ties, for example, will influence one’s feelings inwhose standpoint is used as a frame of reference
these situations and how one might respond are,for participants. Providing such a group through
therefore, also covered.which members can form their own identities is

Expectations of oneself and of one’s spousean overall strategy of the program. In the group,
during the process of becoming a parent and laterviewpoints are explored, discussed, and adopted
as a parent are discussed. Parents-to-be are encour-or discarded. Comments and views of the group
aged to think of how their spouses might be feelingmembers and leaders act as either positive or nega-
and how they could best support the other.tive reinforcement of each individual’s values and

Couples are very concerned about infant carebeliefs. The discussion also identifies a normal
activities, such as bathing and diapering. We foundrange of behavior in certain situations or roles.
that reassuring the couples that they would haveThree basic principles are established with the
rooming-in after delivery, with experienced mater-group at the very beginning:
nity nurses to demonstrate these activities, was not
helpful to the couples before the birth. They needed• There are no right or wrong ideas or feelings.
demonstrations in the classes and did not seemEach person has the right to express himself and
ready to go on to other topics until that need wasothers can agree or disagree. Each thought is valued
met. Another important focus in the group discus-as important to the person expressing it.
sions is the change a new infant brings to the indi-• The group is meant to explore ways of prob-
vidual lives of a couple, the feelings of each spouse,lem solving and decision making. There are many
and alternatives for handling the anticipatedalternatives involved in making decisions, and
changes.thoughtful pursuit of the consequences of each al-

ternative assists a person to make his own decision.
Individual Family Visits

A main function of the program is to enable each
couple to make their own decisions and to feel In conjunction with the discussions during the
confident about their ability to do so. weekly sessions, individual home visits help the

• The group, rather than the leaders, is to set nurse group leaders in assessing the needs of each
its own objectives for the sessions. If disagreement couple. The nurses continually revise their nursing
arises over the discussion topics, each idea is pur- plans to meet these needs as they emerge. Before
sued in whatever order the group establishes. The delivery, at least two home visits are made, and
leaders merely make suggestions as needed. one hospital visit and at least two home visits—the

first between 24 and 48 hours after discharge from
The reference group, then, provides an oppor- the hospital, the other 5 to 6 days later—are made

tunity for interchange and exploration of various after delivery. Additional visits are scheduled if the
alternatives among group members. Factual knowl- couple or the nurse feels they would be beneficial.
edge about pregnancy, labor and delivery, and child The nurse group leaders are also on call 24
care are also given during the sessions. This allows hours a day both before and after delivery, should
participants to anticipate the experiences they will the couples have questions or concerns between
be encountering, and thus, to determine and clarify visits or classes. Surprisingly, very few calls are
their roles. The birth films, visual aids, and hospital actually made; most families indicate that just
tour are a part of this aspect of the sessions. knowing they can call is reassuring. Calls that are

Role clarification, the identification of the made concern immediate matters, and parents indi-
knowledge and behaviors associated with a role, is cate that the quick feedback reduces their anxiety

greatly.a major strategy of the program and guides the
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The purpose of the hospital visit, made within Especially influential on parents-to-be is the
example of people who are currently in the parent-24 hours after delivery, is to give the couple an

opportunity to discuss their labor and delivery expe- ing role. We, therefore, try to arrange a visit to the
group by a couple who recently have had their firstriences, which seems to be a vital psychological

and developmental need. We have found that until child to relate their experiences and discuss their
ideas about handling the minor crises that occurredmothers can describe these experiences in detail,

they are unable to focus on restoring themselves along the way. All program participants valued this
visit highly.and accepting and caring for the infant outside of

the womb. The hospital visit also provides continu- “If that couple could enjoy being new parents,
so could I,” one parent said. “The way they seemedity of care, since a consistent nurse is involved

during the prenatal, childbirth, and postnatal experi- to think everything through and come to their own
conclusions was impressive. I was afraid I’d haveences. As such, the visit is a crucial part of the

overall ROSP program. to be calling someone every five minutes to ask
them how to do something,” another parentThrough rooming-in, which this particular

hospital provides for all mothers, parents receive confided.
Still another very effective strategy of the pro-further help in mastering their roles. Both father

and mother may care for their infant, while hospital gram is role rehearsal. Role rehearsal is a practice
in which an individual fantasizes, imagines, or en-staff provides infant care classes and individual

teaching, and is constantly available to give assis- acts an experience that may take place in a role.
He literally acts out his role mentally and/or physi-tance or to answer questions.
cally and anticipates the responses of significant
others. In our program, short case studies or situa-
tions are presented to the group, and the couplesModeling and Rehearsal
discuss how they each might respond and react in
the situation. The two situations that evoke the mostThroughout all aspects of the ROSP program—
discussion are labor and delivery and the first nightgroup meetings, home visits, and the hospital expe-
home from the hospital with a baby who criesrience—two other strategies besides providing a
incessantly.reference group and role clarification are used. One

Role rehearsal does not imply that roles areof these strategies is role modeling. A role model
rigidly structured. Rather, preliminary enactmentis an individual who knows and uses the behaviors,
gives the individual some feel for working throughknowledge, and values expected in a specific role.
the role and identifying different ways of dealingThe ROSP nurses themselves serve as very signifi-
with specific situations before they occur. Thiscant role models, in that they actively discuss prob-
serves a crucial function in planning the courselems and explore alternatives. The expectant par-
of future actions and is an important prelude toents are learning from this example or model (see
role taking.Figure 10.2.1).

Communication—not only between nursesAt the same time, however, each family has
and parents and among couples, but between hus-its own internal role models—parents, relatives,
band and wife—is the underlying thread of thefriends, professionals. Most couples come to the
ROSP program. Communication and interaction areprogram with ambiguous feelings and expectations
“important components of role supplementation,about parenthood, since they have received several
because it is through open and clear communicationdifferent messages about its problems and joys. It
of symbols that roles evolve.”(7) Couples are espe-is, therefore, very important for the nurses in the
cially encouraged throughout the program to talkprogram to assess each couple’s various role mod-
freely with spouses, because such interchange isels, including other group members, and their

significance. essential to role adaptation. The nurses discuss ex-
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FIGURE 10.2.1 Components and process of preventive Role Supplementation Program (ROSP).

pressing concerns and feelings, including anger and gram.) They discuss their own perspective of the
current and anticipated events; then they are askedanxiety, as a part of open communication.

Support from highly valued persons during to think of how the spouse might be feeling and
describe how they could best assist and support thethe stress of role transition can serve to increase

confidence in the new role and reduce anxiety, thus other as well as meet their own needs. They are
also asked to take the role of the infant, a newborninfluencing self-concept in the new role. The nurses

conducting the ROSP program become significant coming from a warm, secure womb into a foreign,
cold world where the experiences of hunger andothers for the participants and offer support in addi-

tion to that of spouse, family, friends, and physician. pain are all too real. The couples then discuss how
they might assist their infant in meeting his needs.

One couple’s ability to role take is demon-
Achieving Role Mastery strated by the following incident. Related by a

mother in our program, it occurred three weeks
Actual integration or internalization of the parent- postpartum.
ing role must take place within each individual,
and the process will vary according to the individu- “The day was awful. I felt so confined and restricted

and I began to wonder what I had gotten myselfal’s own experiences, feelings, and needs. After
into. The baby seemed to cry nonstop all day andone attains a clear picture of a role, role taking is
I was feeling blue and tied down. Finally, in desper-

another important aspect of integrating that role. ation, I called Robert at the office, and he arranged
Role taking is imaginatively assuming the position to come home early.
or point of view of another. In order to develop When he arrived, he put his arms around me and

said, ‘Honey, you need to go out, you’ve been hereany form of cooperative activity, each individual
for three weeks. I’ll stay with the baby and you gomust have the ability to take on the other’s role.
out. Do whatever you would like. In case you wantCouples are prepared for this final step in mas-
to go shopping, here is some money.’

tering their roles as parents through all the strategies I went shopping and relaxed. It felt so good to feel
of ROSP. (See Components and Process of the ‘free’ again. I guess I spent about three hours doing

what I wanted. When I returned, I felt wonderfulROSP program for illustration of the entire pro-
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and the baby was asleep. Robert hugged me and illness and will be reflected in his interaction
told me I was a good mother. We shared our feelings with others.
about the baby and what he has been to our lives.

3. Clients should be aware of the contingencies ofIt was a good happy evening.
role transition in order to achieve mastery of
their roles. Awareness can be enhanced byThe father later revealed he was responding
knowing:to ideas about role taking that he had gotten in the

reference group. He admitted he had never been
• The specifics of role changes;very empathetic before, and that he might have
• The stresses and ecstasies involved in roleeven responded in disgust to his wife’s behavior

transition;had it not been for the program. The above example
• Expectations of oneself in relation to othersalso demonstrates how couples can learn to make

and vice versa.decisions and problem solve effectively through the
4. Interaction will facilitate role transition. Ade-ROSP program.

quate and open interaction will enhance sensitiv-
ity and awareness of a client’s own role andTwo Couples’ Experiences
others’ complementary roles.

We do not attempt to differentiate among cultural, 5. Clients can, with appropriate support and assis-
socioeconomic, or religious backgrounds when we tance, resume adult functioning with minimal
establish a ROSP reference group. Each couple disruption after transition to a new role.
seems to take from the program what they need or
want to adapt to their new role. We have had cou- To illustrate how different couples responded
ples from 19 to 32 years of age, professionals and to the program, we will present two case studies.
laborers (all were employed), and several ethnic Nancy and Joe were both 19 years old, and had been
groups—Spanish American, Asian, Black, and high school sweethearts. He was an automobile
white—in the group. This fostered a richness of mechanic and she was a clerk for a large business
life experiences and interchange, giving all a variety firm. They had married because of the pregnancy,
of alternatives for dealing with various situations. which was unplanned. Hilary and John were 29

and 30 years of age, respectively, and had been
Program Assumptions and Premises married for five years. He operated heavy equip-

ment; she was a secretary. During their years to-
1. Clients can participate in making decisions gether, they had traveled, purchased a home, and

about their own health care. This participation done most of the things they had wanted to do
can help them gain confidence in their ability before having a family. They both enjoyed classical
to cope with a new role. Such participation de- music and art, which they pursued as a joint hobby.
pends on: The pregnancy was definitely planned.

• An orientation to the formal and informal
In the Reference Groupstructure of the health care system through

which they are to work;
• Knowledge of when and how to use each com- During group meetings, the four individuals seemed

responsive and interested. All were friendly andponent of the system;
• Knowledge of alternatives available to them; verbalized questions and responses, but none mo-

nopolized the discussion. Each couple attended reg-• Recognition of their rights as health care
consumers; ularly; each mother came to the group alone on one

occasion because her husband was unable to attend.• Awareness of resources available to them.
2. Changes on the health–illness continuum will Joe and Nancy asked “how to” questions—

how to bathe a baby, how to make a formula, howinfluence the individual’s response to health-
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to get one’s figure back in shape after delivery. though Nancy referred to her friend often in the
reference group. Nancy’s expectations of her ownThey did not otherwise share feelings or express

concerns. Nancy often talked about a friend who birth process were exactly what her friend had expe-
rienced—a short, easy labor and delivery. Nancy’shad just had a baby. She remarked on several occa-

sions “my girl friend says….” They never expressed was long and difficult.
Afterward, she confided that she had not beentheir feelings about the reference group or what the

ROSP program meant to them. prepared for the terrible pain, the length of time,
and the “horrible” experience. It was apparent sheJohn and Hilary, on the other hand, asked very

few “how to” questions. Their interest seemed to had not internalized the many aspects of labor and
delivery, including pain control, which hadlie with changes the infant would bring to their

lives, and how they would respond and deal with the emerged during the program. The nurses could have
been more helpful had they discussed with Nancymore general aspects of parenthood. They readily

expressed their concerns, and asked others in the her self-expectations and helped her to understand
more realistically the range of possibilities.group if they had similar feelings.

For example, Hilary said that she was working After delivery, Nancy asked one of the nurses
to visit her at home to give a bath demonstration.and was afraid that she would become bored and

depressed staying home after the baby was born. This seemed important to her, and afterward, she
revealed for the first time some of her lack of confi-She and John had decided that she would stay home

with the baby for the first year; then she would go dence in herself as a mother. These feelings were
discussed at length during the visit, and she ex-back to work if she felt the need. She expressed

her conflict about wanting to be with the baby and pressed relief and increased confidence at the end
of the discussion and during the next week.also to continue enjoying the stimulation of work.

She asked the other mothers if they had similar Unlike Nancy, neither Hilary nor John had
close friends or family with infants. They statedthoughts and how they either planned to adapt to

being at home or why they had decided to return several times that they knew of no one outside the
ROSP program who could help them learn to careto work.

John stated emphatically on the first night the for their baby. Accordingly, their most significant
reference group met that he did not want to go into role models were the nurses and other parents in
the delivery room with his wife. In elaborating, he the group.
said the men with whom he worked (strong role After John made his initial announcement that
models) thought childbirth was a matter for the he would not go into the delivery room, he listened
woman and her doctor alone. He then asked the attentively as other fathers explained their reasons
other fathers, who were expressing a desire to go for wanting to be there. One father told the group
into the delivery room, why they wanted to be there. that all aspects of his baby’s development were

Joe and Nancy seemed to be searching for important to him and he felt it was important to be
some authority to tell them the “right way,” while a part of the delivery. He also commented that he
Hilary and John used the reference group to explore did not know what labor and delivery would be
their own ideas and concerns. All four, however, like, and that he was in the program to learn what
learned from the group and found strong role mod- was going to take place and how he could help his
els in it. wife (role clarification).

No one tried to talk John into being present
Individual Role Modeling at delivery, but as the sessions progressed and he

learned the father’s role, he gave thoughtful consid-
eration to the prospect. Finally, after the scheduledNancy’s friend who had recently had a baby was

her strongest role model. Unfortunately, the nurse visit to the group by a couple who had just recently
had an infant, he announced he was ready to go intodid not recognize this fact until after delivery, al-
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the delivery room with Hilary and that he looked Hilary had compiled the labor and delivery
forward to the experience. “I feel competent now handouts from the ROSP program into a booklet
to handle the whole trip,” he commented. to take with them to the hospital. Throughout the

Unfortunately, Hilary had a cesarean section book she had written love notes to John such as “I
after several hours of labor, so John was unable to love you” “Hang in there. I need you,” and “You’re
attend the delivery. He expressed his disappoint- doing great!”
ment at the turn of events, but he had been prepared

Achieving Role Clarificationfor possible complications, too, so they had a most
pleasant and satisfying labor experience just the

Both couples were eager to learn about the pro-same. At home again, the couple explained how
cesses of pregnancy, labor and delivery, and infantthey were caring for the baby and mother, and
care. Hilary asked many questions about why physi-sought only validation and support from the nurses
ological changes were occurring, why labor wasrather than demonstrations or lessons. They seemed
painful, and so forth. The others accepted the infor-relaxed and confident.
mation presented, showing very little desire to
know why.Role Rehearsal Activity

Nancy and Joe did not seek to gain an under-
Nancy and Joe indulged in role rehearsal only when standing about the role of the parent. Whatever the
it was initiated by someone else in the reference nurse said their role was, they seemed to accept
group or by the nurse during a home visit, not when and willing to comply. Obviously this had been
they were alone together. They liked the rehearsal their life experience; they had identified and related
sessions and were attentive to others when they to new roles by whatever the significant other or
were rehearsing a specific situation, but they them- role model said it should be. It seemed foreign to
selves responded only when others directly asked them to think through the alternatives and arrive at
their opinion about what to do. When they did an answer for themselves, but they began to master
respond, however, they did so eagerly. The re- this ability as the program progressed.
sponse was usually “I don’t know for sure, but I Hilary and John seemed from the beginning
think I might….” Role rehearsal was a new experi- to explore their new role with others, to seek alter-
ence for them. natives and validation for their feelings and behav-

Nancy and Joe never practiced their exercises iors. John grew to want to attend delivery when he
for labor and delivery at home, either. During the understood what his role in the process would be.
home visit prior to delivery, however, they asked He received role clarification from the other fathers-
the nurse to go through the exercises with them to to-be who modeled that there is a place for the
be sure “we are doing them right.” They also wanted father in the delivery room.
to review the hospital admission procedure and how
to tell when it was time to go to the hospital.

Hilary and John actively participated in all Role Mastery: Arriving There
role rehearsal sessions, offering their opinions, ex-

The goal of the ROSP program is role mastery. Topressing their concerns, and listening attentively to
achieve that goal, one must first attain role claritywhat others were saying. During the home visit
(an understanding of one’s role) and the ability toprior to delivery, they rehearsed the labor experi-
role take (empathize with significant others in theirence to the point of physically acting it out with
roles). Nancy and Joe did not feel they achievedthe nurse as onlooker. Hilary went through all the
role mastery in labor and delivery. The experienceexercises, discussing when in labor they were used.
was very different from what they had expected.John described and demonstrated how he could
He did not feel he was able to assist her, and shesupport and coach his wife, what comfort measures

he would use, when he would call the nurse, etc. did not feel his attempts were helpful. They had
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not internalized the information activities from the from work one day two weeks after delivery to find
Hilary tired. He suggested that she lie down whileROSP program for this aspect of the experience;

Joe did not realize or understand either role taking he fixed dinner. They ate and he washed the dishes.
Then he suggested she take a warm bath and climbor role clarity.

The couple did, however, demonstrate role into bed, after which he gave her a long, relaxing
back rub.mastery in the first month of parenting. Both father

and mother felt they enjoyed the baby; both fed She later commented, “I was so touched by
his concern and care for me. He had never spenther because she was bottle-fed. They fed her on

demand and felt they knew when to feed and how so much time and energy trying to make me com-
fortable. It made me feel so good that he and I andmuch. When she cried, they could cope and knew

how to comfort her. They seemed able to problem our baby were a family.” He commented, “I never
realized how good it could make me feel to be insolve and make decisions regarding her care with-

out asking the nurse how they should do it. tune to Hilary’s feelings and needs. I felt I was a
real husband and father.”In short, they felt competent in meeting her

needs and very pleased with themselves over it.
They also felt able to cope with other aspects of

ROSP as Seen by the Familiestheir lives, and that they had resources to go to
when the nurse would eventually terminate the rela-

As different as the two families are, their evalua-tionship with them four to six weeks after the ba-
tions of the program were similar. Basically, bothby’s birth.
couples’ perception of the program was:Hilary and John showed evidence of role mas-

tery throughout the entire experience, regardless of
• It helped them in becoming more aware of the

the fact that they had expressed high anxiety and
changes in the life of a couple with the birth of

a feeling of incompetence in adequately caring for
a child, and provided them with alternative ways

a child. After they started the ROSP program, many
to cope with these changes;

physical complaints that Hilary had suffered disap-
• The group approach and freedom in discussion

peared. She slept better, ate better, and stated she
helped them realize that they were not alone in

felt better. She said that after attending the reference
some of their concerns;

group discussions, she felt much more in control,
• Although the group experience was great and

and her confidence to deal with each stage was
rewarding, they definitely enjoyed the individual

enhanced. Both Hilary and John felt that ROSP
attention from the nurses through phone calls

was a “lifesaver,” because neither had been pre-
and visits;

pared either to care for a child or to cope with the • The program helped in changing views of hus-
changes in their life until they were able to explore

band (father) toward his responsibilities;
them with others. • It helped them understand each other’s feelings

The labor experience was a successful and
and needs and those of the baby and how to cope

valuable one for both, and afterward they shared
with them;

in the care of the child. They felt very positive • Role playing and role modeling brought them
toward the baby, and very little anxiety about their close to the reality of the situation, and they cited
ability to care for her. They mentioned they felt these strategies with enthusiasm.
comforted by the fact they could call the nurse at
any time to ask questions or to receive assistance,
but Hilary called only once, expressing some con- Evaluating the Program
cern about the baby’s stools.

An instance showing both role clarity and role Research conducted to evaluate the effects of the
ROSP program is reported elsewhere. The re-taking on the couple’s part was when John returned
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4. Dyer, E. D. Parenthood as crisis: A re-study. In Crisissponses by the two couples discussed here, how-
intervention: Selected readings, ed. by H. J.ever, do indicate the program’s effect in these indi-
Parad. New York: Family Service Association

vidual cases. The ROSP program is best described of America, 1965, pp. 312–323.
as an attempt to help families actualize their own 5. Rossi, A. S. Transition to parenthood. J. Marriage
needs at their own pace, by providing the means Fam. 30:26–39, Feb. 1968.

6. Shereshefsky, P. M., & Yarrow, L. J. Psychologicalby which those goals are articulated and the media
aspects of a first pregnancy and early postnatalthrough which they can be achieved. Role mastery
adaptation. New York: Raven Press, 1974.and integration are not an end point, but a contin-

7. Meleis, A. I. Role insufficiency and role supplementa-
uum. Families with different capabilities and differ- tion: A conceptual framework. Nurs. Res.
ent research profiles achieve different levels of role 24:2, 1975.
mastery and integration, as did Nancy and Joe and

Reprinted with permission from: Swendsen, L., Meleis, A. I., &Hilary and John.
Jones, D. (1978). Role supplementation for new parents: A roleRole supplementation may be used with any
mastery plan. American Journal of Maternal Child Nursing,

client undergoing role change, not just with expec- 3(2), 84–91.
tant parents. Among other clients who may benefit
from such a program are those who are in transition
from illness, especially psychiatric disorders, to

10.3 A ROLEwellness; wellness to chronic illness; active work
SUPPLEMENTATION GROUPto retirement; childhood to adolescence; adoles-
PILOT STUDY: A NURSINGcence to adulthood; and single to married life.
THERAPY FOR POTENTIALNursing is in dire need of systematic, theoreti-
PARENTAL CAREGIVERScal frameworks upon which to base sound nursing

practice. Role supplementation offers a framework MARGARET H. BRACKLEY
for nursing assessment and intervention in one very
crucial and commonly occurring area of need, mak- Abstract
ing the transition from one role to another. We
believe offering help to clients based on this frame- This pilot study addressed the question: Will
work can lead to their mastering of their new roles. transition support for midlife women during
When new parents are concerned, this can make role transition into the caregiver or care
the difference between a happy, well-adjusted fam- manager role for their parents lead to role
ily and a discontented, maladjusted one. adaptation? A systematic sample of 30

women between the ages of 30 and 60 was
drawn from a pool of employees of a large
health science center in the Southwest; their
mothers were also asked to volunteer as re-REFERENCES
search subjects. A before–after group with
random assignment design was used to deter-

1. Benedick, T. Parenthood during the lifecycle. In Par-
mine the effects of a CNS-led support groupenthood: Its psychology and psychopathology,
on role adaptation of midlife women duringed. by A. E. James & T. Benedick. Boston: Little,
role transition. Role adaptation was mea-Brown and Company, 1970.

2. Colman, A. D., & Colman, L. L. Pregnancy: The sured by correlating the scores of mother and
psychological experience. New York: Seabury daughter pairs on the Brackley Concerns of
Press. 1972. Aging Scale. The level of depression as an

3. LeMasters, E. E. Parenthood as crisis. In Crisis inter-
indicator of role insufficiency was deter-vention: Selected readings, ed. by H. J. Parad.
mined by score on Zung’s Self-Rating De-New York: Family Service Association of

America, 1965, pp. 111–117. pression Scale. The independent variables
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were social support and the CNS-led group. often remain guarded in case her “patient” wanders
or cries out for help in the night (Archbold, 1982).A two-way analysis of covariance was calcu-

lated to test each hypothesis. Hypothesis 1, In contrast, the role of care manager (i.e., one
who controls the caring situation from a distance)which predicted a decrease in role insuffi-

ciency following transitional nursing sup- results in role conflict, guilt, disruption of lifestyle,
and depression (Archbold, 1982). Often the careport, was rejected. Support was found for

Hypothesis 2, which specified an increase in manager, a daughter living across town or in an-
other state, manages the care of her elderly parentsrole adaptation following transitional nurs-

ing support. Alpha was set at p = 0.05. via telephone calls (Archbold, 1982). Care manage-
ment usually occurs as an addition to job and house-
hold responsibilities. The care manager often finds
herself feeling guilty for not doing enough; to bor-Providing nursing support to family caregivers is
row Friedan’s phrase (1981), the care manger triesan urgent need because of increases in the aging
to be a “super woman.”population. Demographic data illustrate this in-

In response to the increased elder care respon-crease: some 11% of the U.S. population is 65 years
sibilities of families, nurses are being called uponof age or older. The group of elders 85 years and
to offer supportive care. Group methods have beenolder (2.8 million in 1986) is growing the fastest.
particularly popular, although little scientific evi-Despite the myth of abandonment, the family
dence supports the effectiveness of this methodol-has traditionally provided for the care and support
ogy (see Clark & Rakowski, 1983, for a reviewof its members, including care of the elderly. Some
of such groups). The National Support Center for95% of the elderly live in the community, whereas
Families of the Aging (1984) identified 60 ongoingonly 5% are institutionalized at any one time (But-
support groups for caregivers of the elderly, yetler & Lewis, 1982). Although the elderly consume
only one of these groups was involved in evalua-29% of the nation’s health dollar, 85% of elderly
tion research.people prefer to have home care by family members

Steuer (1984) posited that although some em-(Pegels, 1981). The health care system has failed
pirical evidence exists on the benefits of educa-to respond to this desire, as evidenced by designat-
tional and support groups for caregivers, no dataing only 1% of health care costs for home health
are available on possible harmful effects. Steuercare (Archbold, 1982). Although families deliver
hypothesized that increased awareness about the80% of all home health care (USDHHS, 1987),
caregiving situation that results from participationthey receive no aid in their role as caregivers.
in such groups can lead to potentially harmful ef-The traditional role of caregiver in modern
fects of increased depression, anxiety, and feelingssociety, whether for children, the sick, or the elderly
of hopelessness and anger. Because denial has been(Brody, 1981; Hooyman, 1990; USDHHS, 1987),
identified as the defense mechanism most used byis assumed primarily by women. Today, women
caregivers in an attempt to adapt to their situationsprovide care for more dependents at either end of
(Steuer, 1984), awareness of the reality of care-the age continuum (Brody, Johnson, Fulcomer, &
giving could lead to increased levels of depressionLang, 1983), primarily because of recent population
and feelings of hopelessness.trends. Archbold (1982) has identified two distinct

Research on what constitutes effective nursingcaregiving roles: direct caregiver and care manager.
support for these caregiving families remainsThe direct caregiver is usually an older female

with numerous health problems and limited finan- minimal. Consequently, studies need to be under-
taken to evaluate nursing interventions for familycial resources. The caregiver experiences symp-

toms directly related to caregiving activities, such caregivers. A pilot study was conducted to address
the following research question: Will support foras back strain, sleep disruption, social isolation, and

depression. Even while sleeping, the caregiver must women during transition into the caregiver or
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care manager role for their parents lead to role formance as inadequate” (p. 266). Meleis defined
role supplementation as a deliberate process of con-adaptation?
veying information or experience in an effort to
increase the awareness of anticipated behavior pat-
terns, sentiments, sensations, and goals involved inReview of the Literature
each role. Although group methods have been used
extensively to deliver role supplementation to po-Although the strain of caregiving has been studied
tential parental caregivers, this practice is not basedfor the past two decades, successful caregiving has
on empirical evidence of its effectiveness (Clark &yet to be described except in terms of avoiding
Rakowski, 1983).institutionalization of the elderly person or continu-

ing the caregiving relationship. Surveys and clinical
work indicate that most adult children are willing Theoretical Perspective
to assume the caregiver role; this is the first step
toward role adaptation (Shanas, 1979; Sussman, The theoretical perspective for studying support

for family caregivers was derived from symbolic1965; USDHHS, 1987). Role adaptation involves
role taking, similar to empathy and role making, interactionism. From this perspective, all behavior

has meaning, and human beings act in relation towhich means creating a personal definition of the
role (Albert, 1990; Hardy & Conway, 1978). Suc- each other. Fawcett (1984) outlined the characteris-

tics of an interaction model for nursing as includingcessful adaptation to the caregiver role would prob-
ably entail a tolerable level of stress for the care- social acts and relationships, perception, communi-

cation, role, and self-concept. From this perspec-giver and an increased ability to cope with problems
as they arise (Johnson & Catalano, 1983). Although tive, actual or potential problems of interpersonal

relationships are foci of nursing interest.adaptation to the caregiving role is desirable, no
socialization process exists to assist elderly parents For this pilot study, the author used the method

of concept synthesis as described by Walker andand their adult children in adapting to new roles in
later life (Brody, 1985; Johnson & Bursk, 1977). Avant (1987) to develop a concept of transition

support. Webster’s Third International DictionaryZarit, Reever, and Bach-Peterson (1980) found
no difference in perceived, “burden of caregiving” defines transition as “passage from one state, condi-

tion or place to another.” Thus transition supportwhen they compared spouse and daughter caregiv-
ers. Furthermore, feelings of burden were not asso- refers to that support available to the person during

developmental, situational, and health–illness pas-ciated with the number of behavior problems exhib-
ited by care recipients with dementia; however, sages that require an alteration in the definition of

self. Support is those aspects of the internal and/feelings of burden correlated with the social sup-
ports available to the household. or external environment of the individual that pro-

vide the strength necessary to meet the tasks atFeelings of guilt and depression are common
emotions associated with caring for parents (Drum- hand. Support may come from within the person

(as in self-support and/or self-care capabilities),mond, 1984; Poulshock & Deimling, 1984; Sil-
verstone & Hyman, 1982). Although these feelings from the person’s external environment (as in social

support), or from professional sources (as in nurs-are commonplace, no studies address why they pre-
vail. Likewise, nursing therapies for these responses ing support).

Theoretically, if a person faced with transitionhave not been addressed in any depth in nursing
literature, and supportive nursing actions for fami- to caregiver has enough support from various

sources to meet the demands for redefinition of selflies assuming caregiving roles have not been identi-
fied. Meleis (1975) suggests using role supplemen- and life roles, then the transition process will be

smooth and without harmful side effects of roletation as an intervention for preventing and treating
role insufficiency, i.e., the, “perception of role per- insufficiency, such as depression, anxiety, and feel-
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ings of inadequacy (Meleis, 1975). The professional Experimental Treatment
nurse can use the concept of transition support to
guide practice with caregiving families as the nurse Transition support was provided through an RSG,
assists them with functional role adaptations. which met for 4 weeks and consisted of four 11/2-

Several assumptions are specific to this study hour group sessions for caregivers led by two nurses
with Master’s degrees, a geriatric clinical nurseregarding the effects of transition support as a guide
specialist, and a psychiatric/mental health (PMH)for nursing practice with caregiving families. First,
clinical nurse specialist. Each group session con-the literature supports the assumption that the role
sisted of 30 minutes of didactic content (Tableof direct caregiver or care manager contains inher-
10.3.1), followed by 1 hour of group process. Es-ent stress and strain. Second, role insufficiency will
sential content was identified through a literatureoccur during role transition if role adaptation fails
search. The sessions focused on group membersto occur. Third, depression is an empirical referent
acquiring active listening and communication skillsof role insufficiency in the caregiver. Fourth, role
in order to negotiate the caregiver role with thetaking (empathy) is assumed to be the first step in
elderly parent. Topics addressed the multiplicity ofrole adaptation (Hardy & Conway, 1978).
roles for midlife women; aging, death, and dying;
and assertiveness with health care professionals, as
well as with aging parents. Subjects were encour-Statement of the Problem
aged to talk to their mothers about the content of
group sessions in order to develop empathy throughThe following hypotheses were tested in the study:
communication, and to assess how well the didactic
content in the sessions applied to individual

1. The adult child who reports high levels of social
mothers.

support and who receives nursing support in the
form of a role supplementation group (RSG)

Sample
will demonstrate less depression.

