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ABSTRACT

In this thesis, the symbolic interactionist, control
and negotiated order perspectives provide the theoretical
framework within which to analyse how workers seek and
maintain control over their conditions of work,

The thesis is a secondary analysis of participant
observation data from a primary study conducted on four
wards of an acute care teaching hospital. The nurse-
client relationship is the focus of investigation, with
the patient viewed as the vprimary client and the patient's
family conceptualized as a secondary client.

The nurse-patient relationship is investigated,
examining situations in which patients come to be perceived
as behaviour problems by nurses and the ways in which
nurses react to regain control over these problem natients.
A group of 102 problgm patients is analysed, and several
distinct problem categories aré discovered, Patients
in each category are analysed according to age, sex
and diagnosis. Gex is found to be a significant determinant
of being perceived as a problem, with female patients
ooﬁprising a large proportion of the problem group.

Unlike other studies, age is not a determinant of being
peréeived as a problem in these data, Nurses' techniques

of control are investigated. Implications of these
techniques with respect to institutional soals of total
patient care and psychosocial care are discussed. It is

see that patients who are perceived as behavioﬁr problems are
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very likely to be defined a8 having social and ewmotional
problems and to be seen by a psychiatrist or social worker,
The relationship between nurses and patients! families
is examined. It is argued that problems of control over
families are heightened in the study hospital as a result
of institutional policies of open visiting and family part-
icipation in »natient care. Analysis of 46 problem families
reveals the use of alitercasting as a technigue of inter-

personal control., HNHurses cast families into three roles --

bt
[&]

visitor, worker and patient. Nurses prefer the visitor role
but when this breaks down they cast the relative in a |
combined patient/worker role, with the patient role the
preferred one, This contrasts with other studies which
indicate nurses more commonly cast relatives in worker

roles. It is argued that the emphasis in the study hos-

ital on psychosocial care encourages the imputing of the

i’
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atient role to the problem relative and provides the

possibility of increased social control over clients.
Information control is analysed and found to be
pervasive and taken for granted in this setting.
Difficulties created for nurses by information control
are given particular attention.
Patient satisfaction with nursing care and information
is examined. 1igh levels of satisfaction are found,
placing in perspective the focus on problems which is

~talten in the thesis and raising guestions with respect to

nolicies of information-giving that would be most
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CHAPTER ONE

INTRODUCTION

In this thesis, I am interested in studying a
particulér situvation to see how a group of health
professionals seek to gain control over their conditions
of work.

This concern has a long history in sociology.
Studies in the area have focussed on such concerns as
the worker's need to be able to make decisions, be
independent and self-actualizing, as well as the
identification of the worker's ability to control
conditions of work with worker satisfaction (for examples
of work in this area, see Argyris, 1959, 1960; Brown,
1962; Goldthorpe et al., 1969; Katz, 1968; Kohn and
Schooler, 1969; Lawrence and Lorsch, 1967; Lewin et al.,
1939; lMaslow, 1954; Mason, 1960; Pearlin, 1962; Roy,
1952, For reviews of work done in the area, see>Singer,

1974, and Argyris, 1972).

General theoretical perspective: svmbolic interactionism,

control, and the negotiation of order

In this study, I begin with the assumption that
individual human beings act in such a way as to strive
to control their relationships and situations. There is
order in the social world, but it is a precarious order,

negotiated as actors interact in social situations.



This thesis is based, above all, on the methods
and theories of the symbolic interactionist school of
sociological thought. In describing this perspective,
I will discuss three interrelated aspects: symbolic
interactionism, control, and the negotiation of order.
Human beings are seen as interpreting, linking their
lines of action, and creating and re-creating their social
world, Blumer enunciates the basic premises of the
tradition as follows:

.o .human group life consists of the fitting to
each other of the lines of action of the par-
ticipants; such aligning of actioms takes place
predominantly by the participants indicating to
one another what to do and in turn interpreting
such indications made by the others; out of such
interaction people form the objects that constitute
their worlds; people are prepared to act toward
these objects on the basis of the meaning these
objects have for them; human belings face their
world as organisms with selves, thus allowing
each to make indications to himself; human action
is counstructed by the actor on the basis of what
he notes, interprets, and assesseg; and the
interlinking of such ongoing action constitutes
organizations, Institutions, and vast complexes
of interdependent relations (Blumer, 1969:49),

Blumer emphasizes meaning and the voluntaristic
nature of individual action. The methodological stance
of symbolic interactionism is direct observation of the
empirical social world, the study of interaction between
individuals over time and in natural situations.

.s.bthe empirical social world consists of
ongoing group 1life and one has to get close

to this 1life to know what is going on in it
(Blumer, 1969:38),



The control perspective, implicit in the symbolic
interactionist approach, is made explicit by Dawe. He
takes the central problem of sociology to be the problem
of control. Philosophically, the sociology of control
has its roots in the Enlightenment philosophes! concern
with "how human beings could regain control over essentially
man-made institutions and historical situations" (Dawe,
1970:547). DBasic to this perspective is the postulate
that each actor has a "central meaning" system by means
of which he organizes his experiences. The actor is...

...conceptualized as integrating his different
situations and biographical episodes in terms of
an overall life-meaning from which he derives

his gituationally specific goals and definitions
(Dawe, 1970:548-9).

To control an interaction situation is to impose

one's definition of the situation upon the other actors

in the situation,
Dawe differentiates between control and conflict.

There is no postulate of consensus or...co-operation,
conflict or constraint. The extent to which a
concrete interaction situation turns on any or

all of these Dbecomes the empirical question it
really is (Dawe, 1970:549).

The capacity for control 1s differentially distrib-
uted. The factors involved include...

...the nature and scope of situational definitions...
the relationship, in terms of projected outcomes,
between the consequent courses of action...and...
differential access to facilities and subjection

to limiting conditions (Dawe, 1970:549).



The dual concepts of central meaning and control
produce a distinctive view of the nature of society.

Social systems are conceptualiged as the outcome

of a continuous process of interaction, which

turns on the "projects" and differential capacities
for control of the participants (Dawe, 1970:549).

This perspective conceptualizes roles and institu-

tions...

...at two emergent levels. At the level of the
social actor, they are linked by their relation-
ship to a central meaning and by the attempt to
activate that meaning across the institutional
board. At the social-system level, they are
linked by relationships of control and by the
purposes which emerge as the result of interaction

(Dawe, 1970:550).

Combining the symbolic interactionist and control

perspectives, it is clear that...

«..50cial interaction is a process that forms
human conduct instead of being merely a means
or a setting for the expression or release of
human conduct (Blumer, 1969:8).

Human action is emergent in nature and is character-
ized by individuals striving to achieve their goals.
Because individuals do not act in a vacuum but interact
with other purposive individuals, the outcome or order
may be different than what any of the acting parties
intended. Order is, in this sense, negotiated.

This view of behaviour is...
.so.0ne not so much of overt, continuous, and
visible conflict, or of relatively harmonious
integration, but of moves and countermoves,
of claims for and denials of legitimacy, of

concealment and discovery, of overt and covert
bargaining, of concern and indifference; in short,

of negotiation (Morgan, 1975).



The negotiated order perspective received its major
statement in the work of Strauss and his colleagues
(Strauss et al, 1963%). They focus on "negotiation -
the process of give~and-take, of diplomacy, of bargaining -
which characterizes organizational life" (Strauss et al,
1963:148), While their study investigated the negotiation
of order among hospital staff members, in this thesis I
will examine how order is negotiated between staff,
specifically nurses, and patients and their families,

As Strauss et al outline, negotiation consists of making
claims and counterdemands, games of give-and-take, the
use of variety of devices and strategies such as with-
holding information, bargaining, and displaying varying
degrees of co-operativeness.

Hewitt describes the negotiative process as follows:
...if we examine any joint action, we are more
likely to see coordination and order as the results
of people's self-conscious efforts to produce
them than as the spontaneous, unconscious products
of their activities. Everywhere in social life
we see bargaining, negotiation, deliberation,
agreements, temporary arrangements, deliberate
suspensions of the rules, and a variety of other
procedures in which the accomplishment of social
order and coordinated activity is a deliberate
undertaking (Hewitt, 1976:171).

In this view, then, "order is actively maintained

and at the same time continually open to question”
(Morgan, 1975:224). Control over conditions of work

is an 6ngoing, negotiated proceés rather than an

established order.
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Several recent works in sociology have employed
the theoretical perspective described above. Roth's
study of tuberculosis patients, Davis' study of polio
victims and their families, Freidson's study of the views
of patients, Glaser and Strauss! work on dying patients,
Goffman's research on inmates of mental hospitals,
Lorber's investigation of hospital patients, and Millman's
research on surgeons' mistakes fall clearly within this
perspective as it applies in medical settings (Roth,
1963%a, 1963b; Davis, 1960, 196%; Freidson, 1961; Goffman,
1961; Glaser and Strauss, 1965; Lorber, 1975; Millman,
1977). Such works as Gold's study of the janitor and
his clients (Gold, 1964) and Wilfred Martin's study of the
negotiated order of the school (Martin, 1976) illustrate
the fruitfulness of applying the perspective to the
wider area of organizations and clients.

The applioation of the perspective described above
to the nurse-patient, nurse-family, or nurse-physician
relationships involves a view of these relationships
at variance with the traditional view which stresses
roles, complementarity, co-operation and reciprocity.
These relationships are viewed, in this thesis, as
problematic. DProfessional and layperson are from two

different worlds, and bring to the hospital setting



different definitions of the situation, different needs
and different goals. Nurses, like other workers, may

be expected to seek to control their conditions of work.
They must control patients in order to do their job.

At the same time, patients and their families may be
expected to try to control the conditions of their
hospital experience. The ensuing process of negotiation
takes place under circumstances of unequal power. The
structural features of modern medicine create an asymmet-
rical relationship between the health professional and
the patient or family member. This asymmetry is intensified
when the patient is in hospital. Access to information,
degree of uncertainty, competence gap —-- all of these
place the nurse in a more powerful position relative to
patients and families. However, as will be seen in

this thesis, patients and families manage +to exercise
considerable influence despite unequal power. Furthermore,
structural conditions also have an unfavourable aspect
for nurses, While nurses must accomplish much of the a
routine care of patients, and must bear the brunt of the
patient‘s struggle for control, they are constrained by
their subordinate position to physicians. Thus, the
nﬁrse's struggle for control must be considered not only

in terms of interaction with patients and families, but
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with the other health team members as well, particularly
the doctors to whom the nurse is subordinate.

These relationships are enacted in the hospital,
a special kind of organization and one which is thought
to influence the human interaction within its sphere.
It will be useful to look now at this particular area
of organizations and clients; although only some of the
points made will be directly relevant to the thesis,
the discussion will form a general background within

which to view the discussion in the following chapters.

Theoretical background: hospitals and clients

The hospital is a complex organization which provides
a service to clients and employs a high proportion of
professionals. These characteristics are thought to have
implications for the nature of the organization (Freidson
and Rhea, 1965; Hall, 1972; Scott, 1965). Whether or not
a hospital ié properly characterized as "bureaucratic"
or "professional™ is a question which has received much
attention in sociology. ‘The term "professional bureaucracy"
is sometimes used to describe a hospital (Litwak and
Meyer, 1966). Goss (1963) calls a hospital "semi-.
bureaucratic” since there is usually a dual control system,
with an administrative arm overseeing most functions and
a medical arm which consists of physicians overseeing

medical staff. Decisions on administfative matters are



made and enforced by the authority of office, but matters
involving professional judgment are left to individual
physicians' professional authority, or perhaps to the
professional authority of other health professionals.
Freidson says the term "professional" is commonly
used to denote a flexible and egalitarian way of organizing
work, while "bureaucratic" denotes a rigid, mechanical
and authoritarian approach. As Freidson points out,
there is an assumption that professional authority is
"neutrally functional” and gains compliance because
it is"in some way naturally compelling" (Freidson, 1970c:
73). In reality, Freidson suggests, many of the problems
in health services thought to stem from bureaucratic
aspects of the system may in fact be traced to its
professional organization; this is the root of authorit-
arianism and rigidity, not bureaucracy. Freidson contends
that in the hospital the expertise of the professional
is institutionalized into something similar to bureaucratic
office., The medical profession is dominant and there
exists a hierarchy, not of office but of expertise,
...the dominance of client services by the
principle of expertise which is embodied in a
professionally ordered division of labor is,
analytically and practically, fully as problem-
atic as is dominance by the principles of rational-
legal bureaucracy. BExpertise institutionalized
into a profession is not...an automatically self-
correcting, purely task-oriented substitute for
"arbitrary" bureaucracy...both the ideology
and the technology combine to produce bureaucracy-

like consequences for (the client) (Freidson,
1970¢:90).
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Freidson discerns two patterns of hospital care,
one traditional and one more contemporary, within which
to view staff-client interaction.
The traditional pattern of hospital care is termed
the "classical hospital care model" by Wessen (1966)
and the "medical-intervention pattern" by PFreidson (1970a).
The physician is dominant and the staff's work is organized
by the physician's orders. The patient is considered
incapable of judging what is needed and expected %o
submit passively to the judgment and treatment of the
staff, The staff serve mainly as the physician's agents
in dealing with the patient.
Interaction between patient and staff thus
takes on an impersonal quality, and interaction
among various members becomes ordered by a
professional chain of command...(Freidson, 1970a:
133).
Over the past few decades, this model has been
undergoing change,
The phrase "comprehensive care" has .risen to
serve as a label of the view that ailments
should not be managed discretely, separately from
each other by individual specialists. These
developments...while still more programmatic
than actually realized, have come to make ambiguous
the character of the classical intervention patterms,
particularly in the university-affiliated hospitals
where they flourish (Freidson, 1970a:134).

This contemporary pattern, the one subscribed to by

the hospital in the present study, tends to include the
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patient taking an active, motivated role in his treatment.
The physician's position is somewhat more ambiguous.
He is first among equals., While he is still in charge
of the patient, and bears ultimate responsibility, all
members of the health team are held to have valuable
contributions to make with regard to planning treatment.
The patient himself/herself may be, on occasion, included
ag part of the team. However, even where this model
prevails...

...the absolute character of the authority

of expertise makes itself felt (IF'reidson, 1970a:

134).

As a description of hospital organization, Freidson's

analysis seems to me to be highly suggestive. However,
no matter which view of the hospital one accepts, certain
common features seem apparent. In the hospital, professional
service is provided in a bureaucratic setting, and the
experiences of nurses, patients and families will be
subject to bureaucratic strains, Nurses are subject to
bureaucratic control and perform many routine functions.
Patients' and families' complaints about hospitals --
depersonalization, feelings of helplessness, loss of
dignity as individuals -- have much in common with clients'
complaints about other types of bureaucratic organizations

(for studies documenting negative effects for clients
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of bureaucratization, see Ferguson, 1958; Freidson,
1961 and 1963%; Stanton and Schwartz, 1954; Levinson
and Gallagher, 1964; IFitchell, 1966; Rubington, 1965;
Bidwell, 1965).%

I turn now to a more detailed discussion of the
staff-client relationship., In this thesis, the term
denotes either a patient or a family member, following
a definition of client as "an individual who has contact
with a bureauvcratic organization in connection with his
own personal interests and obligations" (Xatz and Danet,
197%:668), "Staff" denotes an employee of the hospital,
usually a professional. The nurse-client relationship
will be of central interest,

Both the bureaucratic model described by Weber (19;7)
and the professional role described by Parsons (1951)
prescribe universalism, achievement orientation, specificity
with regard to task orientation, and emotional neutrality.
Deviations from these norms, whether in the client's
favour or not, are considered illegitimate. In addition
to the above characteristics, the professional role adds
a "collectivity orientation" rather than the self-interest
which is a legitimate component of other roles such as
the businessman. Professionals are further characterized
by autonomy, expertise, a service 1ideal, special training

and internalization of a set of professional norms and

values,
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The relationship between health professional and
client in the hospital setting is asymmetrical in that
the profeésional has greater oompetenée, more information
and less uncertainty than the client, and is performing
a full-time occupational role with commitment to a career
and long-term participation in this role; for the client,
commitment and participation are more limited, both in
scope and time.

While some analysts (Fox, 1957, 1959 and 1970;
Waitzkin and Stoeckle, 1972; Waitzkin and Waterman,

1974; Davis, 1963; Freidson, 1970b; Roth, 196%) focus
on the professionals! manipulation of their advantages
to maintain positions of power and control with respect
to clients, Parsons (1969) stresses the bridging of the
"competence gap" through the patient's trust in the
professional's judgment, knowledge and action.

Critics of Parsons have suggested that the factors
stressed by him as typifying the professional-~client
relationship, namely functional specificity, affective
neutrality, universalism rather than particularism,
achievement-orientation and collectivity-orientation,
create distance between professional and client,

Parsons' analysis of the doctor-patient relation-
ship leans in the direction of formality and
distance between doctor and patient, rather than

toward closeness and trust (Waitzkin and Waterman,
1974:19).



Waitzkin and Waterman (1974) point out that in
the health professional-client relationship there is an
inherent tension between the professional's social control
function -—- regulating access to the sick role -~ on
the one hand, and the expectation that the client will
display trust and confidence in the professional on the
other. There 1s a resultant ambiguity in the relation-
ship; the patient may not believe that his/her doctor
or nurse has only his/her best interests at heart. The
tension for nurses and doctors between the healing role
and the gatekeeper role will be evident in Chapters Two
and Three.

The tension between the service and social control
functions is an example of conflict resulting from mixed
goals of an organization. Another common conflict is
between service and procedure. These conflicts have
implications.for how the organization treats clients
and how clients perceilve their experiences. For example,
Catrice-Torey (1966) showed that while officials were
concerned with administrative procedures, clients expected
officials to be accesgssible and to treat them as individual
cases.

Social characteristics of clients and staff
such as friendship, kinship, race, age, sex, class,

ethnicity and religion are termed "latent" or '"role-



irrelevant" by Katz and Danet (1973:690) and are not
supposed to influence the behaviour of staff or clients
toward one another. That they do, in fact, impinge on
the official-client relationship and may exert pressure
on the official to deviate from organizational norms
has been demonstrated in several studies (Sudnow, 1967, and
Katz and Eisenstadt, 1960, for example). In this study,
it will be shown that the sex of patients impinges
significantly on the professional-client relationship.
Social class has been found to be a significant
factor in professional-client relationships, with the
lower class client at a decided disadvantage., Health
professionals are usually middle clasgss. Since lower
class clients are accustomed to interpersonal relation-
ships which emphasize the concrete and the personal, they
experience more difficulties and greater feelings of
powerlessness and confusion in bureaucratic settings than
do middle class clients (Miller, 1964). A number of
studies invegstigate the effects of social class on attit-
udes and knowledge about health, illness, diagnosis and
treatment (Blau, 1960; Rosenblatt and Suchman, 1964a
and 1964b; Freidson, 1961; Feldman, 1966; Waitzkin and

Stoeckle, 1972). Lower class individuals know less
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about illness, have different definitions of illness,

are slower to accept the sick role and are more dependent
once defined as sick than are middle class patients.

Lower class patients are hampered linguistically and

by feelings of awe and greater social distance. ILower
class patients are less critical than middle class patients
toward health services.

For all patients, hospitalization brings the
probability of some degree of alienation in the sense
of powerlessness. They lose control over their bodies,
over many or all of the ordinary routines of life, and
they lose their role as independent adults.

The roots of patient alienation lie in this
surrender of the body...(Waitzkin and Waterman,
1974:76).

The widespread practice of withholding information
exacerbates alienation.

...alienation becomes most severe when physicians
withhold information about illness and therapy
(Waitzkin and Waterman, 1974:76).

The efforts of staff to control information and of
the clients to obtain it have been extensively documented
in hospital studies (Quint, 1965; Davis, 1963%; 1960;
Roth, 1963a, 1963b; McIntosh, 1974, 1977; Kelly, 1950;
Waitzkin and Stoeckle, 1972; Glaser and Strauss, 1965).

Freidson views information control as the key to the

unhappy experiences of clients in hospitals. He sees
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practices of information control as stemming directly

from the domiﬁance of the medical profession in the
organization of hospital care and the physician's conception
of his relation to his client. The medical profession,

by withholding information and insisting the client have
faith rather than facts, protects its position of
institutionalized authority. Information control will

be discussed extensively in Chapter Five,

Of the areas covered in the above section, éome wiil
be highly relevant to the thesis while others are intended
simply as background. The professional-bureaucratic
debate, at the organizational level, is largely outside
the immediate interests of the thesis, While social class
is not used as a variable in the analysis of this thesis,
I consider it another interesting and important dimension
of the professional-client relationship and discuss it
above for ﬁhat reason, Patient alienation is not discussed
directly in the thesis, but as it is a common agpect of
patient experience it seemed important to acknowledge
it above.