2. The adult child who reports high levels of social
The sample of 30 women resulted from randomly

support and who receives nursing support in the
picking a name from among the 7800 employees

form of an RSG will demonstrate higher levels
listed in the directory of a large Southwestern aca-

of role adaptation, as measured by the Concerns
demic health science center. Every 77th name was

of Aging Scale (CAS).
selected after that to ensure at least 100 names. We
knew that at least 50% of the names could be male
and not all subjects would meet the following

Methodology criteria:

This study compared two groups of potential care- 1. The adult child and elderly parent lived in sepa-
givers before and after an intervention to test transi- rate housing.
tion support as a preventive measure. Subjects were 2. The adult child was a female over the age of
randomly assigned to groups. The study focused 30 years.
on women and their responses to transition support 3. Both members of the dyad understood and
before assuming the caregiver role. This particular spoke English.
group of women was studied so that any harmful 4. The elder parent was female.
effects of the nursing therapy could be identified 5. The daughter agreed to attend four group
before using transition support with women already sessions.
caught up in the complexities of caring for el- 6. The subject’s mother agreed to participate in the

study by completing a questionnaire she re-derly parents.
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TABLE 10.3.1 Content of RSG subjects were again asked to complete the CAS and
the SDS. Experimental subjects who missed one

Week 1 Women in the middle group session were sent audiotape and written mate-
A. Population trends rials for the didactic portion of the group. If two
B. Myth of the empty nest

sessions were missed, the subject was dropped fromC. Shrinking of contemporary families
the study.D. Multiplicity of midlife woman’s roles/

responsibilities
Week 2 Normal adult development

A. Film: “Everyone Rides the Carousel,
InstrumentsPart III” (Pyramid Films), an animated

representation of Erikson’s stages of
adult development The CAS involves ranking a deck of cards, with

B. Death and dying each card containing one of the top 20 common
C. Stages of grief

concerns about growing old. The scale was exam-D. Impact of multiple loss
ined for content validity by 10 elderly people and 2E. Physical symptoms of unresolved grief
geriatric nurse experts. Both mothers and daughtersF. Awareness of parental aging as reminder

of personal aging were asked to rank cards, with the daughter re-
Week 3 Communication as basis of role negotiation sponding from what she thought would be her

A. Basic skills of active listening
mother’s perspective (Brackley, 1986). ResponsesB. Role play mother–daughter
were correlated using a Spearman Rank correlationcommunication
for each mother–daughter pair. Test–retest reliabil-Week 4 Listening with elderly parents

A. Build on active listening tried during ity was r = 0.80 when pretested with eight mother-
week daughter pairs, whereas internal consistency for the

B. Simulated communication exercises
same group varied from r = 0.75–0.85.centered on role negotiation

The SSQ measured social support for daugh-
ter-subjects. Social support includes interpersonal
transactions exhibiting one or more of the follow-
ing: expression of positive affect of one personceived via the postal service. By volunteering
toward another, affirmation or endorsement of an-for a research project on aging mother/adult
other’s behavior, giving of symbolic or materialdaughter relationships, the subject pairs presum-
aid (Kahn, 1979). The instrument is a Likert-typeably felt a need to explore this aspect of daily
scale and was developed for use by nurses duringlife.
clinical assessment. Norbeck, Lindsey, and Carrieri
(1981) found test–retest reliability to be r = 0.85–The first subject was randomly assigned to a
0.92, whereas internal consistency varied betweengroup by the toss of a coin; the other subjects were
r = 0.89–0.98. Normative testing indicates 281 isassigned by alternating between experimental and
a likely score, with a range of 48–567 possiblecontrol groups. After all 30 subjects had been as-
findings.signed, subjects were mailed consent forms to sign

The SDS was developed by Zung (1974) forand a packet of scales to complete. The daughter-
use in measurement of depression. It consists of 20subjects were asked to complete the CAS, the Social
common symptoms of depression with four catego-Support Questionnaire (SSQ), and the Self-Rating
ries that, when checked, identify the frequency withDepression Scale (SDS), and the mother-subjects
which a symptom is experienced. Test–retest relia-were asked to complete the CAS. The experimental
bility was reported as r = 0.85–0.92, and internalsubjects attended the treatment group, and the con-
consistency was r = 0.89–0.98. A score of 50–59trol subjects received no intervention. At the end

of four weeks, control and experimental daughter- indicates mild to moderate depression.
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TABLE 10.3.2 Spearman Rank Order TABLE 10.3.3 Mean, Low, and High Scores
for the SSQCorrelation Coefficients for CAS

Median Range Subjects SSQ

Pre/post daughter scores Total sample
All SS 0.637 0.94–0.161 M 284
Exper. 0.530 0.94–0.161 Low 78
Control 0.676 0.83–0.295 High 485
Pre daughter score with Experimental

mother’s ranks M 195
All SS 0.551 0.825–0.075 Low 78
Exper. 0.218 0.614–0.075 High 450
Control 0.599 0.825–0.124 Control
Post daughter ranks with M −300

mother’s ranked Low 162
concerns High 485

All SS 0.417 0.730–0.022
Exper. 0.415 0.641–0.040
Control 0.519 0.730–0.022

of 48 and mode of 50. At the beginning of the
study, seven subjects (five in the control group and
two in the experimental) scored as mildly de-

CAS pressed. After treatment, five remained mildly de-
pressed. Three control subjects improved their

For each mother–daughter pair, three correlation scores to within normal range. Table 10.3.4 displays
coefficients were calculated. A Spearman ρñ for SDS scores.
each daughter before and after treatment was calcu-
lated, as were coefficients for pretreatment daughter

Resultsscore with mother’s score and the posttreatment
daughter score with the mother’s score. Spearman

Of the original 30 mother–daughter pairs, 10 in thecorrelation coefficients are displayed in Table
experimental group and 12 in the control group10.3.2.
completed the pilot study. Subjects who dropped
out cited work demands as their reason for notSSQ
completing the study.

Daughters ranged in age from 30–60 years,The subjects in this study had a mean score of 284
with a mean age of 40.18 years (and a standardwith scores varying from a low of 78 to a high of
deviation of 8.43 years). Ten (45%) of the subjects485. Table 10.3.3 shows mean, low, and high scores
fell within the 30–35 age bracket, whereas fiveon the SSQ.
(23%) were in the 46–50 age bracket. Thirteen
(59%) of the women were married, whereas nineSDS
(41%) were single, never married, divorced, or
widowed.At the beginning of the study, the scores on the

SDS for the total sample varied from 38 to 54, Daughters’ education level ranged from 12–21
years, with a mean of 15.72 years. Twenty-fourwith a median score of 45 and a mode of 50. The

experimental group varied from 38 to 53, with a subjects were Caucasian, with the rest being Afri-
can American (1), Hispanic (2), and Native Ameri-median of 45 and was bimodal at 42 and 45. The

control scores ranged from 41 to 54, with a median can (3).
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TABLE 10.3.4 Median, Mode, and Range for SDS

Median Mode Range

Total Sample 45 50 38–54
Experimental 45 42–45 38–53
Control 48 50 41–54

TABLE 10.3.5 Two-Way Analysis of Variance for Depression by Group and Level of Social Support

Source of Variance Sum of Squares df Mean Square F Probability

Social Support 8.296 1 8.296 1.90 0.3556
Group 8.296 1 8.296 1.90 0.3556
Interaction 1.024 1 1.024 0.11 1.7429
Error 166.133 18 9.229

Significant F = 4.41, p = 0.05.

No change in scores on the depression scale cal perspective (Meleis, 1975) and from a review of
published literature (Biegel & Blum, 1990). Meleisas an indicator of role insufficiency was found in

subjects who received the RSG and who reported (1975) wrote that role supplementation during peri-
ods of role transition was one form of supporthigh levels of social support (see Table 10.3.5),

thus Hypothesis 1 was rejected. This finding was nurses could give clients to help them adapt to their
new role. Support for this strategy was found innot totally unexpected. Steuer (1984) has warned

of the potential negative effects of raising aware- this pilot study and warrants additional testing in
future studies.ness of the caregiver’s plight through educational

and support groups. Denial may be one of the pri-
mary defense mechanisms caregivers use to con-
tinue to meet uncomfortable role demands; when Discussion
they develop insight into their present situation,
depression can occur. The current study has no When Lazarus, Stafford, Cooper, Cohler, and

Dysken (1981) conducted group sessions with rela-direct data with which to support or reject Steuer’s
concern. Due to the small sample size, absence of tives of elderly Alzheimer’s patients, they identified

three goals the families hoped to achieve. Thesechanges in depression should be viewed with
caution. goals were to find help, to find new ways of relating

to their loved ones, and to find new ways of copingThe level of role adaptation increased in sub-
jects in the RSG when social support was held as with problems. The approach used in the RSG in

the present study focused on communication anda covariant (see Table 10.3.6), and Hypothesis 2
was accepted. When the effects of social support problem solving. An RSG that addressed the goals

listed above was found to be an effective means ofwere removed from the dependent variable role
adaptation, the subjects in the RSG had higher lev- increasing the daughter’s adaptation to the care-

giver role.els of role adaptation than those subjects who did
not attend the treatment group. Support for Hypoth- Van Servellen (1984) identified supportive

and change agent functions as roles nurse groupesis 2 was an expected finding both from a theoreti-
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TABLE 10.3.6 Two-Way Analysis of Covariancea for Role Adaptationb by Group

Source of Variance Sum of Squares df Mean Square f Probability

Group 0.23073 1 0.23073 4.58c 0.049
1st Cover 0.24421 1 0.24421 4.85c 0.044
Error 0.75599 15 0.05040
R 0.00085 1 0.00085 0.05 0.825
RG 0.00852 1 0.00852 0.50 0.488

a Measured by the CAS.
b Social support as covariant.
c Significant F = 4.41.

leaders used most often. The RSG employed these often health as the care recipient requires more and
more care.functions in an attempt to meet the stated goals

CNSs in their roles of expert clinician, consul-discussed by Lazarus et al. (1981). The RSG pro-
tant, educator, administrator, and researcher are invided help for potential caregivers through emo-
key positions to aid the caregiver. This study hastional support and creating an environment that
described one therapy that CNSs can use in theirencourages change. Change in how the caregiver
quest for quality care for elders and their families.relates to the care recipient was explored through

As the population of persons over age 75 in-active listening exercises and content on aging con-
creases, the need for nursing support of family care-cerns. New ways of coping were suggested through
givers will also continue to increase. This pilotgroup process.
study has provided tentative support for the ideaIncreased congruence between mother’s CAS
of using group process to promote role adaptationand daughter’s CAS reflects an increase in under-
during role transition to caregiver. The CNS rolestanding between the concerns of aging by the
has traditionally encompassed both client teachingmother and the daughter’s perception of these con-
and group process. Thus, role supplementation forcerns. Thus, this pilot lends support to the idea that
family caregivers using this methodology clearlyan RSG can effectively increase dyadic
falls within the purview of advanced nursingunderstanding.
practice.The collaboration between the geriatric and

PMH CNSs in the RSG added extra dimensions to
this nursing therapy. The geriatric CNS added a
depth and breadth of knowledge about aging and REFERENCES
concerns of the mother, whereas the PMH CNS
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Abstract lost, unless bound together with an integrative
framework. Findings that are interrelated provide
a sense of history and a potential for the future,This study tested the effect of role supplemen-
through further exploration of related phenomenatation, as a preventive nursing intervention,
or replication of already-explored phenomena.on families who were experiencing a transi-
Thus, an integrative framework is essential to thetion from a dyadic to a triadic relationship
development of a body of knowledge that encom-through the birth of a first child. Three
passes theory, practice, and research.groups—experimental (N = 12), control (N

This investigation explored whether role sup-= 36), and FamCap (N = 10)—participated.
plementation, as a nursing intervention, affectedParticipation in the role supplementation
criterion variables that are considered important inprogram did not sharpen communication
the practice of nursing.skills, increase skill in role taking, or increase

the congruency in role perceptions. The inter-
vention did help experimental group wives to
have lower anxiety scores postdelivery than Conceptual Framework
other wives in the study, although anxiety
increased in all subjects. Through role sup- The conceptual framework in this study was that of
plementation intervention, experimental role theory and the work of symbolic interactionists
wives showed significant differences in their such as Herbert Blumer (1969), Charles Horton
perceptions and attitudes toward ignoring the Cooley (1922), John Dewey (1922), George Her-
infant, protectiveness of the infant, and re- bert Mead (1934), and Ralph Turner (1962).
sponsiveness to infant’s needs. Specifically, the study tested propositions that

evolved from using role supplementation in a transi-
tional situation as a conceptual framework for nurs-
ing practice. Role supplementation was defined asLife change has the potential of producing stress,

which, in turn, may give rise to consequences such any deliberative process whereby role insufficiently
of potential role insufficiency is identified by theas anxiety, depression, inability to cope, or psychi-

atric problems. To experience a number of stressful role incumbent and significant others, and the con-
ditions and strategies of role clarification and roleexperiences without knowledge of, or preparation

in, social skills needed to cope with new roles and taking are used to develop a preventive or therapeu-
tic intervention to decrease, ameliorate, or preventnew responsibilities may lead to physical or mental

illness. This study explored effects of a preventive role insufficiency. Role supplementation is further
defined as the conveying of information or experi-nursing intervention on families who were antici-

pating changes in their life styles, that is, were ence necessary to bring the role incumbent and
significant others to full awareness of the antici-experiencing a transition from a dyadic to a triadic

relationship through the anticipated birth of their pated behavior patterns, units, sentiments, sensa-
tions, and goals involved in each role and its com-first child.

The research project stemmed from the belief plement (Meleis, 1975, p. 267).
Role supplementation was operationalizedthat systematic accumulation of nursing knowledge

takes place only if conceptualizations precede em- into process, components, and strategies. Process
was identified as that of communication, the com-pirical testing of resulting propositions. It was based

on the assumptions that conceptual framework of- ponents were role clarification and role taking, and
the strategies were reference groups, role rehearsal,fers structure for nursing knowledge and that, with-

out such framework, knowledge of various phe- and role modeling. The main goal of the role supple-
mentation program was that of role mastery,nomena cannot be interrelated. Findings related to

various phenomena may become fragmented and through development of congruency between per-
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ceived roles by role incumbent and imputed roles Yarrow (1973), in studying the psychological as-
pects of the first pregnancy and postnatal adapta-by significant others. The conceptual assumption
tion, observed that members of their study popula-underlying the use of role supplementation in this
tion needed psychological support during thisresearch was that, if conditions and processes sur-
period.rounding role transitions were well defined and well

Nurses have been leaders in assisting couplesrehearsed, and if resources to facilitate the transition
with crises of pregnancy, childbirth, and infant care,were identified, role transition might be accom-
individually and in groups. More recently, nursesplished more smoothly and with as little psychoso-
have recognized the importance of the individualcial discomfort as possible.
concerns and feelings of patients. Nurses’ responsi-To test the effect of role supplementation on
bilities now extend not only to patient education,clients who were undergoing transitions, situational
but also to assessment of psychosocial needs andtransition was chosen as a determining condition for
implementation of interventions according to thethe selection of the sample. Situational transitions,
needs (Acton, 1973; Banasiak & Corcoran, 1973;“involve the addition or the subtraction of persons
Chinn, 1974; Feldman, 1974; Fitzpatrick et al.,in a preexisting constellation of roles and comple-
1971; Littlefield, 1973). As Acton pointed out, “Thements” (Meleis, 1975 p. 265). The addition of a
nurse acts as the patient advocate, teacher and coun-new member to a family constellation represents
selor concerned with the total experience ofonly one example of situational transition.
childbearing and childrearing” (p. 294).

Anxiety
Rationale for Using the
Condition of Situational Transition Gould and Kalb (1974, p. 30) defined anxiety as a

reaction of apprehension from uneasiness to com-
“The commitment to parenthood, more than the plete panic, preceded by a real symbolic condition
nuptial vows, implies a decision for lifetime” (Jes- of threat that the subject perceives diffusely. Transi-
sner et al., 1970, pp. 211–212). Both pregnancy tions in lifestyles increase the potential for per-
and infant care bring about changes in the lives of ceived anxiety as a reaction to emotionally charged
couples that can produce intense stress, anxieties, symbols. Anxiety has the potential of a detrimental
and conflicts, and call for emotional adjustment to effect on ability to cope with new situations or on
adapt to the situational transition. Fantasies and learning (Lucas, 1952). Harry Stack Sullivan (1953)
old conflicts may surface in couples as they move indicated that anxiety in mothers and fathers “in-
through the process of pregnancy and early parent- duces anxiety” in infants (p. 41).
hood. The degree to which they can adapt and adjust

Prenatal and Postpartum Reactionsto the parental transition depends on their previous
life experiences and subsequent emotional in-

Prenatal responses to pregnancy can predetermine
tactness (Benedick, 1970; Caplan, 1961; Colman &

parents’ postnatal response and responses of the
Colman, 1971; Grimm, 1967; Jessner et al., 1970;

infant. The works of Schaefer (1959) and Schaefer
Rossi, 1968).

and Manheimer (1960) were used in this study.
LeMasters (1965), in his study of middle-class

Pre- and postnatal reactions were conceptualized
couples, noted that most couples found the transi-

in terms of attitudinal and psychosomatic reactions
tion to parenthood difficult and that the birth of a

to both pregnancy and the delivery of the baby.
first child constituted a crisis event. Caplan (1961)
found pregnancy and the development of the Role Perceptions
mother–child relationship stressful. Dyer (1965) in-
dicated that the majority of the couples in her sam- Numerous variables affect changes in role defini-

tions in families, yet such definitions are alwaysple experienced a severe crisis. Shereshefsky and
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based on reinforcements by significant others and education, occupation, length of marriage, or
results of the Pregnancy Research Inventory.reference groups. Because roles, in the conceptual

framework guiding the study, are defined vis-à- 2. There will be no significant differences in role
perception scores of husbands or of wives invis significant others, role definitions should be

considered through perception of both ego and his experimental, FamCap, and control groups pre-
experimental program and predelivery, but theresignificant other. The more congruent the role defi-

nition between ego and his significant other, and will be significant differences in role perception
scores of husbands and wives among the threethe more congruent the definition of a relationship

by partners, the less interference there is with effec- groups postexperimental program and
postdelivery.tive family interactions and the lower the potential

for stressful transitions. 3. There will be no significant differences in the
anxiety scores of wives and of husbands in ex-Expectant parents who participated in role sup-

plementation were assisted in focusing on their in- perimental, FamCap, and control groups, pre-
program and predelivery, but there will be sig-teraction patterns with each other, as well as with

others. In doing so, expectant parents were able to nificant differences in the anxiety scores of
wives and of husbands among the three researchclarify roles and, consequently, either positively or

negatively reinforce each role. The program strove groups, postprogram and postdelivery; There
will be significant differences among experi-to increase the congruency in role perceptions of

participants by having as a more practical goal the mental, control, and FamCap groups in the atti-
tudes toward self and infant, as manifested inmaintenance of role perceptions at the same level

that existed prior to the change to a triadic scores of the Postnatal Research Inventory.
relationship.

Methodology
Problems of the Study

Setting
The research specifically asked:

The study took place at the Kaiser-Permanente Hos-
pital, San Francisco, California.1. Does participation in role supplementation, as

a nursing intervention, result in lower anxiety
Samplepostdelivery for both husbands and wives?

2. Does participation in role supplementation, as
Subjects in this study were normal couples experi-a nursing intervention, increase the congruency
encing a first pregnancy, who were accepted forbetween husbands’ and wives’ role perceptions
obstetric care in the hospital. Criteria were:of their dyadic relationship?

3. Is there a relationship between the use of role
Mother was a low-risk primigravida.supplementation as a nursing intervention, and
Residence was in Marin or San Francisco Count-postpartum reactions to pregnancy and delivery

ies, California.as perceived by wives?
The couples were English-speaking.
Mother and father lived together at the inceptionHypotheses

of the study.
There was not a wide gap in cultural backgroundsFour major hypotheses were postulated:

of husband and wife (any racial or cultural back-
ground was accepted).1. There will be no significant differences between

experimental and control groups (both husbands Neither husband nor wife suffered from physical
handicap or deformity.and wives) in initial measurements of religion,
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Age of the mother was between 18 and 34 years; Application of Underlying
Mothers were in the fourth gestational month when Concepts to Experimental Group

accepted to the study.
Role Supplementation1

All prenatal records at the hospital were
screened, and all clients who met the criteria were Role supplementation involves the attempt to de-
invited to participate in the study. They were admit- velop role-clarity and role-taking skills in clients,
ted to the sample at the beginning of the fifth month and to provide them with a framework for the con-
of pregnancy. tinuous analysis of new experience and identifica-

Three groups were included: experimental tion of roles and counterroles in a transition situa-
(role supplementation), control, and a third group, tion. The underlying process is communication.
isolated from the control group because of their Clients exposed to this program were encouraged
involvement in FamCap, a special program of indi- to practice open and honest communication, using
vidualized care and early hospital discharge offered

such methods as feedback and reinforcements. The
by clinical nursing specialists.

sentiment in the group was that of acceptance of
The experimental program included subjects

all ideas, correction of false ideas, provision of
who consented to participate in the study and who,

alternative ways for action, reinforcement of assets,
after research visit 1, consented to role sup-

and assistance in the development of skills that are
plementation.

essential for the transition in roles.
FamCap, one of the options of prenatal prepa-

Three major strategies were used to facilitate
ration programs available at Kaiser-Permanente

achievement of the goal of nursing action during
Hospital, is a program that allows mother and child

a role transition, which is the acquisition of a senseto be discharged from the hospital as early as 12
of integration in the roles associated with the transi-hours after delivery. Parents who choose FamCap
tion (role clarity) and mastery (the degree differsare visited at least once prenatally by a maternity
with different people) of sentiments and skills asso-nurse practitioner to discuss the program and the
ciated with such roles (Figure 10.4.1). Strategiesfamily’s resources for caring for mother and infant
were.on discharge. Parents also attend a group meeting

one month prior to delivery to discuss discharge
• The reference group was a group of indi-plans; they also attend the prenatal program offered

viduals whose standpoints were used as a frame ofby the hospital.
reference. The program included formation of aThe control group included all subjects who
group consisting of husband–wife teams who weredid not participate in the role supplementation or
expecting their first child. Organized and led by twoFamCap programs. These subjects took part in other
nurse clinicians, members of the reference groupprenatal programs offered by Kaiser-Permanente
presented their viewpoints; ideas were explored,Hospital, such as Lamaze classes.
discussed, adopted, or discarded. The group mem-Although the goal was to incorporate a similar
bers had an opportunity to understand the normalnumber in all groups, this was not possible, because
range of feelings, fears, idiosyncracies, and experi-of prohibitive cost and length of time required to
ences that were being experienced by others inaccommodate and complete the treatment program.
similar circumstances. Group members tested ideasThe experimental group, therefore, included 12
on and received reinforcements from each other.couples; the control group, 46 couples. When 10
Leaders also were significant others who gave guid-FamCap families were placed in a separate group,
ance, clarification, reinforcement, alternatives, andthe control group was reduced to 36. Care was
referrals when needed. The group met once a week.taken to ensure that differences among research

groups did not result from preexisting differences
1For more information, see Swendsen et al. (1978).in demographic characteristics.
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• Role modeling was provided by an individ- infant throughout the changes, growth, and devel-
opment; expectations of parents of each other; nor-ual or individuals who knew and used the behaviors,

knowledge, and values expected in the role. The mal disappointments encountered, and so on. Re-
search findings in those and similar areas wereexpectant parents learned from examples set by

others who were or had been in the role. They also translated into simple language and references were
given where appropriate. Films and hospital tourslearned from professionals who knew the behaviors

and expectations of the role. Each couple had its were provided; pregnancy, labor, and postpartum
exercises were practiced.own set of role models, i.e., family, friends, physi-

cians, and nurses. In the reference group, the cou- The second component was role taking. Role-
taking skills help a person construct the world ofples discussed role models for parenting, ideas they

had received from them, and how they intended to significant others and act accordingly. Games to
facilitate the development of such skill were pro-use those ideas in their own parenting. The role

supplementation nurses served as role models be- vided (Figure 10.4.1).
cause of their knowledge about the role. The nurses
also brought to one of the group meetings a couple

Data Collection
who had recently had an infant. This couple shared
their experiences of pregnancy, labor and delivery, Families were tested preprogram, predelivery, post-
and infant care, and became strong role models for program, and postdelivery. Research visits were
the experimental families. made to each family, and various variables and

• Role rehearsal was the mental enactment, research tools were used in each visit.
fantasy, or image of what the role would be like. All subjects were contacted by phone and
Each participant imagined himself or herself in the briefly told of the ongoing research project and
role, and anticipated or planned his or her responses invited to participate. Contact was made by research
to situations. The nurses facilitated role rehearsal assistants, who did not know the treatment program
by describing a case study or a situation that might or the families in the experimental group. Subjects
occur in labor and delivery or in infant care, such who consented by phone to participate were re-
as what the mother and father might be doing during contacted by a research assistant to schedule the
labor. Couples were then asked to think about and first visit. Research visit 1 was made at the begin-
explain how they might handle the situation. They ning of the third trimester. A consent form, ap-
explored alternatives as each person explained what proved by the University of California Human
his or her reaction and response might be. Rights Committee, was presented to each subject,

explaining the nature of the study, the meaning of
The nurses recognized and stressed that roles and participation in it, and the number and the length
situations are not rigid, and that other circumstances of future visits. The form also explained that cou-
or consequences may occur in the real-life situation. ples had an option to withdraw from the study at
Therefore, the role rehearsal served to help persons any point. After the form was signed by both hus-
learn to be cognizant of their potential responses band and wife, research visit I questionnaires were
in a variety of situations. given and interviewing took place. Consent for each

Two components provided the content for the subsequent research visit was sought by telephone
program: role clarification and role taking. Role before the actual visit was made.
clarification is the identification of the knowledge All participants were revisited two to four
and behaviors associated with the role. Examples weeks predelivery. (For experimental group mem-
of areas to help clarify roles associated with preg- bers, research visit II was done after the role supple-
nancy, delivery, and child rearing were identified, mentation intervention, but predelivery.) All re-
using knowledge in physiology of pregnancy, labor, search visits were made by research assistants who

were not involved in the treatment program.and delivery; knowledge of care of parents and the
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FIGURE 10.4.1 Clinical paradigm of a Preventive Role Supplementation Program.

Research visit III was made to all subjects one the same procedure used by the hospital in inviting
week postpartum. Research visit IV was made to subjects to participate in hospital programs. Those
all subjects six weeks postpartum. All subjects were who consented were entered in the experiment. This
mailed a research visit V protocol. was continued until a sample of 12 couples was

The rationale for selection of variables and achieved. These subjects were then visited by the
research instruments for each visit was: research clinical specialist for orientation to role sup-
visit I was conducted to acquire preprogram base- plementation.
line data for comparison with postprogram and Two prenatal home visits were made to each
postdelivery data. That the visit take place three couple in the experimental sample—the first to ex-
to four months predelivery was essential so that plain the program and enroll the couple; the second,
subjects could participate and complete the role after group meetings had ended but before delivery,
supplementation program. to discuss individual questions and concerns. Eight

Two experimental group couples failed to re- weekly 2-hour group meetings were held during the
turn the research visit V protocol, but completed last trimester of pregnancy. The meetings included
all other research visits. All FamCap families com- dyadic material and discussion. The last half hour
pleted the study. Twenty-one of the 36 control of each class was devoted to prenatal exercises and
group couples completed all research visits. breathing techniques used in labor.

Two clinical nurse specialists conducted the
classes, and one nurse made all the home visits.Role Supplementation Visits
Couples were instructed to call one of the nurses
after delivery. Wives made a hospital visit withAfter research visit I, subjects were contacted by
their husbands and one of the nurses to discuss thethe clinical specialists, a short description of role
labor and delivery experience and its meaning. Twosupplementation was given, and subjects were
home visits were made: one 24 to 48 hours afterasked whether both prospective parents were inter-
hospital discharge, and one 5 to 6 days later. Theested in participating.2 The clinical specialist used
clinical specialists were on call 24 hours before
and after delivery. Other home visits were made2The research visits and the experimental (role supplementation)

procedure were conducted by two different teams. according to the needs and desire of the families,
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TABLE 10.4.1 Nurse–Family Contact for the Role Supplementation (Experimental) Group Families

Number and Topics of Classes Missed Total
Classes Telephone Calls Telephone Calls Home Visits

Attended to Patients to Nurse

Before After1 Before After2 Before3 After Hospital
Delivery Delivery Delivery Delivery Delivery Delivery Visits

— 8 3 2 3 3 3 3 1
#5 Hospital tour; husband’s role in labor 7 1 3 2 3 3 7 2
and delivery
#1 Introduction 5 0 1 0 1 2 2 1
#3 Pregnancy
#4 Labor and delivery
#6 Newborn 7 0 1 0 2 2 3 1
#5 Hospital tour; husband’s role in labor 7 0 1 0 2 1 2 1
and delivery
#6 Newborn 7 0 3 2 3 2 3 1
#3 Pregnancy 6 0 2 0 2 2 3 1
#6 Newborn
— 8 0 2 0 2 2 2 1
— 8 0 2 1 2 2 2 1
#6 Newborn 7 0 1 1 1 2 2 1
#4 Labor and delivery (Husband only 7 0 1 0 0 2 2 1
attended one class because of work) (wife

only)
#2 Pregnancy 6 0 2 1 1 2 2 1
#4 Labor and delivery

1 Does not include telephone calls to arrange for home visits only.
2 Includes call to inform nurse of the birth.
3 Includes first visit to orient husband and wife to role supplementation program.

and termination generally took place about four ments denoting attitudes of mothers toward them-
weeks postpartum, after the couple had visited a selves, pregnancy, husband, and future baby. Four-
pediatrician or pediatric nurse specialist. From three teen factors were selected for this study, based on
to ten visits were made on each subject. the need to establish lack of difference between

Table 10.4.1 outlines nurse–family contact for experimental and control groups. The factors exam-
the role supplementation group. ined: fears for self, fears for pregnancy, depen-

dency, fears for infant, irritability and tension, ma-
ternal feelings, depression and withdrawal, psycho-
somatic anxiety, sleep disturbance, nausea andInstruments
vomiting, combined score of health problems dur-
ing pregnancy, problems of menstruation, com-Tools used in this study are indicated in Table
bined score of menstrual problems, and combined10.4.2. Demographic data, education, ethnic back-
score of health and menstruation problems.ground, occupation, and age were obtained by ques-

The Postnatal Research Inventory, also devel-tionnaire, through interviewing, and by self-report.
oped by Schaefer and Manheimer (1960), is com-The Pregnancy Research Inventory (Schae-

fer & Manheimer, 1960) is composed of 68 state- posed of 91 statements concerning behaviors and
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TABLE 10.4.2 Research Design for the Complete Role Supplementation Study1

Procedure Pretest Predelivery Research Visit 1 Posttests

Predelivery Postdelivery

Research Visit 2 Research Visit 3 Research Visit 4 Research Visit 5

Time 3–4 months pre- Postprogram and 7–14 days 6–8 weeks 4–5 months
EDC 2–3 weeks (pre Postdelivery Postdelivery Postdelivery

EDC)

Variables 1) Interactions 1) Attitudes toward 1) Depression (W) 1) Perception of 1) Anxiety (H,W)
(H,W)2 (Role ROSP3, changes (H,W)
perceptions) FAMCAP—Prenatal

program (H,W)
2) Anxiety (H,W) 2) Perceptions of 2) Powerlessness 2) Coping styles 2) Interactions

major components (H,W) with changes (H,W)
of program (Role (H,W)
clarity, reference
group, etc.) (H,W)

3) Powerlessness 3) Anticipated role 3) Perception of 3) Perception of 3) Perceptions of
(H,W) changes (H,W) delivery experience baby’s health baby’s growth and

and changes in life (H,W) development
style (H,W) (H,W)

4) Role identity of 4) Perception of 4) Congruency 4) Perception of
wife (by H,W) each other’s roles between role changes

(H,W) anticipated and (H,W)
actual role changes
(H,W)

5) Number of 5) Congruency in 5) Baby’s health
stressful events quantity and (H,W)
(H,W) quality of roles

(H,W)

Research 1) Interactions 1) Depression 1) Baby’s Health 1) Anxiety scale
instruments (Dunn, 1960, (MMPI) (W) Inventory (Taylor, 1953)

1963) (H,W)1) (Schaefer & (H,W)
Open-ended Manheimer, 1960)
interview4 (H,W) (H,W)
2) Anxiety scale 2) Role Strain and 2) Powerlessness 2) Who Am I 2) Interaction
(Taylor, 1953) Congruency (Seeman & Evans, (Kuhn & (Dunn, 1960,
(H,W) (Hurvitz, 1960) 1962) (H,W) McPartland, 1954) 1963) (H,W)

(H,W) (W)
3) Powerlessness 3) Adjective mood 3) Perception of
(Seeman, 1962) list (H,W) role adequacy4

(H,W) (H,W)3)
Questionnaires4

(H,W)
a. Growth and
development
b. Role adequacy
c. Role changes
d. Change in
recent events
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TABLE 10.4.2 (continued)1

Procedure Pretest Predelivery Research Visit 1 Posttests

Predelivery Postdelivery

Research Visit 2 Research Visit 3 Research Visit 4 Research Visit 5

4) Perceptions of 4) Baby’s Health 4) Open-ended 4) Who Am I
Roles (Meleis, Inventory interview4 (H,W) (Kuhn &
1974; Kuhn & (Schaefer & McPartland, 1954)
McPartland, 1954) Manheimer, 1960) (W)
(H,W) (H,W)
5) Schedule of 5) Open-ended 5) Baby’s Health
recent events interview4 (H,W) (Schaefer &
(Holmes & Rahe, Manheimer, 1960)
1967) (H,W) (H,W)
6) Demographic
data4 (H,W)
7) Open-ended
interview4 (H,W)
8) Pregnancy
Research Inventory
(Schaefer &
Manheimer, 1960)
(H,W)

1 Not all tests shown in Table 10.4.2 pertain to the study described in this chapter.
Table 10.4.2 presents the test design for the complete study.

2 H = husband, W = wife.
3 ROSP = role supplementation.
4 The interview and questionnaire were developed for this study.

reactions of mothers related to the postpartum pe- The Taylor (1953) Manifest Anxiety Scale is
a revised form of 50 true–false Minnesotariod. The inventory was subjected to factor analysis.

The 26 factors used in this study were those related Multiphasic Personality Inventory items, judged by
a panel of experts as being indicative of manifestto the mother—depression and irritability, and

those related to the relationship to the baby— anxiety. The scale measures such anxiety feelings
and symptoms as nervousness, inability to sleep orignoring, protecting, and responsiveness. They

were happiness, need for assistance, irritability, concentrate, fatigue, and loss of appetite. Test–
retest reliability and validity have been establishedpositive perception of others, fear or concern for

baby, negative aspects of childbearing, acceptance, (Taylor, 1953, pp. 288–289) for the tool.
The Marriage Role Inventory (Dunn, 1960,intrapunitive, ignoring, need for showing experi-

ence, protectiveness, extrapermissive, respon- 1963) is an exploratory pencil-and-paper test that
evaluates and compares what is expected of selfsiveness to infant’s needs, convalescence, denial,

need for consultation, fear for self, need for respon- and of partner in seven years of marriage. Areas
covered by the 71 items are authority, homemaking,siveness, depression, mothering, confidence, dispo-

sition, convalescence, need for consultation, care of children, personal characteristics, social par-
ticipation, education, employment, and support. Re-confidence.
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TABLE 10.4.3 Participation and Attrition of Study Sample

Factors Study Groups Total
Participants

Experimental Control FamCap

Complete stillborn 0 1 0 1
Refusal to complete research 0 4 0 4a

Moved 0 7 0 7b

Failure to return research visit 5 tests 2 2 0 4
Completed visits 10 22 10 42
Total 12 36 10 58

a Following research visits 1 and 2.
b Following research visits 1 (3), 2 (1), and 4 (3).

spondents answer in terms of agreement, uncer- ventory were calculated and an F-ratio test was
tainty, or disagreement with statements that de- employed, no significant differences were found
scribe marital behaviors and attitudes indicating a among groups. Fears for self, fears for pregnancy,
companionship egalitarian relationship, or a tradi- fears for baby, psychosomatic problems and com-
tional patriarchal relationship to a marriage partner. plaints were among the 14 variables tested.
The inventory was used in this study preexperiment,
postexperiment, and poststudy. Hypothesis II

To test this hypothesis, the Marriage Role Expecta-
Results and Discussion tion Inventory was administered several times to

husbands and wives. There were significant differ-
Participation and attrition in the study are shown

ences among mean scores of wives in experimental,
in Table 10.4.3.

FamCap, and control groups in interaction (role
perceptions) prior to their participation in the re-Hypothesis I
search groups (Table 10.4.4). In other words, wives
who had a more egalitarian perception of their mar-There were no significant differences among exper-
riage roles sought to participate in special prenatalimental, control, or FamCap groups in mean age
programs, i.e., in FamCap and in the role supple-of wives, mean age of husbands, religious charac-
mentation programs. They agreed to commit them-teristics of husbands, educational characteristics of
selves and their husbands to cooperation and partic-wives and husbands, length of marriage, or hus-
ipation through the delivery and postpartumband’s occupation. All but two of the mothers who
periods.participated in the study worked, with the majority

A similar pattern was manifested by husbands.involved in sales, clerical, or craft-type jobs, as
There were significant differences among inventoryopposed to professional, labor, or service jobs.
scores of husbands who participated in the threeA significant difference was found among
groups (Table 10.4.4). However, unlike the wives,groups regarding wives’ religion (p = .05). On the
the actual birth of the infant helped to improve thewhole, differences among the groups did not result
role perception of husbands (to more egalitarianfrom preexisting differences in demographic char-
perceptions) more than did participation in role sup-acteristics. When group differences in the means

of the 14 variables in the Pregnancy Research In- plementation or FamCap programs.
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TABLE 10.4.4 Role Perception Inventory TABLE 10.4.5 Anxiety Scores for Husbands
and Wives in Experimental (N = 9), FamCapMean Scores on Marriage Role Expectation

Inventory for Husbands and Wives Pre- and (N = 10), and Control (N = 19) Groups
Predelivery and PostdeliveryPostdelivery for Experimental (N = 10),

Control (N = 20), and FamCap (N = 10)
Groups Groups Scores

Husbands1 Wives2
Groups Scores

Husbands1 Wives2
Predelivery

Experimental 15.10 14.00
FamCap 7.00 13.00Predelivery
Control 10.25 14.75Experimental 57 61

PostdeliveryControl 51 50
Experimental 11.00 15.75FamCap 56 63
FamCap 7.75 17.10Postdelivery
Control 10.50 18.10Experimental 61 62

Control 54 53
1 Predelivery: F = 5.05, df = 2/36, p = .01; postdelivery: F =FamCap 62 64
.85, df = 2/36; pre–postdelivery: F = 3.85; df = 2/36, p = .03
2 Predelivery: F = .23, df = 2/35; postdelivery: F = .31, df =

1 Predelivery: F = 4.42, df = 2/34, p = .02; postdelivery: F = 2/35; pre–postdelivery: F = .034, df = 2/35.
2.31, df = 2/34, pre–postdelivery, F = .15, df = 2/34.
2 Predelivery: F = 10.00, df = 2/37, p = .0003; postdelivery:
F = 8.83, df = 2/37, p = .0007; pre–postdelivery: F = .18, df
= 2/37.

nificantly higher level of anxiety than the control
or the FamCap groups. Following the nursing inter-
vention, the anxiety level of experimental groupParticipation in the role supplementation pro-
husbands was significantly (p = .01) lower and thegram, it had been anticipated, would sharpen com-
mean anxiety level for all groups became compara-munication skills, increase skill in role taking, and
ble (Table 10.4.5).increase the congruency in role perceptions. Fam-

Anxiety level increased during the study in allCap families, especially husbands, however,
participants, especially women, except in experi-showed the greatest change in role perceptions.
mental group husbands; role supplementation suc-
ceeded in lowering the level of anxiety in husbands.Hypothesis III

There were no significant differences in anxiety Hypothesis IV
scores among wives of the three research groups
at the onset of the investigation (Table 10.4.5). All wives who participated in the study were given

the Postpartum Research Inventory to determineMean anxiety level of experimental group wives
was considerably lower after the study than that of whether participation in the role supplementation

program resulted in differences in general feelingscontrol or FamCap groups, though not statistically
significant. Findings indicated role supplementa- and attitudes toward self and infant during the post-

partum period. No differences were found amongtion may have prevented increase in the level of
postdelivery anxiety, so that although role supple- groups on variables that explored attitudes toward

self, such as need for consultation, confidence inmentation did not lower wives’ anxiety, it may have
helped them maintain a level of anxiety. self, acceptance of delivery, happiness, or feelings

of irritability. When variables relating to the infantThe picture for husbands was different. Hus-
bands who consented to participate in the role sup- were explored, three major differences were de-

tected. Among the three research groups there wereplementation program originally manifested a sig-
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significant differences in the wives’ perceptions she delivered nursing care that could be articulated
and tested.and attitudes toward ignoring the baby (F = 6.3650,

df = 2/42, p = .01), protectiveness of the baby (F
= 8.4439, df = 2/42, p = .01), and responsiveness
to infants’ needs (F = 5.9835, df = 2/42, p = .01), REFERENCES
indicating that participation in role supplementation
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different among groups, although the highest ance research. The first of these is methodological.
The methods employed to measure adherence havecompliance was reported by experimental

group 1 patients. Results support the efficacy been admittedly inadequate. As noted by Gordis,16

this deficiency is particularly true for medicationof group counseling based on an interaction-
ist role theory framework to increase compli- compliance. Pill counts and even serum and urine

tests are not necessarily valid indicators. Moreover,ance. The anticipated effect of spouse partici-
pation was not confirmed. patients and health professionals are subject to con-

scious (and unconscious) pressures to report more
adherence to a regimen than actually exists.17,18

Thus, self or physician reports may provide an over-Introduction
estimation of compliance rates.

The second area of concern is conceptual. InThe extent to which an individual’s behavior coin-
general, research efforts have been atheoretical, ei-cides with a prescribed medical regimen is surpris-
ther examining patient characteristics to predictingly low. Investigators have consistently docu-
compliance/noncompliance or testing clinical strat-mented that compliance with therapeutic medica-
egies recommended in the anecdotal literature. Nei-tion regimens averages 50%, and falls dramatically
ther of these types of research has been based onwith the passage of time; compliance with short-
appropriate explanatory (structural) and predictiveterm preventive regimens (e.g., immunizations) is
conceptual models.75% and falls to 50% with long-term regimens

As noted by Stone,19 the few theories that have(e.g., rheumatic fever prophylaxis); and patients
been developed and tested have failed to take intokeep 45% of appointments made for them by nurses
account the myriad of variables known to affectand physicians.1,2 The lowest compliance rates are
compliance. For example, the quality of interactionrecorded for lifestyle regimen, (e.g., weight control,
between patient and health care professional andexercise programs, and smoking cessation). At 6
the relationship of the patient with significant othersmonths, compliance rates fall to approximately
(potential supporters of the medical regimen) are20%.2–4

two variables noted previously as important in theDuring the past 15 years, a number of investi-
development of compliance behavior. Yet neithergators have conducted randomized clinical trials
is included in the best-known compliance models/to test the effects of various strategies on patient
theories, namely, the medical model, the healthcompliance. Contrary to expectations, many of
belief model, or control theory.these strategies have proved ineffective. For exam-

ple, teaching patients about their illness or their
prescribed medications makes them more knowl-

Theoretical Modeledgeable, but does not necessarily increase their
adherence to prescribed regimens5–7; neither does
making health care more accessible by bringing it Interactionist role theory was proposed by Dracup

and Meleis20 as a potential framework for definingto the work setting improve adherence.7,8

In contrast, three strategies have yielded posi- the phenomenon of compliance, delineating the an-
tecedents of compliant behavior, and determiningtive results in experimental trials. These are: (a)

behavioral contracting aimed at cuing and rein- effective interventions. It has the advantage of in-
cluding all the agents involved in a complianceforcement of compliant behavior;9–11 (b) simplifica-

tion of medical regimens with respect to complex- interaction—patient, health professional, signifi-
cant other(s)—as well as the individual variablesity, duration, and cost;5,12 and (c) enlistment of fam-

ily members to support prescribed regimens.13–15 related to each actor and to the medical regimen.
Briefly stated, symbolic interactionism holdsTwo problems have hampered efforts in both

the descriptive and experimental phases of compli- that roles are constantly being formulated and rede-
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fined on the basis of interactions with others. These 1. To evaluate the effect of a group counseling
others enact complementary or reciprocal roles intervention based on the above four compo-
(e.g., husband/wife, patient/nurse, employer/em- nents on the compliance of cardiac patients.
ployee) and provide cues regarding the appropriate- 2. To evaluate the effect of increased involvement
ness of behaviors for a given role.21–23 Roles, then, of spouses within the context of a group counsel-
are not based on positions with attendant rights and ing intervention on the compliance of cardiac
duties, but are fluid in nature. They evolve and are patients.
personalized through interactions with significant

Hypothesesothers.
The two roles pertinent to a discussion of com-

1. Patients who participate in a group counselingpliance are the sick role and the at-risk role. The
program will have greater compliance than willformer is well described by Parsons.24 The latter
patients who do not participate.provides a new dimension to our understanding of

2. Patients whose spouses also participate in acompliance behavior. This role assumes that the
group counseling program will have greaterpatient or client is no longer acutely ill but, by
compliance than will patients who participatevirtue of chronic illness or identifiable risk factors,
without spouses.is at high risk for a catastrophic illness.25 For exam-

ple, the patient who has suffered a myocardial in-
farction is at greater risk for a second myocardial

Methodsinfarction or a sudden-death event than the rest of
the population.

SampleBoth the sick role and the at-risk role demand
complementary roles. For instance, cardiac patients

All patients attending four outpatient cardiac reha-
need to modify what they eat, how much they exer-

bilitation centers during the period of data collec-
cise, what medications they do or do not take, and

tion were asked to participate in the study. Patient
what degree of stress they allow in their lives.

eligibility criteria for inclusion in the study were
Spouses, in turn, are asked to support these lifestyle

enrollment in an outpatient cardiac rehabilitation
changes and are encouraged to make similar

program, documented coronary heart disease, mar-changes.
ried or currently living in the same household withUsing symbolic interactionist theory, four
a partner, and consent of the private physician. Ofcomponents can be delineated for an analysis of
63 couples originally enrolled, 4 dropped out withincompliance behavior: (a) the individual’s self-con-
the first week after completing baseline testing, andcept, (b) the behaviors that are demanded in a pre-
another couple separated and were lost to follow-scribed regimen (and are appropriate for the sick
up after completing the role supplementation pro-role or at-risk role), (c) the counterroles played by
gram but before the 6-month testing. The studysignificant others, and (d) the periodic evaluations
sample thus comprised 116 subjects (58 patientsof roles enacted both by the individual and by those
and their spouses), with approximately equal repre-in reciprocal roles.26 Dracup and Meleis20 suggested
sentation from each center. The four centers areseven propositions based on these four components.
located in a large Western metropolitan city andTwo of the propositions were: (a) compliance is
are similar in philosophy, admission criteria, andenhanced if the sick or at-risk role is reinforced by
treatment protocols. Patients in all four centers at-significant others and other reference groups; (b)
tended the cardiac rehabilitation program threecompliance is enhanced when relevant other roles
times weekly for one hour of exercise training.are congruent or complementary, or both, with cli-
They also received information on various topicsent roles. These two propositions were tested in the
related to coronary heart disease. Prior to participa-present study as hypotheses. The purpose of our

study was twofold: tion in this study, none of the centers had included
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spouses in the rehabilitation program beyond an Procedures
initial interview.

The subjects ranged in age from 33 to 73 years Patients and their spouses signed a consent form
(mean 57 years). All but one of the couples were prior to participation and were assigned to one of
married, with the mean duration of marriage being three groups according to a time series design:
28 years. Couples in the sample scored in the upper
three levels of socio-economic class on the Hol- 1. Experimental group 1 comprised 17 cardiac pa-
lingshead Four Factor Index of Social Status.27 tients and their spouses who participated in a
Eleven subjects were Asian; the remainder were group counseling program (the experimental
Caucasian. Fifty-two (90%) of the patients were treatment).
male. 2. Experimental group 2 comprised 22 cardiac pa-

Although all patients had documented athero- tients and their spouses, but only the patients
sclerotic heart disease, their medical histories dif- participated in a group counseling program (the
fered. Clinical status was assessed in terms of: (a) modified experimental treatment).
number of documented myocardial infarctions, (b) 3. The control group comprised 19 cardiac patients
number of coronary revascularization operations, and their spouses, none of whom attended the
(c) number of surgical grafts required during last role supplementation program.
coronary revascularization, (d) highest metabolic
equivalent (MET) achieved on most recent tread- Each of the study centers offered the two ex-
mill test, and (e) functional class. The last variable perimental interventions and the control condition
was based on the New York Heart Association’s in a consecutive series, with the sequence of the
categories: experimental groups determined by coin toss. This

design reduced the potential for contamination of
Functional class I: Ordinary activity does not

subjects during exercise periods.
cause symptoms;

The experimental intervention consisted of a
Functional class II: Patients experience slight limi-

10-week series of group discussions, each lasting
tation of physical activity. Ordinary physical ac-

90 minutes. The initial session was designed to
tivity causes fatigue, dyspnea, palpitation, or an-

acquaint the participants with the concepts of rolegina pectoris;
transition and the at-risk role. Patients (and spousesFunctional class III: Patients have marked limita-
in experimental group 1) introduced themselves bytion of activity and experience symptoms with
reviewing their coronary events and the ways inless than ordinary activity. They do not have
which their lives and relationships had changedsymptoms at rest;
because of their illness. Sessions 2 and 3 focusedFunctional class IV: Patients cannot engage in any
on the anxiety experienced in a role transition pe-physical activity without symptoms and have
riod, and the group leaders presented a systematicsymptoms at rest.
approach to problem solving aimed at clarifying
alternatives and decreasing anxiety. In the fourthTwenty-eight patients were referred to cardiac
session, a couple who had already completed therehabilitation because of a recent myocardial in-
cardiac rehabilitation program were invited to dis-farction, whereas the remaining 30 had recent coro-
cuss their experiences. They served as role modelsnary revascularization surgery. Two patients expe-
for the group in their ability to master the at-riskrienced both a heart attack and surgery within the
role (and its complement) and to make adjustmentspreceding three months. The majority of patients
in their other roles. The fifth and sixth sessionsachieved exercise levels higher than six METs on
focused on stress reduction as a specific componenttheir most recent exercise stress test. All but 4 of
required of the at-risk role. The participants werethe 58 patients were classified in functional classes

I or II. taught a relaxation technique and were given appro-
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priate homework assignments to practice. They also A decrease in fatfold measurements was con-
sidered an indirect measure of weight loss. Thewere encouraged to role-play stressful situations in

the group. Sessions 7 through 10 were devoted to procedure consists of measuring a double layer of
skin and subcutaneous fat at a specific body sitediscussing general areas of stress: social, sexual,

physical, or those related to conforming to the at- with skinfold calipers.31 The most common sites
used are subscapular and the triceps, the latter hav-risk role by reducing cardiac risk factors. The final

session also included a summary and general cri- ing the advantage of being more accessible. In this
study, triceps skinfold measurements were obtainedtique of the group.

The groups met at the cardiac treatment center by use of a Harpenden skinfold calipers. Three
readings were taken, and the average was used asone evening a week. Two nurses, one the coordina-

tor of the cardiac rehabilitation program at each a final value. The site of measurement was the left
triceps, halfway down the arm between the tip ofcenter, and the second a nurse with a master’s de-

gree in nursing and special expertise in group dy- the acromion and the top of the radius. The skinfold
was picked up in a line passing directly up the armnamics, served as group facilitators. The experi-

mental protocol was based on the assumption that from the tip of the olecranon process. A measuring
tape was used to establish the midpoint for measure-both patients and spouses experience a period of

role transition upon entry into a cardiac rehabilita- ment. All measurements were taken with the sub-
ject’s arm hanging relaxed at his/her side. Reportedtion program. It was hypothesized that patient com-

pliance would increase as patients incorporated the accuracy of this measurement is ± 5% with re-
peated measures.32at-risk role in their self-concept and as this new

role was supported by those in reciprocal roles. The These same four compliance outcomes were
measured for spouses in all three treatment groupsgroup facilitators used the techniques and processes

of role supplementation, including role modeling, to determine whether (and to what extent) spousal
support for cardiac risk factor modification ex-role rehearsal, role clarification, and the use of ref-

erence groups.28,29 The same protocol was followed tended to actual changes in the spouses’ cardiac
risk factors, as well. Spouse data were not relatedin both experimental groups.
to hypothesis testing, but were collected to gain
insight into the dynamics of the role-taking process.Compliance Measures

Data were collected at baseline, at 10 weeks,
and at 6 months. One researcher collected all data toFour dependent variables were identified as mea-
eliminate interobserver variation of blood pressuresures of compliance to a cardiac risk-factor regi-
and skinfold measurements. All testing took an av-men: smoking, blood pressure, body weight, and
erage of 40 minutes.weekly exercise. Data about smoking and weekly

exercise (defined as the amount of time spent exer-
cising at a prescribed target heart rate) were ob-

Resultstained by means of two interview questions. These
were asked in the presence of spouses in an attempt

Preliminary Data Analysesto increase the truthfulness of the self-report.
Systolic and diastolic blood pressures were

obtained using the standard auscultatory methods Preliminary analyses were conducted to test the
defined by the American Heart Association.30 The comparability of the three research groups and the
same sphygmomanometer was used throughout the four centers on nine demographic variables. A two-
duration of the study and was calibrated weekly. way ANOVA using group and center as factors
To circumvent the minor fluctuations that occur established no significant differences (p > 0.05) for
from arm to arm, each subject’s measurements were patients or spouses for age, years married, number

of children, number of children in residence, ormade in the same arm.
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TABLE 10.5.1 Medical Status of Patient Sample by Treatment Group

Experimental group 1: Experimental group 2: Control group
patients and spouses patients only (n = 19)
(n = 17) (n = 22)

Characteristic No. % No. % No. %

Myocardial infarction*

0 11 64.7 11 50.0 8 42.1
1 5 29.4 10 45.5 8 42.1
1 1 5.9 1 4.5 3 15.8
CABG†
0 5 29.4 11 50.0 6 31.6
1 12 70.6 10 45.4 12 63.2
1 0 0 1 4.5 1 5.2

Mean Range Mean Range Mean Range
Grafts‡ 3.0 1–5 2.8 1–5 2.0 1–5
MET level§ 7.6 4–14 8.5 3–12 9.1 4–14
Functional class 2.1¶ 1–3 1.7 1–3 1.4 1–3

*Number of documented myocardial infarctions.
†CABG = number of coronary artery bypass graft procedures performed.
‡Number of surgical grafts required during last coronary revascularization.
§Highest MET achieved on most recent treadmill test.
¶Significantly greater than in the other two groups (p < 0.05).

income. Patients in experimental group 2 had a of a repeated measures analysis of variance. To
reduce the chance of a type 1 error occurring frommean of two more years education than the other
multiple testing, the Greenhouse-Geisser33 methodtwo groups (F = 5.04, df = 2, p < 0.05). Chi-square
for determining probability values was used, withanalyses revealed no differences for occupation,
significance set at p < 0.05. The two factors usedreligion, or sex among research groups.
in the analysis were group and center. There wereWith the exception of MET, the medical char-
no center interactions, attesting to the homogeneityacteristics of patients were analyzed using chi-
of the sample across the four research settings.square (Table 10.5.1). MET levels were compared

Smoking behavior was not significantly differ-among groups using a one-way ANOVA. There
ent over time among groups for either patients orwere no significant differences among study groups
spouses. In the patient sample, only 2 of the 58on any of the clinical variables with the exception
subjects smoked upon entry into the study, 1 in theof functional class. More experimental group 1 pa-
control group and 1 in the experimental group 2,tients were in functional class III than were those
although 36 subjects had a recent (less than 1 year)in the other two treatment groups (chi-square =
smoking history. Both continued to smoke at 6-9.427, df = 4, p < 0.05). Although the difference
month follow-up. The remaining 56 patients hadwas not significant, the patients in this group also
maximum compliance on this variable.achieved lower treadmill MET levels than did pa-

The number of hours per week that the patienttients in the other two groups.
and spouse exercised over the study period are pre-
sented in Table 10.5.2. Although the changes areHypothesis Testing
consistent with the study hypotheses, i.e., patients

The three groups in each center were analyzed on and spouses who participated in a group counseling
program showed the greatest compliance at six-the basis of their differences over time by means
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TABLE 10.5.2 Hours Exercised per Week by Treatment Group Over Time

Experimental group 1 Experimental group 2 Control group

Time Mean SD Percent Mean SD Percent Mean SD Percent
change* change* change*

Patients
Baseline 3.45 1.00 — 3.64 0.58 — 3.09 0.94 —
10 weeks 3.50 0.86 + 1.45 3.82 0.50 +4.95 3.05 1.35 −1.29
6 months 3.53 1.18 + 2.32 3.50 0.74 −3.85 2.68 1.29 −13.27
Spouses
Baseline 1.95 1.91 — 1.68 1.70 — 1.81 1.81 —
10 weeks 2.17 1.72 +11.28 1.81 1.60 +7.73 1.26 1.59 −30.39
6 months 1.94 1.78 −0.51 1.57 1.66 −6.55 0.95 1.43 −47.51

*Calculated from baseline.

month follow-up; whereas patients who partici- The largest decrease for patients was seen in the
patient-only group, in which spouses had a consis-pated without spousal involvement showed greater

compliance than did patients in the control group, tent increase in triceps skinfold measurement over
the six months.the differences among the three groups were not

statistically significant (patients: F4,92 = 0.08, p < Changes in patients’ systolic and diastolic
blood pressure measurements over the six-month0.05; spouses F4,86 = 0.48, p < 0.05).

As noted in Table 10.5.3, there was a signifi- period are summarized in Table 10.5.4. A signifi-
cant difference among groups occurred in systoliccant difference among groups regarding changes

in body fat, as indicated in lower triceps skinfold pressure (F4,92 = 2.61, p < 0.05). In reviewing the
data, it is clear that the most significant decreasemeasurements over the six months (F4,92 = 3.39, p

< 0.01). Patients who met with their spouses had again occurred for patients who met without their
spouses. Patients whose spouses participated alsoa mean decrease at 6 months of 12.57%, and pa-

tients who met without spouses had a mean decrease showed a decrease, but it was less marked. Patients
in the control group had a marked increase. Similarof 17.37%. These positive compliance outcomes

were in marked contrast to the control group. Ini- patterns emerge for diastolic blood pressure mea-
surements, although the differences among groupstially, control patients had a similar decrease, but

these changes were not maintained at six months. In were not statistically significant (F4,92 = 1.42, p
< 0.05).fact, the control group had a 1.79% mean increase in

skinfold measurements from baseline to 6 months. The changes in spouses’ blood pressure mea-
surements mirrored those of the patient sample (Ta-Thus, the experimental intervention seemed to be

effective in achieving long-term weight loss (hy- ble 10.5.5). The largest decreases were seen in
spouses whose mates had attended the group series,pothesis 1).

The data, however, do not support hypothesis with similar but less dramatic decreases in spouses
who had participated in the experimental program2. Despite the fact that spouses in experimental

group 1 were the only spouses to have a decrease with their mates. Control-group spouses had rela-
tively little change. The differences among groupsin their skinfold measurements (F4,86 = 2.37, p =

0.06) from baseline to 6 months (indicating the were not statistically significant.
In reviewing the blood pressure data, it canefficacy of their participation in the group sessions),

these effects were not reflected in the patient data. be seen that the patients who experienced the most
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TABLE 10.5.3 Triceps Skinfold Measurements (mm) by Treatment Group Over Time

Experimental group 1 Experimental group 2 Control group

Time Mean SD Percent Mean SD Percent Mean SD Percent
change* change* change*

Patients
Baseline 15.75 6.27 — 13.59 3.36 — 15.05 7.39 —
10 weeks 14.56 5.95 −7.56 11.55 3.10 −15.01 12.74 4.05 −15.35
6 months 13.77 6.00 −12.57 11.23 3.21 −17.37 15.32 6.80 +1.79
Spouses
Baseline 22.00 7.00 — 18.64 6.98 — 20.10 6.77 —
10 weeks 20.56 6.58 −6.55 19.20 4.74 +3.00 19.53 6.65 −2.84
6 months 20.94 7.15 −4.82 20.33 6.26 +9.07 20.84 6.86 +3.68

*Calculated from baseline.

TABLE 10.5.4 Blood Pressure Measurements (mmHg) by Treatment Group Over Time

Experimental group 1 Experimental group 2 Control group

Time Mean SD Percent Mean SD Percent Mean SD Percent
change* change* change*

Systolic
Baseline 125.85 17.89 — 128.73 16.37 — 125.52 20.81 —
10 weeks 123.89 18.79 −1.56 120.32 11.59 −6.53 132.42 28.90 +5.50
6 months 124.71 14.12 −0.91 119.18 22.07 −7.42 129.63 24.32 +3.27
Diastolic
Baseline 76.65 12.97 — 77.27 8.76 — 74.52 11.88 —
10 weeks 73.22 9.61 −4.47 73.73 6.85 −4.58 74.11 9.46 −0.55
6 months 71.00 8.13 −7.37 71.86 9.21 −7.00 75.68 11.29 +1.56

*Calculated from baseline.

significant decreases in blood pressure were those role theory, it does not indicate whether such a
program affects ultimate morbidity and mortality.who participated in the formal reference group pro-

vided by the group series (hypothesis 1). Hypothe- If the true incidence of 1-year mortality for post-
myocardial infarction patients is 5%,34 it would takesis 2 was not supported, in that patients in both

experimental interventions experienced significant a sample of 16,000 patients to have a power of 0.80
in detecting such differences at a 0.05 level ofdecreases. Spouse participation did not yield a par-

ticular advantage. However, it should be noted that significance (one-sided). Within the sample of 58
patients, 3 were rehospitalized. One patient sufferedpatients’ and spouses’ mean blood pressure changes

were similar across groups. This finding does sup- a second myocardial infarction; a second patient
was hospitalized for chest pain, but a myocardialport the interactive nature of compliance behaviors.

Although this study documents the beneficial infarction was ruled out. A third patient was hospi-
talized for complications related to his previouseffects of a group-counseling intervention based on
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TABLE 10.5.5 Spouses’ Blood Pressure Measurements (mmHg) by Treatment Group Over Time

Experimental group 1 Experimental group 2 Control group

Time Mean SD Percent Mean SD Percent Mean SD Percent
change* change* change*

Systolic
Baseline 129.50 21.55 — 136.82 22.50 — 133.20 27.02 —
10 weeks 129.11 19.41 −0.30 128.00 14.88 −6.45 132.21 23.99 −0.74
6 months 121.06 18.15 −6.52 123.76 20.20 −9.55 133.47 25.61 +0.20
Diastolic
Baseline 75.80 13.78 — 78.64 11.64 — 75.10 12.97 —
10 weeks 74.67 9.23 −1.49 77.65 12.11 −1.26 73.90 9.51 −1.60
6 months 70.35 10.37 −7.19 72.81 12.83 −7.41 73.21 11.63 −2.52

*Calculated from baseline.

coronary artery bypass graft surgery. Interestingly, The experimental protocol provided a framework
for interactions that enhanced the assumption of theall three patients were in the control group. None
at-risk role. Turner23 has suggested that a person’sof the patients who participated in the experimental
tendency to merge a new role with the self increasesgroups were hospitalized before the six-month fol-
as the individual invests more time and effort inlow-up. None of the subjects had died at 6-month
learning to play a role. The data from this studyfollow-up.
suggest that the experimental treatment, which em-In summary, the group-counseling series did
phasized cardiac risk-factor reduction and acknowl-appear to have a positive effect on the course of
edged the difficulties inherent in altering behaviors,the patients’ disease. This conclusion must be
provided a critical ingredient not present in pre-viewed with caution, however, given the small sam-
viously tested open-ended discussion groups forple size and the relatively short period of follow-up
cardiac patients. Comparison of experimental and
control data also indicates that participation in a

Discussion cardiac rehabilitation program is, of itself, not
enough to affect long-term compliance. The control

The study findings support the positive effects of data are similar to the large body of compliance
a role-oriented, group-counseling intervention on research that has documented high dropout and re-
cardiac risk-factor compliance. Both experimental cidivism rates for lifestyle regimens.
groups had significantly lower blood pressures and An unexpected finding in this investigation
decreased triceps skinfold measurements at six- was that smoking was not a useful outcome vari-
month follow-up. This finding is in contrast to the able. Among those patients who had smoked before
data of Adsett and Bruhn35 and Ibrahim and associ- entering the rehabilitation program, none had re-
ates.36 Neither found positive compliance changes sumed at 6-month follow-up. This result is in
(decreased blood pressure or weight loss) in post- marked contrast to previous studies involving non-
myocardial infarction patients who attended a series cardiac subjects. In their evaluation of a variety of
of open-ended group-therapy sessions. antismoking programs, Hunt and Bespalec37 found

These current findings support the view of a six-month recidivism of 80%. Perhaps cardiac
compliance as being dependent on interactional patients experience effective pressure from families
processes. The at-risk role, like all roles, is created, and friends to quit permanently, because smoking
defined, stabilized, and modified as an outgrowth is probably the most visible of the risk factors that

such patients are asked to control. It is also trueof interactions with one or more relevant others.
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that data on smoking were obtained by self-report. tivity, medications, and the value of risk-factor
modification. In their written evaluations, partici-Reliability could have been enhanced considerably

by the use of serum thiocyanate and expired air pants in the patient-spouse groups most frequently
listed “universality of feeling” as the most valuablecarbon monoxide samples.38

A number of studies have documented the im- characteristic of the group series, whereas partici-
pants in the patient-only groups cited “informa-portance of spousal support as a predictor of patient

compliance.13,39,40 Based on these findings and the tion received.”
Given previously cited data on the relationshipdynamics predicted by symbolic interactionist role

theory, we hypothesized that patients who met in of knowledge and compliance, it does not seem
plausible that the information received by patientsgroups with their spouses would manifest the great-

est compliance. No such advantage was noted ex- was the critical factor. We propose that it was the
dynamic within the reference group. The patient-cept in the area of exercise, and these differences

were not statistically significant. In terms of blood only groups were competitive in nature, with indi-
vidual patients competing against each other forpressure and body fat reduction, patients who met

alone had equivalent or superior compliance when higher exercise levels, decreased weight, etc. For
example, one patient, an engineer, came to eachcompared with patients who met with their spouses.