Other aspects of the preceding discussion are more
pertinent to the thesis., The position of nurses in the
authority structure of the hospital creates problems for
them, as will be seen in Chapter Three. The comprehensive
care model of patient care is, as mentioned above, the
model subscribed to in the hospital in this study. Some

of the ambiguities in this model will be evident in the
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examples from the field notes which appear in the follow-
ing chapters.. Patients and families may be annoyed when
they feel they are not part of the health care team.
Nurses perceive doctors as exercising quite arbitrary
authority, despite attempts at a somewhat less hierarchical
team structure than in traditional settings. Patients

are not treated as total persons despite philosophical
slogans to the contrary. As noted above, Chapters Two
and Three discuss the conflict between the gatekeeper

and health care functions of medical professionals.

Role irrelevant characteristics will be seen to play a
part in the professional-client relationship; this is
discussed at length in Chapter Two. As stated previously,

information is discussed in Chapter Five.

Methodology

Primary study

This thesis 1s a secondary analysis of data origin-
ally gathered as part of a project called '"The Evaluation
of a Psychosocial Programme,"2

Reésearch site

The study was conducted in Hamilton, Ontario, a
city of approximately 300,000 people. Hamilton is a
heavily industrial city, being the centre of Canada's

steel industry and many of its related enterprises.
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The hospital under study is McMaster University
Medical Centre,‘a 470~-bed teaching hospital adjacent to
McMaster University and located in the western periphery
of Hamilton, a non-industrial, mainly residential,
middle-class area.

FcMaster University Medical Centre (NMUMC) opened in
19723and houses educational, research and patient care
activities and facilities. '

MUMC has had high public visibility from its inception.
It was conceived and constructed amidst disagreement
concerning 1its necessity and its location in the city.
Remnants of this controversy persist to the present time.
The building's controversial architecture also received
much public attention; the innovative design drew reactions
ranging from highly enthusiastic to severely critical,
Innovation is also é keynote of the medical school housed
in MUMC and of the Centre's complex organizational structure
of matrix management which cuts across traditional
interdisciplinary, interinstitutional and interdepartmental
boundaries (Campbell, 1972: Evans, 1970). The hospital
is committed to the health team approach and to the total
patient concept which Iincludes personalized patient
care and the development of adequate psychosocial

assessment, management and follow-up of patients! social
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and emotional conditions (Bihldorff, 1975).

The amount of public attention drawn by MUNMC, as
well as its commitment to the more innovative aspects
of patient care, professional relationships, and medical
education, are reflected in a sense of the Centre's
unigueness on the part of many staff members. This may
be positive or negative in nature, as will be seen later

in the thesis. At the policy or institutional level,

there is a similar sense of being unique; this is reflected

in the areas described above as well as in the commitment
to being a community hospital, responsive to community
needs. High sensitivity to the environment is a feature
of hospital policy and organizational members.

Objectives of the primary study

The primary study was conducted over an 18-month
period in four wards of the teaching hospital described
above, This was a quasi-expefimental study to examine
the effects of systems consultation (described below)
on psychosgocial care to patients and on team function in
the four wards under study. For an extensive description
of the psychosocial programme whose operation was being
evaluated, the reader is referred to Cleghorn, 1974;

a 5rief description will serve here. The programme had,
as its broad aims, improved patient care and improved
functioning of health teams through a major change in

consultative styles. This entailed transforming the



traditional "consultee-oriented approach" in which,..

...the referring physician's motives for requesting
a consultation and his related difficulties and
expectations are the center of the consultant's
enquiry and advice,..

to a"situation-oriented approach" in which...
.eointerpersonal transactions of all the members
of the clinical team involved in the care of the
pratient for whom consultation has been requested
are taken into account to understand the patient's
behaviour and the consultee's concern about it
(Macpherson et al, 1974: 1:. 7).

This latter approach is referred to in the primary study

and in this thesis as "systems consultation,”" the term

given it by Lipowski (1967).

iii) Design and methodology of the primary study

The study was conducted in four wards. Comparability
measures relating to medical-surgical complexion of the
wards, patient load, staff competence and patient charac-
teristics were undertaken to ensure that the wards under
study could indeed be compared.

Consultee—-oriented consultation was carried out on
two (control) wards, while an intensified version of
gituation-oriented or systems consultation was instituted
on the other two (experimental) wards. This intensified
version is described by the investigators of the primary
study as follows:

Contributing to the development of multidisciplinary
teams; facilitating the excellent functioning of

the teams; setting specific goals in psychosocial
care for teams; helping clinical teams to utilise
social workers, clinical specialists in psych-

iatric nursing ,and psychiatric consultants
appropriately;4 encouraging the development of
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adequate psychosocial assessment and integrating
it with medical assessment (Macpherson et al.,

1974: 1:7).

The primary study employed a quasi-experimental
design (for a full description of the design, see
Macpherson et al., 1974: chapter'6). In each of the four
wards studied, two study populations were identified,
the health professionals working on the wards and the
patients on each ward.,

Both these populations were interviewed in three
survey periods. The health professionals were given a
Team Function Interview Schedule, a 29-page, 153-item
questionnaire, consisting of Likert-type scale responses
as well as open—ended, less structured questions, and
measuring such dimensions as authority structure, commun-
ications flow, role~task allocation and organizational
goals. This questionnaire was administered three times
at six-month intervals in 1974-75 to the health pfof—
esgionals on each study ward: physicians, residents,
interns, patient care co-ordinators (head nurses),
team leaders (supervisory nurses), registered nurses,
registered nursing assistants, social workers, nutrit-
ionists, occupational therapists, physiotherapists,
chaplains, and psychosocial consultants. A total of
540 interviews were conducted to measure team function,
The resulting data allowed comparison between wards at
any of the three study times as well as longitudinal

investigation of change over time.
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To evaluate patient outcomes, a Patient Follow-
Up Interview Schedule was administered to all patients
admitted to the study wards during the 20-day periods
paralleling the administration of the Team Function
Interview Schedules., A total of 388 patients were
interviewed about one month after discharge. The question-
naire consisted of 249 items measuring patient satisfaction
and physical, social and emotional function.

Participant observation encompassed the entire
study period and constitutes the study's third major
data base, and the main source of data in this thesis.
Recorded observations, resulting in almost 670 pages
of single-spaced, typed field notes, were conducted on
the four study wards for approximately eight hours per
week for a period of 18 months, from September, 1974
to February, 1976. The observations were initiated about
three months prior to the first administration of the
Team Function Interview Schedule and concluded three
months after the third and final Schedule was given.,

Developing a secondary analysis

Developing a secondary analysis requires, first of
all, that the analyst have confidence in the reliability
and validity of the primary study data. Secondly, a
thorough familiarity with the data is necessary, in

order that one may come to see the world through the eyes
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of the participants almost as if one had done the

data collection oneself, Thirdly, since a secondary
analysis examines a topic which was not the main focus
of primary data collection, it must be determined that
the data are rich enough for analyéis of the particular
topic chosen for secondary analysis.

Reliability and validity

Turning to the first issue, that of reliability
and validity, the author has the deepest respect for the
competence with which the primary investigators conducted
the study. Furthermore, the use of triangulation in
methodology- greatly enhances confidence in the data,
Not only are data enriched by multiple methodological
approaches, but data obtained with one approach often
offer a reliability check on data obtained by another
method. For example, the investigators of the primary
study conducted a check of this sort and reported:

The field notes provide an external validity

check on the participation in decision-making
scores (survey instruments), Observation, as

well as formal administrative organization

indicate that most decisions regarding patient
management are formed at team meetings. There-
fore, occupations obtaining high index scores

(on survey instruments) can be expected to show
high meeting attendance and participation (in
participant observation notes). The field notes
contain systematic documentation of meeting attend-
ance and discussion, and contact and varticipation
of occupation members in decision-making structures
can be extracted. Such measures provide a
behavioural comparison to the self-report index
scores,



Meeting attendance was counted by occupation and

a count of quoted and paraphrased statements was
made., Any statement that was a response to a

direct question was excluded. An approximation:

of average participation per attendance can be
formed by dividing an occupation's total number

of recorded statements by total attendance.

We find that rankings of occupations by average
participation and average index scores are identical
and would produce correlations of 1.00 on most
rank-order statistics. DMoreover, corresponding
intervals in the two rankings are almost proportional.
If we assume the data to be an interval level of
measurement, the two measures show a correlation

of r = ,994. The self report and behavioural
measures form an almost exact linear function
(Marshall et al, 1975).

A further check was provided on several occasions
when two participant observers attended the same meetings.
The correspondence in their recordings increases confidence
in the reliability of the data (Browne,l1977:25).

Yet another rellability check is available by
comparing this thesis study with another secondary
analysis, that done by Browne. As will be discussed in
Chapter Three, he investigated a group of high-decision
and low-decision meetings and analyzed the significance
of the presence of repreéentatives of the wvarious
categories of health professionals (Browne,1977:55).

In Chapter Three of this thesis, I analyze the significance
of the presence of various occupational groups for decisions
regarding the management of problem patients; the findings
are completely consistent with Browne's, despite the

facts that a different sample of meetings was examined and
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that the decision-making concerned problem patients rather
than patients in general. Such congruence not only
increases confidence in the original data but lends
additional support to this thesis'! findings and conclusions,

Familiarity with the data

My familiarity with the primary study data rests,
first of all, upon my involvement with the study. I
joined the research team as soon as I was accépted into
graduate school in May, 1975. I attended the weekly
meetings of the research team from May, 1975 to February,
1976, that is, throughout the latter half of the period
of data collection. After data collection was completed,
I attended a number of other meetings with the research
team members as their analysis proceeded.

I d4id 10 hours of participant observation in the
gtudy wards during the fall of 1975, along with the full-
time observer. I thus acquired some first-hand familiarity
with the people and the kinds of situations described
in the field notes,

I have worked closely with the research team,
particularly with Zoe Fortuna who did most of the
participant observation. We have had innumerable
conversations about the various wards. I have interviewed
her, asked her questions, probed for more details, clar-
ifications, confirmations, and opinions on or reactions
to ideas that I formulated based on my readings of the

data., Her help has been invaluable, as I have noted
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elsewhere; however, in addition to inspiring my apprec-
lation, her assistance has also, I believe, helped to
ensure that this secondary analysis remains firmly grounded
in an accurate interpretation of the primary data.

Although this thesis is based primarily on the
participant observation data, I have familiarized myself
with the survey data on patients and health team personnel.

To develop familiarity with the data, I began by
dealing intensively with a six-month segment, approximately
one-third of the field notes. My initial study of the
data resulted in three papers. One concerned patterns
of authority among health professionals; two wards were
compared and extensive use was made of survey data as
well as the field notes. A second paper was a case
study of one ward and closely examined nurses' perceptions
of patients, relating these to the implementation of the
psychosocial programme. A third paper looked at the
relationship between nurses and patients' families
(Rosenthal et al, 1976).. Along with growing familiarity
with the data, came an increasing interest in the nurse/
patient/family relationships and the certainty that the
control perspective characterized the social world in
question and thus would provide an appropriate and
illuminating analytical tool. Both the overall topic
of this thesis and the theoretical perspeotive arosge
from the data and became focussed in my mind after many

readings of the field notes. This is the methodology
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proposed by Glaser and Strauss (1967).

Reading through the data, I realized that nurses
talked about control., When this became significant to
me, I read through the notes again, alerting myself to
references to control., It became clear that such references
included a sense of loss of control attributed to the
hospital, its policies and philosophy, a loss of control
attributed to the patient who might be described as manip-
ulative, for example, or as wanting to control treatment,
or attributed to the family particularly if a family member
was involved in the patient's care. There seemed to be
a great deal of discussion among nurses about control, or,
more accurately, about lack of control. The basic question
which arose in my mind was precisely which patient or family
situations were perceived by nurses as presenting problems
of control and how did nurses respond to these problems?
I was equally interested in the patient's perception and
response to the same sorts of control problems.

Here, however, secondary analysis carried its own
limitation. Most of the participant observation was
done in health team meetings; some was conducted in
-the ward, but even here the patients were not well rep-
resented. What the field notes provide is a great deal
of information about nurgest! perceptions of patients

and their treatment of and responses to patients. However,
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nurse-patient interaction is rarely observed directly.
Using the field notes, information on what patients
actually do or feel must be inferred from what health
professionals say about them. The patient interviews
provide data which help, fill in this information
about the patient's perspective, and use is made of
these data in Chapters Two and Five.

Managing the data

A system of managing and coding participant observatimL
data .1is essential; nothing is quite so frustrating as |
searching through hundreds of pages of field notes for
a particular example which one remembers but cannot locate.

The system I developed for organizing and retrieving
data involved recording items of interest from the field
notes on 4" x 6" index cards., On each card I noted the
page number and ward for the particular item. At the top
right hand corner, the category (or categories) into which
the item fell was noted., On the main body of the card,

a brief description of the data item was noted, complete
enough so that the item could be sufficiently brought

to mind without having to consult the original field
notes each time the item had to be examined.

In all, I developed a set of 230 cards, with one
incident per card. The incident frequently suggested more

than one category, and many cards had several categories.
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noted at the top. This proved to be somewhat cumbersome;
if I were to use this method again, I would cross-index
cards in order that I might have a complete set of cards
instantly available for each category instead of having

to sort through them each time I wanted to look at another
category.

Initially, I looked through the data for items
concerning problem patients, information, and the family.
The coding on problem patients was later refined to include
the categories used in Chapter Two. Some examples were
collected but not used, for example, patients who upset
the nurses!' composure and patients who lacked motivation
to get well. Other categories for which data was collected
but not used included dying patients and nurses' reactions,
aged patients, nurses' feelings of inadequacy, and
patients perceived by nurses as good patients, Coding
was also done for examples of the institution being
perceived as a constraint, conflict with doctors,
the use of typologies and the patients' views of things.

As I began to write each data chapter, I transferred
all relevant data onto a large master chart on which
all the analytical dimensions were noted. This provided

easy access to the data and aided the search for patterns,
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Overview and conclusions of the thesig

In Chapter One, I have established the theoretical
perspective used in the thesis, and have reviewed some
of the relevant literature on hospitals and clients,
especially professional-client relationships. The
primary study from which this thesis' data is drawn was
described, and the development of the secondary analysis
was discussed. The system of data management was also
described.

The following four chapters of the thesis are
"data" chapters,

Chapter Two looks in detail at the nurse-patient
relationship, investigating when the patient becomes
a problem for nurses. First, nursing as an occupation
and nurses' expectations and definitions of their jobs
and patients' roles are discussed. The main thrust of
the chapter is an exploration of the kinds of patients
nurses perceive as problems., A total of 102 examples of
problem patients were extracted from the participant
observation data. These patients are analyzed by
problem type, age, sex and diagnosis. Bight types
of problem patients are identified: manipulative patients;
demanding and complaining patients; patients who are
violent, aggressive, confused or irrational; patients
who complain more than the nurses feel is appropriate

about pain; career patients, patients who are no longer ill
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but are still in the hospital, and patients who were
inappropriately admitted to the particular ward; patients
who are not complying with treatment; patients who are
unpleasant as people, and patients who are perceived as
trying to control staff or treatment.

Sex appears to be a significant determinant of
being perceived as a problem patient. Two and one-<half
times as many females as males are problems, whereas
in the total patient population the sexes are equally
represented. TFemales are especially predominant in the
manipulative, demanding and complaining, and pain
categories, while males predominate only in the violent
and aggressive group. It is concluded that hospital
patients manifest culturally-approved sex role behaviours
and that staff respond to and reinforce these stereotypes,

Analysis of the age of problem patients leads. to the
conclusion that age is not a predictor of problem patients
in these data. This is a noteworthy finding in that it
differs from other studies which found younger patients
more likely to be perceived as problems.

Type of 1llness appears to be a determinant of being
perceived as a problem; three-quarters of the problem
pafients had what the staff defined as non-acute illnesses.

The final section of Chapter Two draws on the field

notes and especially on the patient interview schedules



to determine the patient's view of the staff. The field
notes suggest patients may want more infprmation than
they get and that lack of such information leads to anger,
fear, unhappiness or apprehension. Patients may want
more involvement in planning their own care., They may

be unhappy if the nurses avoid them, a common tactic

used by nurses with problem patients.

However, the patient questionnaire data place. the
above discussion in perspective. On the whole, patients
were satisfied with their hospital experiences. Iore
than three—-quarters of the patients responded positively
to open-ended questions probing satisfaction with nursing
care. An index of patient satisfaction was constructed,
and on a scale of two to 12, the scores ranged from 8.8
to 9.6, indicating high levels of patient satisfaction
with nursing care.,

Chapter Three examines in detail how nurses control
patients and seek to regain control over problem patients,
Dilemmas in authority are discussed; while nurses have
considerable power and authority over patients, they
themselves are subject to the authority of doctors, feel
constrained by the institution in which they work, and
are constrained by patients and families.

Techniques of control are discussed. These include

loyalty to the team, a defensive measure which is
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threatened when patients cause friction among nurses.
Another technique is depersonalizing the patients by
discussing and labelling them. Ironically, this use

of patient typologies tends to neutralize organizational
efforts to implement the "total patient” philosophj.

The team acts as a support system for nurses, for example
in instances where nurses' composure is threatened,

but above all in practices of information control.
Another control device is forming a management plan

and "rehearsing" its aspects in team meetings.

Nurses' reactions to the problem patients identified
in Chapter Two are analyzed for such responses as avoid-
ance, anger, annoyance, discussion, complaining, forming
a management plan and prescribing a psychosocial consult-
ation.

The most common reaction to problem patients is to
arrange for a psychosocial consultation. Almost twice
a8 many problem patients received psychosocial consultations
as patients in the total patient population; furthermore,
as noted in Chapter Three, the number of patients receiving
psychosocial cogultations 1s  probably under-reported in
this thesis, and the actual number more than twice as
many. It is clear that being perceived as a problem
patient is very likely to lead to a psychosocial

consultation for the patient.
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In one-third of the problem patient cases, a manage-
ment plan is formulated. In certain categories, the
proportion is much higher than one-third. The manage-
ment plan is viewed as a major control strategy.

A significant finding is that management plans are
only formulated when a doctor or psychosocial consultant
is in attendance at the meeting. When neither is present,
nurses appear to respond to problem patients by complaining
to each other. Complaining is a common reaction and
occurred in half the problem patient discussions.

Most problem patients are discussed in psychosocial
terms; this occurred 70% of the time, One may conclude
that a problem patient 1s very likely to be the focus of
psychosocial discussion by staff.

The patients'! conbtrol strategies are discussed near
the end of Chapter Three, utilizing data extracted from
the field notes. Despite the unequal distribution of
power, patients do appear to have a number of strategies
at their disposal. They refuse treatment, impose their
demands on staff, use their illnesses as "levers" to
get what they want, enlist the help of their relatives,
and communicate with and supply information to each other,
Interestingly, staff appear to be aware of patients'!
potential legal power over them, although no actual
instance of legal action was recorded. throughout the
entire study period.

Chapter Four examines the relationship between
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nurses and families: does it present control problems

for nurses, and, if it does, when and why? Categories
of problems involving the family. areestablished and
nurses'! strategies for maintaining and regaining control
over family members are discussed, as are the relatives!
counter-strategies, |

The members of a patient's family pose a potential
threat to nurses! control over their conditions of work,
a threat which is heightened in the study hospital as
a consequence of a policy of open visiting and an
institutional commitment to family involvement in patient
care. Analysis of 46 problem families discloses that
nurses cast families into three roles -~ visitor, worker
and patient. Altercasting is seen as a basic technique
of interpersonal control. The visitor role is the most
common for the family, and probably the one preferred
by nurses. When the relative begins to step out -.of the
visitor role, a move which ié often closely related to
the amount of time a relative spends in the hospital
setting, the nurses may cast the relative in a new role,
that of worker. The worker role appears usually in
6onjunction with a secondary patient role. When the
worker role begins to break down, the inciplent patient
rble is imputed openly, endowing the problem relative
with the status of problem patient. The staff then work
out a management plan to control the relative, much as they

do with problem patients. In this study, nurses appear to



prefer casting the relative in the patient rather than
the worker role. The latter is only imputed to relatives
who initiate a problem situation and even then the worker
role has strong patient role overtones.,

Chapter Five of the thesis focusses on a pivotal
control issue: information, its control by staff, and
its seeking by clients. Theoretical issues and previous
research are described. Participant observation data
are then utilized to determine the staff's view of and
actions concerning information in this hospital., Areas
investigatéd include nurses' perceptions of Iinformation
withholding, nurses' conflict with physicians on this
subject, nurses' roles in the information struggle, their
perceptions of problems in controlling information, decision-
making concerning information control, the role of the
family in the information struggle, professional rationales
in information control, and patients' views on information.
For the last topic, data from the patient interviews
are utilized.