Several explanations for these unexpected findings meeting with a histogram of his weekly weight loss.
This dynamic was also described by Adsett andcan be posed.
Bruhn35 and by Ibrahim and colleagues36 in theirThe first explanation is that the theory sug-
groups of male cardiac patients. Thus, expectationsgested by symbolic interactionists is incorrect.
for compliance existed within the patient-onlyRoles do not require a complementary role; they
groups, and these apparently served as a strongerdo not develop in pairs. Yet the patterns in this
force for compliance than did spouse support.data set are quite clear. With few exceptions, patient

In summary, one of the primary goals of car-and spouse compliance behaviors changed in the
diac rehabilitation is to provide support to patientssame direction, thus indicating a reciprocity in the
and their family members in a manner that fostersdevelopment of the at-risk role. The findings of
successful cardiac risk-factor reduction. Under-this study support the view that family members
standing the role transitions that occur within thecan have an enabling or inhibitive effect on patient
context of a cardiac rehabilitation program is acompliance. They may apply pressure to conform
complex task that needs more systematic study.(or not to conform) to a specific regimen. They may
The protocol we used needs to be replicated incommunicate their support and thereby enhance the
future studies using a wider range of complianceimportance of compliance, or they may themselves
variables (e.g., diet, serum cholesterol, and medica-serve as role models for health-promoting lifestyles.
tion) for evaluation. The results of this study can,A second explanation lies in the differences
however, serve as an impetus for future researchbetween the two groups. Although both experimen-
on the development of the at-risk role as it affectstal groups at each center had the same group leaders
patient compliance.and functioned under an identical protocol, a review

of written process recordings from the sessions in-
dicates that the two groups developed characteris- Acknowledgments
tics quite distinct from each other. The patient-
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changes from feeling whole to feeling damaged,
from feeling competent and self-sufficient to feel-
ing incompetent and dependent on others. In the

10.6 FAMILY-FOCUSED CARDIAC intensive care unit, these changes are manifested
REHABILITATION: A ROLE by feelings of anxiety, depression, and fear of death
SUPPLEMENTATION PROGRAM in approximately 80% of patients.3, 7, 13, 15

FOR CARDIAC PATIENTS AND Such patients use a variety of coping mecha-
SPOUSES nisms to decrease the attendant emotional pain, for

example, intellectualization, repression, denial, andKATHLEEN DRACUP
projection.13, 27 Indeed, excessive denial, sexuallyAFAF IBRAHIM MELEIS
aggressive behavior, and hostile-dependent con-KATHERINE BAKER
flicts with staff have been documented in approxi-PATRICIA EDLEFSEN
mately 20% of coronary care unit patients.6, 14 All
such behaviors can be viewed as attempts on theAbstract
part of the patient to regain control over his or her
life and deal with the awesome anxiety experiencedA nursing intervention based on interaction-

ist role theory is currently being used in car- in this unfamiliar environment. These attempts not
withstanding, the majority of patients are preoccu-diac rehabilitation centers to meet the special

needs of coronary patients and their spouses. pied with the limitations imposed by their cardiac
illness and experience fears of death, pain, dys-The intervention consists of 10 weekly, 90-

minute group sessions for married couples, rhythmias, and future heart attacks.
Besides its effect on a patient, an acute coro-one of whom has had recent acute coronary

event; that is, either a myocardial infarction nary event presents a massive disruption in the
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psychodynamic balance of the family, as well. Anx- 1-year follow-up, and 20% reported a deterioration
in their marriages.8, 16, 24iety, depression, sleep and appetite disturbances,

and psychosomatic symptoms have been docu- If nurses are to be effective in helping patients
and their families achieve the goals of rehabilita-mented in interviews with spouses of coronary pa-

tients during the time of acute hospitalization.2, 16, tion, they must take into account the nature and
severity of the problems experienced by cardiac23, 24 Spouses share their husbands’ or wives’ fear

of death and disability, but often have fewer re- families, and provide an appropriate nursing inter-
vention beyond the intensive care setting. A reviewsources to assist them. They are also faced with

the added burden of maintaining their families, for of the pertinent literature suggests that a major
source of psychosocial discomfort experienced byexample, arranging for child care during visits to

the hospital, paying bills, and performing essential both patients and spouses during hospitalization
and convalescence is a result of role changes andhousehold chores.

Nursing has attempted to meet the special alterations in self-concept. Therefore, role theory
was used as the theoretic basis for the patient-needs of these family members in a variety of ways:

by providing specialized “spouse care plans” in the spouse groups described here.
intensive care unit,11 by holding educational classes
once the patient is out of the intensive care unit,22

Role Transition and Cardiacand by having informal support groups in waiting-
Rehabilitationroom areas.17, 18 These nursing interventions, how-

ever, are only a first step, because the emotional
The term “role transition” refers to the process of

distress experienced by both patient and family con-
moving in and out of roles in a social system.5

tinues, and in some cases intensifies, upon dis-
Meleis suggests three categories of role transitions:

charge to home. Dramatic role changes occur. Pa-
tients are temporarily at home all day and are faced 1. Developmental transitions, which occur in the
with the problems of domestic routines. They deal normal course of growth and development;
with oversolicitous, anxious spouses, often while 2. situational transitions, which involve the addi-
coping with the noise and conflicts of their children. tion or subtraction of persons in a preexisting
In view of these domestic problems, which are constellation of roles and complements; and
usually combined with a multitude of lifestyle 3. health-illness transitions, which occur when an
changes related to coronary-risk-factor modifica- individual moves from a well state to an acute
tion, it is not surprising that emotional problems or chronic illness state, or from an illness state
continue to be experienced by both the cardiac pa- to a well state.19

tient and the spouse.
A number of investigators have documented Entry into a cardiac rehabilitation program de-

that emotional problems do exist up to two years mands a period of role transition for both the patient
following a coronary event. Specifically, 88% of and his or her family that falls into the third cate-
patients have described themselves as anxious and gory. The patient must relinquish the sick role and
depressed at 3 months following discharge,27 50% resume many of his previous roles, roles that de-
at 6 months,17 and 20% at 6 to 12 months.25 In a mand a high degree of independence and autonomy.
study reported by Wishnie and colleagues,27 all 18 A rehabilitation program also requires the ac-
of the postmyocardial infarction patients inter- quisition of a new role for the patient. It is not a
viewed with their family members reported moder- “sick role,” and yet it is not really a “well role,”
ate-to-severe family disturbances secondary to because coronary artery disease is a chronic condi-
emotional disequilibrium and role changes. In later tion. Baric has called this role the “at risk” role.1

studies, wives of postmyocardial infarction patients The patient is identified as being at high risk for
experiencing a future myocardial infarction, and ashave described feeling severe emotional distress at
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such, he or she is exhorted to modify all coronary Protocol for Group Sessions
risk factors. Such modification presents a number
of lifestyle changes for both patients and spouses. The content of the 10 group sessions is described
Patients have to modify what they eat, how much in Table 10.6.1. The majority of the sessions are
they exercise, what medication they do or do not structured to provide approximately 30 minutes of
take, and what stressors they allow in their lives. didactic presentation by the group leaders (or, in
Spouses, in turn, are asked to support their mates Session 4, by the guest couple invited to speak to
in these lifestyle changes and are strongly encour- the group) and 60 minutes of discussion. In three
aged to make similar changes in their own risk of the sessions, audiovisual aids are used as part
factors. (In the groups, in fact, spouses complained of the didactic material.
frequently about the fact that they were under great In each setting, two group leaders are responsi-
pressure to modify their own lifestyle when they ble for facilitating the group process. The first
did not have the illness.) leader is the cardiovascular nurse coordinator of

The “at risk” role is an extremely difficult one the rehabilitation program, and the second is a nurse
for cardiac patients to acquire and for spouses to consultant who holds a master’s degree in psychiat-
support appropriately by complementary roles, be- ric nursing. The nurse coordinator sees the patient
cause the role demands changes in almost every and his or her spouse for an extensive assessment
aspect of one’s life. Moreover, the patient and interview at the initiation of the cardiac rehabilita-
spouse know that these changes must be per- tion program. The nurse also sees the patient three
manent.12 times a week in exercise sessions, and therefore,

The unique needs of patients and spouses dur- has a significant amount of data on which to base his
ing this period of role transition are only partially or her interventions within the role supplementation
met in a traditional cardiac rehabilitation program. program. Given the limited duration of the couples’
Spouses rarely come to the center and are left to program (10 weeks), it was hypothesized that the
grapple with altered life goals and expectations by nurse coordinator’s relationships with patients
themselves. A nursing intervention of role supple- might prove an asset in decreasing the amount of
mentation can assist couples to develop role clarifi- time required for trust building in the group sessions
cation and role rehearsal skills, and to sharpen their and, ultimately, might increase the effectiveness of
styles of coping.20, 21 It provides them with a frame- the experimental intervention.
work for the continuous analysis of new experi- The second group leader brings knowledge
ences and encourages them to communicate their and skills in the areas of group dynamics and crisis
concerns and fears to each other. theory. Thus, both nurses serve critical but comple-

The processes and components of a role sup- mentary functions because of their knowledge of
clinical cardiology and psychologic issues. Theyplementation program are based on interactionist
are able to answer questions about diet, medica-role theory. According to this theory, every role is
tions, effects of exercise, and pathophysiology, ascreated, defined, stabilized, and altered based on
well as to identify and explore the sources of anxi-interactions with others in complementary roles (for
ety expressed by patients and spouses.example, husband–wife, teacher–student, nurse–

The inclusion of spouses in group sessions ispatient).4, 26 The theory suggests a variety of strate-
critical for several reasons.gies that can be used to assist couples to assimilate

and integrate new roles, for example, role modeling,
role clarification, reference groups, and role re- 1. Such inclusion provides a reference group

for spouses, as well as opportunities for role model-hearsal. The theoretic basis for these strategies has
been described previously by Meleis.19 Their use ing and role rehearsal for the reciprocal roles re-

quired of them. The reference group is an importantin this particular program is exemplified in the pro-
tocol for the group sessions. source of support for spouses, most of whom are
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TABLE 10.6.1 Protocol of the Role Supple- TABLE 10.6.1 (continued)
mentation Program

Homework assignment: couple to apply problem-solv-
Session 1: Clarifying Roles ing process to a mutual problem experienced during
Content: the week
Introduction of group facilitators and participants Audiovisual:
Discussion of program purpose and “ground rules” Written summary of problem-solving process
(e.g., confidentiality, attendance)

Discussion questions:
Review of 10-session content What problems have arisen since your coronary event?
Review of coronary risk factors How can we use this process to solve one of them?
Identification of changes in roles and relationships by When do you feel most frustrated? Can you identify a
participants since coronary event problem in these situations?
Identification of commonalities and differences in prob- What problems can you anticipate because of the new
lems resulting from coronary event “at risk” role?
Audiovisual: Do we always need to be perfect?
Written schedule of 10 sessions What problems arise from this need?
Discussion questions:

Session 4: Problem Solving II
What changes have occurred with the assumption of

Content:the “at risk” role?
Introduction of couple who has successfully completedHow have these changes affected your feelings about
cardiac rehabilitation programyourself?
Discussion of ways in which this couple dealt withHow do your partners feel about these changes?
role transition

What do you see as your major problems at this point?
Discussion of strategies to increase communication

How do you view the group helping with these? within family
Session 2: Overcoming Fear

Audiovisual:
Discussion of common emotional response to coronary

Noneheart disease (i.e., anxiety, depression, anger)
Discussion questions:Identification of major sources of anxiety for both pa-

tient and spouse What kinds of problems described by the couple are
similar to those of the group?Discussion regarding gaining control over one’s life
What strategies seemed to work for them?Identification of ways to set new goals
What problems do husbands and wives of cardiac pa-Audiovisual:
tients face that the patient doesn’t share?

16 mm film, “Pack Your Own Chute” (Ramie
What problems do patients have that the spouseProductions)
doesn’t share?

Discussion questions:
Session 5: Stress Management I

What don’t you like about having coronary heart
Content:disease?
Review of physiologic changes during stressHow have you felt since discharge from the hospital?
Presentation of Benson’s relaxation responseWhat do you do when you start to feel anxious?
Homework assignment: couple to practice relaxation re-What changes would you like to make in your lives?
sponse twice daily during week

Session 3: Problem-Solving I
Audiovisual:

Content:
Film-audiocassette “Stress and the Relaxation Re-

Review of the five-step problem-solving process sponse” (Trainex Corporation)
Identification of the importance of taking time to Stress dots (Communications Unit)
gather data, generate alternative solutions, and exam-

Written summary of relaxation responseine different points of view before making decisions

Application of process to example situations (role
rehearsal)
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TABLE 10.6.1 (continued) TABLE 10.6.1 (continued)

Discussion questions: Do you (spouse) expect anything different from your
husband/wife because of his/her cardiac status?How can you know when you feel stressed?
How have your roles changed within the family?What is the difference between distress and eustress?
Do you (spouse) feel responsible for your partner?What is the physiologic response to stress?
Do you ever feel resentment about the changes in theHow do you feel after the relaxation response
family since the cardiac event?exercise?
Where do you both get your support?How can you incorporate this exercise into your day,

e.g., times, place, etc.? Session 8: Communication Through Sex

Content:Session 6: Stress Management II

Content: Review of information about resuming sexual activity
following a cardiac eventReview of participants’ experience with relaxation

response Identification of common postcoronary sexual
problemsIdentification of sources of stress for each couple
Identification of common fears and misconceptionsReview of other alternatives to stress management: (a)

exercise; (b) transcendental meditation; (c) yoga; (d) ef- Audiovisual:
fective communication; (e) assertive techniques 16 mm. movie “Sex and the Heart Patient” (Synthesis

Communication, for Burroughs Wellcome Co.)Audiovisual:

None Discussion questions:

What fears have you had about resuming sexualDiscussion questions:
activity?What were your experiences with the relaxation re-

sponse during the week? Did you receive any information to help you?

What questions or concerns do you have now?What stressors did you identify during the past week?

What other strategies have you used to decrease Session 9: Dealing With the “At Risk” Role
stress? Content:
Do you feel stressed when you want to say no to a Review of behavior changes on part of patient and
request? spouse related to the “at risk” role
What strategies can you use in this situation? Identification of changes in attitudes and relationships

related to role transitionsSession 7: Relationships With Family

Content: Open agenda to allow participants to discuss issues
and feelings related to role transitionIdentification of role changes in family relationships

since cardiac event Audiovisual:

NoneIdentification of problems in maintaining “at risk” role

Facilitation of communication between spouses Discussion questions:
Audiovisual: What changes have occurred in your relationship since

you began the cardiac rehabilitation program?None

Discussion questions: What risk factors are most difficult to alter?

Do you have any concerns or fears related to your cor-What has been the family’s reaction to the patient’s
illness? onary heart disease?

Session 10: What Now?How has it affected their lives?

Do you (patient) expect anything different from your Content:
family because of your cardiac status? Review of material presented in group sessions

Identification of participants’ feelings and perceptions
about group process
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TABLE 10.6.1 (continued) Themes and Therapeutic Benefits

Open agenda to deal with termination issues
The couples’ groups have been conducted at the

Audiovisual: participating rehabilitation center for 3 years. In
None reviewing our experience with these series of
Discussion questions: groups, we have identified recurring themes that
Have the groups been helpful? How? have served as therapeutic benefits for the couples.
What changes have occurred within your family since These themes provide at least a partial answer to
you began the group sessions? the question, “How does a role supplementation
What are your plans for the future? program help?” Although stylistic clarity demands

that they be discussed singly, the discriminations
are, in actuality, quite arbitrary, and many occur
and function in an interdependent fashion.

relatively isolated in their anxiety and fear, and
feel uniquely incompetent to deal with the changes Imparting of Information
required of them.

2. Patients in cardiac rehabilitation programs This category, “imparting of information,” encom-
are asked to make many lifestyle changes that pro- passes the didactic instruction about coronary ath-
foundly affect their daily lives. Enlisting the support erosclerotic disease and cardiac-risk-factor man-
of spouses provides the day-to-day positive rein- agement given by the group leaders, as well as the
forcement required if such changes are to occur advice, suggestions, or direct guidance about life
and be maintained. problems offered either by the leaders or other pati-

3. A common dynamic frequently seen in car- cipants. As in other types of groups (for example,
diology is the assignment of the spouse to a “watch- group psychotherapy), information transfer often
dog” role. He or she is covertly asked to make functions as the initial binding force in the groups
certain that the patient complies with all aspects until other therapeutic benefits become operative.28

of the “at risk” role. The spouse then becomes In part, however, explanation and role clarification
accountable for the patient and any transgressions are effective in their own right. As participants
that may occur from the prescribed medical regi- clarify misconceptions and identify the behaviors
men. This dynamic increases stress and needs to appropriate to the “at risk” role (and its complemen-
be discussed in a group setting, in which both pa- tary role), anxiety decreases.
tient and spouse can clarify their responsibilities The need to dispel uncertainty with factual
and roles. information has been exemplified in each group by

the recurring theme of diet. Although this topic is
The couples are recruited by signs posted in not covered in any of the didactic material presented

the rehabilitation center announcing the purpose, by the group leaders, questions about the impor-
content, and starting date of the sessions. The nurse tance of maintaining a low-sodium, low-cholesterol
coordinator also describes the program to each cou- diet constantly are raised. This repetition undoubt-
ple during their initial interview upon entry into edly reflects the lack of clarity on dietary restric-
the rehabilitation program. If couples express con- tions provided in the media and by physicians, and
cern that the sessions might be “psychotherapy,” the participants frequently seek clarification from
the nurse coordinators emphasize that the groups the nurse leaders.
are supportive and educational in nature. The mini- Direct advice from the group members also
mal and maximal sizes of the groups are set at occurs in every group. Patients and/or spouses pres-
four and six couples, respectively, to facilitate the ent difficulties related to their role transitions, for

example, how to tell a son or daughter with younggroup process.
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children that a two-week visit would be too stress- showed his weekly weight loss. Wellness is rede-
fined by the majority of patients as an absence offul, given the recent coronary event. Responses

from the group members are often in an advice- coronary risk factors and the ability to do regular
aerobic exercise without cardiac symptoms.giving mode, being preceded by such phrases as,

“Why don’t you…,” or “What worked for us In a very early discussion of role change, Burr
described role transition as a process of disintegra-was….” The specific suggestion may or may not

be helpful, but they are interpreted as mutual caring tion of the old self and a redefinition and reconstruc-
tion of a new self.5 In the couples’ groups, eachand interest and contribute to group cohesiveness.
patient seeks cues from significant others as to the
kinds of changes to make in his or her attitudesInstillation of Hope
and behaviors to achieve health. By integrating and
stabilizing the new behaviors related to risk-factorThe role-modeling component of the experimental
modification, the patients receive cues from bothintervention provides the participants with a feeling
the health professionals involved in their care andof hopefulness that, in itself, is therapeutically ef-
from their family members that they are achievingfective. The groups invariably contain individuals
a “well state.” Thus the goals, values, and behaviorswho are at different points in their mastery of new
of the “at risk” role are integrated into the patients’roles. Participants have an opportunity to hear about
perceptions of themselves as healthy.problems very similar to their own and about how

other patients/spouses have successfully coped with
Reference Groupthem. In the fourth meeting, a guest couple dis-

cusses their “passage” through the cardiac rehabili-
tation program and provides something of a testi- “Reference group” refers to a group of people with
monial to the positive outcomes they experienced. whom an individual can identify and from whom
The effects of such role-modeling processes are he or she can derive values and emotional support.
evidenced in new attitudes of hopefulness and con- In a final written evaluation of the program,
viction on the part of the participants. many subjects have expressed the most important

benefit of the groups as being the recognition that
Redefinition of Wellness their feelings and concerns are shared by others.

The confirmation by members of a reference group
that their feelings are not unique is a powerfulAs the groups progress through the 10 sessions,
source of relief. Despite the complexity of problemsthe patients begin to redefine what it means to be
each couple faces in adjusting to a chronic illness,healthy. Prior to their coronary events, wellness
certain common denominators are evident. Patientsmeant the absence of disease. As they discuss their
resent being stereotyped a “cardiac” by family,changing lifestyles, necessitated by the diagnosis
friends, and employers. Couples openly discussof coronary atherosclerosis, they frequently talk
fears of sudden death, which in our experience areabout changing their values to incorporate the
more common for spouses than patients. Althoughhealth-seeking behaviors promoted by the cardiac
these two themes appear paradoxic, they reflect onerehabilitation program personnel. The majority had
reality. The cardiac patient appears no differentsmoked, worked long hours under stress, and led
externally and often feels physically well, despitesedentary lifestyles. Many are overweight. They
the occurrence of a cardiac event. He or she resentsencourage and support each others’ changes in
being relegated to invalid status by others, becausemodifying these risk factors. Wellness is now mea-
it is a reminder of the heart damage suffered butsured by weight loss, the ability to reduce stress,
now not felt. Despite the frequent lack of symptom-and new prescriptions for exercise at higher target
atology, cardiac patients (and their spouses) areheart rates. For example, one subject (an engineer)

brought a histogram to a last group session that also acutely aware of their increased risk for sudden
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death. The first premonition of one’s mortality is patients and spouses to a cardiac event. Anxiety,
depression, low self-esteem, marital and sexual dys-a painful experience, and the concern of significant

others often serves as a poignant reminder for the function, and psychosomatic symptoms have been
consistently documented up to 1 year following acardiac patient.

Confusion about changes in roles within the myocardial infarction or cardiac surgery. Although
the patient’s physiologic status sets limits on thefamily system are also discussed, and solutions are

offered by other members of the group. For exam- potential level of recovery, psychosocial variables
are now recognized as playing a critical role in theple, one patient described his mixed feelings when

his wife came to the coronary care unit and told rehabilitation process for both patients and their
families.him that his 12-year-old son had put his wedding

ring on the first night of the hospitalization and Our 3-year experience with patient-spouse
groups supports the view that spouses must be in-assured her that now he would take care of her.

The group focused on the patient’s loss of self- volved throughout the rehabilitative process, and
that effective participation is provided within theesteem with these shifts in roles and supported the

patient’s need to reassert his paternal role during context of a role supplementation program. Such a
program facilitates direct and consistent communi-this transitional period.

Humor is often used by the groups to defuse cation, as well as flexibility within and between
roles. Both end points are critical to the re-establish-feelings of anguish and uncertainty. For example,

one patient, who was an author by profession, ad- ment of family equilibrium and the ultimate recov-
ery of the cardiac patient.mitted to the group that he had not been able to

use the word “deadline” since his myocardial in-
farction. As patients and spouses perceive their sim-

Acknowledgmentilarity to others in the group, they benefit from the
humor expressed by others and the accompanying

The authors would like to acknowledge the follow-catharsis. The ultimate acceptance by other mem-
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Rosenberg, RN, MN; Linda Shields, RN, BS; Mari-
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When individuals and families experience changes tion of the change as positive or negative. If the
individual chooses a new role and has an opportu-due to chronic illness, the functioning of the family

system may be upset. Roles are often altered and nity to prepare for it, there is less strain (Minkler &
Biller, 1979). In addition, the ease of transition isredefined because chronically ill persons can no

longer participate in the manner once expected of facilitated by appropriate anticipation of the new
expectations (Mederer, 1984; Minkler & Biller,them. The community health nurse can play a sig-

nificant role in helping families adjust to these 1979).
changes. This chapter describes the use of role sup-
plementation as a nursing intervention to promote Role Insufficiency
effective adaptation, functioning, and growth in one
family in which a member had Alzheimer’s disease. Role insufficiency occurs when an individual has
Role theory was used to assess family structure and unclear expectations of the knowledge, attitudes,
functioning, and to implement care strategies. values, and skills essential to performing a new

role. With this state, stress may occur and manifest
itself in physical and/or psychologic strain such as
grief, mourning, powerlessness, depression, anxi-Conceptual Framework
ety, withdrawal, apathy, frustration, unhappiness,
aggression to self or others, or symptoms of physio-Roles and Role Transition
logic stress response (Allen & van de Vliert, 1984;
Meleis, 1975). Role supplementation is an interven-Roles are the expected attitudes, values, skills, and
tion that can be used to reduce role stress and de-knowledge associated with various positions (Bid-
crease, ameliorate, or prevent role insufficiency.dle & Thomas, 1966). They are largely derived

from the expectations of others, although individu-
Role Supplementationals may choose to accept, reject, or transform their

meaning according to personal interpretation of
events (Mead, 1972). Throughout the life span, in- Role supplementation was defined by Meleis

(1975) as “the conveying of information or experi-dividuals may change or modify their roles with
different events such as marriage, divorce, ence necessary to bring the role incumbent and

significant others to full awareness of the antici-childbearing, employment, and chronic/debilitating
illness. To perform new roles, the individual must pated behavior patterns, units, sentiments, sensa-

tions, and goals involved in each role and its com-experience role transition.
Role transition is the process of learning be- plement. It includes necessary knowledge and expe-

rience that emphasizes heightened awareness ofhaviors necessary to carry out a new role effec-
tively. The ease of this process is affected by the one’s own roles and other’s roles and the dynamics

of the interrelationships” (p. 267) It is made opera-congruity between past and future roles (Louis,
1980; Minkler & Biller, 1979) and the anticipation tional through several strategies, including role

modeling (demonstrating behaviors associated withof the role change. Anticipation of the change is
further influenced by the individual’s degree of particular roles), role rehearsal (mental enactment,

fantasy, or image of what the role would be like),choice in taking on the new role, previous experi-
ence in anticipating similar change, and degree of role play (practicing appropriate behaviors for sim-

ulated real-life situations), and reference group in-readiness for the new role (Allen & van de
Vliert, 1984). teractions (interactions with others who are experi-

encing similar role transitions, such as supportDuring transition, role stress and strain may
become apparent (Doehrman, 1984), although it is groups) to facilitate role clarification (appropriate

identification of new role behaviors) and role takingpossible that few adverse effects may occur (Gla-
ser & Strauss, 1971), based on individual’s percep- (effective demonstration of appropriate role behav-
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iors) (Meleis & Swendsen, 1978; van Ments, 1983). irritability, loss of ability to speak, seizures or trem-
ors, inability to recognize and interpret complexThe goal of supplementation is to achieve role mas-

tery. Mastery becomes apparent when the individ- sensory stimuli, incontinence, prosopagnosia (in-
ability to recognize significant others or self), andual and others involved achieve mutual expecta-

tions and behaviors. hallucinations. Ultimately, the individual becomes
completely incapacitated and bedridden.Role supplementation was originally studied

as a nursing intervention for role insufficiency in This loss of normal functioning is emotionally
trying to family members. It necessitates continualfamilies undergoing transition due to childbirth,

and was found to facilitate an increased understand- adaptation to preserve effective family operation
and concomitant coping with the progressive cogni-ing of life changes, an awareness of new responsi-

bilities, and the sharing of anxieties between hus- tive, emotional, and behavioral deterioration of
their loved one.band and wife (Meleis & Swendsen, 1975; Swend-

sen, Meleis, & Jones, 1978). Although it has not
been reported elsewhere in the nursing literature,
it appears to be applicable to families who are expe- Family Assessment
riencing role changes, such as occur when a mem-
ber has Alzheimer’s disease. Seventeen visits were made to the family over an

11-month period. Initially, they were made every
week. The early visits provided the time to under-Alzheimer’s Disease
stand the family’s needs, help them meet imminent
physical and safety needs, and develop a therapeuticThe steady deterioration of mental functioning as-
and trusting relationship with the wife and husband.sociated with Alzheimer’s disease can be demon-
As role transition proceeded and other problemsstrated through three behavioral phrases that occur
were resolved, visits were gradually decreased toover a number of years: forgetfulness, confusion,
every other week, and eventually, every third week.and dementia (Gwyther & Matteson, 1983; Hayter,
This pattern of visitation allowed the wife time1974; Pinel, 1975). Forgetfulness is characterized
to “try on” her new and expanded role as spouseby progressive memory loss, especially for recent
caregiver, develop alternative support systems, andevents (e.g., loss of commonly used articles);
increase control of the situation although knowingchanges in personality; withdrawal from social con-
that assistance was available at any time betweentact; lack of spontaneity; difficulty with previously
visits.known/simple tasks; impaired reading, writing, and

The following assessment data were obtainedlanguage; loss of motor coordination and disequi-
during the initial visits. The husband, Joseph, an 83-librium; and neglect of personal appearance.
year-old, retired professional man, was previouslyConfusion may be manifested by loss of
very active with community service, many hobbies,knowledge for current and recent events; inability
and traveling. He had noninsulin-dependent diabe-to handle finances; overreactions to known inabilit-
tes mellitus that was controlled by Glucotrol. Heies (e.g., depression and/or verbal/physical abuse);
was diagnosed with Alzheimer’s disease (confu-emotional lability; dysarthria; difficulty choosing
sional phase) after an extensive medical work-upproper clothing; wandering, restlessness; repeti-
for the symptoms of agitation, extreme forgetful-tious behavior; constant or agitated pacing; slow,
ness, and mild ataxia. Other than these two condi-shuffling, wide-based gait; agnosia (inability to re-
tions, he had no other major physical healthcall commonly used objects); and incapacity to re-
problems.member addresses, or names and relationships of

On questioning, Joseph said he had no prob-family members.
lems with memory and had not had an evaluationDementia is characterized by paraphasia (use

of words in wrong and senseless combinations), for forgetfulness. When his wife, Ruth, remarked
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that he had had a work-up for forgetfulness, Joseph agitation and verbal aggressiveness toward her. In
response, she initially tried to convince Joseph thatretorted that she was crazy and imagining things,

and that there was nothing wrong with him. Other he sometimes forgot where he was going and got
lost. He announced that she was crazy and told herbehaviors that Joseph demonstrated included pac-

ing and intermittent repetitious questioning. to be quiet. In turn, Ruth became quiet and teary-
eyed, and demonstrated more muscle tension. Jo-Whereas he was detached from the objective and

specific aspects, he was very sensitive to the emo- seph often began pacing the floor, repeatedly stating
she was crazy, and eventually would leave the roomtional atmosphere. For example, he did not under-

stand how to carry out everyday tasks such as mak- for a short period of time.
Ruth’s receptivity to available support systemsing out the budget, but would become very agitated

if Ruth showed any frustration while she did it. was limited. Their son lived approximately one
hour away, and visited or called occasionally. HeRuth, 75 years of age, had worked as a secre-

tary before marrying Joseph 55 years previously. did not wish to become involved in his father’s
care because of his own family and professionalSince then, her primary roles consisted of home

manager, wife, and mother to their only child, Tom. responsibilities. Ruth whispered to the nurse at one
of the early visits that they did not talk about Jo-Ruth’s medical diagnoses included ataxia due to

a brain stem stroke five years earlier, and labile seph’s disease or want other people to witness his
condition because it was “uncomfortable for ourhypertension. In the last year, she had also begun

to experience severe esophageal burning approxi- friends.” Consequently, the couple had become
quite isolated from friends and past associates.mately three to five times per day, which was re-

lieved by medication. When questioned, Ruth stated Ruth and Joseph had not anticipated any long-
term or debilitating illness during their retirementthat she felt fine, and the esophageal burning was

something the doctor said she had to live with. years. There was a great deal of discontinuity be-
tween her prior roles and her new role of caregiver.Loss of appetite, dizziness, and headaches had also

become more frequent since her husband’s diagno- Previously, she found meaning in the discussions
she had with her husband and from his supportsis of Alzheimer’s disease.
of her. Now discussions between them were verySignificant findings on physical assessment
stressful. With Joseph’s progressive forgetfulness,included blood pressure 172/86, pulse 80, height 5
Ruth attempted to manage the budget, housework,feet 2 inches, and weight 103 pounds, which was
yard work, and family care with little emotional or15 pounds less than the previous year. On visual
physical support from him or others. She did notinspection, Ruth demonstrated tension and guard-
know how to anticipate the changes that might oc-edness by her clenched hands, tense facial muscles,
cur in Joseph or how to cope with them. She hadand intermittent tapping movements of her left leg.
no prior experience in caring for a family memberRuth expressed little awareness of the progres-
with Alzheimer’s disease; however, she believed itsion of Alzheimer’s disease. Her sister had cared for
was her responsibility to care for Joseph as longher husband until he died of some type of dementia.
as possible.Ruth stated that she was not aware of how bad

things had become until her sister had a nervous
Nursing Diagnosisbreakdown, and she did not want that to happen

to her.
Ruth explained that her relationship with Jo- These assessment data indicate that the family’s

role expectations were changing. In the past, Josephseph had altered drastically during the past year.
Problems within their interaction were clearly evi- managed the house and yard, was the sole bread-

winner, and was a supportive and nurturing hus-dent during early home visits. For example, when
she expressed concerns, such as Joseph not driving band. Their past communication pattern was one

of discussing problems until mutual decisions werethe car because of his forgetfulness, he reacted with
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reached. Now Joseph was unable to carry out these disease. After about 2 months she expressed interest
in reading the book, The 36-Hour Day (Mace &roles and became angry if Ruth attempted to discuss

anything with him. Consequently, their communi- Rabins, 1981), and stated later that it was very
helpful, although she could not have read it earlier.cation was severely curtailed, and Ruth no longer

perceived Joseph as supportive and nurturing. It was approximately 4 months before she was
ready to read informational brochures from theThe primary nursing diagnosis for the family

was alterations in coping (family and individual) Alzheimer’s Disease and Related Disorders
Association.related to role insufficiency, secondary to Joseph’s

progressive irreversible dementia (Alzheimer’s Joseph was in the confusional phase of the
Alzheimer’s process, which was confounded withtype), evidenced by increased forgetfulness, pacing,

repeated questioning, denial of problem, and occa- denial and anger. Because of his fear, anger, and
progressive memory loss, it was unrealistic to worksional panic look (Joseph); and physical and psy-

chologic manifestations of strain (Ruth). Other di- directly with him or expect that he could voluntarily
change his behavior. Therefore, to promote effec-agnoses were as follows:
tive family functioning, it was essential to modify
his environment. The primary aspect of his sur-1. Potential for physical injury related to cognitive
roundings on which this plan was based focuseddeficits associated with progressive dementia,
on Ruth’s attitudes and behaviors toward him. Itmanifested in wandering, ataxia, forgetfulness,
seemed feasible to assist her in assessing Joseph’sand refusal to stop driving the car despite re-
needs as well as her own, and help her identifypeated incidences of becoming lost (Joseph).
ways to meet those needs in a healthy manner.2. Potential for physical injury related to physio-

The primary treatment goal, identified in col-logic stress response, manifested in increased
laboration with Ruth, was to develop effective cop-blood pressure, dizziness, headaches, muscle
ing strategies during role transition from spouse totension, decreased appetite, and epigastric dis-
spouse caregiver. Ruth stated the goal as “I wanttress (Ruth).
to know how to handle this so we can live our last3. Sleep pattern disturbance related to nocturnal
years together in happiness.”wandering, evidenced by sleep pattern reversal

The plan included continually identifying and(Joseph); interrupted sleep (Ruth); dark circles
clarifying current family roles, needs, and prob-under eyes, frequent yawning, expressionless
lems; developing knowledge of the Alzheimer’sface (Ruth and Joseph).