Information withholding is a profound control strategy
and one which this study indicates is taken for granted
by the health professionals in this hospital. It is as
commonly practiced here as elsewhere. The rules governing
information are informal and vary from physician to
physician, Generally, physicians use - a rationale of
uncertainty to justify the control over the amount and

nature of information given to patients and families,
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Much team effort goes into keeping "stories" to families
and patients "straight" and into keeping each other
informed about what the patient or family knows, LEven
with the team structure in this hospital, physicians
retain the decision-making prerogative over information.
Nurses may disagree with doctors' decisions, but they

are expected to carry out these decisions regarding
information, and they appear to do so. Although they
complain in private about information-withholding
practices, nurses do not confront :physicians with these
criticisms. The explanatory principle offered in this
thesis is that nurses' negative feelings regarding with-
holding information stem from the fact that such practices
interfere with nurses' ability to do their jobs. Their
behaviour around patients becomes subject to increased
strain as they conceal information and guard against
slips, At the same time, the anxiety and uncertainty

of a patient who can oniy guess at the truth places

an additional strain on the nurse. Thus, the practice

of withholding information interferes with the nurses'
work and is considered a problem by them. A further finding
is that the family appears to have a higher level of
information than the patient, a finding that is in accord

with other studies.
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The patient survey data indicate a surprisingly
high degree of patient satisfaction with information
received. On a scale of 1 to 9, scores ranged from .97
(highest satisfaction) to 3.4 (lowest satisfaction).

These scores indicate that patients are quite satisfied
with the information received.

As outlined above, the field notes indicate wide-
spread and taken-for-granted withholding of information
from patients. In this context, the high patient
satisfaction is surprising. One possible explanation is
that patients are socialized to expect little information
and are satisfied with what 1little they get., It is also
possible that patients who seek information actively
may have less difficulty getting it than in traditional
hosgpitals; patients on the mogramme wards improved over
time in satisfactioﬁ with information while patients on
control wards did not, indicating that the psychosocial
programme liberalized information practices to some extent.
The field notes do not provide an answer to this seeming
contradiction of staff control over information and patient
gatisfaction with the situation. Perhaps there is no
gimple answer. As NcIntosh suggests in discussing his
research on information given to cancer patients (MeIntosh,
1977:191-203), the issuesof how much information to give
and who wants it and how badly are complex; the best

solution he is able to offer is that patients who appear
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to want to know the truth should be told, but that full
information should not be given routinely to all patients.
He also points out that patients' satisfaction with
information may be perceived differently after discharge.
That is, the patients in this study may have expressed
higher satisfaction post-discharge, with the anxiety

of hospitalization safely behind them, Both McIntosh's
work and the present study indicate that, while a great
deal has been written about practices of information
control, much remains to be learned about the patient's
views and reactions to these practices.

Following Chapter Five, a brief discussion of some of
the overall implications of the thesis will be given.

The thesis eﬁphasizes problems and struggle, and
herein lies a danger that the picture may be overdrawn
and the reader may come to perceive staff as unfeeling
wielders of power over helpless patients. Certainly,
one cannot help but sympéthize with the hospital patient
who must cope not only with relative helplessness but
pain, anxiety, fear and uncertainty. At the same time,
one has to sympathize with the nurse who faces a succession
of patients with different needs, some creating bizarre
and difficult problems, others threatentng to upset the
nurse's delicate hold on his/her professional detachment.
Duties must be carried out withiﬁ an organizational and

authority structure which limits nurses' autonomy and
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professional mobility. Being a nurse is not easy, nor
is being a patient. The real wonder is not that problems
arise in the relationship, but in the great majority
of cases the relationship 1s relatively unproblematic.
To a great extent, each party must be reasonably satisfied
with the negotliated order they create and must feel in
reasonable control of his/her conditions. Analysis of
problem situations reveals much about how order is
successfully negotiated in non=problematic situations.

I turn now to the body of the thesis,
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FOOTNOTES

These studies are cited here with the intention of
being suggestive more than decisive, for the question
remains as to whether bureaucratization must inevitably
have this effect on client orientation. Individuals
can and do adapt very differently, and therefore
negative reactions need not necessarily always occur.

The project was funded by Ontario Ministry of Health
Grants no. DM196 and PR402. The primary study invest-
igators, all of McMaster University, were A, S, Macpherson,
principal investigator, Susan E. French and Victor

W, Marshall, co-principal investigators. Tom Garrison
was the research associate and Zoe Fortuna the research
assistant. Ms. Fortuna did the vast majority of the
participant observation while Mr., Garrison compiled

the survey data.

Some departments in the building opened in 1971.
The building's official opening, however, was in
May, 1972. It was at about this time that patients
began to be admitted to the hospital facilities.

Throughout this thesis, I refer to the "psychosocial
consultant." This term implies a person who is either
a psychiatric nurse or a psychiatric consultant. The
lJatter may be either a psychiatrist or a psychiatric
resident, that is, a doctor currently taking specialist
training in psychiatry.



CHAPTER TWO

THE PATIENT AS A PROBLEM FOR NURSES

This chapter deals with ways in which patients are
problems for nurses. The theoretical background against
which the nurse-patient relationship should be viewed was
presented in Chapter One, especially in the section containing
an overview of professional-client relationships in hospitals.

Patients are not solely problems for nurses; they are
an important focus of the nurse's job and the object of the
nurse's hopes and efforts, as well as frustrations. Part I
of this chapter investigates what nurses expect from
patients and from themselves, A brief description is given
of nursing as a Jjob, including socialization in the training
and work settings and the different role conceptions.

In section II, I examine the types of patients who
were perceived as management problems in this study and
consider the role played by age, sex and type of illness.

Part IIT is concerned with the patient's view of the

staff and of the hospitalization experience.

Nurses and patients: +the nurse's view

In Chapter One, I described the nurse-patient relation-
ship in terms of its tensions, problems and the struggle
for control. While I believe the control perspective
accurately describes the day-to-day reality of human inter-

action in the hospital, there is another layer of reality,

43
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an understanding and recognition of which must be kept in
mind if the discussion 1s to accurately reflect the relation-
ship between nurses and patients.

First and foremost, nurses deal with sick people;
regardless of the intricate paths into which discussion and
analysis might lead, one must not lose sight of the fact
that nurses personally want to alleviate suffering and part-
icipate in the process of caring for or curing the sick.
Furthermore, nurses! training and philosophy urge them to
treat each patient as an individual rather than a '"case."

The literature of medical sociology concentrates on
such subjects as the social structure of the hospital, the
gsick role, institutionalization and identity, and the like;
thege are legitimate areas of sociological study. Pain and
suffering are not the prime interest of the sociologist.
However, many medical sociology studies read as if pain and
suffering were irrelevant or even nonexistent. One is often
left without any sense of the human suffering that hospital
patients undergo and that health personnel strive to allev-
iate. Underlying the patterns of behaviour with which
patients and staff cope with their situations, and which are
a proper area of sociological interest, is this bedrock
reality of the most basic problems of pain, suffering, death
and grief., Waitzkin and Waterman (1974:30-31) make this
criticism with reference to Freidson's work, arguing that he

neglects the emotional and experiential quality of illness



45
for both patients and medical personnel, Similarly,
viewing illness as social deviance is illuminating in
many ways, but must not be allowed to obscure the fundamental
fact that illness is not only deviance, not simply a socilal
category. Waitzkin and Waterman point out the need for the
researcher to grasp the potential, in the illness situation,
for "suffering, conflict, helplessness and potential
exploitation" (Waitzkin and Waterman,l1974:31).

I wish to establish this dramatic, rather than detached,
framework as a general backdrop against which to view the
nursing profession and the nurse's day~to-day job. I have
stated that nurses want to care for patients and to treat
them as people., While these goals are quite straight-
forward, their realization is not. How these goals are to
be achieved, Wwhat the priorities should be, and what is the
nurse's proper role are issues of conflict and ambiguity
within nursing itself. In order to bettef understand nurses!
responses to patients, it is necessary to gain some insight
into how nurses define their roles with regard to patients.
what are their exmnectations and conflicts?

A1l occupations are in a state of change; nursing,
however, seems rather extreme in this regard. There is a
drive for professionalization within nursing; this is
particularly evident in university-hased schools which

emphasize the professional role of the nurse. The hospital
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work setting is thought to have a more bureaucratic
orientation than the university-trained nursing student

is led to expect, creating conflict and confusion for the
nurse (Kramer,1974). Whereas in school the student learns
that the patient is the primary focus of nursing work, job
experience leads to a view that the main goal of the nurse
is to foster the work of the organization., Talking and
listening to patients and giving them emotional support

is given high priority in professional training but low
priority in the job setting (For discussions of the varying
and conflicting conceptions of the nurse's role, see also
Corwin, 1965:345; Corwin and Taves, 1963:190; Coser, 1962;
Johnson and Martin, 1965; Skipper, 1965a).

Another major orientation or framework for action is
the humanitarian or service conception of nursing. Since
most nurses hold definitions of nursing which combine
elements ofrall three conceptions —-- professional, bureau-
cratic and humanitarian -—-- and since these conceptions
may involve conflicting demands, it follows that nurses
may hold unclear or incompatible expectations of their
jobs as nurses and their roles vis-a-vis patients.

One ambiguous area in nursing is the appropriate extent
of emotional involvement for nurses with patients and
families, This ambiguity is found in nursing school as well

as in Jjob settings; students are taught to be cheerful,
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to reassure the patient, and to care for the whole patient,
but at the same time they develop a definition of professional
behaviour which includes dignity, defence, and distance
(Mauksch,1965).

Nurses hold the philosophy that each patient should
be treated as a person and not an object. Recently, nursing
schools have stressed the importance of viewing the patient
as a whole person involved in and dependent upon a network
of emotional and social support systems. What happens to
this total patient philosophy in practice? The nurses in
Cosert's study emphasized the training-school idea
of the '"patient as a person, not just a disease" (Coser,
1962), However, Coser concluded that this ideal was more
a slogan than a norm and tended to give way to the more
pressing business of maintaining order in the ward, The
"total patient" was a symbol but the individual patient
appeared to the nurse more as an object to be disciplined,
a case to be managed.

Quint made similar findings,

e .generalized sets of actions for all patients
are commonly observed in spite of the frequently

h}

repeated remark, "Bvery patient must be treated
as an individual” (Quint,1965).

The hospital in this study has an institutional commit-
ment te the total natient concept (Bihldorff,1975:; Cleghorn,

19743 Rosenthal et al,1976). Therefore, the fate of the
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total patient concept for nurses in this study will be
especially interesting.

From the literature on nursing, one may conclude that
nurses do hold a service ideal, They wish to give supportive
physical and emotional care to their patients and to treat
these patients as individuals and whole persons. However,
it is also apparent that because of the ambiguous defiﬁition
of the nurse's role, and the incompatible expectations
contained within this definition, these initial goals of

the nurse may be frustrated or diverted.

IT a) The patient as a problem for nurses

Ideally, from the nurse's perspective, all patients
should be sgick when they enter the hospital, should follow
eagerly and exactly the therapeutic program set up by staff,
should be pleasant, uncomplaining, fit into the hospital
routine, and should léave the hospital "cured.
nandle their illnesses well, are co-operative, as cheerful
as possible, comply with treatment, provide the staff with
all the relevant information, follow the rules, do not
disrupt the ward, demand special privileges or excessive
attention., Staff do not want patients to be so undemanding
or uncomplaining that they do harm to themselves, nor do
they want patients to suffer unnecessary pain; complaints

in this are are viewed as legitimate and not as problems.
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In a study of problem patients in one hospital (Lorber,
1975), the staff labelled "good" patients those who czused
no trouble for staff and who d4id not interrupt the smooth-
ness of medical routines, "Average" patients were those
whose complaints were seen as medically warranted and who
did not take more time than staff would expect in such
cases, Problem patients were of two kinds, "forgivable"
and "willful." Patients of the first type needed a lot of
time and reassurance from staff, were anxious and complained
a great deal. These were seriously ill patients and their
problems were viewed as not their fault., They received the
attention they demanded, especially if they were grateful
to staff. Patients of the willful type were not seriously
ill from the staff's point of view, but acted as if they
were. They complained, were emotional and unco-operative,
and were considered willfully troublesome.

Few, if any patients approach the simplistic ideal
described at the beginning of this section, Patients do,
in fact, pose many problems for nurses. While some patients
who deviate from the ideal are non-problematic in the
nurse's view, others are perceived as problems. I will
turn now to a consideration of this phenomenon.

In order to examine the types of patients nurses
perceive as problems, I have extracted from the participant
observation data 102 examples of "problem patients" who were

A&

discussed at team meetings (see Table 2:1), These are
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TABLE 2:1
PROBLEM PATIENTS BY AGE, SEX AND DIAGNQSIS
Patient Sex Typical Nurses!
type n m f age Diagnosis _reactions
lanip- 12 1 11 All under Only one had Annoyance, anger,
ulative 60. No serious 1llness avoidance of
aged. (cancer). Others patient.

had less severe
problems (foot
ulcer, arthritis)
or non-physical
(soclal or
emotional) reasons
for being in

hospital.
Demanding, 9 1 8 Half over Half had Avoidance.
complain- 60; one- serious
ing third over illness,
65.
Violent, 13 Almost half (not Frustration, anger,
aggress— 4 1 over 65; codable) avoidance, treat
ive one-third like child.
over 70.
Confused, 4 4
irrational
rain 17 2 15 Three- (not Avoidance, psychiat-
quarters under codable) ric consult, send to
60; one-quarter pain clinic. Medic-
over 65, _ ation, even though
pain non-organic
1H_erg1ﬂ
Career 21 4 17 True career Diabetes, Anger, feel "had} by
patients are asthma, pain patient, avoidance,
relatively with no Justify avoidance by
young -~ 50s organic suggesting these
and under. cause, patients encouraged
by receiving atten-
tion
Tot 11 4 7 Fiddle aged Bight had (not codable)
comrliant to old,. chronic
illness.
Unpleas~ 10 4 6 ; Half had Callous, Use typol-
\not . .
ant codable) chronie ogies to label.
illness
ry to 9 4 5 lio aged. Aalf had Avoidance common.
control One patient chronic I'ake management
staff or 66, others 1l1lness. plan. FPsvchosocial
treatment under 65. consult,

TOTAL 102 28 74
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patients whose behaviour or actions are viewed as non-
legitimate in some way. They belong in Lorber's "willful"
category. I do not include here patients who are considered
medical problems in that they are not getting well or
responding physically to treatment as well as staff would
hope, or whose unpleasant behaviour, moods or reactions
may be viewed as legitimate. TFor example, a patient may
be understandably annoyed because a meal never arrived.

I do refer to patients who display what the staff feel are
non-legitimate behaviours. Such patients create "manage=-
ment" problems for the nursing staff and are perceived

by them as difficult or as problems.

I wish to stress onée'again that the following
discussion should not be construed as being totally a
matter of the nurses! interpretation or construction of
reality., Some kinds of management problems are firmly
rooted in physical or concrete reality; a patient who
punches a nurse in the stomach is this type of problem,

In other cases, however, the definition of a particular
kind of behaviour as a problem is more linked to the
particular demands of the nurse's Job,

What kind of patients do nurses perceive ag problems?
Some patients are described as manipulative; others are said
to be demanding or to complain excessively. Some patients

are physically abusive, aggressi#e or violent, while others
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behave in a way that, while not dangerous to staff, is
considered bhizarre. Some patients do not comply with the
treatment program, Nurses react to patients as people and
describe some of their patients as being generally unpleasant.
Another problem category relates to pain, pain management |
and medication. Finally, in many cases, the fact of
hospitalization itself is considered non-legitimate, either
because vpatients are thought to be "career patients" who
seek out hospitalization for its own sake, patients who
enjoy nospitalization, patients who are not really sick
or patients who have fully recovered and therefore have no
reason to be in the hospital. Some patients are problems
because they are considered to be inappropriate patients
for the particular ward to which they were admitted. For
example, psychiatric patients —— or patients the nurses
consider to be psychiatric patients -- are not always
admitted to the psychiatric ward but may become patients

on a medical ward,

Fanipulative patients

The term ”manipulative“ ig used twelve times in the
field notes during discussions of patients. The word
covers a range of meanings —-- causing friction among staff
members by turning them against one another or playing one
against the other, trying to control the situation, being

a disruptive or difficult patient, using pain as a device to



make others give in and being in the hospital when not
really sick.

A 30-year old female patient is described by
a nurse as "very manluulatlve...a disruptive
force on the ward (213%).%

A female patient with multiple sclerosis is described
by a supervisory nurse as a social problem. The
social worker asks, "You mean she has a social
problem?” The nurse replies, "No is a social
problem., She's manipulative®™ (375).

A nurse, referring to a patient who is frequently
admitted to hospital complaining of nausea and
vomiting, says, "There's nothing the matter with
her...people like that are manlnulatlng us, they
use us and use us,.."” (31).

A nurse describes a patient who has had a severe
spinal problem all her 1life and is in hospital
because of new difficulty with walking as

"spoiled, demanding and manipulative. The patient
is said to always Took "depressed and unhabny”
(47).

During a discussion of a female patient who

suffers from pain for which doctors can find no
organic cause and who is viewed as a career

patient, a nurse says, "Je're being taken by

some of these pqtlents ~— all they're doing is manip-
ulating us...some of them come in for a clean bed

and food, they are in for a while, you let them out
and they're back again " (31).

Patients who manipulate staff by causing friction

between team members are perceived as threats and problems.

s in parantheses indicate

“he numbers in parantheses indicat e pazZe reisrences in
field nates. Tuotation marks indicate verbatinm
quotations fronm staff.

" T
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One ward was having a problem with nurses' morale. Discuss-

ing this, a supervisory nurse offered the following opinion:
",..we are undermining each other and it's bad for
morale. A nurse who has had a patient for a long
while..,will tell another nurse she isn't doing
something right...we let it happen because we let

the patients manipulate us...we just blossom all
over them when they tell us how good we are" (245),.

In another example...
The resident suggesté the farily doctor be
informed of the management plan the team has
decided upon to prevent the patient's daughter

from "manipulating the situation and playing
one against the other" (93),.

The word '"manipulative" appears to be used by staff
to cover several different types of problems which are
troublesome to them. It encompasses several meanings
and is an inexact or imprecise term of description, It
is significant that the word, despite its psychological
ring, is mnever used by psychosocial consultants or social
workers, suggesting that it is a fterm in a non-professional
vocabulary.

Demanding and complaining patients

When patients make more demands than the staff perceive
as reasonable or acceptable, they may he labelled "demanding,"

Cne patient was described by the supervisory nurse
as velling and swearing at the nurses, calling them
names, and being "very demanding.'" The patient

had inslsted on bheing transferred o a nrivate

room 2nd demanded a private nurse (301).



iii)

55

Another patient, whose son is a chiropractor, is in
hospital with back pain. A supervisory nurse gays,
"She is driving the staff nuts with her demands" (42).

A patient is descrihed as being difficult,
demanding and complaining, and one who complains
constantly about her illness and pains (37).

A male patient is described by the nurse as
"demanding, complaining and unco-onerative,..he
doesn't like us, period." This patient threatened
to go to the nurses' supervisor and to write letters
to the administration (62).

Of the nine patients called demanding, four had
connections with the medical world. Two were former nurses,
one a medical student, and one the mother of a chirovractor.
Two other former nurses were problem patients, one complain-

ing of pain and one a career patient.

Violent, agpgressive, confused and irrational patients

The patients in this category have been grouped
together for gnalysis as they share either an abusive

or irrational quality. These two qualities are often,

although not always, combined. If the patient is rational,

he/she has abandoned all pretence of civility toward the
nurse. It is this complete departure from everyday rules
of civility that characterizes the different patient types
in this category. In this section, however. the different
types will be discussed separately in order that their

other characteristics be clearly conveyed.



56

Confused and irrational patients

Irrationality and confusion are fairly common in

hospitalized patients, and create management problems for
nurses. nNurses often complain that patients seem to under-
stand everything they are told and yet the next day they
don't remember a thing. The head nurse of one ward commented
to the observer that the regular weekly meeting she held
with patients was cancelled for that week because she only
had three patients on the ward at the moment who were
rational (262). Many hospitalized patients are elderly and
with these patients senility may produce bizarre behaviour,
creating management problems for nurses.

An 83-year old female is described by a nurse:

"She gets up in the middle of the night, walks around

nude and gets into other peoples' beds" (87).

Another patient is described as being "out of it"

and is said to have drunk his own urine (87).

Asporegsive and violent patients

Another ftype of management problem is the patient who
is physically aggressive or violent. The following examples
dramatically illustrate the problems for the mrse, and portray
a side of the nurse's job far removed from the images of
the crisp professional or the ministering angel.

In trying to "manage" a 21l-yvear old epilentic,
the nurse told the natient, "Ston that now, you're
acting like a child.” TIn response, the vatient

hecane vinlent, hit the nurse across the face, and
nunched her in the stomach (214),



57

The head nurse refers to an elderly patient as a
"difficult management problem...the nurses who have
worked with him find him to be abrasive, nasty and
impossible %o look after...l believe he's very
depressed, he's not Taking his drugs and he won't
eat." One of the nurses involved, when asked by

the psychosocial consultant whether anyone had tried
an "empathic" approach with the patient, said, "I
did, I asked him why he was angry and he just yelled
at me, and that's when he threw a full vurinal at

me,.." (394).
As the above example suggests, patients may also be
verbally aggressive and abusive toward nurses.