4. Moderate anxiety related to change in family disease process; reclarifying individual and family
functioning secondary to Alzheimer’s disease as goals; delineating behaviors that facilitated family
manifested by expressed feelings of unfocused functioning, and that were congruous with Ruth’s
apprehension (Ruth); restlessness, tremors, in- value system and abilities; identifying the methods
creased muscle tension, narrow focus of atten- by which Ruth could best learn and find meaning
tion, and sleeping and eating disturbances (Jo- within the evolving role of spouse caregiver; and
seph and Ruth). facilitating her ability to make continuing decisions

regarding alternative choices in dealing with this
life change. By conveying the information and ex-
periences essential to the caregiver role and its com-Plan
plement, Ruth’s personal power would be strength-
ened as she continued assuming the role.Sensitivity to client readiness is a key element in

The home visits were designed so that the firstplanning the specific interventions for role supple-
portion was used to assess each client’s health statusmentation. For example, Ruth initially was re-
and discuss nonthreatening concerns with them to-ceptive to reading about other people’s experiences

with caring for family members with Alzheimer’s gether. A short exercise period was then held for
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Ruth and Joseph, consisting of a short walk outside ample, when Joseph would become upset, the au-
or use of a stationary indoor bicycle. After this thor would demonstrate alternative ways to manage
Joseph was usually ready to lie down and rest, and him, such as acknowledging his concerns and feel-
the remaining time was spent with Ruth discussing ings, and gently shifting his focus of attention to a
ways to implement her caregiver role. The interven- nonthreatening topic or activity. Ruth observed this
tion of role supplementation was used to promote and was able to see behaviors that more effectively
her clarity on and taking of the role. managed her husband’s fear and agitation.

Role Rehearsal
Intervention: Role Supplementation

Role rehearsal was implemented by using mental
The strategies of role clarification, role modeling,

imagery and role play, so that Ruth could experi-
role rehearsal, and reference group interactions

ment with new behaviors during simulations of pre-
were used to implement role supplementation and

vious experiences. Specific behaviors were estab-
facilitate role taking.

lished for her to use if difficulties arose between
visits. After she learned this strategy, she was ableRole Clarification
to use it independently to prepare for new events.

To clarify her role, past and present family roles
Reference Group Interactionswere discussed, and knowledge of the process and

problems associated with Alzheimer’s disease were
Ruth initially declined the use of reference groupprovided at Ruth’s readiness. Previous roles in the
interactions, such as an Alzheimer’s disease supportfamily were discussed, and behaviors associated
group, stating that she never was a group personwith them were delineated. The roles were then
and just did not like them. After about eight months,evaluated as to their effectiveness, so that they
however, she began to establish a modified refer-could be redefined as needed to meet individual
ence group by sharing concerns with a neighborand family needs. To facilitate her understanding
whose husband also had had an irreversible demen-of viable options, information on available re-
tia and recently died.sources was provided and discussed. Throughout

this process, it was continually emphasized that
Role Taking

Ruth had choices in the roles she accepted.
Between visits Ruth kept a diary, making en-

Some of the specific roles that Ruth was eventually
tries in it as she felt necessary. She described diffi-

able to change included improving her interactions
cult episodes, such as specific behaviors displayed

with Joseph, managing yard maintenance (by hiring
by Joseph and herself, their reactions to each other,

a volunteer from a local aging agency), and ac-
and how she felt. The journal was an excellent

cepting budgetary assistance from her son and emo-
method of promoting recall, not only of behavioral

tional support from friends.
patterns, but also the attitude and value conflicts

The following chronology illustrates Ruth’s
that she had for each event. During home visits,

readiness to participate in role-supplementation
entries from the journal were reviewed, areas of

strategies. Initially, she was receptive to role model-
uncertainty clarified, and alternatives for managing

ing. She felt comfortable observing the first author
them discussed and practiced through several

demonstrate effective interactive behaviors with Jo-
strategies.

seph. After about two months, she expressed readi-
ness to participate in role-rehearsal strategies. ItRole Modeling
was approximately eight months before she was
ready to participate in a modified referenceRole modeling was provided by the first author

during interactions with Joseph and Ruth. For ex- group interaction.
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Evaluation few times, but he ignored her or became more
angry. Then she became upset and yelled at him
or cried. Ruth identified that this became a majorRuth’s mastery of the spouse caregiver role was
problem for them because of the cost of new paja-evaluated by assessing her physiologic stress re-
mas and the frustration it caused both of them.sponse and obtaining feedback from her on family

Ruth modified her behavior by not arguing.functioning and how she and Joseph were coping.
Instead, she waited until Joseph had his shower andRuth’s physiologic status was altered over the
then took his pajamas, refolded them, and placedcourse of the home visits, although none of her
them in the dresser drawer. She told herself that hemedications had changed. She became more physi-
could not be reasoned with and this was the bestcally active due to regular (three to five times/week)
way to handle the problem.exercise periods, no longer had problems falling

At first she felt that she was not being honestasleep at night, and was more relaxed during the
with Joseph, but she came to realize that, throughday. Her blood pressure ranged between 132/64
the strategy of role supplementation and daily expe-and 138/68, which was lower than readings during
riences, this type of interaction prevented fear, frus-the first months of nursing care. She had no further
tration, and anxiety for Joseph, and consequently,weight loss, her appetite was good, and she denied
for herself. Ruth stated, “Joseph even put his handany headaches for over two months. The epigastric
on my shoulder, in a caring way, the other night.burns had decreased to 1 every 7 to 10 days, and
He hasn’t done that for years. Our relationship isusually occurred when she ate something that she
more important than my not telling him about theknew would disagree with her.
pajamas. To be honest, the other day as I was put-Ruth and Joseph’s interactive pattern was no
ting them in the drawer I even got the giggles…thelonger as conflict-ridden, and they had not argued
giggles are much nicer than yelling or beingfor a long time. Ruth did not confront or disagree
frustrated.”with Joseph. By acknowledging his feelings and

refocusing his attention, confrontation, anger, and
frustration were minimized. She expressed that, al- Repeated Behaviors and Questioning
though she was not laughing at Joseph, sometimes
his behaviors and her reactions to them made her Joseph frequently became anxious and exhibited
giggle. She reestablished some of her close friend- repeat behaviors or asked numerous repetitious
ships and realized that the disease did not have to questions; for example, when strangers stopped by
be kept, “hidden in a closet.” She was engaged in the house, when he received telephone calls re-
daily activities to promote her own health and pre- questing donations, or when Ruth was upset. The
vent current and future loneliness and isolation. principal way this was managed was to help Ruth

Following are some events that were identified recognize that repetition was a way that Joseph
as problematic, how they were managed, and handled his anxiety. She learned to accept his re-
Ruth’s statements of the effectiveness of the role peated behaviors and did not try to convince him
change. to feel differently. Instead, she attempted to change

his activity either by joking with him, or encourag-
The Worn-Out Pajamas ing him to go for a walk with her, wash the win-

dows, or ride the exercise bike.
Ruth’s evaluation of how she managed thisJoseph routinely took a morning shower, and Ruth

problem can be seen in this example. One evening,hung his pajamas in the closet for him to wear the
Joseph put on his coat, went to the garage to checknext night. At times, however, he refused to wear
that the garbage was out, came back into the house,these pajamas, wanted clean ones, became angry,
and took off his jacket. He repeated this routineand refused to get ready for bed. Ruth tried to

convince him that he had only worn the pajamas a five times. Ruth said that she sat in a chair with
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her book so that she could keep an eye on him. the following comment made on one of the last
home visits:Each time when he came back in the house, she

asked him whether he would like to watch televi-
I can’t believe how well things are going. I knowsion. He ignored her the first four times, but when
the changes I’ve made are right. We are both so

he came in the last time he seemed to be getting much calmer, I can see it in his eyes that he feels
tired, so she asked him to rub her neck and started safer. We both sleep so much better…he doesn’t
joking with him. He rubbed her neck and then went pace nearly as much or yell at me.

I’ve changed how I feel about talking with myto bed. Ruth stated, “Didn’t that work out well?
friends. I used to think I should keep it quiet andI’m really proud of myself. In the past I would
no one should know. Since I know you won’t behave gotten so upset, yelled at him, and been so
coming to see me much longer, I’m talking with a

frustrated.” friend whose husband died of Alzheimer’s, she is
very helpful to me now. It’s so nice to have someone
to talk with so I can manage Joseph better. I talkDriving the Car
more with Tom. I think he’s not so frightened about
all of this either.When they were ready to go somewhere Joseph

We can’t do anything that takes concentration,
expected to drive. Ruth was very nervous about but we can be together without all the frustration.
this because he got lost and did not pay attention I used to think Alzheimer’s was hopeless—it still
to the traffic. If Ruth told him he could not drive is, he may some day have to go to a nursing home,

but I have so much hope because we can be togetheror that she would, he became angry and refused to
now and have some happy times.let her drive.

Ruth managed this by never disagreeing with
Joseph or asking him about driving. Instead, she
agreed with what he wanted, but as they went to REFERENCES
the car she got into the driver’s seat and drove. He
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Reprinted with permission from: Kelley, L. S., & Lakin, J. Transition entry groups were developed at Charles
A. (1988). Role supplementation as a nursing intervention for River Hospital, a private 58-bed facility in Welles-
Alzheimer’s disease: A case study. Public Health Nursing,

ley, Massachusetts, to address problems commonly5(3), 146–152.
experienced by new patients during their adjust-
ment to psychiatric hospitalization. The groups’
goals are to help reduce the anxiety newly admitted

10.8 TRANSITION ENTRY patients experience during the initial transition pe-
GROUPS: EASING NEW riod of psychiatric hospitalization, to provide infor-
PATIENTS’ ADJUSTMENT TO mation about hospital rules and procedures, and to
PSYCHIATRIC HOSPITALIZATION establish the expectation of individual responsibil-

ity for the course of treatment. The groups alsoKAREN AROIAN
provide an opportunity for staff to evaluate patients’MARITA PRATER
patterns of interaction and motivations for
treatment.

Transition entry groups are led by master’s-Newly hospitalized psychiatric patients experience
two kinds of crises: the personal crisis that brought level psychiatric nurses, and meet for 50 minutes

each day Thursday through Sunday. The group isthem into the hospital and the generic crisis of being
hospitalized. This generic crisis involves facing open, and new members join at each session. Pa-

tients who have been admitted one hour to one daywhat it means to be a psychiatric patient, confined
in a novel and confusing environment and con- before any session in the four-day sequence are

eligible to attend that session, and to continue infronted by staff expectations that patients will adapt
quickly to their new environment. the group through the last session on Sunday. This

scheduling provides patients with specialized inter-Patients commonly respond to psychiatric hos-
pitalization by feeling removed from normal rou- ventions soon after admission. Each week’s group

thus includes patients admitted to the hospital dur-tines and abandoned by family and friends. They
also experience failure and guilt over not being able ing the period from Wednesday through Sunday.
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This design specifically accommodates patients ad- The leader provides accurate information
about hospital regulations and patients’ rights andmitted late in the week or during weekends. During
explains the rationale for the restrictiveness of hos-the first few days of their hospital stay, these pa-
pital rules. The leader also encourages group mem-tients have fewer opportunities to attend psycho-
bers who have previously been hospitalized, or whotherapy sessions, and fewer staff available to re-
have attended earlier group sessions, to assumespond to their difficulties in adjustment, than do
responsibility for imparting information. This tech-patients admitted on Mondays and Tuesdays.
nique promotes group participation and decreasesThe groups include adults and adolescents
patients’ sense of helplessness.with a wide range of diagnoses and disturbed behav-

Patients’ feelings of loss of control are usuallyior. The size of the group varies from 2 to 10
expressed in the groups through rebellion, strugglespatients. The sessions are held in a hospital confer-
for dominance, and hostility toward the groupence room, outside the hospital’s units. Patients are
leader, the hospital, and other group members. Theexcluded from the group only if they are so seri-
leader encourages patients to express such conflicts,ously disturbed that they would endanger them-
points out that they are normal reactions to hospital-selves or others if they left the unit.
ization, and reinterprets them as signs that patientsPrescreening is based on the admission evalua-
are attempting to resume control over their lives.tion, and on the judgment of the milieu staff and

Patients may react to the varying ages andthe group leader about the patient’s safety off the
diagnoses of the group members with feelings ofunit. If the patient had been admitted to the hospital
vulnerability or lack of control. The group leaderon Wednesday or Thursday, additional information
addresses these reactions by describing the rangemay be available from the primary therapist. More
of symptoms that patients may express and theoften, however, the groups are initiated before a
variety of developmental tasks facing them. Theprimary therapist has been assigned to the patient.
leader also listens for and presents the common
themes among the seemingly different problemsTherapeutic Techniques
and concerns of the group members. In addition,
the group leader helps decrease the anxiety associ-

Transition entry groups can help diminish the anxi-
ated with the differences within the group by role

ety associated with psychiatric hospitalization, and
modeling empathic and effective ways for group

help establish the expectation of individual respon- members to interact with and support their fellow
sibility for the course of treatment. However, in patients. Group members are also encouraged to
meeting these goals, each group is challenged by confront each other about appropriate ways of inter-
several factors, including the fluctuation in its mem- acting. These techniques help increase the patients’
bership, the disparity in patients’ ages, diagnoses, interpersonal skills, enhance their feeling of control,
and precipitants of illness, and the variation in the and improve their sense of altruism. They also help
severity of patients’ pathology and in the intensity establish the expectation that individual patients
of their anxiety. have the ultimate responsibility for their own treat-

Several techniques are used by the therapist ment and recovery.
to assist the group in overcoming these obstacles. When patients begin to feel more comfortable
The group leader begins the session by encouraging in the group, they reveal their hopes and fears about
patients to focus on why they have been hospital- the course of their problems and the outcome of
ized, and by asking patients to share their reasons their hospitalization. Patients who have been hospi-
for and reactions to hospitalization. The leader then talized previously are encouraged to discuss the
calls attention to any common themes that emerge outcome of earlier hospitalizations as a means of
from the patients’ responses. This technique in- generating hope or providing advice. These discus-
creases the patients’ sense of commonality and de- sions also serve to foster altruism and help restore

patients’ morale.creases their shame.
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The final task for the group leader is helping the ways they have changed since joining the group.
This technique summarizes and terminates thethe group to terminate effectively by acknowledg-

ing, during the end of the third meeting, that the group’s experience.
next session will be the last. At the last session,
the leader encourages patients to express sadness

Reprinted with permission from: Aroian, K., & Prater, M.and loss, and facilitates the review of group process
(1988). Transitions entry groups: Easing new patients’ adjust-

by asking members to recall their thoughts and ment to psychiatric hospitalization. Hospital and Community
Psychiatry, 39, 312–313.feelings at the start of the group, and to identify



Chapter 11 Debriefing Models

11.1 A SURVEY OF POSTNATAL that was inconsistent and neither debriefing
nor postnatal care. This inconsistency wasDEBRIEFING
also reflected in the names chosen for the

ANNE-MARIE STEELE
service. Conclusions: The findings of this

MARY BEADLE
study support previous claims that confusion
about postnatal debriefing continues. Recom-Abstract
mendations for practice are made with the
intention of promoting a consistent ap-Background: The evidence for postnatal de-
proach; this would also enable further re-briefing generally lacks clarification of what
search and evaluation to be conducted.postnatal debriefing constitutes. This is true

of the recommendation in the United King-
dom for midwives to undertake, “active post-

Introductionnatal debriefing” (Department of Health,
1999). Aim: The study aimed to explore cur-

The concept of debriefing has attracted interna-rent practice and describe the provision of
tional interest, with papers originating from Nor-postnatal debriefing in two health regions
way (Dyregrov, 1989), the United Kingdom (U.K.)of England. Methods: A descriptive survey
(Smith & Mitchell, 1996; Alexander, 1998), theusing cohort sampling was undertaken using
United States (U.S.) (Affonso, 1977; Stolte, 1986),a self-report questionnaire that was sent to
and Australia (Small et al., 2000). In order to ex-each maternity unit in the two regions (n =
plore the concept of debriefing, a literature review46). A response rate of 93% (n = 43) was
was undertaken using a number of electronic data-obtained. The questionnaire collected infor-
bases: EBSCO Academic Search Elite, CINAHL,mation about the maternity units and their
BIOMED, MIDIRS, Medline, and Cochrane. Theprovision of postnatal debriefing. A list of
following key words were used: debriefing, postna-debriefing descriptors formed the basis of the
tal debriefing, postnatal, nondirective counseling,questionnaire, and comprised activities that
posttraumatic stress disorder, and postnatal depres-various authors had included in their defini-
sion. References from the papers and texts thentions of debriefing. Results: Responses indi-
provided further direction for obtaining additionalcated that 38 (88%) maternity units offered
literature that might add to the evidence. The litera-women an opportunity to debrief by dis-
ture search was not limited by exclusion criteriacussing their experiences of maternity care.
such as dates, and not confined to postnatal de-The provision of this service fell into three
briefing or maternity care settings. The total numberdistinct subgroups: first, those who provided
of papers/chapters reviewed was 79.a service that is in keeping with debriefing,

When reviewing the literature it appears thathowever, not all the maternity units actually
the evidence for postnatal debriefing is, at best,called their service debriefing; second, those
inconclusive, and at worst, demonstrates potentiallywho provided a service that is fundamental
negative effects both for service users and providerspostnatal care, usually called routine postna-

tal care; third, those who provided a service (Kenardy et al., 1996; Alexander, 1998; Benbow,

582
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2000; Small et al., 2000). Some of the ambiguity structured process, such as the woman describing
her experiences and feelings and receiving informa-appears to arise from the adaptation of psychologi-

cal debriefing for survivors or those bereaved fol- tion. Broader definitions tend to originate from out-
side childbirth. These generally comprise a struc-lowing critical incidents, accidents, or disasters.

The appropriateness of comparing and associating tured process starting with describing experiences
and feelings, then moving on to other activities,childbirth with an abnormal event is questionable.

Similarly, the application of psychological de- such as confirming normality and exploring sensory
perceptions. The range of descriptions of postnatalbriefing to maternity services requires scrutiny of

the relevance and underpinning evidence. Such debriefing found in the literature is shown in Ta-
ble 11.1.1.scrutiny of the application and implementation of

debriefing in the childbirth setting prompted the Given the continued debate about the evidence
underpinning debriefing, communication, and post-study reported in this chapter.

There appears to be growing recognition that natal care (Benbow, 2000; Singh, 2000), it was
surprising that recommendations were made by thechildbirth can be associated with short- and long-

term psychological morbidity, including posttrau- U.K. Department of Health (DOH) for midwives
to undertake “active postnatal debriefing” (DOH,matic stress and depression. Strategies to prevent

or reduce psychological morbidity range from un- 1999). The recommendations included little detail
about what active postnatal debriefing constitutes.structured discussion (Abbott et al., 1997) to struc-

tured psychological interventions (Hagan et al., The implementation of postnatal debriefing, there-
fore, remains open to wide interpretation. The pur-1999). Although significant variation exists in the

strategies adopted, the name given is often the pose of this study was to find whether the maternity
units provided a debriefing service and what thissame, postnatal debriefing. Different authors have

identified different approaches to debriefing. The actually entailed.
literature offers some evidence and guidance (Wes-
sely, 1998) about what debriefing might or should

The Studyentail. However, this is often limited by the lack
of clarity (Alexander, 1998).

AimsVery few randomized controlled trials of de-
briefing following childbirth have been undertaken.

The study was conducted between June 2000 and
These include those by Small et al. (2000) and

December 2001 following the DOH recommenda-
Hagan et al. (1999), and both of these reported no

tions (DOH, 1999), and aimed to explore current
beneficial effect of postnatal debriefing on postnatal

practices and describe the provision of postnatal
depression or well-being. Furthermore, it was not

debriefing within two health regions. The study
possible to rule out the possibility that debriefing

objectives were to:
contributed to poorer emotional health (Small et
al., 2000). However, both studies lack clarity in • describe the provision of postnatal debriefing in
what the debriefing intervention involved. For ex- two Health Authority regions in England;
ample, in the brief description offered by Small • clarify the meaning of the term postnatal
et al. (2000), the debriefing intervention provided debriefing;
women with an opportunity to discuss their labor, • make recommendations on the provision of post-
birth, and postdelivery events and experiences. Stal- natal debriefing.
lard (2000) questions whether this intervention is
actually debriefing, and cautions against using the Method
term inappropriately.

The majority of postnatal debriefing defini- The method used was a descriptive survey of the
maternity units in two regions of England (n = 46).tions are quite simple, usually comprising an un-
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TABLE 11.1.1 Potential Postnatal Debriefing Descriptors

Descriptor Source

1. Woman describes the details of her experience Dyregrov (1989); Charles & Curtis (1994); Abbott et al.
(1997); Lavender & Walkinshaw (1998); Hagan et al.
(1999); Small et al. (2000)

2. Woman discusses feelings around the experience Dyregrov (1989); Charles & Curtis (1994); Abbott et al.
(1997); Lavender & Walkinshaw (1998); Hagan et al.
(1999); Small et al. (2000)

3. Information is given to the woman Dyregrov (1989); Abbott et al. (1997); Hagan et al. (1999)

4. Rationale for management/care is given Abbott et al. (1997)

5. Identification and referral to supporting agencies Dyregrov (1989)

6. Discussion around how the woman may feel in Dyregrov (1989)
the future

7. Confirmation of normality of the woman’s Dyregrov (1989); Hagan et al. (1999)
experience

8. Focus around sensory perceptions, smells, visions, Dyregrov (1989)
noises, etc.

9. Identification of the worst thing about what happened Dyregrov (1989)

Based on the literature, we designed a self-report tification and referral to supporting agencies, dis-
cussion about how the woman might feel in thequestionnaire to collect information about all the

maternity units and their provision of postnatal future, confirming normality, focus on sensory per-
ception, and identification of the worst thing thatdebriefing.

From the debriefing definitions in the litera- happened. It is suggested by Dyregrov (1989) that
debriefing is a structured psychological interven-ture, the activities and/or events that commonly

take place during debriefing were amalgamated into tion that should be facilitated by an appropriately
trained person. Descriptor 4, the rationale for man-a list of potential postnatal debriefing descriptors

(see Table 11.1.1). The descriptors ranged from agement/care given, does not feature in Dyregrov’s
work. This work is a reflection of debriefing beingactivities associated with informal or unstructured

debriefing to those associated with structured psy- used for survivors of accidents and disasters, rather
than in health care or maternity settings.chological debriefing. For example, descriptors 1–4

included the woman describing her experiences, According to the United Kingdom Central
Council for Nursing, Midwifery and Health Vis-discussing her feelings, receiving information, and

being provided with some rationale for the care she iting (UKCC), the fifth descriptor, identification
and referral to supporting agencies, is an essentialreceived. This definition of postnatal debriefing is

offered by Abbott et al. (1997). However, Alexan- aspect of midwifery practice. This is a recognized
role and responsibility of the midwife (UKCC,der (1998) disagrees, and claims that debriefing

operates at a different level. 1998) and an identified midwifery competency in
the U.K. (UKCC, 2000). We suggest that descrip-Dyregrov (1989) provides a more encom-

passing definition of debriefing that expands on tors 1–5 constitute nothing more than the funda-
mental aspects of postnatal care.descriptors 1–3 and includes descriptors 5–9; iden-
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The list of descriptors formed the basis of the tion, and explicitly requested feedback on the
findings of the study.questionnaire, and was included in one of the initial

questions seeking to define the service each mater-
nity unit provided. The remainder of the question-

Data Analysisnaire focused on the practicalities of providing a
debriefing service. One open-ended question was

Responses to the multiple-choice questions were
included to identify the purpose of the debriefing

entered into a database and analyzed using the Sta-
service. The questionnaire ended by inviting any

tistical Package for the Social Sciences, version
additional comments the participants wished to

10. Descriptive analyses including frequencies and
make on postnatal debriefing.

cross tabulations were carried out.
The questionnaire, consisting of 17 multiple-

choice questions, was pilot-tested with several mid-
wives who were not involved in the study itself, Results
and minor amendments were made to the wording

Participants were asked, “Does the maternity unitof questions to improve clarification. The choice
offer an opportunity for women to discuss theirof responses provided for each question were taken
experiences of maternity care?” Responses indi-from the findings of the literature review. Each
cated that 38 (88%) maternity units offered womenquestion also had an “other” option to allow for
this opportunity.any responses that had not been anticipated.

The next question asked, “Which elements of
care best describes the service available to women
in the maternity unit?” The multiple-choice optionsSample
provided to answer this were the nine postnatal
debriefing descriptors in listed in Table 11.1.1.The final version of the questionnaire was then
None of the participants identified activities or caremailed to all the maternity units (n = 46) in two
outside these descriptors, and responses fell intorandomly selected English health regions. The
three distinct subgroups, which are described inquestionnaire was sent to every Head of Midwifery
the following.in the two regions, and an accompanying letter

requested that it be completed for each maternity
Group Aunit by the most appropriate member staff. One

reminder was sent out after 8 weeks, following
In this group, all participants (14%, n = 6) selected

which only three units did not complete the ques-
all nine descriptor statements; the service provided

tionnaire. The final response rate was 93% (n = 43).
by the maternity units in this subgroup can be iden-
tified as debriefing. The names given to the service
offered by this group were debriefing: 4 (10%),

Ethical Considerations birth reflections: 1 (2%), and birth afterthoughts: 1
(2%). The majority of participants (12%, n = 5)

Approval to undertake the study was obtained from identified that the service was evaluated separately
the Director of Nursing for each maternity unit and from other maternity services, using a number of
a Multicenter Research Ethics Committee (MREC). evaluation tools. Only one maternity unit in this
Participants were assured that all details from the group (2%) did not evaluate their service.
questionnaire would remain anonymous and confi-
dential. Names and contact numbers were re- Group B
quested, but only for verification purposes and ac-
cess should a follow-up qualitative study be under- In this group, all participants (28%, n = 12) selected

only descriptor statements between 1 and 5 fromtaken. Most participants volunteered this informa-
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Table 11.1.1. We suggest that the service provided Purpose of Debriefing
by this group simply constitutes postnatal care. In-

Participants were given the opportunity to identifydeed, the name used by many of the participants
the purpose of their service. From the narrative data(16%, n = 7) was routine postnatal care. The re-
collected, it was possible to identify the follow-maining participants (12%, n = 5) gave a combina-
ing themes:tion of names, but all included routine postnatal

care as part of their combination. Eight (19%) parti-
• to answer questionscipants reported that the service was not evalu-
• to aid understandingated separately.
• provide explanations and rationale for care
• to provide informationGroup C
• to listen to the women
• to help the women to come to terms with theIn this group, all participants (58%, n = 25) selected

experience.combinations of descriptor statements from Table
11.1.1. Because of the number of variations in the
responses of this group, it is not possible to identify

Discussionany consistency in what the service entailed. How-
ever, analysis revealed that, unlike Group A, they

Limitationsdid not offer a full debriefing service, but included
descriptors that extended beyond postnatal care (de-

The sample studied is limited in terms of how repre-scriptors 1–5; Table 11.1.1), for example, a focus
sentative it might be of other geographical areas,on sensory perceptions.
but the high response rate (93%) indicates that theThe service was inconsistent, and this was
findings are highly representative of the two health

reflected in the names chosen for the service: birth
regions involved.

afterthoughts (5%, n = 2); debriefing (14%, n = 6);
In order to reduce the possible limitations im-

routine postnatal care (19%, n = 8); and postevent
posed by multiple-choice questions, each question

support (2%, n = 1). The remainder of this group
had an “other” option allowing participants to in-

(16%, n = 7) gave more than one name for their
clude answers outside the provided options. This

services, all of which included in their combination,
option was used in response to many of the ques-

“routine postnatal care.” The service was not evalu-
tions, and participants offered further details, for

ated separately by 10 (23%) of this group. Those
example, names of the service. This option was

who evaluated the service did so using a range particularly important in the question designed to
of tools, but most frequently, a client satisfaction describe what type of “debriefing” service the ma-
survey (19%, n = 8). ternity unit offered. Participants were invited to

provide any other descriptors of their service, and so
Barriers to Providing the Service identify any deficiencies in the potential postnatal

debriefing list (Table 11.1.1). No further descriptors
The most frequently encountered barriers to provid- were added by any of the participants.
ing the service were finance, staffing levels, and
training of staff. Given the current debate about the Debriefing: Group A
shortage of health care professionals and funding
of the National Health Service (NHS) in the U.K., Group A provided a service that included all nine
it is not surprising that staffing was identified as a postnatal debriefing descriptors (Table 11.1.1).
barrier by 30 (70%) and finance by 14 (33%) of This structured psychological intervention could be

accurately defined as debriefing (Dyregrov, 1989);the sample.
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however, not all the maternity units called their The debriefing service was provided by face-
to-face and telephone contact with professionals.service debriefing.

The results of this survey support the earlier During data analysis, consideration was given to
whether telephone contact might be the initial self-work of Hammett (1997), which identified staffing

as an area of concern. The health care professionals referral by the woman, after which a face-to-face
meeting could be arranged, as recommended byproviding the debriefing service were mainly mid-

wives, obstetricians, and psychologists. Hammett Charles and Curtis (1994). Further analyses of the
data found that not all the maternity units offering(1997) claims that midwives already possess the

skills relevant to labor debriefing, but may wish to a telephone service indicated that women could
self-refer. This suggests that some units actuallyenhance or develop them further. However, Dyre-

grov (1989) suggested that professionals such as provided a telephone debriefing service; there does
not appear to be any evidence to support or refutepsychologists, psychiatrists, and psychiatric nurses

would require specific debriefing training. Authors the use of such a telephone service. Advertisement
in the press was identified as one way to notifysuch as Benbow (2000) and Parkinson (1993) sup-

port this assertion, arguing that this structured psy- women of the service, regardless of when they
delivered.chological intervention is outside the skill and ex-

pertise of most midwives. The need for very specifi- The maternity units providing a debriefing ser-
vice did not always evaluate their service, eithercally trained personnel is, therefore, advocated

(Parkinson, 1993; Benbow, 2000). The training of separately or as part of other quality assurance sys-
tems, and this is a matter of concern. The unitshealth care professionals for this work would be a

useful area to explore in more depth in a future that did evaluate the debriefing service used client
satisfaction survey, risk management tools, audit,study.