Patients who complain of pain

nce vain is a feature of most patients' experiences,

e

(&
]

s not surprising that the second largest category

fte
ot
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patient management problems should refer to pain. Since

o]
=

the presence of pain i1s such a common experience fTor both
nurse and patient, it is not often perceived as a problem.
A certain amount of pain is expected and considered normal.
Fedications are prescribed to make the patient as comfort-
able as possible. However, there are times when, despite
medication, the staff cannot provide comfort for the patient
and pain comes to be viewed as a problem. Patients are,
furthermore, expected to be able to bear a certain amount
of pain without complaining. Patients who complain beyond
what is considered appropriate are considered problems.

he patients who create great probklems for nurses are those
whe complain of pain for which no organic cause can be

determined. Running through the field notes is a theme

=
]
ot
o

ted To pain management: there is an operative norm
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that medication should not be prescribed unnecessarily and
that patients should be on the smallest workable dose of
medication. In other words, there seems to be a general
inclination, on the part of physicians at any rate, toward
questioning whether medication is necessary and toward
weaning patients off medication where it is thought to be
of purely psychological or dependency value,

A female patient with renal disease has been

complaining of constant right flank pain. The

doctor says he thinks the patient will have the

pain permanently. The patient has been receiving

medication, but the doctor says to the head

nurse, "Ye must get her off that. She strikes me

as a really dependent person and I don't want to

have her on that unless it's really necessary” (80),.

Some patients complain of pain for which no organic

cause can be found, These vatients are discussed frequently
at team meetings because dealing with them presents special
problems for staff, One problem concerns what to tell the
patient about the pain. The accented solution or "official
line" seems to bhe to tell the patient that the doctors
have not been able to find a physical cause for the pain
hut that they will give medication to relieve it.
Discussions among staff usually extend well beyond this,
however, and may include the implication that the patient
"n2eds" the pain for some recason, Of the 17 problem

patients in the pain category, 13 cases concerned patients

whose pain could not be explained organically and who were
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in hospital solely for pain management.

About one such patient, a supervisory nurse says,
"T think she overdramatizes her pain'" (104).

— e

Another patient is discussed by the resident:
"Tt's hard to tell if her pain is organic...She's

<

well known about the city. She's been to many
psychiatrists and hasn't been satisfied with them"
(83).

In 10 of the examples, patients are said to be
complaining about pain in the sense that doctors have not
been able to medicate the patient to a point of relative
comfort. In seven cases, there is speculation that the
patient likes the medication more than is acceptable.

A nurse says about a male patient's attitude
toward his medication, "He loves it, he drinks
it three times a day" (96).

Many of the references to pain per se are made by
physicians. It is the nurses, however, who must develop
strategies for handling these patients, Such strategies

will be discussed in Chrapter Three,

Iy

Career nmatients, natients who do not helong in hospital

¢

and inavnropriate admissions

The largest category of natients perceived as problems

ig "career" patients, patients who do not properly belong

bt

n hospltal either because they are not really sick or because

ct

hey have recovered but for one reason or another have
not been discharged, and patients whose chief complaint

sisnifies that they do not belong on the ward to which they
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have been admitted. Of the 21 examples in this category,
10 were true career patients in that they were considered
to be people who made a career of being sick and seeking
hospitalization. I'ive patients were thought not to belong
in hoswnital, and six were inanpropriate admissions, usually
because of psychiatric problems.

This is, of course, a legitimate area of concern for
nurses and health professionals., They are expected by others
and by themselves to perform a gatekeeper function,regulaﬁihg
access to the sick role and the patient role. Physicians
are responsible for "certifying" illness, and the health
team concept allows and encourages other team members to
provide information to assis¥% in this certification,

urthermore, the primary study on which this thesis is

for

based took place over a period of time during which there
was much public and government discussion of the spiralling
cost of health care services gpg during which

the average length of stay in the study hospital was reduced

t al.,1976). Nurses

vy v -

from 16 days to 10.9 days (Marshall
often mention the cost of providing services to patients
who do not really need them, thus legitimating their
annoyance with these patients.
Regarding one patient, a nurse says that the
patient and her husband are "a middle-aged couple

wno relish being =2ick, The less attention given
ner the better" (119).
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Another female, an asthma patient, is a frequent
adnission., This patient, according to the recommend-—
ation of the psychiatrist and social worker, was to

be treated on an outpatient basis only, but the patient
got herself readmitted., The social worker says,

"The only time she gets attention and recognition

from her husband is when she's admitted to hospital...
she's playing her game again," (221)

Referring to a patient who had just been discharged,
a nurse says to the team, "Have you bought your
lottery ticket yet?" When asked what she meant,

the nurse replied, "¥ell, you name the correct time
and date for his (the patient's) return and you

win all the money in the pot, " (312)

.

Some patients are said to enjoy being in the hospital

to

try to stay there.

The supervisory nurse says about a patient,

This guy 1is a fake..." and that when it's time for
the patient to go home "He develops all kinds of
illnesses, (221

An elderly female patient has been in hospital

a long time., One problem is that the family

can't care for her at home, yet feel guilty about
having her placed in a nursing home. As for the patiet
hersgelf, a nurse .says, "She's playing games with us.
She doesn't want to leave." Another nurse adds,

"She loves it here,'"(13%3)

The family may be viewed as the reason a natient is

in hospital unecessarily.

A nurse asks, at a meeting, why a vpnarticular
patient is in hospital, and says, "Didn't her
tusband go on a trip and he dropped her here before
he left?" Tc one had any more information on the
patient., (209)

urses sometimes explain why a patient is admitted to

rospital or kewnt longer than necessary in terms of the

doctor being pressured by a referring nhysician,



vi)

62

family member or the patient, or having a propensity for
keeping vpatients in hosgital for an unduly long time.

Some vatients have psychiatric components to their
illness and were described above as management problems
because of their violent or bizarre behaviour., For other
patients, the psychiatric complaint is the only reason the
patient is in hospital. Such patients are considered by
nurses to be inappropriately admitted to medical wards.

Patients who are not comvpliant with staff or treatment

Patients who do not comply with treatment present
problems for nurses whose job it is to see that the
physicians' orders are carried out.

A female diabetic patient was on a water
deprivation test. Iv was suspected that the
patient was not following orders and was

sneaking out of her room to get drinks of

water. The doctor instructed the nurse in

charge to tape the vatient's door shut so they
would know for sure whether or not she was

leaving her room, The nurse said, "I was really
embarrassed having to do something like that to

a patient, but I guess she didn't leave us any choice,"
This action regulted in the patient complaining to
the head nurse and to the physician who was in
charge of the unit. (430).

As the above example suggests, diabetics appear
frequently in this category. One diabetic is said to lie
about what she eats (279-2) and another is described as

not taking care of himself well (70), A nurse says about

another diab=tic that he is not taking his drugs and won't
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eat (394),

Non-compliance becomes a problem in chronic disease
patients such as diabetics when patients must assume resp-
onsibility for some of their own care. Ignoring presdéribed
medication and diet regulations are common. Another kind
of non-compliance is refusing tests the staff wants the
patient to have,.

A nurse says that a patient's daughter told the
patient that "she did not have to have her legs
scanned so she is not going to have it done." (160)

Seriously ill patients may refuse treatment.

Doctors have discovered that a patient who has
had cancer of the lung for four years now has
cancer of the vocal cords. The doctor says, "He

is refusing to have anything done about it." (170)

Patients who are unnleasant as neople

Many patients are unpleasant as peonle, and

nurses react to this. Such patients are referred to by

nurses as being "abrasive," "nasty," "mean," "childish,"
"bitchy," "obnoxious," "sulking," "weird," "antagonistic,”
"nuts," and "a pain in the mneck." Psychiatric terms such

as "schizo" or "paranoid" are also loosely emnloyed.

Patients who try to control ataff or treatment

Staff do not approve of patients who are perceived as
trying to control their treatment or the staff,

The head nurse says about a female patient,
"Whenever she's geared for discharge she has
an attack, It's as 1f she'!'s controlling us and

14

that makes me angry." (94)
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Another patient is said by the doctor to be a
person who abuses analgesics, 4 nurse asks,
"Isn't he the type of person who likes to dictate
his owmn treatment?" (275)

Another patient had been demanding her medication
before the scneduled hour. %hen the nurse refused,
the patient was verbally abusive and screamed at
her, The supervisory nurse said about the patient,
"She is used to controlling things." (356)

-_— e -

A patient admitted to hosgpital with intractable
pain is said to be "controlling her treatments."”
The occupational therapist says, "All of us are
feeding into this." (308)

Correlates of problem pabtient type

As Table 2:1 indicates, the characteristics associated
with these problem patient categories are not randoem but
assume a pattern on analysis., The role played by sex,
age, and type of illness will now be examined,

Sex

Of the 102 patients perceived as problems, 74 are
female and 28 are male; that is, about two and one~half
times as many ferales as males are problems for nurses.
Females in the patient study population as a whole comprised
only 52%, compared with 72.5% of the problem patient group.
It is clear that Temales are far more likely than males to
be perceived as problem patients.

Tooking at sex differences in the individual problem

categories, no significant differences anpear in the
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categories of non-physical aggression or trying to control
staff or treatment. In the non-compliant and unpleasant
categories females predominate slightly. Differences are
quite startling, however, in the other categories, O0f the
patients called manipulative, 11 out of 12 are female, Tight
of the nine patients considered demanding and complaining
are female. TFemales are far more likely than males to

be problems in the pain category; 15 out of 17 patients

in this group are female. Of the 10 true career patients,
nine are female. Only in one category, the violent and
physically aggressive group, do males outnumber females.
It would avpear, according to these data, that hospital
patientsmanifest culturaily—approved gsex role behaviours,
and that staff respond to and reinforce these stereotypes.

Aze

Data on age are available for 62 patients of the 102
in the study sample of problem patients (see Table 2:2).
Of these, 18 or 29% are over 65, The over 65 group is
slightly over-represented in the problem natient group
since only 21,5% of the total patient study powvulation
is over 65, The mean age of the patient study population
ranged from 43 to 54 years, depending on the time period;
for the nroblem patient group, the mean age was 54.5
and the median age 55. Age does not appear to be a signific-
ant determinant of problem patiehts when all categories
are taken together. TJooking at the categorigs individually,

older patients are slightly over-represented in the
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TABLE 2:2
PROBLEN PATIENTS BY AGE

Patient Non- % Tot=-
type Man, D.&C. Agg. Pain Car, comp. Unpl. Control als

Mean 43 51,7 52 54 60 61 - 50 54,5
Median 55 59 61 54 54 59 - 51,5 55
Typical 50s 50s 50s 40s, older,* 50s,
age 50s 60s  to early late 608
80s 50s 50s,

70s,

80s
n in
category 7 8 12 9 11 7 2 6 62

* .
No statements made on ages of this group due to
insufficient data.

demanding and complaining, aggressive and non-compliant
groups, and younger patients slightly over-represented in
the group of patlents who try to control treatment or staff.
However, these differences are very small; from these
data, one is led to conclude that age is not a predictor
of problem patients., The finding in this study that

age does not seem to be significant is unlike Lorber's
findings that younger and better educated patients were
more likely to cause trouble (Lorber, 1975), and also
different from Skipper's research which found age to be

a predictor of patients' attitudes, with those over 45
more likely to see themselves as having obligations ftoward

doctors and nurses (Skipper, 1964).
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Type of illness

In these data, most problem patients are not seriously
or critically ill from the staff's point of view, Of the
88 patients for whom diagnoses are included in the field
notes, 62 have non-acute illnesses or conditions, Physical
illnesses tend to be of the chronic type (arthritis,diabetes),
uncertain origin and therefore suspected of having psych-
ological components (asthma), or having no physical cause
whatsoever, These patients cause trouble and take time
and attention which the staff does not nerceive as medically
warranted. TLorber, too, found this type of patient
perceived as a problem by staff.
Patients who are nof seriously 111l in the
staff's eyes, but who nevertheless act as if they
are by complaining, crying, and refusing to co-operate
with medical routines, are the most soundly condemned
by staff (Lorber,19%5:224).
WVith three-~quarters of the problem patients héving
non~acute conditions, the conclusion méy clearly be drawn

that type of illness is a determinant of being a problem

patient.

What are the consequences of being perceived by staff
as a problem patient? A significant set of correlates
are-listed in the "Yurses' Reactions" column of Table 2:1.
Hurses feel angry and annoyed with such patients, and
try to 1limit ftheir interaction with these natients to the

simple comnletion of tasks, This subject is of sreat

importance and will be explored more fully in Chapter Three.
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Before moving on to the next chapter, however, I wish
to congider ways in which the staff is perceived as a

problem by patients.

The patient's view: +the staff as a problem for patients

The field notes provide one source of information on
how staff present problems for patients. ©Since most of
the field notes record the proceedings of health team
meetings, most of the examples consist of what staff say
about how patients are feeling.

Patients may feel staff is not providing enough
information.

A patient is described as unhanrpy hecause he
was not told what was going on. (27)

Another patient is said to be afraid she has
cancer and to feel the staff is concealing
this from her. (80)

A nurse says a patient is"apprehensive
because the doctors aren't telling him what's
hapnening to him, - He doesn't know what's going

on." (99
On the other hand, a natient may have been given
information that leads him/her to perceive the nurses
as unsympathetic,
A nurse reports that a particular female patient
had been told by a resident that she "needed her
rain becauge if she didn't have tnat she'd have

notihing because her life was empty without it...
now she's very hostile to us," (283-2)



A patient may feel that he/she has been left out of
the management planning for his/her case,

A male patient is said to be upset because he
wasn't asked to participate in a conference
regarding his case. (41?‘

As has been pointed out above, nurses often employ
avoidance tactics with difficult patients. Patients may
interpret such tactics as evidence of lack of nurses!
concern for them. Ironically, in the following example,
the avoidance was actually part of the patient management

plan.

The nurses have been avoiding conversation with

a female patient who complained all the time

about her pain. One nurse said, "I was feeling
guilty because I wasn't talking to (the patient)
whenever 1 went into her room. We were told

not to discuss her pain with her, but there was
nothing else to say to her, One day, I went into
her room and asked her how she was...(the patient)
told me that I was the first person who asked

how she was. ©She went on to say that none of

the doctors or nurses really cared about her." (31)

On the other hand, nurses may be overly enthusiastic

about talking to a patient.

On one ward, nurses were very conscientious
about trying to help a dying patient talk
openly about her oncoming death. The social
worker said that a lot of the nursing staff
were going in and talking to the patient to
get her to talk about her feelings and that
this proved to be very trying for the
patient. (188)
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The patient follow-up gquestionnaire provides further
data on how patients perceive staff.
The responses to several open-ended questions asked
of patients post-discharge suggest a high &gree of patient
satisfaction with nursing care. Patients were asked, for
example, "How would you describe the way they (the nurses)
looked after you?" and "Were there any times when you felt
the nurses could have done more for you?" Over the three
survey periods, only 20, 12 and 11 per cent of patients
replied affirmatively (that is, indicating negative
feelings) to the latter question. Their replies ranged from
specifically medical complaints to highly general responses.
Examples of medical complaints include:
I had to wait for pain pill; I didntt know I had
to ask for pills; not much bedside care; I requested
additional support for my back but never got it;
they took too many blood samples; they didn't
change my dressing; they did a lousy Jjob of band-
aging; wouldn't bandage my eye: wouldn't treat
cuts on my feet; wouldn't call a doctor when 1

needed blood transfusion.

Some of the general responses include:
A nurse should be a woman, not mean, snobbish, and
snooty; could have brought things when I asked;
could have treated me more courteously; could take
more interest; could have been nicer when I asked
for a bedpan.

These complaints, however, comprised a small portion of the
total responsegs. Patients were quite generous in their
praise of nurses, with more than three-guarters of patients
in any study period making comments such as:

Nurses were first-~rate; nurses did anything you

needed for you; nurses were there when you wanted
them; nurses showed concern,
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Taking all the questions which tapped patient
satisfaction with nursing care together, both closed-
ended and open-ended, the negative responses comprise from
4.8% to 13.9% of the total responses, depending on the
particular question.

Based on responses to four closed-ended questions,
an index of patient satisfaction with nursing care was
compiled. The scores here were high, On a scale of two
to 12, with the higher scores indicating greater satis-—-
faction, 8,8 was the lowest and 9.6 the highest score.

A1l the scores were in the upper range, indicating high
patient satisfaction with nursing care, i

In summary, there are ways in which staff presents

problems for patients which are indicated in the field i
notes in the reports hy staff to other team members.
I+t seems reasonable to assume that direct obgervation of
patient-staff interaction would reveal many additional
examples,
llowever, this must be viewed in an overall context of
high levels of general patient satisfaction with nursing
care as perceived by the patients in the vrimary study.
Having described the ways in which nursés and patients
may perceive each other as problems, I turn now to a
consideration of the ways in which each =seeks to maintain

control over the other,



CHAPTER THREE

CONTROLLING PATIENTS: MAINTAINING THE SICK ROLE

Introduction

The preceding chapter outlined the kinds of patients
who were considered "problems" by nurses. This chapter will
discuss questions such ag: How do nurses establish control
over patients? How do nurses establish control over problem
patients? How is the authority of nurses over patients
realized? How do nurses enforce the sick role? In general,
how do nurses deal with the various problems outlined in
Chapter Two? Nurses are subordinate to doctors in the
hospital hierarchy; how does this affect the ability of
nurses to deal with problem patients and what strategies
are employed to accommodate this discrepancy in authority?
How do patients, for theilr part, attempt to assert control
over their treatment and hospital routines?

As these questions suggest, the efforts of nurses and
clients to gain or retain control will, for the most part,
be viewed as separate sets of actions, In practice, howevern
these actions do not occur separately but are played out
in interaction between the various parties; order is, in
this way, negotiated.

Control actions are not carefully thought out and
preplanned...Rather, the control actions typically
arise in situational negotiations. Xach party to
the negotiation reacts to the behavior of the other

in a way that he believes will tend to keep the
choice or initiative in his hands...(Roth, 1972)

72
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Goffman outlines five different perspectives from which
an organization may be viewed -~ the techlmical, political,
structural, cultural and dramaturgical (Goffman,1959:240-1).
Tach perspective selects and orders data in a distinctive
way. The political perspective, for example, 1is concerned
with power and the kinds of punishments, rewards, and social
controls which accompany its exercise; the political perspectiwe
is useful in the present discussion, as power and authority
are distinct, though often combined, phenomena, The struc-
tural perspective, focusing on status divisions, is too
statie for broad application to the present discussion ,
but it is an important component in viewing the authority
structure and the social relations between various groups
and individuals within this structure. The cultural per—
spective is used& when I refer to the influence of nurses!
ideals and professional goals on their daily activities;
guilt resulting from avoiding a difficult patient would
fall into this category., Goffman emphasizes the fifth
perspective, the dramaturgical, as the most useful in high-
lighting

...the canacities of one individual to direct the
activity of another...(Goffman;1959:241).

The strategies employed by an individual to direct others!
activities include keeping strategic secrets from them,
example, enlightenment, persuasion,exchange, manipulation,

authority, threat, punishment, and coercion,
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In the following section, the constraints on
nurses emanating from their position in the authority
structure will be discussed. This discussion should
be viewed as a backdrop against which the nurse-patient
drama is played. Authority in the hospital is discussed
vrimarily in structural and political terms.

The third section of the chapter views the nurse-
patient relationship from the dramaturgical perspective,
and examines ways in which control over patients is
maintained by nurses,

Section IV examines the wavs in which nurses
attermnt to regain control over problem patients; the
analysis in Chapter Two is extended here.

Section V looks briefly at the ways in which
patients atterpt to control their conditions and
treatment,

The chapter is summarized in Section VI,

Dilemmas in authority

Nurses have considerable power and authority over
patients, but are themselves subject to the power and
authority of others, and of doctors in particular,
Tﬁey feel further constrained,in this hosmnital, by a
distinctive hospital philosophy. TFinall:, the, zre

1

constrained to varying degrees by their clients, the

v

rvatients, 2s well as by their patients! families,
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The nature of authority in the hospnital

The operation of authority in the hospital setting
may be interpreted or concentualized in two ways, the
authority of expertise, expert authority, and the suthority
of office or position, bureaucratic authority (French
and Raven, 1959). Professional authority, particularly
in the case of physicians, is usually characterized as
belonging to the former category, However, when prof-
essionals work in a large organization, the two types
of authority become mixed. TFreidson (1970a)pointsout
that physicians exercise a hybrid form of authority.

The physician has a sociolegal responsibility for
patients and can legitimately give orders to others.
de can, in other words, solve some of the problems of
authority by formal, institutional means. This is a
more pervasive authority than simply "expert power”
(Davies, 1972).