Group A did not place any restrictions on when or a combination of these. It is recommended that
all care be evaluated. Given the concerns raised bythe service could be accessed before or after birth.

Parkinson (1993), Hobbs et al. (1996), and Wilson Kenardy et al. (1996), Benbow (2000), and Alexan-
der (1998) about the possible harmful effects ofet al. (2000) all recommend that debriefing is under-
debriefing for both users and providers, evaluationtaken within 48 hours of the event/incident, whereas
by all those involved is essential. Furthermore, be-Dyregrov (1989) cautions against debriefing on the
cause debriefing involves emotional and psycho-same day, giving time first for physical recovery.
logical well-being, the tool used should be selectedThis subgroup also did not restrict the time avail-
accordingly. The use of audit and risk managementable for each debriefing session, or the number of
tools could, therefore, be questioned.occasions a woman might attend debriefing. The

evidence is inconclusive about attendance for post-
natal debriefing. Authors such as Lavender and Postnatal Care: Group B
Walkinshaw (1998), Wilson et al. (2000), and
Charles and Curtis (1994) advocate that restrictions Group B did not provide a debriefing service like
should be placed on the number of occasions and that of Group A; instead, their service was more
the length of each session. However, Rose et al. limited and was essentially postnatal care. Inappro-
(1999) and Wessely et al. (2000) question the use- priate use of other terms, such as defusing and
fulness of brief, single sessions in preventing post- debriefing, should be avoided (Stallard, 2000). Ef-
trauma symptoms. Providing a service without any fective postnatal care must include psychological

care of women and their families (Benbow, 2000).restrictions has workload and cost implications, and
ultimately may be unrealistic. It also raises ques- We suggest that attempts to meet such needs should

include the provision of care that is in keeping withtions about whether those who feel a need to attend
for prolonged periods require additional psycholog- descriptors 1–5 (Table 11.1.1). Group B placed

restrictions on when women could access the ser-ical support and referral.
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vice, which was available up to 28 days after deliv- but extended beyond the fundamental aspects of
ery. This is in keeping with the postnatal period postnatal care. The evidence available does not ap-
and the time in which women routinely receive pear to support the effectiveness or safety of this
postnatal care in the U.K. kind of service. The study highlights the need to

There is a focus in the literature on postnatal recognize the difference between:
debriefing to address incidents arising during labour

• postnatal care, which was described by Groupand delivery (Axe, 2000; Niven & Murphy-Black,
B, and constitutes descriptors 1–5 (Table 11.1.1).2000). However, incidents causing anxiety or stress
This should be available to all women, and defi-can arise at any point during maternity care, for
nitely should not be called postnatal debriefingexample, undergoing antenatal screening. If profes-

• postnatal debriefing, which was described bysionals provide maternity care focusing on psycho-
Group A, and constitutes descriptors 1–9. Thislogical well-being at every contact, women would
may be helpful for specific women whose psy-have the opportunity to fill in the missing pieces
chological needs have not been met by postnatalin their experiences that they either cannot recall
care. It is recommended that specific trainingor understand (Affonso, 1977). This may also
be undertaken by health care professionals toscreen and possibly identify women who require
undertake this psychological intervention.more structured psychological care and allow for

appropriate referral.
The importance of access to mental health pro-

Conclusionsfessionals with specialist knowledge and skills is
emphasized in the most recent confidential enquiry

This study supports the existing evidence that iden-into maternal deaths in the U.K. It also revealed
tifies that confusion surrounding postnatal de-that psychiatric disorders caused or contributed to
briefing continues. In the two health regions of12% of maternal deaths (DOH, 2001). If women
England, three variations in the provision of postna-are screened and referred appropriately, then there
tal debriefing were identified. The largest subgroupis the potential to reduce the numbers who develop
was inconsistent in their approach and the namemore serious mental health problems. However,
used for the service. There is no evidence to supportthis could also lead to an increase in the reported
that this service constitutes postnatal debriefing.numbers requiring additional support from health/
Furthermore, the effects for both service users andsocial services and family. The availability of such
providers are unknown.support needs to be considered. In the long term,

The second largest group had a consistent ap-there is also the potential to reduce the need identi-
proach, but we consider that this service is simplyfied by Friend (1996) for women to access a de-
effective postnatal care, which:briefing service many years after delivery.

It was interesting to find that some maternity
• recognizes the importance of the psychological

units in Group B that had identified themselves
well-being of women and their familiesas providing routine postnatal care identified staff

• should be available to all women throughout theirtraining to be a barrier. One might question why
contact with the maternity servicesthe professionals, namely the midwife, health visi-

• includes the referral of women who require de-tor, and GP, would require such training, because
briefing or other psychological interventionsthey are part of the primary care team and, there-

• does not require a separate namefore, are routinely involved in providing postna-
• is not an extension of the midwife’s role.tal care.

Effective postnatal care should recognize theEvidence of Confusion: Group C
importance of psychological well-being of women.
This involves opportunities throughout the periodGroup C, the largest subgroup, provided a varied

and inconsistent service that was not debriefing, of contact for the woman to describe her experi-
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Affonso D. (1977). Missing pieces a study of postpartumences, discuss her feelings, and receive information
feelings. Birth and The Family Journal 4, 159–164.and a rationale for the care she receives. Such care

Alexander J. (1998). Confusing debriefing and defusing
may help to identify those who require referral to

postnatally: The need for clarity of terms, purpose
professionals with specialist mental health knowl- and value. Midwifery 14, 122–124.
edge. These are fundamental aspects of postnatal Axe S. (2000). Labour debriefing is crucial for good

psychological care. British Journal of Midwiferycare, and recognized responsibilities of the mid-
8, 626–631.wife. It might be more appropriate, for most of

Benbow P. (2000). Listening to women following birth.the women and families, for midwives to focus
In Midwifery practice in the postnatal period (Royal

on providing effective maternity care, rather than College of Midwives, ed.), Royal College of Mid-
expanding the midwife’s role into psychological wives, London, pp. 39–40.
interventions such as postnatal debriefing. Charles J., & Curtis L. (1994). Birth afterthoughts: A

listening and information service. British JournalThe final group offered a true debriefing ser-
of Midwifery 2, 331–334.vice, as described in Table 11.1.1. Our findings

Department of Health. (1999). Making a difference. De-indicate that this list of postnatal debriefing descrip-
partment of Health, London.

tors provides an acceptable and accurate description Department of Health. (2001). Why mothers die 1997–
of postnatal debriefing, although further research 1999: The confidential enquiries into maternal
into its effectiveness and evaluation is required. deaths in the United Kingdom. RCOG, London.

Dyregrov A. (1989). Caring for helpers in disaster situa-This structured approach may be suitable for
tions: Psychological debriefing. Disaster Manage-women whose emotional and psychological needs
ment 2, 25–34.have not been met. Consideration must be given to

Friend B. (1996). Thoughts after birth. Nursing Times
which professionals should provide postnatal de- 92, 24–25.
briefing and the training necessary. Debriefing is Hagan R., Priest S., Evans S., et al. (1999). Stress de-
a structured psychological intervention, for which briefing after childbirth: Maternal outcomes [ab-

stract A 84]. Third Annual Congress of the Perinatala clear and consistent framework or model should
Society of Australia and New Zealand. http://used. This would help to reduce the number of
128.250.188.72/psanz/Melbourne/Tuesday.htmmaternity units providing an inconsistent approach.

Hammett P. (1997). Midwives and debriefing. In Reflec-
It would also enhance the rigor of future research tions on midwifery (Kirkham M., & Perkins E., eds.).
into the safety and effectiveness of postnatal Bailliere Tindall, London, pp. 135–159.
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Small R., Lumley J., Donohue L., Potter A., & Waldens- 149 women were recruited in the third trimes-
trom U. (2000). Randomised controlled trial of mid- ter of their pregnancy and were randomly
wife led debriefing to reduce maternal depression

assigned to treatment and control conditions.after operative childbirth. British Medical Journal
Women in the treatment group received mid-321, 1043–1047.
wife-led postpartum debriefing within threeSmith J.A., & Mitchell S. (1996). Debriefing after child-

birth: A tool for effective risk management. British days postpartum, whereas women in the con-
Journal of Midwifery 4, 581–586. trol group did not receive formalized de-

Stallard P. (2000). The effectiveness of psychological briefing. Background information and psy-
debriefing: A more sophisticated approach is re-

chological variables were assessed prepar-quired. British Medical Journal Electronic Re-
tum, and birthing information was gatheredsponse. http://www.bmj.com/cgi/eletters/321/7268/

1043 two days postpartum. The psychological vari-
Stolte K. (1986). Postpartum ‘missing pieces’: Sequela ables, plus a measure of birth trauma, were

of a passing obstetrical era? Birth 13, 100–103. re-assessed at one month, and again, together
UKCC. (1998). Midwives’ rules and code of practice.

with a measure of parenting stress, at threeUKCC, London.
months postpartum. Although the majority ofUKCC. (2000). Requirements for pre registration mid-
women reported positively on their debriefingwifery registration programmes. UKCC, London.

Wessely S. (1998). Commentary: Reducing distress after experience, statistical analyses indicated that
normal childbirth. Birth 25, 220–221. only on the measure of dyadic satisfaction

Wessely S., Rose S., & Bisson J. (2000). Brief psycholog- was there some suggestion that debriefing
ical interventions (debriefing) for trauma related

was effective. There were no significant dif-symptoms and the prevention of post traumatic
ferences between the treatment and controlstress disorder (Cochrane Review). In The Cochrane

Library, Issue 3, Oxford: Update Software Ltd. groups on measures of personal information,
Wilson J., Raphael B., Meldrum L., Bedosky C., & Sig- depression, anxiety, trauma, perception of the

man M. (2000). Preventing PTSD in trauma survi- birth, or parenting stress at any assessment
vors. Bulletin of the Menninger Clinic 64, 181–196.

points postpartum. On the other hand, the
effect of medical intervention on women’sReprinted with permission from: Steele, A. M., & Beadle, M.
perceptions of their birthing was evident, with(2003). A survey of postnatal debriefing. Journal of Advanced

Nursing, 43(2), 130–136. women who experienced more medical inter-
vention reporting more negative perceptions
of their birthing than women who had experi-
enced less medical intervention. Surprisingly,

11.2 THE LONGITUDINAL this difference was more marked among the
EFFECTS OF MIDWIFE-LED women who had been debriefed than among
POSTNATAL DEBRIEFING ON the control group. Generally, the results did
THE PSYCHOLOGICAL HEALTH not support midwife-led debriefing as an ef-
OF MOTHERS fective intervention postpartum.

ROSEMARY SELKIRK

SUZANNE MCLAREN

Significant life events and experiences that are gen-ALISON OLLERENSHAW

erally regarded positively may also be a potentialANGUS J. MCLACHLAN

source of psychological stress and distress throughJULIE MOTEN

the life span (Raphael & Prague, 1996). In particu-
lar, there appears to be a potential risk of psycholog-Abstract
ical damage for women following childbirth (Ra-
phael-Leff, 1991; Simkin, 1991), despite childbirthTo assess the effect of midwife-led postpar-

tum debriefing on psychological variables, being generally perceived as a major and positive

http://www.bmj.com/cgi/eletters/321/7268/1043
http://www.bmj.com/cgi/eletters/321/7268/1043
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life event (Boyce & Condon, 2000). Empirical evi- use as one possible adjunct during postnatal care.
Originally developed as a group process for emer-dence indicates that some women’s memories and

perceptions of childbirth have been associated with gency personnel after exposure to a critical incident
or disaster, psychological debriefing has been trans-significant adverse psychological effects, including

lack of birth satisfaction (Green, 1993), negative ferred to the individual context. The main aim of
psychological debriefing is to prevent the develop-birth perceptions (Cranley et al., 1983), and deterio-

ration in mood and self-esteem (Fisher et al., 1997). ment of permanent emotional injury, by enabling
normalizing cognitive appraisal and emotional pro-There is also evidence that assisted delivery (Ast-

bury et al., 1994) and difficult childbirth (Bergant cessing of the traumatic experience (Kaplan et al.,
2001). Debriefing provides the opportunity to ac-et al., 1999) are associated with postnatal de-

pressive symptoms. knowledge grief, vent emotion, and construct a co-
herent whole of the experiences. The process ap-Postnatal depression (PND) refers to a range

of depressive symptoms of varying severity and pears to be beneficial in increasing morale and self-
esteem (Rose, 1997).prolongation that may be experienced by the mother

up to two months after childbirth, and persist for Postnatal debriefing has been defined in differ-
ent ways. Authors such as Ball (1988), for example,a year or longer (Albright, 1993). Women suffering

from PND have been found to experience elevated suggested that providing women with the opportu-
nity to integrate their birth experience through edu-levels of anxiety (Green, 1998), reduced levels of

satisfaction with partner, and lack of enjoyment cation about that experience might be beneficial
in strengthening psychological processes. Raphael-and positive attitude towards the infant (Webster

et al., 1994). Current indicators suggest the inci- Leff (1991) proposed that re-examining the birth
would help women evaluate and integrate this ex-dence of PND ranges between 3% and 27% (Mil-

grom & McCloud, 1996), depending upon the mea- traordinary event into their particular everyday life
experience. For the purposes of this study, postnatalsures employed to study the population characteris-

tics. Various factors associated with childbirth have debriefing refers to a midwife-led, semistructured
interview with the mother around three daysbeen linked with the development of PND. Biologi-

cal (Harris, 1994), medical/obstetric (Burger et al., postpartum.
Anecdotal evidence abounds that postnatal de-1993), and psychiatric and psychological (McMa-

hon et al., 2001) factors have been implicated in briefing is valued by those who choose it (Charles &
Curtis, 1994; Smith & Mitchell, 1996; Westley,the condition, as well as specific aspects of personal

history (sexual abuse; Rhodes & Hutchinson, 1994) 1997). Early evidence suggested it may be a valid
method of reducing psychological morbidityand psychosocial characteristics (dyadic satisfac-

tion; Webster et al., 1994). (Snaith & Zigmond, 1994), however, the current
empirical evidence relating to the efficacy of de-Post traumatic stress disorder (PTSD) is an-

other psychological disorder that may occur after briefing is conflicting. A study by Lavinder and
Walkinshaw (1998) provides support for the pro-childbirth. PTSD may have a smaller incidence rate,

but can be as disruptive as PND. Two British studies posal that postnatal debriefing is associated with
positive psychological outcomes. In this study, de-suggest that between 5 and 10% of women may

experience a high level of distress one month after briefing comprised a 30–120-minute interactive,
midwife-led interview whereby women spent asdelivery, with a similar percentage experiencing a

medium level of PTSD-type distress at this time much time as needed discussing their labor, asking
questions, and exploring their feelings. They found(Allen, 1999; Lyons, 1998).

The evolution of midwife-led postnatal de- that women who received debriefing were less
likely to have elevated anxiety and depression threebriefing, as a tool for assisting women after child-

birth, has grown from its uncritical acceptance as weeks postnatally than those mothers who did not
receive debriefing.a useful psychological technique to its considered
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These findings contrast with the research of investigate trauma, anxiety, and depression simulta-
neously; to add measures of dyadic adjustment andHenderson et al. (1998), who found no significant

differences in levels of depression at 2, 6, and 12 parenting stress; and to control for a wider range of
psychological variables, both pre- and postpartum.months postpartum between those women who re-

ceived midwife-led debriefing and those who did
not. In this study, debriefing consisted of a single

Methodstructured stress debriefing conducted by a trained
midwife. Similarly, a study by Small et al. (2000)

Participantsfound no differences in depression following mid-
wife-led debriefing for women who experienced

Participants were recruited to the study from a large
operative childbirth. In this study, the debriefing

regional hospital in Victoria, Australia, over a 3-
intervention, which lasted up to 1 hour in duration,

month period between January and April 2001. Eth-
provided women with an opportunity to discuss

ics approval was granted from the hospital and
their birthing with a midwife who was experienced

tertiary institution from which the study was being
in talking with women about their birth, was an

conducted. Initially, 180 women were approached
emphatic listener, and was knowledgeable about

to participate in the study. In total, 149 women
the common concerns and issues of women who

(83%) agreed to participate and were recruited to
had experienced operative deliveries. The content

the study in the third trimester ( = 28 weeks) of their
of the debriefing session was determined by the

pregnancy. At this time, participants were randomly
woman’s own experiences and concerns (Small et

allocated to treatment and control groups, in order
al., 2000). More recently, Priest et al. (2003) found

of the receipt of their completed informed consent
no significant differences on posttraumatic stress

forms. Each participant’s completed consent form
and depression between those women who received

was numbered as it arrived. Those participants with
debriefing and those who did not, when they were

an odd number were allocated to the treatment
assessed at 2, 6, and 12 months postpartum. This

group, and those participants with an even number
study was also unable to detect any major differ-

were allocated to the control group. A sticker was
ences in the proportion of women who were diag-

placed on the medical file of each participant, alert-
nosed with stress disorder or with major or minor

ing midwifery staff of mothers who were to be
depressions at 1-year postpartum. The debriefing

debriefed before discharge from the hospital.
intervention comprised a single, standard de-
briefing session led by trained midwives, and based Measures
upon a seven-stage critical incident stress de-
briefing model which had been adapted for use Background Information Questionnaire. A
in postpartum debriefing sessions. Each debriefing 27-item questionnaire was designed by the re-
session lasted between 15 minutes and 1 hour in searchers to gain information about the birth and
duration. parenting expectations, previous psychological his-

Several reasons exist for the apparent inconsis- tory (depression and anxiety), and demographic
tencies in the findings: failure to control for vari- details.
ability in prepartum conditions, variability in the
birth and postpartum experience, and employment Symptom Checklist 90-R (SCL 90-R). De-
of differing postpartum measures. The present signed by Derogatis (1994), the SCL-90-R is a
study controls for variables that have been identi- measure of psychological symptomology. The 90-
fied in previous research as confounding variables, item self-report inventory is rated on a five-point
including antenatal psychological health, levels of scale of distress (0 = “not at all”; 4 = “extremely”).
depression and anxiety, and dyadic adjustment. To The SCL-90-R yields nine primary symptom di-

mensions: (a) somatization, (b) obsessive-compul-our knowledge, this is the first study of its kind to
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sion, (c) interpersonal sensitivity, (d) depression, the STAI. Mercer and Ferketich (1990) reported
strong internal reliability coefficients, ranging from(e) anxiety, (f) hostility, (g) phobic anxiety, (h)

paranoid ideation, and (i) psychoticism. In addition, α = 0.92 to α = 0.95 for state anxiety, and from α
= 0.90 to α = 0.93 for trait anxiety, when using thea single summary score, the Global Severity Index,

indicates the current level or depth of disorder. STAI as part of a battery of tests seeking predictors
of parental attachment. In the current study, theInternal reliability coefficients range from α

= 0.77 to α = 0.90 for the 9 primary symptoms, Cronbach α coefficient was also strong, α = 0.93
for state anxiety and α = 0.94 for trait anxiety.and test–retest reliability at 10 weeks for these

symptoms range from α = 0.68 to α = 0.83. The
SCL-90-R has been used as a measurement of Edinburgh Postnatal Depression Scale (EPDS).
change in clinical cohorts, and as outcome measures Developed by Cox et al. (1997), the EPDS is a 10-
of psychotherapeutic, psychopharmacology, and item self-report measure of postnatal depressive
other treatment research (Derogatis, 1994). In this symptoms, scored on a four-point rating scale (0 =
study, the Cronbach α coefficient ranged from α “as much as I ever did”; 3 = “not at all”). Higher
= 0.73 to α = 0.87 for the nine primary symptoms. scores on the EPDS represent greater levels of

depression.
The validity of the EPDS is generally reportedDyadic Adjustment Scale (DAS). The DAS is

a 32-item self report questionnaire developed by in terms of sensitivity (the percentage of true de-
pressed cases identified), specificity (the percent-Spanier (1989) to measure dyadic relationship or

adult partnership quality. Items are rated on a six- age of true nondepressed cases identified), and posi-
tive predictive value (the percentage of all casespoint scale (0 = “always disagree”; 5 = “always

agree”), with higher scores indicating a better positively identified as depressed correctly identi-
fied as such). Cox et al. (1987) reported EPDSrelationship.

Strong internal reliability has been reported, sensitivity of 86%, specificity of 78%, and positive
predictive value of 73%.with the total score for dyadic adjustment being α

= 0.96, and the subscales ranging from α = 0.73 Strong validity for the scale has been reported
worldwide, with sensitivity and specificity ratesto α = 0.94 (Spanier, 1989). The scale has been

shown to have good criterion-related validity when ranging from 67.7% (Murray & Carothers, 1990)
to 100% (Boyce et al., 1993). The scale has alsocomparing divorced and married groups of people

(Spanier, 1989). In the present study, the Cronbach been validated for use with nonpostnatal women,
yielding satisfactory sensitivity (79%) and specific-α coefficient for dyadic adjustment was also strong,

α = 0.93, with the subscales ranging from α = 0.66 ity (85%) (Cox et al., 1996). Boyce et al. (1993)
validated the EPDS for an Australian sample of 103to α = 0.91, and a median of α = 0.81.
postpartum women, using the Diagnostic Interview
Schedule. They reported EPDS sensitivity of 100%,State-Trait Anxiety Inventory (STAI).
specificity of 95.7%, and positive predictive valueSpielberger (1983) designed the STAI as a two-
of 69.2% for this sample. In this study, the Cron-dimensional measure of trait and state anxiety.
bach α coefficient was α = 0.87.The STAI comprises 40 items, with the first 20

items measuring state anxiety, and items 21–40
measuring trait anxiety. Items are rated on a four- Perception of Birth Scale (POBS). Marut and

Mercer (1979) designed this 29-item questionnairepoint scale (1 = “not at all”; 4 = “very much
so”), with higher scores indicating higher levels to measure maternal perceptions of the labor and

delivery experience. The women used a five-pointof anxiety.
Vines and Williams-Burgess (1994) reported rating scale (1 = “not at all”; 5 = “extremely”) with

higher scores indicative of fewer problems and astrong internal reliability (α = 0.88) in a study of
mothers at high or low risk for child abuse using more positive perception of the birth experience.



594 PART IV NURSING THERAPEUTICS

Internal reliability coefficients of the instru- scales Intrusion (α = 0.80) and Avoidance (α =
0.82), and for the total IES score (α = 0.88).ment have been reported at α = 0.83 for 50 cases

(Marut & Mercer, 1979), and α = 0.86 for 360
Parenting Stress Index Short Form (PSI).cases (Fawcett et al., 1992). Fawcett and Knauth

The PSI is a 36-item questionnaire designed by(1996) conducted an exploratory factor analysis of
Abidin (1995) to measure participants’ responsesthe scale that demonstrated strong reliability of α
to parenting by circling one of five response catego-= 0.85 for a 25-item version of the questionnaire
ries, ranging from “strongly agree” to “stronglywith 320 women. In this study, the Cronbach α
disagree.” Again, a high score on this index wascoefficient was also strong at α = 0.86.
associated with higher levels of stress.

Abidin (1995) reports strong test–retest relia-Intrapartum Intervention Scale (IIS). The
bility at the 6-month interval and internal reliabilityIIS was developed by Clement et al. (1999) and
coefficients for the PSI, with α = 0.84 (test–retest)consists of 20 items (yes/no responses) relating to
and α = 0.91 (internal reliability) obtained for themedical procedures associated with the labor and
Total Stress score. Test–retest reliability for thedelivery. IIS scores were only collected at Assess-
three subscales ranges from α = 0.68 (parent–childment Point 2 (2 days postpartum). Two levels of
dysfunctional interaction) to α = 0.85 (parental dis-this scale were used in the analysis, low and high
tress). Similarly, strong internal reliability has alsolevels of intervention, based on a median split of
been demonstrated for the three subscales, rangingthe sample. Participants scoring 28 or less were
from α = 0.80 (parent–child dysfunctional interac-defined as having less medical intervention (low
tion) to α = 0.87 (parental distress). Internal reliabil-intervention), and those scoring more than 29 were
ity was strong in this study, with the Cronbach αdefined as having more medical intervention
coefficient for the PSI being α = 0.94 for the total(high intervention).
score, and α = 0.90 for each of the three subscales.

Impact of Events Scale (IES). Designed by
Feedback after Debriefing Questionnaire

Horowitz et al. (1979), the IES comprises 15 items
(FAD). The 20-item FAD was designed by the

requiring participants to respond to statements
researchers to gain information about the women’s

about stressful life events using a rating scale rang-
perceptions of, feelings about, reactions to, and

ing from 0 to 5 (0 = “not at all”; 5 = “often”). High
satisfaction with, their postnatal debriefing. Using

scores on this measure signified that the event,
a five-point scale (0 = “not at all”; 4 = “extremely”),

in this case the birth, had a significant effect on
participants were asked to respond to items such as

the mother.
how important it was for women to have debriefing,

Lee et al. (1996) found mean scores on the
how useful they found debriefing, and how intru-

Intrusion and Avoidance subscales of women fol-
sive they thought it was.

lowing miscarriage to be similar to those reported
by Horowitz et al. (1979) for a sample of people
suffering with stress response syndromes. Horowitz Procedure
et al. (1979) reported split-half reliability for the
total score as r = 0.86. Internal consistency of the The procedure for the study involved the collection
subscales was high for Intrusion (α = 0.78) and of self-report questionnaires at four assessment
Avoidance (α = 0.82). Test–retest reliability at 1 points. The sequence effect of questionnaire presen-
week was satisfactory for Intrusion (r = 0.89), tation was controled by using a Latin square design.
Avoidance (r = 0.79), and for the total score (r At the first assessment point, all participants com-
= 0.87). Other research has confirmed the test’s pleted the Background Information Questionnaire,
reliability (e.g., Turner & Lee, 1998). In this study, SCL 90-R, the DAS, the STAI, and the EPDS,

between the 28th week of gestation and their deliv-the Cronbach α coefficient was high for the sub-
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ery. At the second assessment point, a day or two further questions the mother has are answered, and
information is provided on support services avail-after giving birth, all participants completed the

POBS and the IIS. At the third assessment point, able (if necessary).
one month after giving birth, all participants com-
pleted the EPDS, STAI, POBS, and the IES, and at

Resultsthe fourth and final assessment point, three months
postpartum, all participants completed the EPDS,

Preliminary Group Comparisons:DAS, STAI, POBS, IES, and the PSI. Participants
Prepartum and Postdelivery Measuresin the treatment group, who had been debriefed in

hospital, also received a FAD questionnaire.
A series of chi-square analyses of demographic

On the second or third day after delivery,
variables comparing the treatment and control

around the second assessment point, women in the
groups at the commencement of the study con-

treatment group received midwife-led postnatal de-
firmed that the randomization process had been

briefing of between 30 and 60 minutes duration.
successful. The two groups were similar in regards

The hospital midwife specifically employed for de-
to marital status (χ2 = 1.27, p > 0.05), educational

briefing and parenting craft conducted the de-
level (χ2 = 2.34, p > 0.05), employment status (χ2

briefings in a separate, private room. The debriefing
= 0.88, p > 0.05), expectations of returning to work

session was consistent with the participating hospi-
(χ2 = 0.50, p > 0.05), and financial security (χ2 =

tal’s protocols and followed the guidelines outlined
0.57, p > 0.05). The groups also did not differ with

in the hospital’s debriefing workshop manual. Each
respect to previous pregnancy and obstetric factors

debriefing session consisted of 8 distinct phases,
[first pregnancy (χ2 = 0.08, p > 0.05), first birth

summarized as follows: Phase 1, “Introduction”:
(χ2 = 0.21, p > 0.05), normal pregnancy (χ2 = 0.46,

The mother is told that debriefing is confidential,
p > 0.05), delivery type (χ2 = 0.11, p > 0.05), birth

nonjudgmental, and allows her access to her labor
plan (χ2 = 1.50, p > 0.05)] perceived support factors

and delivery information. Phase 2, “Fact Phase”:
[family (χ2 = 0.01, p > 0.05), and friends (χ2 =

The mother is invited to summarize her birth experi-
1.80, p > 0.05)], and history of psychiatric illness

ence. Phase 3, “Thoughts Phase”: The mother is
[depression (χ2 = 2.78, p > 0.05), anxiety (χ2 =

asked to describe her thoughts about her birthing.
0.46, p > 0.05)]. Two t-tests also revealed that both

Phase 4, “Feelings Phase”: The midwife enquires
groups were of similar age (treatment group, M =

after the mother’s feelings during labor, delivery,
28.43, SD = 4.70; control group, M = 28.85, SD

and now, including reactions to physical sensations = 4.65, t(147) = 0.54, p > 0.05) and had similar
and unexpected occurrences. Phase 5, “Symptoms

psychological symptomatology as measured by the
Phase”: The midwife asks the mother to describe

Global Severity Index subscale of the SCL-90R
her current experience. Phase 6, “Education Phase”:

(treatment group: M = 0.57, SD = 0.50; control
The midwife explains to the mother that it is normal

group: M = 0.51, SD = 0.39, t(147) = 0.81, p > .05).
and natural to experience a variety of signs, symp-
toms, and emotional reactions to the birth experi-
ence. The midwife clarifies events and myths sur- Efficacy of Treatment
rounding the birth, and shares information from the
partagraph and delivery notes. Phase 7, “Re-entry Means and standard deviations for the treatment
Phase”: The midwife summarises the mother’s and control groups for each dependent variable can
overall emotional reactions and response to her be seen in Table 11.2.1.
birthing expectations. The mother is given the op- A series of split plot analyses of variance
portunity to convey comments to management re- (SPANOVA) were conducted to test for the efficacy
garding the service provided during her birth. Phase of the treatment. All analyses involved the two

between subject variables, Condition (treatment/8, “Final Phase”: Closure and information. Any
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TABLE 11.2.1 Descriptive Statistics for the Dependent Variables Over Time

Treatment group Control group

Lowa Highb Lowa Highb

Timec M (SD) M (SD) M (SD) M (SD)

EPDS
1 7.48 (5.78) 7.35 (4.38) 7.41 (5.49) 6.33 (4.24)
3 6.41 (6.10) 6.45 (4.41) 6.50 (5.32) 6.97 (4.51)
4 6.69 (5.27) 6.13 (5.67) 5.25 (4.98) 5.57 (4.51)
STAI
1 71.00 (25.23) 68.64 (18.36) 66.13 (22.09) 61.97 (15.56)
3 67.59 (24.10) 65.77 (18.29) 65.44 (21.91) 65.00 (15.34)
4 66.55 (24.60) 63.21 (20.12) 59.50 (18.63) 60.10 (16.71)
POBS
2 106.00 (13.69) 92.97 (15.18) 100.25 (16.06) 97.03 (17.07)
3 111.31 (15.54) 93.03 (19.45) 99.72 (18.30) 98.60 (18.85)
4 109.86 (17.03) 89.92 (22.70) 96.19 (17.66) 92.83 (23.13)
DAS
1 114.28 (18.00) 119.81 (14.80) 113.74 (15.64) 121.14 (13.69)
4 113.06 (19.81) 118.59 (14.92) 111.71 (16.15) 112.86 (20.26)
IES
3 8.76 (10.67) 11.90 (11.76) 6.25 (7.87) 9.80 (8.60)
4 6.72 (8.55) 9.20 (10.10) 5.47 (8.58) 6.53 (7.31)
PSI
4 62.36 (19.36) 64.02 (17.35) 61.00 (16.75) 67.50 (19.54)

aLow level of medical intervention.
bHigh level of medical intervention.
cTime Period: 1 = prepartum; 2 = 1/2 days postpartum; 3 = 1 month postpartum; 4 = 3 months postpartum.

control) and Medical Intervention (high/low), and The interaction (p = 0.06) between Condition
and Time in the measure of Dyadic Satisfactionmost incorporated within the subject variable of

Time. The levels of the last variable differed across emerged as debriefed mothers showed a small and
insignificant loss of satisfaction with their partnersanalyses, depending on the occasions at which the

dependent variables were administered (prepartum, from prepartum (M = 117.25) to 3 months postpar-
tum (M = 116.02), whereas mothers who were not1/2 days, 1 month, and 3 months postpartum). In

the case of parental stress, Time was not included debriefed showed a significant loss of satisfaction
over the same period (prepartum: M = 117.49; 3in the analysis, as this was measured only once

at 3 months postpartum. Results can be seen in months postpartum: M = 112.29).
The interaction between Condition and Medi-Table 11.2.2.