Freidson says the medical »rofession has...
...organized autonomy, the authority to direct
and evaluate the work of others without being
subject to formal direction and evaluation by
them. Its autonomy 1s sustained by the dominance
of its expertise in the division of labor,

Some of the occupations it doninates claim to

be professions, but although they claim the

name they do not possess the status...the

dominant profession stands in an entirely different
structural relationship to the division of labor
than do the subordinate...in essence, the diff-

erence reflects the existence of a hierarchy of
institutional expertise (Freidson, 1970a71-92).
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The position of physicilans in the authority structure

of the hospital is quite awesome since they have a double
justification for the exercise of their authority. This
has implications for the other health care workers, all
of whom are subject to the authority of vhysicians.

Mo group feels more keenly the effects of physicians'
superordinate status than do nurses, for while the work
of other groups cannot be initiated without the agreement
of the physician, the nurses' work emanates directly
from the physician, It is both subordinate to and
dependent unon the physician and his orders. Indeed,
one traditional aspect of the definition of the nurse's
role emphasizes the perfbrmanoe of functions specifically
delegated to the nurse by the physician (Devereux and
Jeiner, 1950: $28-630). The drive for "professionaliz-
ation" in nursing has been accomnanied by a garnering
of new tasks, It appears, however, that while the task
structure has changed, tﬁe authority structure has not.
Wnile many duties formerly performed by physiclans are
now carried out by nurses, it is significant that the
decision~making power concerning the transference of
such tasks rests with doctors, not nurses, The nurse's

job may, verhans, have higher vprestise now than in the

but in terms of authority the nurse remains firmly
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The primary experience of the nurse in the
health field is one of legally defined
marginality, blocked upward mobility

in the health hierarchy, and institution-
alized second-class citizenry (Krause,
1971: 122).

-

Ireidson discusses this issue at some length

(Freidson, 197Ca: 56-76, 117). He attributes the nursing
nrofession's lack of autonomy in pnart to the fact that

most nursing takes place inside the hospital where the
medical profession dominates. He traces the definition

of nursing work to Florence Nightingale who refused to
allow any nurse to give service based on her own initiative.

o )
Rather...

...what the nurse did for the patient was a
function of what the doctor felt was reguired

for the care of the patient. Iven such unskilled
tasks as feeding a patient were thus defined as
part of the medical regimen. All nursing work
flowed from the doctor's orders, and thus nursing
became a formal part of the doctor's work...
Nursing was thus defined as a subordinate part

of the technical division of labor surrounding
medicine (Freidson, 1970a:61).

Nursing as an occupation is dependent...

...unon the doctor's orders and requirements

to delineate which tasks belong to nursing and
which not. And the demanding patient can still
make her (the nurse) feel like a servant. This
is symptomatic of the secondary or assistant
role she plays in the medical division of labor
(Freidson, 1970a:64).

The ward nurse, TFreidson points out, is subject
to two lines of authority, administrative and medical.

...wnlle the floor nurse 1is subject to the orders
of her supervisor, who is her official superior
in the hosgpital hierarcny, she is alsoc subject

to the orders of the nhysician involved in the
care of her patients (Freidson, 1970af1l).
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These hierarchical relationships are not eliminated
by the health team concept as used in the hospital in
this study. The authority structure of any particular
health team may be more or less hierarchical; in this
hospital, one does not find a situation where health
team members are fully equal, nor is such a structure
anywhere stated or envisioned as a goal. Hospital policy,
as implemented through the psychosocial programme,1
strives for a team situation in which authority is less
hierarchical and therefore in which nurses are less
subordinate to doctors than in more conventional sett-
ings. To the extent that this goal is achileved, nurses
are somewhat less subordinate to doctors than in other
hospitals, but subordinate they remain. As one super-—
visory nurse put it...

"...you can't get around the fact that
the man who writes the orders (that is,
patient care orders) runs things." (246)

The nurses' positidn of being subject to doctors!
authority yet responsible for managing the ward and
its patients results in frustrations and problems for
nurses.

They may not normally initiate aspects of medical
care, yet they are not always adequately informed by
doctors 25 1o current programs or future nlans. It is
difficult for nurses to make decisions about patient

management without nroper information from Jdoctors.
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in 8l-year old patient had been transferred
from another ward, The supervisory nurse

had not been told that the patient had a

brain tumour and suffered from fits, She

says that had she known, she would have
assigned the patient to a private room,
instead of having %the patient in a room where
the other occupants as well as nearby patients
could be upset by the fits. (29-3)

When nurses or the team do make decisions, such as
how to manage problem patients' behaviour, doctors may
contravene these decisions and plans, often without
pothering to inform the nursing staff.

For one problem patient, the team had decided

on a plan which included 1limiting the patient's
medication. INow the doctor had ordered increased
medication for the natient without sven telling
the nurses first, One of the nurses says, "The
analzesics have been increased...and the nurses
have been upset by this." (263)

Doctors decide who is admitted to the ward; when
admissions are inapprovriate, such as with psychiatrically
disturbved patients, it 1s nurses who must cope with the
resulting problems,

Complaining about all the psychiatric problems

on the ward, one nurse offers this information:

e had a patient we tried to admit to (the
psychiatric ward) recently and...the chief psych-
iatry resident refused to admit the patient

hecauce it would, as he put it, 'be too disturbting

to the natient to admit him to a psychiatric ward,!
Do you believe that? Fsychiatry is the only

place that can look after a patient like that." (322)

Wurses get very frustrated having to deal with
disturved patients. In the following example, nurses
ge this situation. (In fact, the field

n
notes reveal that nothing changed in the fecllowing

B
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The supnervisory nurse says, "The nurses have

reached a point where we are going to stand

on our feet, “e're not going to put up with

pvatients who display behaviour problems. Itlwve

been walking on eggs for two years because I've

been afraid of what dectors would say. Doctors,

% fognd, are concerned about developing clientele.”
218

urses are also concerned about chronic patients

44

u

nd, as noted later in this chapter, often blame the

(@]

octor for not discharging the patient.
The following example sums up the nurses' problems
and frustrations resulting from their lack of authority.

A 20-year old problem patient is being discussed.
The patient is violent and nurses don't know

how to handle nhim. One nurse says, "YWe discussed
this before and decided that the psychosocial

team should be involved but the resident said that
he,..didn't nesd a psychosocial consultation...

we can make all these decisions...but a2 doctor

has to order the consult.” The supervisory nurse
sums up the discussion later by saying, "...all

of us function as a team but the doctors don't
support us...(they) make their own decisions.™” (179)

The team structure in this hospital slightly modifies
the traditional authority relationships found in most
hospitals., Control over patients may be increased,
particularly as a result of the extensive sharing of
information which occurs at team meetings., Control over
conditions of work should, in principle, be increased
since team meetings are supnosed to pnrovide a forum
for Adizcussion of wroblems and a setting where each tean

membher may contribute tn prossible sclutions. The ability
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to influence one's conditions of work through interaction
with one's immediate superiors 1s thought to reducs

T

feelings of powerlessness and alienation (Argyris, 1964;

y

Barrett, 1970:12-14; Bowers and Seashore, 1946; Fatz
and Xahn, 1966; Likert, 1861; lclGregor, 1960; Pearlin,
1962). The survey data from the primary study suppor:
this assertion. Vhen a number of variables measuring
dimensions of health care teams were regressed on
alienation from work, the two most important predictors
of low alienation from work were low inter-role conflict
and high peer supportiveness for achievement.2

This increase in reciprocity, while carrying th

[«

above-mentioned positive effects, also carries an increase
in visibility. Nurses and their work become more visible,
through discussion, to other team members. They are

less able To simply do their job as they see fit.

-

The psychosocial programme, operating through team
neetings, increases "accountablility” of health professionals.
Murses and doctors have traditionally been accountable
for the technical aspects of their work with patients
but rarely for their behaviour with patients; behaviour

in areas other than physical care is outside the province

of professional standards., This nonaccountable area of

o+

natien

Y]
D

care has been luclidly discussed by Glaser, Strauss

L
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and Juint with respect to the care of fterminal patients
4,

(Glaszr and 3trauss, 1965:4,5; Strauss, Glaser and Quint,
1964). The concept may, I Ffeel, be usefully extended

—

>atients as

P

to cover aspects of care for non-terminal
well, Hospital regulations stress which procedures

should be done, rather than the way in which they are
to be carried out. Within a framework of regulations
and institutionalized responsgsibilities, professionals

re given counsiderable freedom as to how actions are

(D
H
o
o
2

o

e..the assumption of professional competence
leads to far less scrutiny of how procedures are
carried out than that they are carried out. How
procedures ars carried out Includes not only
gechnlcal skill nut also whether social and
gbyﬁHOWO 1cal sensitivity_was employed (Strauss,
Glzser and Quint, 1964).

any of the nurses' and physicians' nonaccountable
actions are not observed by other personnel and not
reported, These actions may be considered "invisible."

In this study, both the team structure and the
psychosocial programme opsrate to increase accountability
and visibility through discussion and expanded
resronsibilities. In this sense, they represent a certain
loss of control over conditions of work for the individuals

inveolved.
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The institution as a constraint

Another dilemma in authority is reflected in a

H

eeling by nurses that the hospital in this study, its

policies, philosonhy and community position, exercise
a constraint on their urofessional behaviour. While

social scientists may argue whether or not an organization
has a reality sul generis, 1t is apparent that the nurses
in this study perceive the organization as "real."

As described in Chapter One, this hospital has a strong
commitment to community involvement; implicit in this

is a recognition that the hospital is accountable to the
community. This organizational philosophy constrains
nurses, as the following excerpt from the field notes
illustrates.

ant asks 1f the nurses

) 3 +hey feel hurt by the
patients’ crltlcism. A UpeersorJ nurse says,
"o, because the patient is always right.'

Another supervisory nurse says, "I think 1t's

the philosophy of.this place that prevents us

from doing something like that...this 1s a

community hospital...so we bend over backwards
to make sure that the patient is comfortable

and does not become upset.” The first nurse
who spoke resnonds wryly, "It's a lcliaster
syndrome," (84)

Murses feel this nhilosophy is unusually emphasized

in this institution.

One of the nurses says at a meeting, "I loct =
natient here one night some time z2go znd I nearly
went crazy, I kent thinzing of all the television
camernas and fthe press and the nublicity this nlace
would met 1T we couldn't find that paitient.

tve lost cationts at other hos itals hefore and
I haven's worriad aveut 1t one hit, but here it's
really different.!” {(141)
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Nurses feel caught in the middle, between several
snonirces of authority and power; their own sense of

powerlessness is expressed in the following excerpt

—

-

.

)

as a lac f control.

o]

§

A nurse says, "I don't know what it is, but
ever since I started working here, it seems I
have no control over anybody or even my own
job...Patients tell us what to do, we have to
answer to administration, we have to answer to
the relatives, we have to answer to the doctors,
it seems like 1it's never ending." The suggestion
is made that this is characteristic of teaching
hospitals, to which a supervisory nurse renlies,
"Je've all worked in teaching hospitals and we
haven't lost that power to control." (141)

Petients and families as constraints

Finally, the nurse must deal with the actions and wish-
es of +the patient and the patient's family. The farily is
discussed at length in Chapter TFour, the patient near the
end of this chapter. A4As mentioned in Chapter One, the
patient may make 1life difficult for the nurse. While
the patient does not have legitimate authority in the
medical hierarchy, the patient's co-operation is needed
in order for the nealth bersonnel to perform their tasks
adequateiy and get the patient well. A patient may
frustrate normal procedures, disrupt the ward, threaten
to sue the hospital, sign himselfl/herself out of the
hosvital, convince a velative to transfer him/her to
another hosnital, complain to the doctor or the head

nurge, or cause fricltilon among the staff, Turses will
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try to keep patients happy, in order to forestall such
inconvenient and threatening turns of events.

Auvthority, then, is subject to the dilemmas and
constraints outlined above, Subject to these constraints,
the nurse must manage the patient, carry out the doctor's

orders, and keep life on the ward running smoothly,

Maintainineg control: staff and natients as nerformers

and audiences

The performance metaphor

Murse-patient interaction may be usefully viewed
o : o 4 .
as a performance, in Goffman's terms. Non-problematic

nurse-patient relationships are those in which The

performance is more or less successfully staged, and control

is maintained. The narticipants in these relationships
do not necessarily believe in the perfection of performer
or audience; what has been achieved is an adequately
managed performance vhich the audience (patient) has
supported. The patient has not openly expressed lack

of confidsnce in the nurse or the hospital, has not made
a "scene," and has made appropriate responses. The

nurse has maintained a suitably nrofessional bearing

snd has not incurred any manifest disturbances in the
t
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Problem patients may be viewed as failing to play their
appropriate audience roles, creating what Goffman calls
"performance disruptions." The "polite appearance of consensus
that characterizes the performer-audience/nurse-patient
relationship in non-problematic situations is threatened
or destroyed. Sometimes this occurs because the patient
himself/herself creates a scene, no longer caring about
maintaining the appearance of consensus. It mayoccur because
the united front of the team is broken, for example when
a team member is induced by a patient to criticize another
teammate, This provides the patient with a "backstage" view,

a2 glimpse through the break in the ranks.

Defensive measures

Goffman points out that performers employ "defensive
measures" to "save their own show."” Normally the audience
assists them by employing devices to help save the show,
Performers' devices include dramaturgical loyalty to the
team, which entails not disagreeing with teammates in the
performance area, developing high in-group solidarity within
the team, and providing a sense of community and social
support for each team member., Discipline is very important
as a device, Claims of expertise or professionalism may
be another device employed. Control over information is a
major strategy for verformance maintenance. Rehearsing
the agenda in the backstage area facilitates the subseguent

5
i
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maintenance of the performance. DLxamples of the use of *%

3
S 1

will he giwven in the diccussion later in this chapter.

dewvice
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Goffman notes that "mast of these defensive techniques
of impression management have a counterpart in the tactful
tendency of the audience and outsiders to act immr a
protective way in order to help the performers save their
own show" (Goffman,1959:229). Audiences employ such tech-
niques as tactful inattention, the giving of a proper amount
of attention and interest, holding one's own performance
in check so as to avoid contradictions, interruptions or
demands for attention, and the desire to aveid a scene,
When the performer "makes a slip" the audience may tactfully
pretend not to have seen it or may accept the excuse offered.
There is a "tacit collusion" between audience and performers.
Underlying this is the basic assumption of Goffman's that
a disclosed discrepancy between reality and the impression
being fostered is uncomfortable for the audience as well as
the performer and the avoidance of this discomfort motivates
all parties to the interaction. But audiences may also be
motivated to act tactfully because they identify and sym-
pathize with the performers, or because they want to
ingratiate themselves with the performers for purposes
of subsequent exploitation,

The major devices will now be examined in more detail.

Loyalty to the team versus involvement with the patient

Dramaturgical loyalty to the team includes the olligatim
to present a unified front, not $o criticize teammates to
the audience, and not to disagree openly with teammates in

the performance region, One potential problem here is that
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a performer might become attached to the audience and betray
the team as a consequence., One way the team can counteract
this danger is to change audiences periodically, a technigue
used by the health team in the form of having rotating nurses
assigned to different patients. Nurses rotate both in terms
of shifts and of groups of patients on a particular ward.
" Rotation schedules are set up according to the dictates of
circumstances rather than patient preferences for particular
nursegs or the wishes of nurses to work with certain patients.
Within this system, there is some continuity in patient
assignments and some patients, especially if they are in the
hospital for any length of time, do establish more personal
relationships with nurses with whom they become familiar.
The problem of nurses becoming involved with or attached to
particular patients, while attenuated somewhat by the prac-—
tice of rotation, cannot be avoided completely since nurses
do repeat on their patient assignments. TFurthermore, nurses
recognize, perhaps because of the emphasis in this hospital
on the psychosocial aspects of health care, that a changing
parade of nurses may be detrimental to the patient's social
and emotional state. Also, if the staff changes continually
no one can really have the opportunity to get to know and
understand the patient, meking proper psyhosocial care impossible,
Discussing this problem at a meeting, the suggestion
is made that "it's important that someone, maybe one
or two individuals, have to know the total patient,”
and that perhaps only two or three nurses should be
responsible for the patient's primary care. The

supervisory nurse says that there is no reason why
arrangements could not be made so that nurses who got
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along with certain patients, and who enjoyed caring
for them, could be assigned to care for these patients
on a regular basis. This would establish continuity
of care for the patient. (84)

In the above example, the nurse recognizes that such
an innovation would benefit the patient. 3Such an arrangement
would also lessen nurses' frustration and increase their
control, for they would get to know the patient more fully.
Of course, such an arrangement would also include the potartial
for nurses'! over-involvement with patients. Earlier in
the discussion from which the above quote was taken,
another problem was mentioned, that of patients becoming
attached to some nurses and creating divisions among the
staff.

",..the patients become dependent on those nurses

who have been continually involved with them and they
begin telling those nurses negative things about their
colleagues” (84)@

It is apparent from the field notes that patients,at least
in the nurses' perceptions of the situation, have a fair
degree of success in creating conflict among staff.

",..we are undermining each other and it's bad for
morale. A nurse who has had a patient for a long
while ... will tell another nurse she isn't doing
something right...we let it happen because we let
the patients manipulate us...we just blossom all
over them when they tell us how good we are" (245).

In another example, following a long discussion at a
problem patient meeting, the supervisory nurse closes the
meeting by saying,

"T think...we should...be supportive of one
another and not...have either the patients or the

patients' relatives make us fight with one another,
okay?"(141) :
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Goffman's statement may be somewhat extreme as a

characterization of what occurs in the health team

situation. However, to a degree, the backstage team
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meetings do provide for and in scme ways contribute To
er ali ion of patients which enables nurses

1gthen

“~a

to menage the needs for detachment and thus stren
oli darit tvy. TFor example, when a patient is dying and
nurses discuss their own nersonal fTeelings, thelr reactions

1
are, while not neutralized, diminished to more manage-

p.
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able proportions. FEmotional react are diluted by
talking about them. It is paradoxical that while

d ion of patients is intended, at least Dby the
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organizers of the programme of psychosocial care in this
hospital, to enhance viewing natients as individuals
there is ample evidence in the field notes that patients,
when dizcussed, are typed or classed, This relatftes to
the discussion in Chapter Two on the emrvhasis in nursing

education and in this hospital on itreating the ratient

as a total nerson and not zimply as an object or disease,

~
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The professional ideal in nursiné prescribes a ""professional”
attitude toward patients. This includes maintaining a
professional detachment toward each patient, focussing

on each patient's unique problems and displaying the
appropriate reaction toward the individual patient.

This professiocnal role concention has been shown to become
strained in bureaucratic settings (Mauksch, 1963;

Corwin, 1961). For example, as noted in Chapter Two,

both Coser and Quint found the "total patient" philosorhy
broke down in daily nursing practice (Coser, 1962; Quint,
1965).

In the present study, the conflict between viewing
the patient as individual or object, a feature of hospital
life that is always at least latent, becomes manifest
and creates a contradictory situation for nurses. They
are committed at least superficially to the total.patient
concept because of hospital pelicy and professional
training. At the sane time, they wish to maintain
control and thus ensure an orderly ward within which
to carry out their nursing work.5 Cne method of coping
with this stress and conflict in the nurse-client relation-
ghip, and the worker-client relationship in service

occupations in general, is the uce of client tyrologies

W)
i

1

by workers (Ienner

ck, 1974), The client forms simil
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typologies of the workers. DBy employing '"social types,'
workers and clients "fill in the gap between merely

knowing the other's formal status and being acquainted
intimately with him" (Mennerick, 1974). In this study's
setting, the use of social types enables nurses to identify
specific types of patients and then to orient their
behaviour according to these classifications. IMennerick,

in reviewing some of these works (Becker, 1952; Davis, 1959;

Cicourel and Xitsuse, 1968), identifies five major

Qs

imensions underlying the use and importance of client
typologies —-— facilitation of work, control, gain, danger,
and moral acceptability (Memnerick, 1974). The general
princinle, one which Torber found to be highly applicable
to hospital patients (Torber, 1975), is that "good"
clients are those who facilitate or contribute to workers'
iciency and "had" clients are those who hinder or

cause problems for the workers. Control implies a situation
in wnich the "client allows the worker +to perform his
service at the time and in the manner thought appropriate
by the worker' (Iennerick, 1974). The dimension of gain
or profit implies that the worker may gain something,

for example satisfaction or experience, from dealing with
a particular client. In this context, vnatients who are

in the hospil al because of placement delays cost time

.o.nn

and affort mhut provide l1ittle "rayol to nurses.
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Dangerous clients pose a physical threat to nurses.

The final dimension, moral acceptability, has been found
to form a basis for typologles among medical students
(Becker, 1961:323-4). 1In the present study, career
patients or patients who are feigning illuness are typed

by nurses along this dimensilon.

Patients may be classed by nurses into categories

-

&

which have professional-medical labels or into la

categories. The Jlatter usually violate the professional

n

D]

{

ideal, shared by many nurses, of treating each vpatient
as an individual (Kramer, 1974: 42) without allowing
personal feelings to interfers.

The following examples illustrate the use of non-
professional labels.

pneaking of a problem patient who 1s being
discussed, a nurse says, "He's a mean old cuss."
She goes on to say, "Personally, I don't like him,
but that doesn't mean I can't care for him...
that's my Jjob. I.can look after him without
getting my feelings involved...he behaves like

a child and sometimes you have to treat him like
that," (394)

In another instance, a supervisory nurse says she
doesn't know toc much about a particular patient
excent "She's a pain in the neck...Zhe goes out
of her way to antagonize everybody...l den't feel
sorry for her one bit," (282-2)

amples include referring to a patient as
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Commenting on a 27-year old female wac has
Just had = cvanlotomv and delivered a haby by
Caesarian section, the nurse sa ays, '"Zhe has a
low threshhold to pain and is very childlish.”
Ie
‘\322)

TFithout further elaboration on what particular

nroblems the above patient was experiencing or presenting,
the patient has been labelled as childish, nresumably

Tor wnot being able to tolerate what the nurse considers

a3 tolerzble arzount of discomfort, "Childish," a lay tern

ig linked to the inability to hear discomfort stoically.

urses sometimes use rchiatr terminology and
concerts when typing patients. Jhile it 1s rossible that

such labels may sowetimes increase understanding of
patients, it may also serve to lwumn them in nsendo—
psychological categories. This esoteric vocabulary is
typical of professionals,

Tocabularies of certain organizational participants
can be pretentious and filled with esoteric
referents and jargon. Trofessionals and guasi-
nrofessionals often develon vocabularies which
have the trapnlnM that convey to the uncritical
obgerver a deep sophisticated understanding of
complex individual problems, but which on closer
examination and inquiry reveal 1ittle more than

a facade of ignonrance, or a professional ideology
wnich 1is not based on knowledge but assumntions
(3ogdan, 1972:34),
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Drawing on recearch on teachers and pupils (especially
Cicourel and Kitsuse, 1963: chapter 4), RBogdan con®inues...
...1in schools an elaborate pseuvudo-psychological
vocabulary 1s often used among personnel in
describing pupils' behavior and academic notential,
This wvocabulary is selectively applied Lo uwupils
on the basis of social class and other such var-
iables, and to the researcher they reveal more
about how the users see the pupils, themselves,
and the function of the school than they do about
the pupils" (Bogdan, 1972:34).
In the present study, an example of the use of
2 1)7, a7
a psychiatric label occurred in connection with a patient
who had been presenting staff with management problems.
The nurse describes the patient as "really paranocid."”
Another staff member says, "I'm glad I'm not the only
one she's picking on" (376). While the descrintion of
paranoid was not inappropriate for the incident under
discussion —— the patient had accused the staff of trying
o poison her —-- the label will likely have the effect
of discrediting any other complaints this patient might
make.

In another example, a male patient is called a
"schizo" by & nurse (70). This shows how psychiatric
labels may be used in a sense close to slang.

The numerous examples discussed in Chapter Two of

the use of the +term "manipulative'" to describe various

(D

atients are furthers i1llustrations of this use of
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into categories. Individuals tﬁus come to be perceived
as "types" rather than as unigue persons., In this sense,
patients are depersonalized in the team meetings and
discussions. The audience is made less human in order
to give staff a measure of what Goffman calls "emotional
and moral immunity," or decreased involvement. At the
same time, in-group solidarity among team members is
strengthened by discussing a problem patient and form-

ulating a common perspective,

The team g8 a sunport system

Another defense against disloyalty is to provide

for teammates a '"soclal community which offers each

verformer a place and a source of moral support" which
enables performers to "protect themselves from doubt
and guilt and practice any xind of deception'” (Goffman,

-3

959:215).
Teammates function as a source of support for
nurses, and nurses themselves recognize this.

LAt one meeting, the psychosocial consultant
asked the group, "Who do you go to when you e
feeling down about a patient who is dying?"
A nurse responded, '"We talk with each other.
Jde get a lot of support from that., ‘iefve got
a pretty zood group nere." (251)
The support function of the team is anparent, ahove

2

all, in connection with npractices of information control;
2 this will be explored in depth in Chanter
ew ayxamples nere will illusitrate how the Team may

aciaieve %this communal sunport which acts as a bulwark



against guilt.

L nurse CO”DlaiﬁS that she dossn't ¥now how

to act with dying patients because she doesn't
know how much information they have hmen given

by the ﬂoccors¢ "I find that I can' oehave
naturally with some natients who have a terminal
illness, btecause I don't know whether thas doctors

have told them their p»rognosis, and Itve found
this to be very frustrating. I'm finding that
I have to be cautious of what I say for fear
of letting the cat out of the bag." (250)

The nurse in the above example not only vents her

;)

frustration at having to function in a situation where

her own information is incomplete, but goes on to express

isapproval over the practice of withholding prognosis

[

o

nformation.

fte

"Doctors are always quick to say, 'How can I
tell a patient how much time he has left?
Fe mlghu have six weeks or he might have six

months. VWho am I to say?' 3o they end upn saying
nothing., That's thelr hlp rationalization. I
think it's a cop out.” (250)

Turses are protected from feeling too much
personal guilt since it is the doctor's responsibility
to decide what and how much to tell the patient. This
is seen in the following cases.

A young natient is going to be permanently

blind but has not yet heen told by the doctor of
this prognosis. A nurse says, "I think it!
rldlcuiouo not to tell a paulent something like
that...he can't even r~et any help from the resources
available to him if they don't tell him that

he'll be blind." (99)

!.

The social worker says, "1 think the patient should
be toWﬂ vhat's hanUvn1p~ to him., I don't know
doctors who are working on hio..."

sory nurse says to ner, "It's not your

ri
: * - —t ~7 “ < s t 4 ~
111ty or mine to tell the natients.™ (252)
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Thus, although nurses often complain about having to
keep information from patients, they are assisted in main-
taining this difficult performance by being able to air
frustrations to each other in team meetings, and by remind-
ing each other that information is the doctor's responsibility.

VMeetings also provide a forum in which plans concern-
information are carefully worked out and up-dated.

Concerning a young patient who has Jjust had an
iliostomy operation, a nurse says, "He doesn't know
what's going to be happening to him at all. The
resident replies, '"(the doctor) told him about it
and he's pretty assured that (the patient) under-
stands what's going on." The resident goes on to say,
"I haven't seen his family...I wonder if they know
about the operation.” At this point the physician in
charge comes into the room in which the meeting is
taking place. Having overheard the end of the above
discussion, he confirms the resident's statement that
Fhe gatient does understand what's happening to him.
148

The doctor says of a cancer patient, "She has
metasteses of the liver,..We will tell her that
we didn't get all the metasteses, but we're not
going to make any predictions.” (148)

The following example illustrates clearly how plans

are made.

The resident tells the team that a patient was oper-
ated on and a tumour was found in the pancreas. He
says, "We decided not to do a biopsy. If it turns out
to be C.A. (cancer) it's inoperable." A nurse asks,
"How will you know what he has if you don't biopsy?"
The resident replies, "If he has cancer he will die.”
Another nurse adds this information to the discussion,
"(another resident) talked to his wife already."

The first resident asks her, "What did he say to her?
Do you know?" The nurse says, "No." The resident then
says, "I better talk to him first before I see Ethe
patient) so we can have our stories straight."” (98)
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is will be elaborated upon in Chapber Tive, the
staff's control over information, while not absolute,
is profound. This provides a major control strategy
for raintaining a performance. The nsrformance must
be adjusted to the patient's current information level,

If 2 dying vpatient does not yet know his/her prognosis,

ct
Q
[N
<
D

the nurse must no Z away" the truth, either by verbal
or nou-verbal cues. The performance must, furthermore,

be managed in a way that discourages patients' demands

for more information than csn be given at the present
time. Demands, if made, must he mollified without giving

more information than decreed permissible by the physician.

Rehearsing the management agenda

-

The performance is aided by the team practice of

rehearsing or declding on an agenda of management with
a patient. This allbws verformers to consiier possible
contingencies and to formulate nlans of action in advance.
Abhove all, it creates a "united front." Not only does
the staff have more information than the patient concerning
diagnosis and prognosis, but they also have more information
about how the pétient is going to be treated, including
how the staff will act toward the patient. The natient
must guess at these plans, The team tries to assess

£

patients' behaviour. Often, team members try, in a sense,

to outwit or out-manoceuvre the patient.
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In one example, the team is anxious to get a
patient to do more for her own care. The doctor
says, "I don't know how we can change her attitude."
One of the nurses says that the patient "can play
weak. You've got to watch out for her." (56)

If, in fact, the patient in the above example was using
weakness as a device, it may well prove less effective
from now on.

This planning extends to families as well as patients.

A difficult family member whose wife is dying has

been critical of the staff, The team has a long disc-
ussion about the various psychosocial aspects of the
case and then decides that the husband "should be

t0ld every step along the way of his wife's condition"
but that they "should interpret the nursing care of
his wife to his advantage rather than his disadvan-
tage." They also decide to "try to find out whatts
happening to him in terms of his fears...to talk to
him,..to be understanding." (17-3)

An elderly male patient is not eating enough and the
problem is aggravated by his daughter who insists on
making out his menu for him. The nurse says, "It's a
constant battle between (the daughter) and us." The
nutritionist says, "I'd like to know how I can handle
this.™ The doctor says he will make out the menu from
now on in ink so the daughter can't change it. The
resident says, "Okay, this is our plan of action.
Let's change his diet from 1200 cc's to a diet as
tolerated." Another resident says, "Also, I think we
should call (an absent resident) to let him know
what's going on, to prevent her (the daughter) from...
playing one against the other.™ The first resident
says, "That's a good idea, and let's see what

happens from there." (93) *

v) Maintaining the expressive status gquo

To maintain the performance requires discipline.

The performer must be able to suppress spontaneous

- _
This example has appeared before (see page 54). From time
to time I repeat examples in different analytical contexts.
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give status

3

ersonal feelings and maintain the "expre

2

quo," that is, the affect agreed upon by the team and
prescribed hy the professional role. Goffman points

, with pertinence for the discussion here, that a
"display of proscribed affect may not only lead to impronper

dizclosures and offense to t

may also implicitly extend fTo the audience the status
of team member (Goffmen, 1959:217). This difficulty

hecomes complicated in this hospital by
the patient should be a member of the team, To health
professionals, this means participation by natients in
their own care,but under the direction of and at the
discretion of the health professionals. There is an
inherent ambiguity in this situation, and if 2 patient
takes the philosophy at face value, it may create problems
the staff,

A 62year 01d male patient is said by the

supervisory nurse to be mad because he wasn't

involved in a conference of his care, The
nurse suggested that they should have a

o2

conference hefore he was discharged. (36)

Problem natients: the threat to control

In the preceding discussion, I have viewed the

~

nurse-patient relationshin in fterms of a oorformance

4

metaphor, ot only the individual actor, hut the entire

cast or team is involved in some way in most interactions.
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By means of wvarious devices, staff maintain control over

patients are socialized or induced %o play

ot
e

patients

their roles -- the sick role —-- properly.

o]

O.

3

ay assume that patients whose behaviour (as

o]

e I

opposed to medical conditions) does not come up for
discussion in the field notes are nlayving their roles

as staff would have them. They are not presenting
management problems. Control has been successfully
established by staff. The patients, for their part,

are either satisfied with the flow of events or are
complying with staff routines despite inmer, unexpressed
dissatisfaction. One may infer that control has been
exerted and maintained byvsuch devices and strategies
as those discussed above.

When a patient's behaviour passes beyvond what
nurses consider reasonable under the circumstancés, the
natient 1s almost certain to come up for discussion at
a team meeting., It is common for a particularly difficult
patient to be the sole topic of a problem natient meeting,
occupying the staff's attention for as long as an homr or
more. OCnce this occurs, the patient is quite certain %o
be discussed at least once more as a follow-up. musually

ult natients are often discussed =several Times
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in %the course nf their stay 1
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Reactions to swmecific tynes of nroblem vnatienis

How do nurses rsgain control over problem patients
and restore conitrol over their work routines and the
material -~ patients -— on which they perform their work?

Chapter Two delineated several categories of problem
patients: manipulative; demanding and complaining;
aggressive, violent, confused or irrational; career
patients, patients who do not belong in hospital, and
inappropriate admissions; non-comnliant patients; patients
who are unpleasant as people, and patients who try to
centrol staff or treatment {see Chavter Two, Table 2:1).

These categories were then analvzed to determine the

roles played by age, sex and diagnosis. In Chspter Two,
I briefly indicated some of the consegquences, in terms

of staff reactions, to being perceived as a »roblem
patient., This issue will now be exnlored more fully.

able 3:1 summarizes nurses' reactions to the

=

prohl

[0}

m natients discussed in Chapter Two.

W ith manipulative patients, the common ftaff reactions

are annoyvance, anger and avoildance., Avoidance is often
iustified with the assertion that maninrulative patients
are better off if they recsive less aviteuntion, Howevar,

the fact that avoidance was conly & clear rveaction in



TABLE 3:1
NURSES' REACTIONS T0O PROBLEM PATIENTS
Patient TotaljModal} Typical Annoy-| Avoid-|Disc—-{Agreel Blame| Psycho~ Total
type cases| sex ‘age Diagnosis ance, anhce uss-~ {on doc- social] reac-
' anger ion plan | tors | con~ tions
sult n X
tManip- (12 F all Only one had ser- b 3 8 L 1 5 25| 2.08
ulat- under ious illnessy; others
ive 60 had less severe
problems or were in
hospital for social
or emotional
reasons.
Demand- | 9 F half Over half had
ing, over serious illness. T 5 6 18| 2,0
compl- 60,1/3
aining over 65
Vieclent, 13 M older,
AESTess- half not codable 2 8 1 L 15 1.5
ive, over 60,
ete. 1/3 over
65
Pain 17 ¥ most in
50s, 3/4| not codable 3 L L 8 1 9. 29 [ 1.70
under 60
Career 21 ¥ 50s and {Chronic illness
under {(diabetes, asthma). | k4 3 5 3 6 7 28 11.33
Hon- 11 F mid- 3/4 had chronic
comp~- aged illness, esp. 1 1 8 3 1 L 18 | 1.6k
liant to old diabetes
Un- 10 poss—|not Half had chronie L 7 2 3 16 1 1.6
pleas- ibly }codable {illness, half
ant F acute
Control 9 no no aged- |[Half chronic, 2 h 8 L 2 9 29 | 3.2
staff, giff. jall half acute
treat- under 66 g
ment
(TOTALS [02 20 22 ha 37 12 b7 178 | 1.7L

0T



These were tThe natients who caused friction and divisive-
rement plan was agreed on in
one-third of these cases, and usually included a staff
resolve not To le2t the patients cause fights among the

staff,
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controllied through avoidance, the staff reaction in seven

of the nine cases., Thisg appears to differ from Roth's
findings. He noted that...

Although the staff will usually not give in to
a patient's...demands in an immediate and overt
fashion, pressures from the clients 4o have an
effecb¢.,A natlient received his medication right
away when he insisted on it...4 nurse made addit-
ional atternpts to get a physician right away when
a Ua§l°ﬂt UONDTalned about a long walt (Roth

872

3

oth's findings and those of my anzalysis may be reconciled

=

o'

x
.l

gesting that although these patients are avoided,

~i
4]

C\:

WL
when they do make demands to the nurses, these demands
may be met. A4 further qualification in comparing Roth's
findings with mine is that his patients were observed in
an emergency room situation where avoidance was far more
difficult for staff to carry off,
The prevalence of avoidance as a reacdtion to these

patients is also striking in view of the fact that over

half of these rnatients had serious illnesses. Avnidance
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appeared with equal frequency regardless of the degree
of geriousness of illness.
A menagemen® plan was formulated for half the
ratients in this groups.
m . , s et e
The common rezaction to violent patients is to use
physical force in the form of restraints, even though
nurses find this procedure distasteful. These vnatients
are often viewed and treated as children,
¥hen verbally or physically @used by patients,
nurses are nighly displeased.
Cne such patient was being nasty to a nurse.
She reports, "I asked him why he was angry and
he just yelled at me...that's when he threw a
full vrinal a® me...Il'm furious, I could kill
him." Another nurse calls the patient a '"mean

old cuss" and says, '"lle Dbehaves like a child and
sometimes you have to treat him like that.”" (394)

Tiscussing a patient, a supervisory nurse
gsays, "I was ready to strangle him., He was
using extremely foul language." (158)

These violent patients are often not held resmonszsible

'y

for their actions. ‘Therefore, while nurses are angered

fucd

bv the actions of these ratients, 1t is a different sort

of anger than that displayed toward, for example,

Fatients who cormlain excessively about nain masr

Y Y . W et 4

invite anser annovance or avoldance fror nurses 2o D—-
k] J L i

ecizlly if the pain cannot b2 related to an orgaric
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In almost half the cases in this group, the patients

were elther given increased medication or sent to the

j—

pain clinic, a faclility vprovided by this hospital.

“While anger, annoyance and avoidance are pcssible
reactions to career patients, these reactions are apparent

4

in only one~third of the cases. Rather than react to
the patient, the nurses hold the doctors responsible

for what is perceived as the unnecessary hospitalization
of many of these patients.

Non-comnliant patients, on the whole, are those

who do not comply with medical treatment. For example,
not taking prescribed medication is common in this
category. As Chapter Two described, most of these patients
are not acutely ill; three-gquarters had chronic illnesses.
Murses do not appear to react emotionally to these
patients. Anger and annoyance are less common in this
category than in any other, and avoidance 1s similarly
uncommon.
The consequences of non-comnliance are more serious
for the patient, whose condition may worsen, than for

ruastrated in

.

the nurses. The nurse may be somewhat
his/her desire to care for the vatient, but rarely does

non-compliance lead to an acutely worsening condition,

)]

The major problem non-—compliant patients present seem

L L

to he related to the authority structure; the
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doctor depends on the nurse to see that orders are
carried out. Since this type of problem is the most
closely related to the work of the doctor, it is not
surprising to find that it is the type most frequently
discussed with doctors (see Table 3:2).

TABLE 3:2

PRESENCE OF DOCTORS AT MEETINGS
WHERE PROBLEM PATIENTS DISCUSSED

Patient Category Total number of Times doctors
patients im present at
category discussions

Manipulative : 12 4

Demanding,

complaining 9 3

Violent, aggress-— 13 7

ive, etc,

Pain 17 10

Career 21 4

Non-compliant 11 8

Unpleasant - 10 3

Tries to control .

staff, treatment 9 4

Total 105 43

While doctors are present at only 41% (43 of 105) of
the total problem patient discussions, they are present

at 73% (8 of 11) of the discussions concerning non-



compliant patients.,

While this type of patient does present problems
for nurses, it does not appear to irritate them in the
way some of the other types do.

Patients who are unpleasant inspire anger and annoy-

ance in nurses. The common reaction to these patients
is to label or type them. This occurred in four-fifths
of the cases. A certain callousness or lack of sympathy
on the part of nurses toward these patients is evident,
suggesting that nurses react very much as other lay
persons in a situation where they are treated rudely.
Patients who are notably rude are not wholly in the
patient role; nurses do not really expect rudeness
from patients and do not have appropriate responses im
their professional repertoire.

Discussing one unpleasant patient, a nurse

says, "We're not used to having people talk

back te us. Patients are usually very polite

and we don't know what to do when they are sarcastic

or snarky." Another nurse adds, "When people
treat us this way, we just want to avoid them,"

(47-2)
The patients who are perceived as trying to control

staff or treatment have the second highest rate of avoidance

by nurses. The seriousness with which such patients are
viewed by staff is evidenced by the fact that this group
of patients had the highest rate of discussion and psycho-

social consultations.
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Nurses! complaining as a reaction

TABLE 3:3
COMPLAINING BY NURSES
Total instances of complaining by nurses 45
Gomplain about general features 30 ) 51
doctors 21 )
overlap 6
total complaining 45
Complain in presence of doctors, psychosocial B
consultant present 5
Complain in presence of doctors, no
psychosocial consultant present 0
Complain in presence of psychosocial consultant 37
Complain in presence of neither of above 8

See negative case discussion below

Table 3:3 shows that complaining by nurses is a
reaction to problem patients in 45 of the 102 casés, or
almost half the time. Tpe table notes that five of
these instances of complaining toock place when doctors
were present. It is important to note that in all five
instances, the doctors present were residents and not
staff doctors. While residents are of higher formal
gstatus than nurses, they have far less status than staff
doctors. Their presence would be less likely, therefore,

to intimidate nurses. Furthermore, of these five negative
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cases, only two involved blaming or complaining about the
doctor; in both these instances, complaints were made
about a staff doctor in the presence of a resident, not
the staff doctor in question. These data, then, show that
while nurses complain about problem patients almost
50% of the time, they are much less likely to do so in
the presence of a doctor. This occurred only 5% of the
time in these data. Moreover, nurses are highly unlikely
to complain about doctors when other doctors are present,
although this did occur in two of the 45 cases . As noted,
in these two cases, the complaints were made in the presence
of residents. At no time did nurses complain in front
of staff physicians.

Tt should also be noted that complaints of any
sort were never made in the presence of doctors unless
a psychosocial consultant was present, suggesting that
nurses feel supported by these consultants. It may also
be that the psychosocial consultants intréduce the sort
of discussion and 1eading statements, comments or questions
into the general patient discussions which make it easier
for nurses to voice complaints.