As is evident from Table 11.2.2, results gener- cal Intervention for the POBS can be seen in Figure
11.2.1. A Tukey HSD post hoc analysis showed thatally failed to show a main effect for Condition

(postnatal debriefing), nor was it involved in any women who had high levels of medical intervention
and were debriefed (M = 91.90) had more negativeinteraction except with Medical Intervention, in the

case of POBS (perceived problems with birth), and perceptions of the birth, compared with women
who had low levels of intervention and were de-to a limited extent with Time, in the case of DAS

(dyadic satisfaction). briefed (M = 109.10). There was no difference be-
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TABLE 11.2.2 Split Plot ANOVA Analyses of the Effects of Condition, Medical Intervention, and
Time on EPDS, STAI, DAS, and IES

Measure df F Partial η2 p

EPDS
Between-subjects effects
Condition (Treatment/Control) 1, 127 0.29 0.00 0.59
Medical Intervention 1,127 0.04 0.00 0.84
Condition x Medical Intervention 1,127 0.01 0.00 0.94
Within-subjects effects
Timea 1.85, 234.47 5.24 0.04 0.01
Condition x Timea 1.85, 234.47 1.49 0.01 0.23
Medical Intervention x Timea 1.85, 234.47 0.63 0.01 0.52
Condition x Med Int x Timea 1.85, 234.47 0.77 0.01 0.46

STAI
Between-subjects effects
Condition (Treatment/Control) 1, 126 1.73 0.01 0.19
Medical Intervention 1, 126 0.38 0.00 0.54
Condition x Medical Intervention 1, 126 0.04 0.00 0.85

Within-subjects effects
Timea 1.89, 238.10 5.13 0.04 0.01
Condition x Timea 1.89, 238.10 1.18 0.01 0.31
Medical Intervention x Timea 1.89, 238.10 0.30 0.00 0.73
Condition x Med Int x Timea 1.89, 238.10 0.45 0.00 0.62

POBS

Between-subjects effects
Condition (Treatment/Control) 1, 126 1.07 0.01 0.30
Medical Intervention 1, 126 10.92 0.08 0.00
Condition x Medical Intervention 1, 126 5.96 0.05 0.02

Within-subjects effects
Timeb 1.67, 210.52 5.40 0.04 0.01
Condition x Timeb 1.67, 210.52 2.31 0.02 0.11
Medical Intervention x Timeb 1.67, 210.52 1.40 0.01 0.25
Condition x Med Int x Timeb 1.67, 210.52 1.88 0.02 0.16

DAS

Between-subjects effects
Condition (Treatment/Control) 1, 134 0.35 0.00 0.55
Medical Intervention 1, 134 3.42 0.03 0.07
Condition x Medical Intervention 1, 134 0.06 0.00 0.81

Within-subjects effects
Timec 1, 134 9.18 0.06 0.00
Condition x Timec 1, 134 3.51 0.03 0.06
Medical Intervention x Timec 1, 134 2.21 0.02 0.14
Condition x Med Int x Timec 1, 134 2.21 0.02 0.14
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TABLE 11.2.2 (continued)

Measure df F Partial η2 p

IES
Between-subjects effects
Condition (Treatment/Control) 1, 127 2.25 0.02 0.14
Medical Intervention 1, 127 3.24 0.03 0.07
Condition x Medical Intervention 1, 127 0.03 0.00 0.86

Within-subjects effects
Timed 1, 127 6.62 0.05 0.01
Condition x Timed 1, 127 0.04 0.00 0.84
Medical Intervention x Timed 1, 127 0.85 0.01 0.36
Condition x Med Int x Timed 1, 127 0.28 0.00 0.60

PS1

Between-subjects effects
Condition (Treatment/Control) 1, 141 0.12 0.00 0.73
Medical Intervention 1, 141 1.80 0.01 0.18
Condition x Medical Intervention 1, 141 0.63 0.00 0.43

Note: The Greenhouse–Geisser adjustment correction was used for tests of within-subjects effects.
Timea = Scores collected at three assessment points (prepartum, and 1 and 3 months postpartum).
Timeb = Scores collected at three assessment points (1/2 days, and 1 and 3 months postpartum).
Timec = Scores collected at two assessment points (prepartum and 3 months postpartum).
Timed = Scores collected at two assessment points (1 and 3 months postpartum).

tween high (M = 96.20) and low (M = 98.7) inter- tum, but were less positive at three months com-
pared with one month postpartum.vention groups when no debriefing occurred.

There was a significant main effect of Medical
Intervention for the POBS, and a strong suggestion Women’s Feedback Following Debriefing
of the effect for DAS and IES. Women who experi-
enced more medical intervention during the birth FAD scores for both treatment and control groups
of their child reported less positive perceptions of at assessment point 4 (3 months postpartum, n =
the birth, less satisfaction with their partners, and 111), were not significantly different, indicating
greater stress. that all participants rated their postnatal debriefing

A statistical main effect of Time was evident in a similar fashion, whether it took place 2 days
on the EPDS, STAI, POBS, and IES, as indicated in or 3 months after delivery (t (109) = 1.07, p = 0.29).
Table 11.2.2. All participants reported significantly Over 90% of all participants rated their debriefing
fewer symptoms of depression and less anxiety, positively, and indicated that debriefing was not
over time, from prepartum to one month postpartum threatening (97.5%) or intrusive (91.5%), and that
and to three months postpartum. Participants also it was very (21.0%) or extremely (73.1%) important

for all women to have the chance to be debriefed.showed declining levels of stress from one to three
months postpartum. Perceptions of the birth were Almost all women (95.7%) indicated that they had

received information that was moderately to ex-not quite as consistent, being more positive at one
month postpartum compared with two days postpar- tremely useful, and over 80% of women felt willing
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to talk about their birthing, and were comfortable anxiety, as the state anxiety level of all participants
decreased over time regardless of treatment condi-talking with the midwife.
tion. Given that Green (1998) has shown that state
STAI scores correlate strongly with EPDS scores
at both prepartum and postpartum, and that thereDiscussion
were no significant differences on PND, this result
is consistent with previous findings.The results of this study found women who were

Interestingly, there were some differences be-debriefed were no less likely to develop symptoms
tween women in the treatment and control groupsof PND (using the EPDS) than women who did
on their levels of dyadic satisfaction (as measurednot receive debriefing. This finding confirms the
by the DAS) over time. Although debriefed mothersresults of previous Australian studies (Henderson
showed no loss of dyadic satisfaction from pre- toet al., 1998; Priest et al., 2003; Small et al., 2000),
postpartum, mothers in the control condition did.which used the same measure. The tendency for
As dyadic satisfaction is a strong predictor of PNDdebriefed women to report more depression than
(Webster et al., 1994), the impact of debriefing onnondebriefed women, noted by Small et al. (2000),
dyadic satisfaction but its failure to affect PNDwas not evident in the current sample. EPDS scores
is puzzling.decreased steadily over time for all participants.

A partial answer to the puzzle may be evidentPND is an individual response, with multiple
in the effect of debriefing on perceptions of birth.possible contributing factors from biological (Har-
High levels of medical intervention were found,ris, 1994), psychological (McMahon et al., 2001),
not surprisingly, to adversely affect perceptions ofand psychosocial characteristics (Webster et al.,
birth. This finding is consistent with that of Cranley1994), according to the biopsychosocial model. The
et al. (1983), who found less positive perceptionsrole of postnatal debriefing in the prevention of
of birth among women who were delivered by cae-PND is to minimize the effect of exacerbating fac-
sarean. However, there was an additional and unex-tors, relevant to the birth experience, which may
pected finding in relation to perceptions of the birth.influence the development of depressive symptoms.
Results indicated that women who experienced highHowever, other contributing factors still exist
levels of medical intervention during the birth ofwithin the context of the woman’s life, and a woman
their children and who were debriefed had moremay be at risk of PND due to a variety of factors
negative perceptions of the birth, compared withunrelated to the birth experience, which postnatal
women who had low levels of medical interventiondebriefing does not and cannot address. Boyce and
and who were debriefed. Such results raise the pos-Condon (2001), in their criticism of the Small et
sibility that postnatal debriefing may be harmfulal. (2000) study, in fact question whether a single
for women who experience a difficult birth. Thissession of debriefing could have an impact on PND,
would be consistent with Small et al.’s (2000) sug-when other psychosocial variables contribute per-
gestion of a negative effect of postnatal debriefinghaps more significantly to its onset. It is to be noted,
on traumatised women, though the Small et al.however, that this study measured EPDS responses
study focused on women with operative deliveryat one and three months postpartum, whereas the
only. Given that the present study included alltwo previous studies measured EPDS responses at
births, the capacity for debriefing to actually exac-six months. PND may develop up to six months
erbate negative perceptions among mothers whopostpartum, so the current study does not allow for
experience high levels of intervention might ac-women who may have developed PND between
count for the small and limited effect of debriefingthree and six months postpartum.

No differences were evident between women more generally. Thus, only on the measure of dy-
adic satisfaction, a measure not directly concernedin the control and treatment groups on levels of
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with the birthing experience, did debriefing show pression, anxiety, or trauma symptoms following
childbirth. However, it has provided some indica-signs of arresting the decline in satisfaction with

partner that typically coincides with the birth of tion that debriefing may arrest declines in dyadic
satisfaction.a child.

Levels of parental stress (as measured by the Several years ago, Alexander (1998) high-
lighted the lack of clarity of terminology with re-PSI) did not differ at one and three months postpar-

tum between women in the treatment and control spect to postnatal debriefing, along with the lack
of its systematic evaluation. It seems evident thatgroups. Milgrom and McCloud (1996) have shown

that women with PND rate their infant, and their women appreciate the opportunity to review their
birth experience and clarify events with a midwiferelationship with their infant, more negatively than

controls. Debriefed women in this study did not (Bondas-Salonen, 1998; Charles & Curtis, 1994;
Henderson et al., 1998; Small et al., 2000). Whetherrate their infant or their relationship with their infant

differently from women in the control group. this review should comprise “psychological de-
briefing” or some other form of self-reflection re-Finally, it should be noted that all participants’

level of trauma generally decreased over time, re- quires further examination. It may be that a birthing
review, as an opportunity for women to gain infor-gardless of condition. This is consistent with previ-

ous writings (e.g., Stuhlmiller & Dunning, 2000; mation about their birthing, constitutes appropriate
quality of care in its own right for those women whoTurton et al., 2001) concerning the high spontane-

ous reduction in symptoms over time among trauma experience less medical intervention, regardless of
measurable psychological benefits. However, forsurvivors who receive no treatment.

Despite the lack of clear statistical evidence those women who experience more medical inter-
vention, other protocols may need to be developedsupporting the benefits of postnatal debriefing,

women who were debriefed rated the experience and implemented.
This study is limited by statistical, method-positively. This is consistent with previous research

(Henderson et al., 1998; Small et al., 2000) and ological, and extraneous or confounding variable
considerations. First, statistically, the number ofanecdotal evidence. Allen (1999), for example, in

a study of 61 women, reported that a number of measures used ideally requires a larger population
to sustain the number of analyses performed at theparticipants with a high score on the EPDS or the

IES spoke of the benefit of talking to, or the need 0.05 level of significance. Second, only self-report
measures were used; there was no clinical assess-to talk to, others, including health professionals,

about their experience. Women perceive the discus- ment of depression, anxiety, or birth trauma. How-
ever, given that the measures used (EPDS, STAI,sion of their birthing, and the sharing of information

that takes place, to be helpful, and report positively SCL-90R, IES, and POBS) have been consistently
reported in the literature as having good psychomet-on the experience. The majority of women on the

maternity ward of the participating hospital ac- ric properties and have been widely used in previous
research, combined with the broad investigativecepted the opportunity of debriefing when it was

offered. Women who have been debriefed after a nature of the study, it was reasoned that their use
was appropriate. Finally, the study may have beenprevious birthing asked when their debriefing for

the current birthing would take place. inadvertently affected by confounding or extrane-
ous variables, such as different delivery staff, andIn summary, this study has confirmed the re-

sults of previous studies that recognized that factors relating to the debriefing midwife (the mid-
wife in this study was also responsible for parentingwomen appreciate the opportunity to talk and gain

information about their birthing. The study has also craft in the hospital).
As Raphael and Wilson (2000) point out, theprovided support for previous research that con-

cluded that postnatal debriefing does not signifi- use of the term debriefing has powerful connota-
tions that presume an activity with a formalizedcantly affect psychological variables related to de-
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Webster, M. L., Thompson, J., Mitchell, E. A., & Werry,
The earliest description of critical incident stressJ. S. (1994). Postnatal depression in community co-

hort. Australian and New Zealand Journal of Psy- debriefing (CISD) in nursing literature appeared in
chiatry, 28, 42–49. 1988, when Jimmerson described a program mod-

Westley, W. (1997). “Time to talk.” Listening service. eled on Mitchell’s (1983) prototype. This was seen
Midwives, 110, 30–31.

as a turning point for emergency nurses, because
they could acknowledge the psychological impactReprinted with permission from: Selkirk, R., McLaren, S., Oller-

enshaw, A., McLachlan, A., & Moten, J. (2006). The longitudi- of their work. According to Jimmerson (1988, p.
nal effects of midwife-led postnatal debriefing on the psycholog- 44A), the experience of CISD had eroded the view
ical health of mothers. Journal of Reproductive and Infant Psy-

of the emergency nurses being “unhurtable superbe-chology, 24(2), 133–147.
ings” and “pillars of strength.”

In the following decade, the value of CISD in
mitigating critical incident stress (CIS) experienced

11.3 PERCEIVED by nurses was recognised by the nursing profession
EFFECTIVENESS OF CRITICAL (Cudmore, 1998; Jefferson & Northway, 1996;
INCIDENT STRESS DEBRIEFING Wright & Casier, 1996; Laws & Hawkins, 1995;
BY AUSTRALIAN NURSES Appleton, 1994; Martin, 1993). Martin (1993) con-

sidered that implementation of critical incidentJILLIAN O’CONNOR
stress management (CISM) programs in hospitalsSUE JEAVONS
provided caregivers with a way of countering the
insidious, cumulative effects of emotional traumaAbstract
because “medical/surgical nurses, oncology nurses,
neonatal nurses—all nurses involved in traumaticThis chapter examines the perceived effec-

tiveness of stress debriefing by a sample of events” could benefit from them. (Martin, p. 39)
Following the categorization of critical incidents129 Australian hospital nurses, and the rela-

tionship of their perceptions to demographic experienced by the nurses in her study, Appleton
(1994) suggested that debriefing could be useful invariables, such as qualifications and work

area. The survey generally showed debriefing assisting nurses to cope with CIS, and recom-
mended the availability of peer support groups andas helpful, but lack of helpfulness was also

recognized because of time taken from per- counseling for all acute care agencies.
Laws and Hawkins (1995) argued that de-sonal lives and adverse group processes.

Factor analysis identified five scales; three briefing was essential, but lamented the lack of
wide recognition of CIS in Australian hospitals andhelpful (“Understanding,” “Sharing,” and

“Cohesion”), and two unhelpful (“Proce- the sparsity of CISD facilities for nurses. Lam et
al. (1999) also identified the urgent need for supportdure” and “Dynamics”). Results suggested

that helpfulness of debriefing was unrelated services such as debriefing and counseling. Jeffer-
son and Northway (1996) reported that CIS wasto demographic differences. Although further

research is required to replicate these find- real for nurses, occurred regularly in hospitals, and
the time for ignoring potential short- and long-termings, they suggest that replacing the current
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effects of such stress for health care workers was including 17 nurses, was included. Of the latter
group, 84% found debriefing helpful, and 44% werelong past. Wright and Casier (1996) proposed

CISM as an effective, inexpensive, and collabora- happy with the process. Emergency personnel re-
ported more cognitive stress, such as sleep distur-tive approach to mitigating the impact of traumatic

events. Similarly, Cudmore (1998) considered de- bances, flashbacks, preoccupation with the inci-
dent, and fear of the future than welfare/hospitalveloping a policy/protocol for instigating debriefing

following critical incidents to circumvent poten- personnel who reported more emotional distress
(sad, weepy, numb, feeling horrified, fearful, en-tially harmful effects of cumulative stress and CIS

for accident and emergency staff. raged, uneasy, and shocked). Robinson and Mitch-
ell (1993) suggested that occupation and genderDespite adoption of CISM programs by the

nursing profession throughout the 1990s, a few arti- were both relevant to understanding the stress re-
sponse, and further work was required to separatecles appeared in the literature reflecting doubts

about the efficacy of debriefing (Macnab et al., these variables.
This controversy about the efficacy of de-2000; Northcott, 1998; Hudson, 1995). Northcott

(1998), citing studies critical of debriefing (Bisson, briefing highlights the need for further investigation
of Australian nurses’ experiences. The usefulness1997; Brom et al., 1993; McFarlane, 1988), stated

that the effectiveness of debriefing in reducing psy- or not of debriefing for nurses would provide valu-
able support for its introduction in hospitals andchological stress and preventing posttraumatic

stress disorder (PTSD) was unconfirmed, or possi- identify necessary modifications. The hospital in
which this study was undertaken did not, at thebly, made no difference. She recommended treating

any problems that occurred with prolonged therapy, time, have a formal debriefing program, although
the staff counselor had been trained in the proce-claiming, “the right culture and relationships can

do much more to ensure well being after traumatic dure, so may have offered it to individuals. Some
staff may also have experienced debriefing at previ-events than the reactive strategies that are so often

mobilised” (p. 32). Hudson (1995) reported that ous places of employment. The objectives of this
study were to determine (a) nurses’ perceptionsadmonitions that one must be debriefed or suffer a
of the effectiveness of stress debriefing, and (b)posttraumatic stress syndrome were false, because
whether their perceptions of stress debriefing wereresearch had demonstrated that 77% of individuals
associated with any of the demographic variables:who suffered acute stress disorder went into sponta-
gender, age, nursing qualifications, method of ob-neous remission. Furthermore, she suggested that
taining initial practising certificate, number of yearsdebriefing could exacerbate stress. Cotterill (2000)
postregistration, current area of work, and years ofsuggests that CISM is only one option for dealing
experience in that area.with CIS, and proposes clinical supervision as an

alternative.
Of the few published studies evaluating the

efficacy of debriefing, three supported the value of Method
debriefing for hospital nurses (Burns & Harm,
1993; Mitchell, 2001; Robinson & Mitchell, 1993), Participants
one was inconclusive (Roffey-Mitchel & Jeavons,
1998). Burns and Harm (1993) found that only This study formed the second part of a broader
32% of nurses surveyed about debriefing had ever study into CIS in a 750-bed metropolitan teaching
participated in debriefing and, of those, 88% re- and research hospital (O’Connor & Jeavons, 2002).
ported the process helpful in reducing stress. The sample represented 59% of full-time registered

Robinson and Mitchell (1993) evaluated de- nurses (RNs) from the whole study who had at-
briefing with mainly emergency service personnel, tended one or more debriefing sessions in the course

of their work. It comprised 129 nurses (88% female)but a small sample of welfare/hospital personnel,
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TABLE 11.3.1 Highest Qualifications of RNs TABLE 11.3.2 Areas of Work of RNs (n = 129)
(n = 129)

Area of Work Sample Sample
Numbers (%)Qualification Sample Sample

numbers (%)

Aged care 2 1.6
Intensive care 13 10.1Hospital certificate 10 7.8
Oncology 4 3.1Diploma 4 3.1
Psychiatry 17 13.2Degree 38 29.4
Coronary care 2 1.6Master’s degree 5 3.9
Medical 11 8.5Postgraduate certificate/diploma 55 42.6
Spinal care 3 2.3Other qualification 17 132
Pediatric 2 1.6Total 129 100.0
Emergency department 7 5.4
Neurology 5 3.9
Surgical 23 17.8
Operating theatre 9 6.9with a mean age of 32.6 years (SD = 8.5 years).
Mixed medical/surgical 10 7.8The original study targeted all full-time RNs, with
Other 21 16.2

a response rate of 40%. This was lower than ex- Total 129 100.0
pected, possibly because it was conducted pre-
Christmas and during major hospital restructuring.

Participants had practised full-time-equivalent
TABLE 11.3.3 Designated Titles of RNs (n =nursing for nine years (SD = 6.4 years), and worked
129)in their particular area for four-and-a-half years (SD

= 3.6 years). Fifty-eight percent had obtained their
Title Sample Sampleinitial practising certificate by college diploma and

number (%)
university degree (22% and 36%, respectively).
Highest qualifications and areas of work are shown

RN Division 1 8 6.2in Tables 11.3.1 and 11.3.2, respectively. Desig-
RN Division 2 (EN) 45 34.9

nated titles of the nurses (Table 11.3.3) show the RN Division 3 4 3.1
largest category of nurses were Division 2 RNs Associate Nurse Unit Manager 21 16.3

(ANUM)(enrolled nurses) (35%).
Nurse Unit Manager (NUM) 14 10.8
Clinical Nurse Specialist/Nurse 24 18.6

Educator (CNS/NE)Data Collection and Measures
Other 13 10.1
Total 129 100.0

Following ethics committee approval, data were
collected using a survey questionnaire that asked
for demographic and debriefing information.

represented consistent concepts. Debriefing was de-
fined as a structured group meeting, emphasizingDebriefing Questionnaire (DQ). This section

contained 20 statements relating to helpfulness or ventilation of feelings, discussion of reactions to the
event, and education and information about copinglack of helpfulness of debriefing. It was designed

by the authors, based on earlier studies by Burns and strategies. The wording of some statements was
altered to obtain equal positive (meaning statementsHarm (1993) and Robinson and Mitchell (1993).

Reliability and validity information was not used that said it was helpful) and negative (statements
that said it was not helpful) items in the scale. Thesefor this type of measure, but factor analysis indi-

cated the extent to which the items in the scale were randomly ordered to avoid biased responding.
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TABLE 11.3.4 Ranked Responses for Help-Respondents were asked to rate level of agreement
fulness of Debriefing by Respondents (n = 129)to statements: 0, neutral; 1, strongly disagree; 2,

disagree; 3, agree; 4, strongly agree. The neutral
Debriefing Statement Meancategory gave respondents the option of non-

Likertcommitment. Participants were asked whether de-
Scalebriefing should be voluntary and what other inter-
Score

ventions they considered appropriate following a
critical incident.

1. Being part of the group that had also 3.3
experienced the incident.Analysis

2. Talking with others about the event. 3.3
3. Hearing others talk about the incident. 3.3Data obtained for the study were analysed using
4. Hearing how others were handling 3.2

Statistical Package for Social Sciences 6.1 (SPSS). the stress.
Descriptive statistics summarised the characteris- 5. Realizing I was not alone. 3.0

6. Understanding my situation. 2.9tics of respondents and DQ responses.
7. The group gained solution, support, .5Factor analysis of the DQ was undertaken first

and direction.to determine the factor structure of the scale. Princi-
8. It promoted departmental cohesion. 2.2pal components analysis (PCA) with oblimin rota-
9. Understanding myself. 2.2

tion was performed because it was assumed that 10. My stress levels were less intense. 2.1
all items on the DQ would be correlated with each 11. Learning about stress from the leaders. 2.0
other, because they reflected aspects of helpfulness 12. The independent forum was 1.7

helpful.and lack of helpfulness of debriefing (see West
1991, p.139).

Note: Although items were altered in order to obtain an equal
The second purpose was to reduce nurses’ re- number of positive and negative items on the DQ and to enable

random ordering, items are presented in this table as statementssponses to a small number of factors, to study the
for helpfulness of debriefing according to their item source.

relationship between their debriefing experiences Rankings based on mean scores on a 5-point Likert scale in
response to whether respondent considered the statement help-and demographic variables. This was analysed us-
ful: 0, neutral; 1, strongly disagree; 2, disagree; 3, agree; 4,ing multivariate analysis (MANOVA) using the
strongly agree.

five PCA scales as dependent variables. Four poten-
tial independent (demographic) variables were re-

sons for lack of helpfulness were also strongly en-duced (qualifications, from seven to four levels;
dorsed (Table 11.3.5). The items that received lowbasis for obtaining initial practising certificate,
mean Likert scale scores do not indicate that thesefrom three to two categories; current area of work,
factors were unhelpful (in the case of helpful items),from 15 to 6 areas; title, from 8 to 5 titles) to

increase numbers of respondents in cells. Gender merely that some respondents did not feel that this
was unaltered. Correlations were then obtained be- item had been important to them. As the neutral
tween the independent variables with the averaged option was scored 0, this could reduce mean scores.
five scales. Finally, relationships between the ef- Helpful themes were: communication, sharing with
fects of the demographic variables and the DQ others who had experienced the same incident,
scales were investigated in a four-way MANOVA. group cohesion, and self-understanding/stress edu-

cation. Lack of helpfulness related to poor timing
and duration of the debriefing, discomfort with theResults
group process, and poor leadership qualities. Most
believed that attending debriefing should be volun-Results of the Descriptive Analysis
tary, and many selected alternatives or supplements
such as support group and/or stress managementAlthough respondents identified the process as

helpful in alleviating distress (Table 11.3.4), rea- classes.
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TABLE 11.3.5 Ranked Responses for Lack of 2.24, 1.72, 1.34, and 1.13, and the factors accounted
Helpfulness of Debriefing by Respondents (n = for 20.15%, 11.19%, 8.64%, 6.71%, and 5.65%
129) (total 52.3%) of the total variance.

The pattern matrix is shown in Table 11.3.6.
Debriefing Statement Mean Individual factor loadings of at least 0.40 were

Likert taken as the criterion for deciding whether an item
Scale

was retained in the construction of the DQ. At thisScore
magnitude, all items but one (Item 18) loaded on
only one factor. Items that loaded on the first, sec-

1. I resented the time the debriefing took 3.0
ond, and fourth factors reflected helpful aspects offrom my personal life.
debriefing. The five items that loaded on the first2. I was not comfortable discussing the 2.7

event in a group. rotated factor denote an “Understanding” dimen-
3. It was too soon after the event to be 2.5 sion. The five items that loaded on the second ro-

helpful. tated factor suggest a “Sharing” dimension. Al-
4. The leaders had no relevant experience. 2.4

though the three items that have a loading on the5. The leader did not seek discussion from 2.3
fourth factor suggest a “Cohesion” dimension, theparticipants who would not open up.
loading of one item (“It was not helpful because6. It was too long after the event to be 2.3

helpful. the leader did not seek discussion from participants
7. It was too short to be helpful. 2.1 who would not open up.”) appears to indicate that
8. There were people present in the group 2.1 respondents were responding more to the cohesion

with whom I was uncomfortable.
aspect of debriefing than to its helpfulness, and

Note: Although items were altered in order to obtain an equal needs further clarification.
number of positive and negative items on the DQ and to enable Only one item (“realising that I was not
random ordering, items are presented in this table as statements

alone”) has a dual loading on DQ factors, indicatingfor lack of helpfulness of debriefing according to their item
source. that participants may have considered this at both
Rankings based on mean scores on a 5-point Likert scale in

a social support and cognitive level. They may haveresponse to whether respondent considered the statement lacked
helpfulness: 0, neutral; 1, strongly disagree; 2, disagree; 3, agree; experienced debriefing as helpful because they un-
4, strongly agree.

derstood that they were not alone and, concomi-
tantly, gained an appreciation that others were simi-
larly affected by the incident through sharing theirResults of Factor Analysis
experience of the incident.

The third and fifth factor items reflected lackThe sample size of 129 for the 20-item DQ met
of helpfulness. The three items on the third factorthe desired number of cases to variable ratio for the
appear to denote unhelpful aspects of “Procedure:”PCA (Tabachnick & Fidell, 1996). The correlation
timing, duration, and leadership. Items on the fifthmatrix indicated that a considerable number of cor-
factor appear to denote adverse aspects relating torelations exceeded 0.3, and thus, the matrix was
the group “Dynamics.”suitable for factoring. The factorability of these

To further the analysis, five scales were con-items was further supported because the Bartlett
structed by summing equally weighted scores ofTest of Sphericity was significant, and the Kaiser
the items identified as loading significantly on re-Meyer Olin measure of sampling adequacy was
spective factors. The correlations between the Un-greater than 0.6 (0.7).
derstanding and Sharing factors was −0.11; SharingAnalysis of the DQ produced six factors with
and Dynamics factors, −0.22; Procedure and Dy-eigenvalues greater than one. However, inspection
namics factors, −0.17; and between the Cohesionof the scree plot (Tabachnick & Fidell, 1996) indi-
and Dynamics factors, 0.25. Scales of Sharing, Pro-cated that a five-factor solution was most appro-

priate. The eigenvalues for these factors were 4.03, cedure, and Cohesion were effectively independent,
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TABLE 11.3.6 Pattern Matrix of Debriefing Questionnaire Items

Factor Loadings (Loadings Less than 0.40 Not Reported)

Item Factor 1 Factor 2 Factor 3 Factor 4 Factor 5

20 Learning about stress from the leaders 0.72
was helpful.

17 My stress responses less intense. 0.64
09 The group gained solution, support, .55

and direction.
15 It was helpful in understanding my- 0.51

self.
07 It was helpful in understanding my sit- 0.49

uation.
11 Being part of a group that had also ex- −0.78

perienced the incident was helpful.
03 Talking with others about the incident −0.77

was helpful.
10 Hearing others talk about the incident −0.63

was helpful.
18 Realising that I was not alone was 0.47 −0.56

helpful.
02 Hearing how others were handling the −0.55

stress was helpful.
12 It was too short to be helpful. −0.78
14 It was too long after event to be help- −0.74

ful.
05 The leaders had no relevant experi- −0.49

ence.
16 It was helpful because it promoted de- 0.76

partmental cohesion.
01 It was not helpful because the leader 0.52

did not seek discussion from partici-
pants who would not open up.

13 The independent forum was helpful. 0.47
08 Not comfortable discussing event in a 0.74

group.
04 There were people present in the 0.72

group with whom I am uncomfortable.
06 I resented the time debriefing took 0.57

from personal life.
19 Too soon after event to be helpful. 0.45

Extraction Method: Principal Components Analysis; Rotation Method: Oblimin with Kaiser Normalisation; Rotation converged in
13 iterations.

as their intercorrelations were less than 0.1. Table for the remaining scales, low. The relatively high
negative skew for the Sharing scale indicates that11.3.7 records scale means, standard deviations

(SD) and the Cronbach alpha (α) coefficients of it is more helpful than the other helpful scales.
Apart from the Cohesion scale, which shows lowinternal consistency for the scales.

As can be seen, the potential range for Under- reliability (0.40), the remaining scales show moder-
ate reliability.standing, Sharing, and Dynamics is moderate, and
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TABLE 11.3.7 Means: Standard Deviations, and Cronbach Alphas for the Five Scales
Constructed From the Factor Analysis of the Debriefing Questionnaire (DQ)

Scales Number of Number of Mean SD Cronbach α
Items (range) Cases

Understanding 5 (0–16) 127 11.71 3.93 0.58
Sharing 5 (0–20) 127 16.18 2.99 0.74
Procedure 3 (0–12) 127 6.80 3.14 0.66
Cohesion 3 (0–12) 127 6.30 2.93 0.40
Dynamics 4 (0–16) 127 10.31 3.26 0.62

Finally, in order to compare the means of the No significant (p < 0.05) correlations were found
between gender and experiences of debriefing.DQ scale, a repeated measures ANOVA was con-

ducted, where the dependent variables were the
averaged mean scores of the items. Using Wilks’

Discussioncriterion, inspection of means indicated that the
Sharing scale was the most significant of the five

Survey respondents identified the most helpful as-scales on the DQ [F (4, 120) = 41.10, p < 0.000],
pects of debriefing as being part of a group whoand was significantly greater than the other scales
had also experienced the incident, hearing othersthat did not differ significantly from each other.
talk about it, realising they were not alone, and
hearing how others were handling their stress. LackResults of Multivariate Analysis
of helpfulness items receiving strongest endorse-
ment were “resented the time debriefing took fromSignificant findings were obtained for the DQ

scales (Table 11.3.8), and confirm the factor analy- their personal lives” and “felt uncomfortable dis-
cussing the event in a group.” Some respondentssis findings that the five scales of the DQ are inter-

dependent. However, no significant relationships also endorsed poor leadership issues.
Resentment about the time debriefing tookwere found between any of the variables of age of

respondents, full-time equivalent postregistration from their personal lives suggested that those re-
spondents had attended debriefings outside of worknursing practice, and years in current area.