Sections a) and b) above have outlined a variety
of reactions by nurses to problem patients. Sometimes
they blame the doctors for the particular problems.
Sometimes they feel annoyed or angry with the patient.

More often, they avoid the patient and/or discuss the
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patient at meetings. As the column totals for Table 3:1
indicate, the most common reactions are formulating a
management plan for problem patients and/or arranging

for problem patients to receive psychosocial consultations;
these reactions may be viewed as strategies for maint-
aining the sick role andregaining control over problem patients.

Strategies for dealing with problem patients

Psychosocial consultation

The most prevalent reaction to being viewed as a
problem patient, and one which is common to all categories
of problems, is to receive a psychosocial consultation --
to be seen and assessed by either a social worker or
a psychiatrist.

This strategy was most commonly used with patients
who try to control staff or treatment. Virtually all
such patients received a psychosocial consultation.

Two-thirds of the demanding and complaining patients,
about half the manipulati%e and pain patients, and one-
third of the unpleasant, non-compliant and aggressive
patients received psychosocial consultations,6

Fewer than half the career cases received a psycho-
social consultation, but close inspection shows over
half the "true career" patients received psychosocial
consultations. There were eight true career patients in

this category. that is, eight patients for whom no medically
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valid reason for hospitalization could be offered.

Included here were patients who had what were perceived

as psychosomatic symptoms such as nausea or vomiting with
no cause, and patients who claimed a return of illness

when discharge was imminent. These were the "true

career" patients. In addition, two patients were perceived
ags liking to be in hospital and were included in the overall
category. Five patients were felt to be in the hospital
long past the time when their physical condition would

have justified hospitalization. TFinally, closely related
to the preceding group, six patients were felt to be

in the hospital only because the doctors were afraid to
refuse admission.

Table 3:4 shows the distribution of psychosocial
consultations for these various patients in the career
category. It can be seen that seven out of ten patients
(first two categories) who are perceived as career patients
received psychosocial consultations. Of the eleven patients
in the two latter categories, none seems to have been
seen by a psychosocial consultant. No doubt this is
because the problem is perceived to be the physician's

fault, rather than the patient's.
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TABLE 3:4
CAREER PATIENTS RECEIVING
PSYCHOSOCIAL CONSULTATIONS

Number receiv-

’ o -
Number in ing psychosocial

Patient category category consultation
True career patients 8 5
Patients who like hospital 2 2
Patients who should no longer

be in hospital 5 0
Patients in hospital with no

reason -- doctors afraid to

refuse admission 6 0
Total 21 7

For the total group of problem patients, a psycho-
social consultation was one of the consequences of
being perceived as a problem in 47 out of 102 cases,
or 46% of the cases. The proportion of all patients
in the total study popuiation receiving psychosocial
consultations was only 24% (lMarshall et gl,,1976).7
It is clear from these data that, in this hospital,
being identified as a management or behaviour problem
creates a distinct likelihood of being labelled a
psychosocial problem as well,

Other reactions, such as anger or avoidance, while
typical, occur less frequently.'

The psychosocial consultation is, of course, intended

to benefit the patient and in many cases it may achieve
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this objective. The less altruistic side of this strategy
consists of extending social control over the patient

by expanding the medical role to include responsibility
for and expertise concerning the patient's social and
emotional condition.

Formulating a plan

When problem patients are discussed at meetings,

a plan of action or management is sometimes formulated
and agreed upon. As Table 3:1 shows, this occurred in
37 of the 102 examples in this study, or 36% of the cases.

For the demanding and complaining, aggressive, pain
and control categories, management plans were agreed
upon in approximately 50% of the cases.

The group of patients who were violent, confused,
aggressive or irrational had the highest rate of plan
formation, with plans being agreed upon in eight out of
13 cases. This category is notable for its lack of
other types of reactions. In only two cases were anger
or annoyance expressed, and these were instances of
physical or verbal abuse. This anger was tempered by
recognition that the patient was not fully responsible
for his/her actions. The apparent lack of avoidance of
these patients by nurses must be viewed with two gqual-
ifications. Nurses may avoid these patients, but fail
to perceive avoidance as problematic since these patients

may be considered unlikely to benefit from psychosocial
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attention; if nurses do not perceive avoidance as problem-
atic, the comments about avoidance would not appear in
the field notes, even if avoidance was occurring,.
The second qualification is that many of these patients,
by the very nature of their actions, render avoidance
impossible. A screaming patient must be calmed, as must
a violent patient, not solely for their own benefit
or safety but for the comfort of other patients as well,
One reason that a plan of action is So often agreed upon,
then, is that the actions of these patients often demand
resolution of some sort. Another factor is that solutions
are often obvious and available, even though they may
be unappealing to nurses. A common solution with violent
patients is the use of "restraints." Another frequent
approach is to treat the patient like a child and use
straightforward reward and punishment techniques.,
An irrational patient often refuses to eat.
The supervisory nurse suggests,"Why don't we find
out what she likes, Then if she won't eat, we'll
deny it." She then gives a ten-minute summary
statement of how the patient is to be managed,
beginning with, "Then this is what we'll do."
(13-3)

The demanding and complaining patients have the
second highest rate of plan formation. When these
patients are discussed, a plan is often arrived at.

It is interesting that this group also has the highest

avoidance rate in the study; avoidance implies focussing

on tasks to do with physical care, but otherwise staying
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away from the patient as much as possible,

The supervisory nurse says a patient was very
difficult and demanding, and complained constantly
about her illness and pains. The nurse says
that the nurses who were responsible for the
patient didn't feel much like talking to her.
They Jjust went into her room, did what had to be
done, and left. (37)

The nurse in the above example notes later on that

this avoidance made the nurses feel guilty; it is

perhaps guilt that contributes to the fact that in half

the cases a plan is formulated. This frequency may

also indicate that, in fact, demanding and complaining

bring results, if not popularity, for the patient.

Plans are frequently agreed upon for patients in
the pain category. In part, this is due to the fact
that two types of solutions are readily available,
medicating the patient or sending the patient to the
hospital's pain clinic. The patients in this group may
also inspire anger, annoyance and avoidance.

Plans are agreed upon for one-third of the manip-
ulative patients. Interestingly, this category ranks
highest in having annoyance and anger as nurses' reactions,
often accompanied by avoidance., Extensive psychosocial
discussion rather than agreement on a plan of action

seems to be characteristic in dealing with this group

of problem patients.
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The patient is an 18-year old female,

discussion of whom occupied an entire problem
patient meeting and goes on for three, single-
spaced, typed pages of field notes. The

patient is said by one nurse to be "spoiled,
demanding and manipulative."” Another nurse

says, "The patient is very depressed. She

looks unhappy all the time." Another says,

"None of the nurses can relate to her. She's
gspoiled." One nurse relates an incident in which
the patient was suspected of stealing the nurse's
ring. The nurse says, "I never wanted to get

too involved with her after that.” But this
nurse objects to simply calling the patient
spoiled, and says, "She struck me as the sort of
person who has had a rough life," and adds that
she has never seen any family members visiting
the patient. The psychosocial consultant says
she thinks "the patient has been through a lot”
and the group should try "to understand her
demands and her hostility and sarcasm as a front...
She is probably really a scared, lonely girl..."
Despite all this discussion, the observer notes,
"T didn't feel anything was really resolved this
afternoon..." (47-3)

The unpleasant patients rarely became the foci of
management plans. Here, as with the patients who try
to control staff or treatment, typologies occur commonly,
perhaps sanctioning nurses'! subsequent unsympathetic
dealings with the patient, This is speculation, however,
since such observations are not part of the participant
observation data.

| Management plans were only arrived at for one-quarter

of the non-compliant patients; this is surprisingly low,
unless one assumes that these patients are not causing
overt trouble for staff or interfering with routines,

and for whom, therefore, a plan is less urgent.
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The category of problem patients for which a plan
was least often arrived at was the career group. This
was especially true for the patients for whom there was
no longer any reason for continued hospitalization or
whose hospltalization is seen as a result of the doctor's
weakness or inability torefuse the patient's or family's
wishes. Here, instead of making a plan, nurses complain
and blame the doctors.

The patient under discussion is asthmatic,

The head nurse says that in her opinion, "There
is no longer any reason for her to be on the
ward." She adds that the patient and her
family "are perfectly content to have her stay
here," A nurse mutters, "It's typical of

(the doctor in charge)...this practice of
having patients staying indefinitely." She
goes on to say that this particular doctor's
patients know more than the nurses do "in
terms of their care." (41)

An elderly female patient, 182 days post-
operative, is discussed. One nurse asks, "Are

we ever going to get her out of here or is she
just going to become part of the institution?"
The supervisory nurse says that the doctor
doesn't want to discharge her because the
daughters can't care for their mother themselves
yet will only allow her to go to a certain nursing
home which has a long waiting list. The super-
vigsory nurse continues, '"There is no maximum
limitation on OHIP (the government health
insurance plan) and since the bills are being
paid there is no pressure on anyone to discharge
her." Later on, she adds, "If the powers-that-
be wanted her out of here they could do it."

The physiotherapist becomes increasingly agitated
and says, "This is getting silly. How can they
keep her here? I think we ought to bring this

up at the...meeting." The nurses say things like,
"T wish I had a dollar for every time....'" "How
many times have we discussed this?" (207)
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In the following example, frustration with one patient
leads to a general outburst of fruétration.

A nurse says about a female patient, "She writes
letters to administration and (the doetor in charge)
is afraid of her. (The doctor) told me that that's
why he won't discharge her, because he's afraid that
it might get back to administration and he'll lose
his license...I'm sick and tired of being manipulated
by these patients., There is even one patient whose
slip came back from the suggestion box that said,
"Just like the Holiday Inn but cheaper.! Can you
believe that?" (154)

In the next example, anger is clearly directed toward
the doctor,

A nurse complains that a long-time patient has been
readmitted. The social worker says that when the
patient's family doctor refers the patient to the
specialist at this hospital, the specialist "is not
able to refuse because he thinks too highly of (the
family doctor)...I've raised hell before but it
doesn’t do any good." The physiotherapist becomes
quite upset and wants to take the matter to the
specialist. The supervisory nurse says, "Maybe you' 1
get through where we've failed." The social worker
says, "I can't tell (the specialist) to get her out
of here. We don't have the right to do that." The
physiotherapist persists, saying he is going to talk
to the specialist. The nurse says in a cynical tone,
"You can report to me. I'd like to see how far you
get." (273)

As Table 3:5 shows,-a management plan was formulated
only when a psychosocial consultant, physician or both were
in attendance. This supports Browne's findings on high
and low decision meetings (Browne, 1977:59). Browne's
dissertation is an analysis of the same participant
observation data on which this thesis is based. In
his study, a decision was considered made when a change
was indicated in the patient care plan (Browne, 1977:38).

A meeting was viewed as a decision situation..To examine
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TABLE 3:5
PRESENCE OF PHYSICIAN AND PSYCHOSOCIAL
CONSULTANT WHEN MANAGEMENT PLAN IS MADE

Physician present

Yes No
Psycho~
social Yes 13 19 32
consultant
present
No 5 0 5
18 19 37

the impact of the physician on decision-making, he
selected five meetings at which the patient's physician
was present, five with the head nurse present but not
the physician, and five at which neither was present.
He found that physicians were represented at over half
of the high decision meetings in his study and at only
one of the low meetings. In general, he found that the
highest proportion of decisions were made at meetings
where the patient's physician was present., Browne 4id

not investigate the role of the psychosocial consultant

on decision~making, but the data here suggest the psycho-

social consultant plays an important part in decisions

concerning non-medical management, probably because
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he/she often purposely guides the group to analyze 1its
own behaviour and seek a solution, This is a specific
aim of the consultantfs role.
TABLE 3:6 :
PRESENCE OF PHYSICIAN AND PSYCHOSOCIAL

CONSULTANT AT MEETINGS AND PERCENTAGE OF
TIMES PLAN MADE

Present at meeting Times plan made Percent
Physician 43 19 44
Psychosocial

consultant 78 32 41

Table 3:6 illustrates that a plan is formed slightly
more frequently in the presence of a doctor than of a
psychosocial consultant. Although a plan is formed
in 41% of the cases when a psychosocial consultant
is present, it is formed in 44% of the cases when a
doctor is present, -

Earlier in this chapter, I discussed complaining
by nurses as one reaction to problem patients. What
is the relationship between complaining and plan form—
ation? When problem patients were discussed in the
presence of doctors, a plan was formulated 44% of the

time, and nurses complaints were voiced only 5% of the
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time.

The data reveal 45 instances of nurses' complaining
as a reaction to problem patients. In these instances,
a plan is formulated in 18 cases, In 27 cases, nurses
complain but no plan of management is formulated.

Table 3:7 examines who is present when nurses complain
and no plan is made.
TABLE 3:7

WHO IS PRESENT WHEN
NURSES COMPLAIN AND NO PILAN IS FORMULATED?

Physician present

Yes No
Psychosocial Yes 4 15 19
¢onsultant
present No 0 8 8
4 23 27

Table 3:8 shows that there were 13 instances in which
problem patients were discussed and which were not
attended by either a doctor or a psychosocial consultant.
Table 3:7 shows that in eight of these instances, almost
two-thirds of the time, nurses responded by complaining

and failing to formulate any management plan.
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TABLE 3:8
PRESENCE OF PHYSICIAN AND/OR PSYCHOSOCIAL
CONSULTANT AT PROBLEM PATIENT DISCUSSIONS

Physician present

Yes No
Psychosocial
consultant present Yes 31 47 78
No 11 13 24
42 60 102

When problem patients are discussed, the team often
engages in psychosocial discussion of the patient (see
Table 3:1, column 8). The next question to be considered
‘is what is the relationship between psychosocial discussion
and the formulating of patient management plans, Table 3:9
summarizes the data on the frequency with which péycho—
social discussion of proplem patients occurs when a
plan is and is not formulated. In 70% of the problem
patient discussions (71 out of 102 cases), psychosoccial
discussion took place, This is not surprising in view
of the fact that paychosocial consultants were present
at 76% of the problem patient discussions (78 out of
102). Overall, psychosocial consultants were present

at 83% (59 out of 71) of the total psychosocial discussions.
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One may conclude that, in this study, problem patients

are very likely to be discussed in psychosocial terms.

TABLE 3:9
PSYCHOSOCIAL DISCUSSION OF PATIENTS

PSYCHOSOCIAL DISCUSSION

Yes No
Psych- Psych. Psych, Psych.
osoc. cons, cons, cons.
conl. not pres. not
present pres., pres.
PLAN Yes 30 2 2 3 37
MADE No 29 10 17 9 65
59 12 19 12

Table 3:9 also shows that psychosocial discussion
is almost certain to accompany the formulation of a
management plan for a problem patient; this occurred
in 87% (32 out of 37) of the cases.

In the 13 instances where nurses talked about problem
patients in the absence of either a doctor or psychosocial
consultant, psychosociai discussion occurred in only
five cases,

In this chapter, I have described and analyzed ways
in which nurses try to control patients. What has been
ignored up to this point is the patient's simultaneous
efforts to control the nurses. I turn now to a discussion

of patients' control strategies,
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Patients'! control strategies

Since most of the data arise from team meetings,
far more data are available on how nurses control patients
than how patients control nurses. However, by inference
and occasionally by direct observation, some statements
on how patients attempt to control their hospital situations
may be made.

The most obvious inference is that behaviour which
is perceived by staff as problematic is often a direct
effort by the patient to gain control over the staff. Often
these efforts prove successful. Thus, patients who complain
or make demands maf not be popular, but their demands may
be met., Patients who are perceived as manipulative may
be quite successful in enlisting the sympathy and support
of particular nurses., Patients who are suspected of faking
illness to avoid discharge often manage to have their
hospital stay extended.

Patients may simply refuse to be treated.

A patient who has had cancer for four years has
been admitted to the ward. The cancer has spread
to his vocal cords. The doctor says, "He is refusing
to have anything dome about it." (170)

The above example suggests that patients have more
power than they know. The following example illustrates
this further. The patient in question refused to be seen
by anyone but her admitting doctor.

A retired nurse, considered a very demanding patient,
was highly critical of the nurses. This patient

had refused to have anyone but the staff doctor
look at her., (36)
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As the preceding example suggests, patients who are
"experienced" either through former hospitaligzations
or familiarity with hospitals through occupation
know what demands they can make, which demands will be
met, and how To time their demands to advantage.
(see Roth, 1872).
The next example shows how staff take into account the
patient's projected reaction to a psychosocial consultation.
The occupational therapist asks if the social worker
should see the patient under discussion. The resident
says, "Yes, I can see the need for a social worker,
but I think at the moment it's premature. She might
be hostile if a2 social worker approached her at the
present time" (104),
The patient's hostility, real or imagined, has warded off
a psychosocial visit. In this sense, the patient has
controlled her treatment.
The suggestion above that patients wield more power
over staff than they may suspect i1s apparent whenever a
staff member expresses the fear of being sued or losing
his/her license. Roth's findings are pertinent here.
...patients and their agents rarely use legal
threat to try to control the way in which they are
treated. The possibility of lawsuit seems to be
a bugaboo of the staff which is not reflected in the
clientele's conception of its own arsenal of
weaponry (Roth,1972),.
In this study, there are no instances recorded where the
hospital is actually involved in legal action. There are,

however, numerous times where staff express general concern

over the threat of legal action by patients.
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During a meeting a nurse suddenly realizes that

the nurses had forgotten to get a patient to sign

a consent form before she went for a test. The nurse
says, "It's Jjust like her to sue too...we better be
careful about things like that in the future" (285).

A female patient is said To be suicidal. The
supervisory nurse says, "I don't know what she's
doing here in the first place. We are responsible if
she happens to kill herself...if she kills herself
we're all going to be in court" (56-3).
Patients may enlist the efforts of a family member
in dealing with staff.
One problem patient has a sister who, the nurse says,
"comes in daily at noonhour and if the patient brings
up anything in the way of complaints about the staffor
the food, she harps on it and makes things worse"(62).
Roth noted that patients defined by staff as uncontroll-
able actually had an advantage. Since staff did not expect
reasoning to be effective with these patients, they often
gave the patients faster treatment just to get rid of them
(Roth,1972). Thig finding is mirrored in the finding dis-
cussed earlier in this chapter that management plans were
frequently formulated for the patients who exhibited violent
and irrational behaviour. Whether or not such is their
intention, these patients do manage to force staff to deal
with them.
Patients may seek what they want by dramatizing their
symptoms or maximizing their incapacities,
One patient who was a severe management problem for
nurses tried to control the staff by using her incap-
acities to get them to do things for her. First she
would yell and swear at nurses. If this failed to
bring results, she would cry and say how lonely and
depressed she was. On one occasion, when neither
tactic worked, the patient invoked the sick role and

screamed at the nurse,"I'm the sickest person on this
ward" (356).



Nurses are well organized in their efforts to
control patients, while patients, especially in an acute
care hospital such as this, have 1ittle opportunity
t0 communicate or organize to pursue their common
interests. Nonetheless, patients do communicate with
each other to some extent. Two examples recorded by
the observer while sitting in the patient lounge illustrate
this communication.

Two patients are conversing in the lounge area.
One patient says that she was having "just an
awful time...I kept vomiting all night.”" The
other patient suggests she might be allergic
to some of the drugs she is being given. (51)

One patient says that she is supposed to go home
the next day but doesn't think she will be able
to because her mother can't get to the hospital
before 11 o'clock to get her. The patient to
whom she is talking says she doesn't have to go
by 11 but if she goes later she will be billed
for an extra day. The first patient says she
was told that patients had to be discharged
before 11. The second patient says that she
thinks sometimes that isn't possible because
"almost three-quarters of the patients here are
from out of town and are not able to get out
before 11." (52)

As the above example suggests, patients manage to
"learn the ropes" from one another, This kind of

situational learning is common to...

...the newcomer in any social situation -~ his
attempts to master where things and people are,

the niceties of rank and privilege, who expects

him to do what, at what time, for how long; what
the rules are -- which ones can or must be broken,
which followed to the letter (Geer et al, 1968:209).
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The following excerpt further illustrates how
patients learn the ropes concerning...

...facts about persons, places, and things...
relevant to mastering his situation (Geer et al,
1968:228).

Again, the setting is the patient lounge.

One patient says to another, "I can't tell the
nurses from the rest of them." Another patient
says, "They're all nurses." A third patient

says, "Well, some are registered nursing assistants
and some are registered nurses." The first patient
says that he hasn't seen one yet (referring to RNA).
The patient who had said that some are RNAs says,
"You can tell the nurses apart by the shape of
their pins. Some wear square pins and other ones
wear round omes." (59)%

It can be clearly seen, as the above discussion
shows, that patients, although infrequently observed
directly in this study, make serious efforts and use
identifiable strategies in seeking to control nurses and

the conditions surrounding their hospitalization.-

* . 3 -
In actual fact, the shape of the pins does not differ-
entiate RNs and RNAs, but identifies the particular
school from which the nurse graduated.
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VI Summary and conclusion:

The position of the nurse in the hospital's authority
structure holds many frustrations for nurses. Doctors
may arbitrarily make decisions concerning patient manage-
ment, despite previous team decisions. The results of this
situation appear in the finding that nurses, when a doctor
or psychosocial consultant is not present, do not formulde
management plans at all, Since lack of a plan decreases
nurses'! control, such a reaction may be interpreted as
alienation in the sense of feelings of powerlessness.