Results of the four-way MANOVA revealed hours. This encroachment on nonwork time may
also have worked against their active participationa significant multivariate main effect for only Qual-

ifications [F (15, 121), = 1.923, p = 0.020]. There in the group and reduced the potential value of
debriefing. Furthermore, defusing, a shortenedwere no significant interaction effects. Univariate

tests were conducted to identify which Qualifica- form of debriefing, provided prior to staff leaving
work, will often eliminate the need for a full criticaltion was specifically related to Understanding.

Findings suggested that nurses with postgraduate incident debriefing and reduce the overuse of de-
briefings (Westerink, 1995). Education of all staff,qualifications (n = 61, mean = 2.12) and nurses

with hospital certificate qualifications (n = 10, mean especially nurse unit managers, about appropriate
times to use defusing or debriefing, and goals and= 3.02) accounted for significance with that factor

(p < 0.05). The former nurses experienced the Un- advantages of each, could allay resentment, espe-
cially if scheduled before staff left work.derstanding obtained from debriefing as “moder-

ately helpful,” whereas the latter group experienced The greatest consensus between this sample
and Burns and Harm’s (1993) concerned talking toit as “considerably helpful.” However, because a

series of analyses were examined for statistical sig- others and hearing them talk about the incident and
reduction of stress. However, the greatest disparitynificance, this result needs to be treated as tentative.
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TABLE 11.3.8 Correlations of Debriefing Scales (DQ)

Scales Number of Pearson Product– Probability
Respondents Moment Correlation

Sharing by Procedure 126 0.27 0.002
Sharing by Cohesion 122 0.20 0.032
Sharing by Dynamics 126 0.31 0.001
Procedure by Cohesion 125 0.31 0.000
Procedure by Dynamics 127 0.38 0.000
Cohesion by Dynamics 125 0.51 0.000

occurred for lack of helpfulness, represented by have been acquainted with the debriefing model
(CISD) for longer than Australian counterparts.resentment of the time debriefing took from their

personal life, feeling uncomfortable discussing the The five DQ scales offered a parsimonious
explanation of the 20 statements relating to helpfulevent in a group, and the debriefing being con-

ducted too soon after the event. Variations in find- and unhelpful aspects of debriefing: three related to
helpfulness: Sharing, Understanding and Cohesion;ings were probably due to different modes of scor-

ing, differences in sampling procedures, and social two scales, Procedure and Dynamics, to lack of
helpfulness. With regard to the helpful scales, thecontext. However, when the two levels of help-

fulness indicated in this study were combined, rea- majority endorsed Sharing, which represented as-
pects of communication and social support, fol-sons for helpfulness roughly equated those of Burns

and Harm (1993). In contrast, when the two levels lowed by Understanding. Low correlation of the
Cohesion scale with the other DQ scales suggestedof agreement for lack of helpfulness were com-

bined, a large disparity was evident. For example, that its items should be interpreted individually.
Understanding, a cognitive process whereby parti-this sample more strongly endorsed “resenting the

time debriefing took from their personal life” and cipants reappraised or reframed their role in the
incident as a result of information from other parti-“felt uncomfortable discussing the event in a

group,” compared with low endorsement by Burns cipants at the debriefing, was the only scale related
to a demographic variable. Nurses with hospitaland Harm’s (1993) sample. Low endorsement con-

cerning resentment of the time the debriefing took certificates found its aspects more helpful compared
with nurses with university qualifications, whichby the USA sample suggested that the debriefing

model had been integrated into the work environ- suggests that the former group benefited from edu-
cational aspects offered by debriefing possibly be-ment, and was an accepted procedure for postcriti-

cal incident management. Even though only 32% cause of lack of exposure to stress management
during their training, in contrast to their university-of Burns and Harm’s (1993) sample had partici-

pated in debriefings, services available would very educated colleagues.
The Sharing and Understanding scales com-likely have been consistent with the CISM model

based on its popularity within the nursing profes- prised elements identified by Everly and Mitchell
(1998) as essential to trauma recovery. For exam-sion in the USA at the time. Emergency nurses

were, therefore, likely to use the service during their ple, Sharing included items associated with com-
munication and social support that reflected verbali-work time. Furthermore, the lower endorsement by

them of other statements regarding lack of help- sation and normalisation of the trauma through dis-
cussion, and appreciation that others at debriefingfulness indicated that they received debriefing from

those trained in its application, and were likely to experienced similar reactions (Everly & Mitchell,
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1998). ”Understanding” items related to other es- their own interpretation to its meaning. Nonethe-
less, the generally positive findings regarding de-sential elements for trauma recovery, mobilisation,

and stress management. Mobilisation occurred briefing are promising, because they suggest that
replacing the various ad hoc forms currently avail-when individual and group strengths were recog-

nised and used to assist recovery. able with a standardised model would not only
improve the quality of service at the hospital, butThe Cohesion scale was represented by two

helpful items (promotion of departmental cohesion overcome shortcomings identified by respondents.
A standardised approach would also ensure thatand independent forum), and one item reflecting

lack of helpfulness (leader not seeking discussion providers would receive appropriate training and
staff members, pre-incident education about CIS,from participants who would not open up). One

explanation was that respondents focused on the and various types of intervention.
cohesion aspect of the scale, and their belief that
failure of the leader to encourage participants to

Conclusionsspeak up worked against cohesion. Alternatively,
respondents might have experienced being in the

These findings provide an initial description ofgroup but not being pushed to talk as beneficial
Australian nurses’ perceptions of their experienceswhen they had the opportunity to listen and learn
of debriefing in a hospital setting. For future re-from the reactions of others. This would be consis-
search, the distinction and definition of the type oftent with normalization. With regard to lack of
debriefing being evaluated by a study, as well ashelpfulness scales, more respondents endorsed
the training of the people providing it and the popu-“Dynamics” rather than “Procedure.” The former
lation to whom the process is applied, remain essen-reflected personal discomfort, such as with dis-
tial. Otherwise, the issue of what is being evaluatedcussing the event in a group; the latter, adverse
will remain unclear and lead to inaccurate results.aspects such as leader’s lack of relevant experience.
These distinctions would enable researchers to dis-Evidently, personal factors about the process were
cover which method of debriefing led by what typeof greater concern than aspects related to the appli-
of leader is effective, and with which population.cation of debriefing. It is likely that high endorse-
In addition, a combined quantitative/qualitative re-ment of statements concerning Dynamics were con-
search design is recommended to assist the identifi-sistent with national characteristics. Generally,
cation of helpful processes of debriefing.Australians are less likely to disclose personal infor-

mation, particularly in a work setting, because they
fear evaluation as “not coping,” which could jeopar-
dise job security. This possibly reflected lack of REFERENCES
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addition, nurses are toughest on themselves, and from a minor accident to a major disaster.”1 Life
events, such as divorce, death of a family membermay have great difficulty in getting past the per-

sonal trauma, guilt, and negative self-talk that or friend, and serious illness can be the cause of
the stress. Certainly, riots, war, fatal accidents, andoccurs.

There are clear mechanisms within our institu- community disasters may cause this type of stress.
In perianesthesia units, posttraumatic stresstions to document and handle outcome variances.

Continuous quality improvement tools, occurrence might be precipitated by a crisis that was managed
poorly. It might be that the early clues were missedreports, root cause analyses, sentinel event review,

and individual counseling with corrective action in a patient with pulmonary embolus, sepsis, or
anaphylaxis. Perhaps a medication error occurredmay be used as necessary to evaluate and process

incidents occurring in our units. These are formal or a written order was overlooked for a specific
diagnostic test. Preoperative laboratory results maymeans of ensuring appropriate management and

follow-up of significant problems or untoward not have been related to colleagues in a timely
manner, causing delays in OR start time or unto-outcomes.

Many critical incidents, however, do not re- ward patient outcomes. A nurse may be so involved
in the care of an unstable, critical patient that time isquire formal follow-through. Even if a formal

mechanism is necessary, individualized support of not taken to see the whole picture, and a significant
omission occurs. In the frenzy of a critical incident,staff is essential to promote learning, growth, and

healing. Active listening to staff concerns regarding harsh words and angry sentiments may be used in
frustration. Physicians may be at odds regardingpatient care, individual actions and reactions, and

preferred patient outcomes is essential on an ongo- the management of a patient’s care, with the nurse
in the middle of the opposition. A patient may being basis to show support and advocacy for nurs-

ing staff. transferred to a clinical unit from the postanesthesia
care unit (PACU) and suffer a cardiac or respiratoryNurse managers and caring perianesthesia col-

leagues can do more, however, than active listening. arrest within hours of discharge from PACU. These
incidents cause significant stress and self-doubt forWe can borrow strategies from colleagues in emer-

gency nursing, psychosocial science, and the mili- PACU staff.
tary to adapt the tenets of critical incident stress The stress, or critical incident, “. . . disturbs
debriefing (CISD) for nurses in perianesthesia set- our normal life beliefs and turns our world upside
tings. We can encourage staff to improve skills and down, causing confusion, disbelief, feelings of vul-
coping strategies in dealing with stress. We can nerability, a loss of meaning and purpose in life,
create a support mechanism to provide “critical and a change in self-image or self-esteem.”1 Each
help” to those involved in the incident. nurse brings her or his character, personality, and

previous experiences to bear with each encounter
in the clinical arena. These factors, coupled with a
critical event, will determine how the nurse reactsPosttraumatic Stress
during the incident and afterward.

The military model of psychological de-Disasters of all types can leave hidden damage in
briefing is based in part on the value of groupindividuals who have survived. Anxiety, fear, and
survival. Caring for individuals who are involveddistress may last for a long time after the actual
in military conflicts and at war, when an expressdisaster or incident. The effects of the trauma can
need is voiced or recognized, is essential for indi-also spread to family, friends, and coworkers.
vidual soldiers and for the group. The effectiveness“Posttraumatic stress is the development of certain
of debriefing depends on leadership and the man-symptoms or reactions, following an abnormal
agement of morale. A belief in the dignity of theevent. The event is abnormal in that it is life threat-

ening or extremely disturbing, and can be anything individual and his or her importance to the broader
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social group is basic. This belief can be applied in iety related to the event. It can improve the culture
of your unit and increase awareness of staff strengththe context of the PACU. We need to recognize

high levels of stress within our units, particularly and cohesiveness.
The seven phases of CISD described in theafter critical incidents, and structure an intervention

to support staff to help modify reactions, heal, and following are based on the work of Dyregov, in
1989.3 His work enhanced the original phases de-move forward.

The military literature suggests a “PIE” scribed by Mitchell to include sensory factors re-
lated to the critical incident.3method: proximity, immediacy, and expectancy.2

Encourage discussion of the critical event close to
the battlefield, in our case, the clinical unit where 1. Introduction
the stress or critical incident occurred. Treat it im-
mediately, as close to the incident or event as possi- Make it a priority to intervene to help a staff mem-
ble. Establish the clear expectation that individuals ber or nurse colleague after a critical incident. Es-
and staff will recover fully after rest, reassurance, tablish a safe environment for discussion and the
support, and activities that restore confidence. De- sharing of the experience. The debriefer states the
briefing can be spiritually purging and can help purpose of the process—to review the involved
build morale. The focus can be on lessons learned nurse(s) reactions to the incident, discuss them, and
and what is to be done next. identify methods of dealing with them to prevent

future problems. No information goes into person-
nel files; no reports are made. The leader (debriefer)
who manages the session should have firm self-Critical Incident Stress Debriefing
control, confidence, and competence. Questions
that may stimulate discussion include: Why are youCISD was articulated by Jeffrey T. Mitchell, PhD,
here? What was your role for the patient? Whatin 1983 to help emergency service personnel who
was your assignment? Clarify that this session iswere routinely exposed to trauma in their work.3

confidential and will focus on the nurses’ impres-The goal was to reduce psychological “casualties”
sions and reactions to the incident. The primaryamong emergency personnel. “Critical incident
purpose of the session is to restore nurses to theirstress involves any situation faced by emergency
routine lives and roles.personnel that causes them to experience unusually

strong emotional reactions having the potential to
2. Expectations and Factsinterfere with their ability to function at the scene

or later.”3CISD consists of semistructured interven-
tions designed to decrease initial distress and pre- Encourage discussion of exactly what happened

during the critical incident. Elicit details, acts, andvent ongoing concerns, and negative or destructive
behaviors. Staff may experience emotional numb- circumstances of the event; impressions and emo-

tional reactions to the event should be separateding, hostility, anger, withdrawal, or sleep problems.
CISD promotes emotional processing through ven- and dealt with after the facts are stated. The focus

of this phase is to obtain individualized, factualtilation (verbal acknowledgement) and normaliza-
tion of reactions to trauma, stress, disasters, and information. Questions might include the follow-

ing: Did it happen the way you expected? Did youcritical incidents. It also prepares the staff for possi-
ble future experiences. The focus is on how the respond as you thought you would? Are you secure

with your knowledge of ventriculostomy setup, theindividual is reacting now.4 CISD provides peer
support and encouragement, and opens communi- biphasic defibrillator, and the malignant hyperther-

mia cart and mixing dantrolene? If reviewing thecation between helpers and involved nurses. It gives
legitimacy to the stress, so that the staff feels more incident of a patient’s death after cardiac arrest,

ask the nurse, did you know the advanced cardiaccomfortable coming forward with concern and anx-
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life support (ACLS) algorithm? Was there adequate gerated, reinforce that the emotions are normal and
intravenous access? Was the patient ventilated ap- universal. Reinforce what went well during the inci-
propriately, and were medications given correctly? dent; discuss activities to restore confidence and
Do you understand what caused the critical security for the nurse. Talk about what might hap-
incident? pen later, the next time a patient decompensates

in this manner or a cardiac arrest occurs. What
3. Thoughts and Impressions resources will the nurse use? Discourage detach-

ment from coworkers and irritability; encourage
Once the facts are stated, the debriefer offers con-

esprit de corps and camaraderie. Review stress
structive support, perhaps sharing anecdotes of

management strategies. Questions should focus on:
nurses’ past experiences, personal struggles, or

What techniques work for you? In what ways can
from the collective wisdom of other perianesthesia

you communicate more effectively? What support
nurses. Questions asked might be as follows: What

will you seek next time?
were you thinking as you cared for the patient?
What thoughts did you have as you found the pa-

6. Future Planning and Copingtient (in ventricular tachycardia, in respiratory ar-
rest, with an arterial bleeder, with a flail chest,

Focus on managing symptoms of stress. The de-found the airway occluded, etc.)? What did you
briefer should assess the emotional reactions of thedo? What did you see, hear, or touch? What did
involved nurse and offer further help if required.the patient’s skin feel like? What was your reaction
Questions that may help include the following:to the pulse of the unit at the time? Was your
What steps will you take if you feel overwhelmedperception that there was no one to help you, that
like this in a future critical incident? Do you needyou were alone and sinking? Did you ask for help,
help now to cope with any unresolved feelings?access your resources? This phase helps the individ-
What kind of external support can you expect fromual personalize the incident with meaningful
your family and friends? Encourage more discus-recollection.
sion if needed.

4. Emotional Reaction
7. Disengagement

This phase is concerned with the psychological and
physical aftereffects of the incident. This phase may Seek help for the nurse if there has been no resolu-
take the longest of all phases. The release of emo- tion. Professional counseling may be called for if
tions reflects the internal conflict the nurse has there are unresolved feelings, fears, and worries.
been suffering. Fear of failure, self-reproach, anger, Family and health stressors may have an enormous
guilt, anxiety, and depression are common feelings. impact on the coping skills of the individual nurse
Helpful questions include the following: What was after critical incidents. Critical incident debriefing
the worst part of the incident? How did you react

does not duplicate or replace ongoing professional
to this? The nurse may say, “I can’t do this job;

counseling; its value is to alleviate symptoms cre-
I’m not measuring up.” “That patient might have

ated by a critical incident.
died if…” “I don’t want any more craniotomy pa-

Perianesthesia nurses take pride in astute rec-
tients.” This phase must be dealt with, but it must

ognition and intervention to prevent complications
also end with compassionate leadership and

in their patients. Stress management and main-
encouragement.

taining calm in the midst of chaos may be routine
in our clinical setting. However, there are instances5. Normalization
in which things just go wrong. CISD is a valuable
tool that can be applied in our specialty practice.The debriefer facilitates the acceptance of emo-

tions. Unless the shared emotional response is exag- Caring for our colleagues includes shielding them
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tional damage caused by violence and disaster.from additional stress, assisting them to mobilize
Tucson, AZ: Fisher Books, 2000.resources, and helping them to see the “big picture.”

2. U.S. Army: Soldier and family support, United States
Debriefing a critical incident will lower the tension

Army Medical Department Center and School
level in your unit, help individual nurses achieve correspondence subcourse. Washington, DC:
relative emotional control, and improve behavioral U.S. Army, 1995.

3. Rubin, J: Critical incident stress debriefing: Helpinginteractions. It will allow nurses to obtain a com-
the helpers. J Emerg Nurs 16:255–258, 1990.plete picture of what took place, put closure on it,

4. Foa, E: Effective treatments for PTSD. New York:and let it go.
The Guilford Press, 2000.
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the significance of military engagement or to imply
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Epilogue

Over the years, I received many inquiries about visits and telephone conferences the care team at-
tempts to clarify what the person in transition may“transitions.” I have selected 13 commonly asked

questions and included answers to these questions. be going through and will go through during the
transition to recovery; the team then providesThe goal for sharing the questions and answers is

to stimulate a dialogue to use as an example for knowledge, skills, strategies, self-care, and psy-
chosocial competencies to help the person deal withgenerating more questions and to inspire better an-

swers. Theories are constructed to guide research the transition experience.
The second most important part of transitionand practice, to be refuted, to be extended, and to

be modified. Providing this epilogue with questions theory is having an understanding of the transition
experience itself, which is defined as the experiencealso serves to remind readers that all the writings

about transitions are tentative, dynamic, and con- of losses and gains, changes and transformations,
and a passage from one state to another. However,stantly changing.

The questions posed are not exhaustive and these experiences and responses are defined by
whether the transition is the result of normal devel-are works in progress. None of the answers is defini-

tive. Use the questions to stimulate additional ques- opment, changes in health and illness, acute or
chronic diagnoses, going in or out of hospitals,tions of your own and use the answers as a catalyst

toward constructing your own answers. I want to divorce, or organizational changes. The experience
is also mediated by whether the person is goingextend my deep appreciation for those who take

the time to ask questions, and for the authors of the through single or multiple transitions, the meaning
of the transition to the person undergoing it, andquestions I use here, sometimes almost verbatim. I

have not included the authors’ names for two rea- what else is occurring in the life of the person.
There are so many conditions that act to exacerbatesons: first, to protect them and second, because I

use some of the questions as prototypes and as or ameliorate responses to these personal, immedi-
ate family, community, or societal transitions.patterns of questions.
Healthy transitions are not only judged by the final
outcome, such as mastery of roles, a sense of well-

FREQUENTLY ASKED being, or well-being of relationships; they are also
QUESTIONS predicated on whether the processes themselves

were healthy or unhealthy. Outcomes include the
Q1: What are the focuses of your transition extent to which individuals who experience transi-
model? tion can freely define themselves with identity flu-

idity, for example, I am a cancer survivor and a
professor—and not either one or the other.A1: There are two major parts to transition theory.

The first is an intervention made by a nurse to
Q2: How has your theory of “transition”facilitate transition and promote well-being and
evolved?mastery of the changes that result from the transi-

tion. What this includes conceptually is providing A2: My theoretical journey was first inspired by
research findings from a master’s-degree thesis thatsupport through significant others as well as a care

team of advanced practice nurses. Through home the health of informal caregivers of chronically ill

619
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patients and of their spouses was enhanced by their Q4: How would you discuss your theory in rela-
tion to research, practice, and education?dialogue and clarity of interaction. My doctoral

dissertation further reinforced that couples who can
A4: Transitions theory is used and is helpful in

define each other’s roles more accurately, hence
practice, research, and education.

having meaningful and productive dialogues and
Let me start with education, first at the faculty

interactions that clarify those roles, tended to be
level and then at the curriculum level. Knowing

more effective planners of their family’s future.
that there will be a transition experience and re-

Subsequently, clinical experiences in caring for
sponses will be triggered by the resulting changes

new parents highlighted the need for nurses to work
and events makes us as faculty pause to think about

with couples who are anticipating a first baby or
our students entering any program. This begs sev-

whose lives have changed because of the birthing
eral questions: How do we make the students’ tran-

of first babies.
sition most productive and are their behavior needs

I became interested in transitions in the 1960s
and responses the same at the onset of the event

when I realized that nurses’ major work was to
as compared to before the transition occurs or later

prepare people for developmental, situational, and
on in the process? Therefore providing pretransition

health–illness transitions and care for them to en-
information gives opportunities to answer ques-

sure that they cope well and emerge from a transi-
tions, clarify roles, and mobilize support for them.

tion with well-being. I was interested in nurses’
This may enhance their learning experience.

actions in developing interventions and defining
At the curriculum level, defining important

outcomes, and my subsequent research focused on
developmental, health–illness, organizational, and

what happens to people who do not make healthy
situational events that trigger different patterns of

transitions and what interventions could facilitate
experiences could be a framework for understand-

people’s healthy transitions.
ing the transition experience and offering the appro-
priate interventions. There are at least two teaching

Q3: What is the philosophical foundation of
moments in using transitions as a framework for a

transition theory?
curriculum. One is helping the student identify and
reflect on her or his own transitions. The secondA3: I believe I was influenced early on in my theo-

retical journey by symbolic interactionism, which is providing students with a curriculum that is cu-
mulatively and progressively more complex, withis a philosophical view of how people interact effec-

tively and through which the dynamic self is formed well-defined milestones that lead from one stage
of learning to a higher, more dynamic level. Theas a result of a series of experiences and interac-

tions. Role theory influenced my work on role sup- curriculum would be built on such concepts as
stages, milestones, turning points, experiences, andplementation and then, later on, feminist theories

influenced my writings about the transition experi- developmental, health and illness, organizational,
and situational changes.ences. As I further developed transitions as a situa-

tion-specific theory, feminist postcolonialism trig- Transition as a middle-range theory has been
used as a framework for developing situation-spe-gered the inclusion of society and community as

important conditions influencing how the margin- cific theories. Transition theory is used in some
global graduate and undergraduate nursing pro-alized and the socially vulnerable populations expe-

rience transitions and cope with them. Even the grams. In the United States, transition theory was
used as a curriculum framework in a number ofnursing therapeutics of who gets treated and who

does not are influenced by sexism, homophobia, colleges, including the School of Nursing at the
University of Connecticut.nationalism, and many other “isms.” Therefore, my

more recent writings are influenced by postcolo- Finally, in addition to providing a framework
for individual research projects, transitions theorynial feminism.
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has prompted me to strategize for the development along their chronic-illness trajectory. One im-
of a research center that houses researchers whose portant point—a milestone occurs at the diagnosis
investigations are focused on aspects of transition phase, when the person has just learned that he or
and health. Dr. Mary Naylor leads the Center. Her she is living with a chronic illness. What were
own collaborative program of research has been on the person’s responses? What are the best nursing
testing transitional care models for elders and the interventions at this important junction during his
chronically ill. The Center was established in 2007 or her illness experience?
and subsequently endowed and named The New Transition theory can help you in defining the
Courtland Center for Transitions and Health. different milestones at which nursing care is

needed, the nature of care needed, the appropriate
Q5: What is your understanding of “nursing teaching moments, and provide you with a frame-
model of care”? work for planning the most congruent intervention.

The theory helps in defining for you some of theA5: There are many models of care. In the book
research questions that should be explored.Caring for Women Cross-Culturally (St. Hill, Lip-

son, & Meleis, 2003), I discussed one model of
Q8: I teach ethics and have used your book,care. Another model of care was discussed in my
Theoretical Nursing (Meleis, 2007), as a refer-2007 theoretical nursing book (Meleis, 2007) in the
ence resource for so many queries. I also havechapter on middle-range theory in which I discussed
received a PhD in Philosophy and studied Aris-transitions. In addition, there are general grand the-
totle’s virtue ethics. I want to relate my ownories, middle-range theories, and situation-specific
education and interest to health care ethics. Itheories, all of which lend themselves to operation-
have developed a framework to relate Aristotle’salization into several care models. A model of care
concepts to health care with the idea that healthis a conceptual framework that guides care. Please
care professionals in different fields may use itread my transitions literature, as they may help
to care for patients. My question is, can myclarify the application of transitions to nursing
“model or theory” be a model for nursing if itmodels.
is not exclusively for nurses?

Q6: What do milestones mean in nursing inter-
A8: First, let me congratulate you on completingventions and how do you define milestones?
your PhD and on the subject matter you chose to

A6: A milestone in the transition theory means study. We need people and nurses like you who
some important marker after which there is a turn- spend time and effort in developing scholarship in
ing point and new responses are manifested. A ethics. So, thank you on behalf of our discipline.
milestone may be the point at which self-care be- Second, you have an organizing concept (the
comes more embodied, where an “aha” is achieved, virtuous nurse/doctor) and I assume you define it,
or where a comfort level in a new role is attained. you discuss the antecedents and the context for

becoming virtuous, the behaviors and the responses
Q7: I have just entered the nursing profession in the agent of virtuousness and in the recipients
and am curious how someone like me could re- of virtuous care, and the consequences and out-
late or use your theory to help a person with a comes that result from that care. I also assume you
chronic illness? define the assumptions to each of these, on which

you are building your arguments. If you have allA7: Welcome to the best profession and the finest
that with supportive literature, you should call it aof disciplines! First of all, you need to read about
conceptual model. I prefer not calling it a theorythe theory and review articles on its translation into
because it is hard to differentiate between the twopractice. Then you need to think about your clients

and their needs for health care at different points for the many reasons I mention in my book. Do
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not waste time on what to call it, invest time in 2. Yes, it is correct to define and measure outcome
indicators such as mastery of roles and self caredeveloping it and disseminating it in the literature.
and their skill in having different roles simulta-

Q9: I am a third-year doctoral student in Thai- neously and being fluid in integrating their dif-
land and have been interested in your theory ferent identities, including being a mother of a
since I was a first-year doctoral student. I have premature baby.
used your theory to explain the phenomenon of 3. Yes, this is correct. “Fluid integrative identities”
transition of premature infants’ mothers and to refers to having a defined role (I am a mother
establish the intervention of a transitional care of a preemie and I know what that means and
program for premature infants’ mothers. How- what to do about it) and being able to also live
ever, I am not clear if I am using your theory through other roles comfortably (I am also a
correctly so I have the following questions: mother of other kids, I am a teacher, a wife,

etc.). It means that one role does not dominate1. In my intervention, I will prepare moth-
and take over one’s life.ers, the community, and the health care service

as the facilitators for transitions. I will prepare
Q10: I am a nurse and am currently working onmothers to begin to feel connected to their ba-
my master’s thesis at a university in Switzerland.bies, their families, and health care providers;
The focus of my thesis will be qualitative phe-to interact with and become situated in their
nomenological research about the experiencesnew role as mother, develop confidence in that
of patients at home who are starting to sufferrole, and learn to cope with the challenges of
from functional decline until their realization ofcaring for premature infants. Is the interven-
impending death. I would like to use your theorytion correct?
but have the following questions: Is it possible to2. If I would like to evaluate healthy transi-
talk about transition from chronic illness towardtion, I can measure success from mastery of roles
end of life? Can death or the realization of ap-and self-care and the ability of those undergoing
proaching death be the other end of transition?transition to have fluid integrative identities of
What would be the positive outcomes?the premature infants’ mothers as outcome indi-

cators. Is this approach correct? A10: To answer your questions, yes, by all means
it is possible to use “transitions” as a framework3. The mastery of premature infants’

mothers in their new role refers to the knowl- to describe the transitions that occur in a chronic
illness as well as the transition of death. For either,edge, skill, and behavior needed to care for an

infant. And fluid integrative identities of prema- the beginning and ending points are arbitrary and
depend on the milestone to be discussed/researched.ture infants’ mothers refer to mothers who can

care for babies correctly in everyday life. Is this For example, the dying transition could be from
diagnosis to acceptance of impending death or tocorrect? I am not clear about fluid integrative

identities; please explain this concept in really knowing one is dying. It could also be until
a person is pronounced dead.greater detail.

Realizing, becoming aware, accepting, and
A9: I love your country and think highly of the

preparing for death could be ending points. Positive
progress made there in research and education. Here

outcomes could be focusing on planning for death,
are the answers to your questions:

inviting families to talk about death, planning your
1. Yes, your intervention is correct but you need own funeral, being able to support your family, and

to clarify the mothers’ roles, expectations, and so on. But I hope that is what you will find out.
concerns. You need to have a responsive team
available for home visits, phone calls, or through Q11. I am doctoral student of nursing in Tehran,

Iran. For my doctoral dissertation I am goingother modes of communication.
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to work on developing a “practice education I know that your theory has evolved over
the years, exploring new avenues, and expandingmodel ” to develop a partnership structure be-

tween academic and practice organizations. In knowledge through research to better under-
stand transitions as a whole. I was just wonder-this regard, I’m going to conduct a systematic

literature review as the first step and as the ing if there is any advice or words of wisdom
that you would have for me or my fellow peersdeductive process. Next, I’m going to use the

inductive process by conducting a qualitative as I present this theory?
study to determine what nurses perceive as their A12: I am absolutely delighted you are studying
roles in the different settings. Finally, I plan to the theory and I hope that you and your colleagues
examine and refine the model in relation to the will use it in uncovering the responses and experi-
literature and based on the results of the qualita- ences of members of organizations undergoing
tive study. change.

But, some methodological ambiguities exist It is through difficult times such as we are
for me and I could use your valuable advice facing now, with the economic meltdown, that
regarding the following questions: knowing that transitions are processes that are dy-

namic and have a beginning, an ending, milestones1. Is using such deductive and inductive pro-
and processes, is helpful. We could facilitatecesses correct or not?
achieving healthy transitions and positive mastery2. Which strategy is the most appropriate one
outcomes by considering them from a coherentto use to develop this model?
framework such as the Transition Theory.

A11: Yes, this is an excellent way to proceed. Here
are the answers to your questions: Q13: I have some questions regarding the origin

and philosophical foundations of Transitions1. The deductive process will give you an opportu-
Theory that maybe you could answer them fornity to review the literature and critically assess
me. Is there any metatheoretical (philosophical)existing models.
background in this theory? I understand that2. After you assess existing collaborative models,
Dr. Turner’s theory about Family Interactionsyou may want to uncover existing models in
guided you in the development of concepts forIran and find out if there has been any research
Transitions, but is there any Nursing Theoryconducted on these models.
that also contributed as well such as Theory of3. Using a focus-group approach to review the evi-
Vulnerability? Is there any philosophical scien-dence related to each model and to define priorit-
tific movement (such as postmodernism) thaties in Iran may be the Best way to develop
could also have influenced this theory develop-your model.
ment when you decided to study the experiences4. I would then do a pilot study implementing the
of transitions? I would like to inform you howselected models to compare and contrast the
much I enjoyed analyzing transitions theory.outcomes as well as to describe the various inter-
Perhaps the fact that nurse anesthetists havevention protocols. Start by operationalizing the
been stereotyped as medically oriented nursesconcepts in each model and identifying ways to
without touch and feeling, I have realized thatmeasure each variable.
we also deal with transitions day after day, from

Q12: I am a graduate student in Milwaukee, preop, intraop and postop, not only educating
Wisconsin, studying health systems leadership patients and family about anesthesia effects, but
pursuing a joint master’s in business adminis- also how to plan their anesthesia and how to
tration. This semester I am currently taking deal with their complications such as nausea and
nursing theory and am doing a presentation on vomiting. We also assist families to learn their

roles as caregivers for postanesthesia care.your theory of transitions.
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A13: Thank you for your keen interest in the theory Finally, I am very pleased that nurse anesthetists
are thinking theoretically about their work. Youof transitions. The following are the responses to

your questions: have a great deal to contribute to advance nursing
knowledge. Articulating what you do theoretically

1. No, there was not any additional nursing theory
will move us forward. Keep doing it and keep

that contributed to the theory of transitions.
me informed.

However, I was influenced by Florence Nightin-
gale’s focus on environment, health and well-
being. My overall thinking about transitions was

REFERENCESdeeply influenced by symbolic interactionism.
2. In hindsight, postmodernism and postcolonialist

Meleis, A. I. (2007). Theoretical nursing: Development
feminist theories guided my thinking and writ- and progress (4th ed.). Philadelphia: Lippincott Wil-
ing. However, that influence did not take shape liams & Wilkins.

St. Hill, P., Lipson, J., & Meleis, A. I. (Eds.). (2002).until very recently and you could see that influ-
Caring for women cross-culturally: A portableence in the situation-specific theories that were
guide. Philadelphia: FA Davis.subsequently developed.
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