Institutional policies and philosophies were shown to
exercise constraint over nurses. The health team exercised
a further constraint over nurses, but probably increases
their control over patients.

In maintaining control over patients, loyalty to the
team is vital. In practice, this loyalty often cohflicts
with involvement with the patient. With the emphasis on
psychosocial care in this hospital, nurses recognize that
some nurses must get to know the patient well, yet this
increases the potential for over-involvement with the
patient, leading to a situation where loyalty to the patient
may take precedence over loyalty to the team. Not only
does this situation threaten nurses' control over patients,

t also often leads to conflict among the nurses themsélves.
One method of fighting the threat of over-involvement
is to depersonalize the patient. In this study, this was

acnieved through labelling and typing patients, as well as



132
through extensive discussion of patients.

The team aids control and defends itself against
disloyalty by providing its members with psychological
support and a sense of community. This is particularly
evident in matters relating to information control.

When control is threatened by problem patients,
nurses seek to regain control. Reactions vary according
to the category or type of problem patient. Patients
who were perceived as trying to control staff or treat-
ment were discussed the most, followed by manipulative
patients probably because of the friction they created
among staff. Avoidance is a common reaction, especially
in the case of demanding and complaining patients.
Avoidance does not seem to be related to diagnosis,
appearing even when patients are seriously ill. With
career patients, nurses' anger is directed toward doctors
who are seen as responsible, rather than toward the par-
ticular patients.

A psychosocial consultation is the most consistent
and frequent reaction to problem patients, being documented
in 46% of the cases in this study (compared with 24%
for the total patient population), and no doubt occurring
in many more cases than were noted in the field data. One
may conclude that, in this hospital, being identified
as a behaviour or management problem creates a distinct

possibility of being labelled a'psychosocial problem as
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well. The use of the psychosocial consultation, while

no doubt benefiting the patient in some instances, may

also be viewed as an extension of control by staff over
patients where staff assume responsibility for and expertise
in the patient's social and emotional, as well as physical,
condition.

A management plan was formed for 36% of the problem
patients discussed. Plans were formed most often for
violent and aggressive patients, appearing in over half
the cases. For patients in the pain, demanding and
complaining, and control categories, plans were formed
about half the time. Manipulative patients had plans
formed only one-third of the time. Unpleasant and
manipulative patients incurred the most frequent
rates of anger and annoyance from nurses. Unpleasant
and non-compliant héd low rates of plan formation,
and career patients had the lowest in the study.

Fany patients were discussed at great length by nurses
and were often avoided.

Management plans were never formed when nurses only,
without either a psychosocial consultant or physician,
were present at meetings. Plans were only formulated
when a doctor or psychosocial consultant was present.
The presence of a doctor may be the more significant
factor; plans were formed 44% of the time when a doctor
was present and 41% when a. psychosccial consultant was

present.
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A freguent reaction to problem patients by nurses
is to complain; this occurred in over half the cases,
although it is much less likely to occur if a doctor
is present. |

Psychosocial discussion occuré in 70% of the problem
patient cases., Obviously, in this hospital, a problem
patient is very likely to be discussed in psychosocial
terms. Psychosocial discussion was seen to accompany
the forming of a management plan in 87% of the cases.

The menagement plan is a major control strategy
and yet nurses do not, in these data, formulate such
plans on their own. The number of cases where nurses
only are present is very small and generalizations must
be made cauvutiously. On the other hand, the pattern is
apparent and is consistent with Brownes analysis of
team decision-making (Browne,B77), allowing a degree
of confidence that further reéearch would strengthen
this finding. Furthermore, if the team concept is realized,
with doctors and/or psychosocial consultants attending
all or most team meetings, management plans are more
iikely to be formed and nurses® control over patients

will thus be enhanced.



135

It was seen in this chapter that patients, too, seek
control over their situations with some degree of success.
Non-compliance, for example refusing to be treated,
seems guite effective; staff appear to accept such refusal
and other forms of non-compliance and rarely formulate
management plans for these patients. There is also
evidence that patients who make demands have their demands
met although such patients are not liked by nurses. The
frequent references to possible legal action indicate
a general awareness by staff of the patients' power.
Patients were seen to enlist the help of their relatives
in their efforts to control their conditions of hosp-
italization. Patients were also seen to "use" their
illnesses as levers to get staff to grant their wishes.
Patients also communicate with each other, supplying each
other with pieces of'information they need in order %o
be more effective in their control efforts. In sum,
patients use many means in their struggle for control,
and despite their unequal position compared to the nurse,
they have a variety of means at hand. It is quite logical,
from the patient's point of view, to "use" helplessness
or to make demands., What seems logical from the patient's
point of view often seems a behaviour problem from the
nurse's perspective, The asymmetrical relationship
between patient and nurse, the often conflicting goals
of each, and the different‘means available to each in

seeking control give rise to the dramas enacted in so
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many of the examples seen throughout this chapter.

The most alarming implication.of the findings of
this chapter is that in contemporary hospital practice,
non-conformity is labelled and dealt with as a psych-
ological or social problem. While the non-conformity
may be extreme, as with violent patients, it may also
be a perfectly ratiomal form of action if viewed from
the patient's perspective.

I turn in the next chapter to a consideration of
the relationship beitween nurses and the relatives of
their patients, investigating the ways in which each
party seeks control over the other and the kinds of

problems that arise,
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FOOTNOTES

1 TFor a description of the psychosocial programme,
see Chapter One, page 20.

2 TUnpublished study data show the following results of
a multiple regression analysis based on all nursing
service respondents for all three survey periods:

ALIENATION FROM WORK,
BY SELECTED MEASURES OF TEAM FUNCTION

Dependent variable Beta P Independent variables

Low alienation from = .278 .000 Low inter-role conflict

work .
.176 .021 High peer supportiveness

re achievement
.096 .006 TLow rule observation
.121 ,048 High goal integration
.123 ,056 Low role ambiguity

.047 ,054 High participation in
decision making

.089 145 TLow job codification

Multiple correlation coefficient (R) = .648,
p = .000

Significance levels (p) should be interpreted only as
ranking the variables in order of importance.

The alienation from work and rule observation measures

are adapted from Hage and Aiken (1967a, 1967b, 1969,

1970, 1971). The measures of inter-role conflict and

role ambiguity are adapted from Kahn et al (1964). The
measure of goal integration is taken from Barrett (1970:3).

3 Strauss, Glaser and Quint suggest that psychological
aspects of care are not stressed in professional
schools and are not associated with technical skill
but with common sense. Professional staff are, they
say, assumed to have such qualities "in them." To



some extent, this situation has changed. There has
been, in nursing education at any rate, an increasing
emphasis on social and psychological aspects of care,
although the job setting has often frustrated the

new graduate's desire to attend to these aspects of
patient care (Kramer, 1974:149),.

The following discussion categorizes nurses as
performers and patients as audiences. This is approp-
riate in the sense that nurses and other staff perform
tasks on and around the patient. It is, furthermore,

a useful metaphor when looking at the interaction from
the nurse's point of view. In another sense, of course,
the patient could be considered the performer and the
nurse the audience.

As discussed in Chapter One, "control" is a more
dynamic concept than "order." The nurses seek to
maintain order as they define it; to accomplish this
they need control over patients.

It is likely that the actual number of problem patients
receiving psychosocial consultations is higher than
this. Vy figure is based on information clearly
indicated in the field notes, and this information

may well be incomplete.

This figure of 24% is based omw information obtained
from administration data. It is, thus, an accurate
figure and not subject to the qualifications
discussed in footnote 6 concerning the number of
psychosocial consultations received by problem
patients.



CHAPTER FOUR

NURSES AND PATIENTS® FAMILIES

Nurses and families: partners or opponents?

In this chapter, I turn to an examination of the

relationship between nurses and patients' families,
Like patients, families represent different social worlds
than do nurses. Furthermore,
...the two do not share the same phenomenological
meanings, assumptions or concepts. Illness never
means the same thing to the client and to the
professional (Freidson and ILorber, 1972:202).

While subject to many of the same stresses and strains
as the nurse/patient relationship, the nurse/family
relationship is more difficult to define, The position
of the family as client is somewhat vague to nurses
themselves and is subject to a shifting definition,

While both patient and family may be properly considered
clients, the patient is usually the primary client with the
family occupying a secondary position. This situation
parallels that of the teacher/student/parent relationship.
The family of a patient, like the parent of a student, is
located outside the institution and its routines of work.
This has implications for those who work in the institution.
Becker (1953) says that one of the preoccupations of those
who work in a service organization is the "...maintenance of
their authority definitions over those of clients, in order
to assure a stable and confenial work setting." He arrives

at the following proposition:

139
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...the relations of institutional functionaries

to one another are relations of mutual influence

and control and...outsiders are systematically
prevented from exerting any authority over the
institution's operations because they are not
involved in this web of control and would literally
be uncontrollable, and destructive of the institut-
ional organization as the functionaries desire it

to be preserved, if they were allowed such authority.

Patients' families are "outsiders" in the sense implied
above, They are less subject to control than sick patients,
and therefore represent a potential threat to nurses. The
ways in which authority and control are challenged by
families and how such challenge is met and managed by
nurses comprise the subject matter of this chapter.

The family and nurse usually share the same overall
goal of getting the patient well. However, the means
required to attain this goal are viewed differently by
professional and client., Furthermore, the specific interests
and goals of nurse and family are often very different. The
family wants to know the nature, course and treatment of the
patient's illness; professional practice often tends toward
the withholding of Just éuch information from patients and
families. The position of the nurse as buffer between
doctor and family aggravates this as a problem area for
nurses. The family may want more information than it is
getting, or may demand special privileges, different
treatment or more attention. The nurse, who wants a
co-operative and compliant patient (see Chapter Two), also
wants a co-operative and compliaﬁt family. The nurse

wants a smoothly-functioning ward, without disruptive

scenes, emotionally exhausting situations, unnecessary work
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or loss of time. The nurse, in other words, wants a

situation where nursing work may be satisfactorily performed
according to definiftions stemming from training and social-
ization. To this end, the nurse seeks to control the work

setting and the position of the family in this setting.

Institutional setting contributes to problems of control

While the family always poses a potential source
of problems for nurses, this situation is intensified in
the hospital in this study as a resvlt of two distinctive
features: a policy of open visiting and a strong instit-
utional commitment to family participation in patient care.
The open visiting policy means there are no specific
visiting hours and no institutionalized limitations on the
duration of visits. Friends and family members may visit
whenever and for however long they wish. This means that
nurses' conventional strategies of maintaining control
over families by minimizing, avoiding or channeling
their interaction wifh family members (Glaser and Strauss,
1965: 59; Quint, 1965 and 1966) are far more difficult to
employ. Since nursing tasks can no longer be confined %o
non-visiting hours, nursing work becomes far more visible
to family members. Nurses themselves become more available
to family members to question, make demands, or complaints.
That the uncontrolled and unscheduled presence of
the family is perceived by nurses as a problem is evident in
the participant observation data. For example, during

a discussion of problems the team was having with family
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members, one nurse said:

"Tt's the McMaster philosophy. Some of them
(the family) are here all day.!" (141)

In another example, a nurse comments:

"He spends a lot of time on the wards...
he's on the ward ail day." (17)

The institutional commitment to family participation
in patient care (Bihldorff, 1975) is a further constraint
on nurses. The policy of family participation should be
viewed within the larger institutional context. This
hospital is a community-oriented institution. It was
conceived as a community hospital. The community was
consulted and involved during the development stage, and
is represented on such administrative bodies as the
patient care committee and the board of governors.1
There is community representation and involvement in the
admissions process to the medical school which is part
of this hospital complex. The policy of involving the
family in patient care falls naturally within this larger
perspective, It is the philosophical style of this
hospital to draw members of the wider community into the
orbit of the hospital, rather than to systematically exelude
fhem. Family involvement, in itself, is consistent with
contemporary nursing philosophy which emphasizes the
iﬁportance of the patient's support systems, including the
family, in total patient care. However, family involve-

ment, especially in this institution which emphasizes
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regponsiveness to the community and in combination with

the open visiting policy, heightens the potential threat

to nurses' authority and autonomy, while at the same

time limiting the options open to them. Nurses' perception
of lack of control is evident in the following example:

A nurse says to the supervisory nurse,

"T don't know what it is, but ever since I
started working here it seems I have no control
over anybody or even my own Jjob,..Patients tell
us what to do, we have to answer to admin-
istration, we have to answer to the relatives,
we have to answer to the doctors, it seems like
it's never ending." One of the nurses suggests
that perhaps this is characteristic of teaching
hospitals, to which the supervisory nurse replies,
"We've all worked in teaching hospitals and we
haven't lost that power of control." (141)

The familyv as a problem for nurses

In this section I first set the broad context within
which families become involved as problems for nurses.
This context includeé the fact that some families never
do become problems. It also includes the families of
some patients who are placement problems. Against this
general background, stand out several types of family
problems which are very important for the ways in which
nurses try to control their conditions of work. Based
on the examples of family problems in the field notes,

a typology of such problems will be developed.
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Background

The following discussion and analysis is based upon
examples of problems with families as discussed by nurses
and other staff and recorded by the observer. A total
of 46 examples were extracted from the field notes, The
nature of the data 1is such that no claims may be made
as to whether this represents a relatively high or low
number of problems. There are certainly many instances
in which the family poses no problem whatsoever for nurses.
By not discussing these, I by no means wish to write them
out of existence. However, it 1s from the situations which
become problematic to nurses that insight may be gained
into both types of nurse/family relationships, the ones
which are thrown into relief as "problems" and the others
which conform to routine expectations of nurses and remain
undiscussed and part of the ordinary routines of work.

The major question which wili be pursued here is: what

are the factors involved when some families come to be
identified as problems by nurses?

Placement

| Families are often discussed in connection with
placement, that is, the placing of a patient after discharge
ffom the acute care hospital into a nursing or convalescent
facility. As was discussed in Chapter Two, placement was

a factor in nurses' discussions and perceptions of problem



145
patients. 1In discussions of patients' families, placement
was a feature in twelve incidents in the participant
observation data.

Placement is always a feature of hospital life and
the nurses' orbit of work; unless a patient dies in
hospital, discharge is an inevitable occurrence, and a
patient must have somewhere to go when discharged.

Concern with placement issues was no doubt heightened during
this study as a result of hospital and government pressure,
exerted during the study period, to lower health care

costs by not keeping patients in hospital longer than
necessary. The impact of this pressure is apparent in

the reduction of the average length of stay, as noted

in Chapter Two, from 16 days to 10.9 days, as measured

at the beginning and end of the study period (Marshall

et al., 1976).

While placement concerns were perhaps accentuated
during the study, placement-related problems are routine
facts of life for nurses and as such are not my major
interest in this chapter. However, I hope that a brief
survey of these problems will serve to highlight by
contrast problems which are not considered routine.

These will be discussed later in this chapter.
Upon discharge, the most expeditious arrangement

is for the patient to return home; this is a "no problem"
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situation. For example, in the case of a female patient
who has just been diagnosed as having cancer, the resident
says:
"She goes home Friday if all goes well. Her
son is a doctor and her hushand is really good
with her., 3She also has two daughters so I
don't think we should have any trouble in that
area." (102)

In another example, a 70-year-old female is

being discussed.
The nurse says, "If she doesn't improve, she'll
be a placement problem. We have to look after
her completely and she's gotten worse and probably
will get worse." The resident . replies, "I
think her husband will look after her. They have
a good relationship.” (87)

Relatives may contribute to placement problems by
insisting on a specific facility or type of facility
which may not be Immediately available. Despite the
organizational and governmental pressure to discharge
patients as soon as medically advisable, the field notes
reveal that the family wields enough power over physicians
with regard to placement to counteract such pressure.

The face-to-face power of the family over the physician
is greater than the impersonal power of the hospital and
certainly more than the remote influence of the government.

Illustrating the above, the following discussion

centers around an elderly female who has been in the

hospital six months. A nmurse asks:
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"Are we ever going to get her out of here or is
she just going to become part of the institution?”
Another nurse answers that the doctor doesn't want
to discharge her because her daughters can't cope
with her at home and the only nursing home the
family will approve has a very long waiting list.
The patient has been placed on this list. (206)

The family may be unable to make a firm decision
about placement, although the patient is ready for
discharge.

A nurse says about a patient's family, "They don't
have the proper set-up for her at home, yet they
feel guilty about placing her in a nursing home."
Another nurse says, "The family wants her and then
they don't want her," (133)

The family may be happy to have the patient remain
in hospital. In the following example, a patient with
asthma is ready for discharge but is afraid to go home
because she fears she won't be able to manage. The
supervisory nurse says:

"There is no longer any reason for her to be

on the ward...(the patient) and her family are
perfectly content to have her stay here." A

nurse mutters, "It's typical of (the doctor in
charge)." The supervisory nurse says it was
"allright for this sort of practice to go on in the
beginning when the ward had a lot of empty hospital
beds but this practice of having patients staying
indefinitely is being continued by (the doctor)

and his team." She adds that patients of this
particular doctor"know more than the nurses do

in terms of their care." (41)

While the family in the preceding example will probably
take the patient back, the family in the excerpt below
is clearly through with the patient, an 88-year-old man

who 1s waiting for placement.
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The supervisory nurse says that the patient's
family have apparently wiped their hands of
him. They expected him to die in intensive
care and her impression is that they seemed
annoyed when he didn't. (36) '

In cases where the family is not ambivalent or
vacillating about placement, placement may still be viewed
as mildly problematic. Nursing home and chronic care
facilities are crowded and patients usually have to wait
at least a short time before being admitted. During this
time they remain in the acute care hospital. While the
task of arranging the transfer to the new facility falls
to the social worker, the staff must continue to provide
care until the patient leaves. Thus, the family who
does not plan to take the patient home but wishes to seek
placement instead may create extra work and perhaps extra
problems for the staff. This is particularly true when
a problem patient is involved.

Regarding a 73-year-old male patient, the
resident says, "I think we're going to be placing
him. His wife can't handle him at home....he
slugged (a nurse) last night." (93)

In another case a female patient is discussed.
The supervisory nurse says, "She's always asking
for her husband. She thinks her husband is running
around with other women." The occupational therapist
says the husband "is finding it difficult to cope
with that...the patient told me that she is not
going home...she is going to wait for placement."(125)

Placement, then, does involve problems, but these are
somewhat peripheral to the major focus of this chapter,

I turn now to a discussion of the types of problems staff

have with families.
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A typology of family problems

I have categorized family problems in three groups:
staff-initiated definition; family-initiated definition:
routine; and family-initiated definition: crisis. If
the first group is pictured as "sitting quietly," and the
second as "raising their hands," the third receives
attention by standing up and speaking out. To pursue
the classroom metaphor, the third group alone is breaking
the rules, or getting out of line., The first group does |
not threaten staff control. The second group poses a
potential threat. The third group, however, poses a direct
challenge to nurses! authority and control.

TABLE 4:1
TYPES OF FAMILY PROBLEMS

Problem ' Patient Family
category is prim- is primary
ary focus focus

least 1. Staff-initiated definition:
severe routine - family doesn't 15 4

interfere

: 2. Pamily-initiated definit-
to ion: routine -~ family 4
’ interferes

(oA}

i

most 3, Family-initiated definit-
severe ion: crisis - family 6 11

interferes




150

In Table 4:1, the 46 instances of problems involving
families are divided into three categories and along two
dimensions. The first category contains the mildest
problems. The definition of the family as a problem is
initiated by the staff. The family has not actively
invited this definition, nor has it interfered with the
staff's work, The essential criterion for inclusion
in this category is that families do not create problems
for staff directly. They do not demand information,
interfere with treatment, disrupt the routine or upset
the gaff. The problems in this category are considered
routine or part of the job. Usually the patient remains
the primary focus of attention, and the relatives are
discussed as an extension of concern for patients. For
example, a patient's problems may be discussed as relating
to or stemming from poor family relations or specific
problems involving a relative., The psychosocial attention
given the patient is extended to include his family
situation,

A 17-year—-o0ld male patient is said by the nurse
to cry if he doesn't get his needle. The nurse
says that the parents have really babied him. (153)

Sometimes the focus of attention is transferred

to the family member.

A patient's family is reported to be '"concerned
and anxious about his condition." (102)
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When the definition of the family as problem is
initiated by staff, whether the patient or family is
the primary focus, the relatives are seen as having
problems rather than being problems.

In the second category, the problems are more
serious., The family here is active, not passive., It
actively draws the staff's attention to itself, resulting
in the definition of the family as a problem. Some kind
of interference with the routine flow of events occurs,
and control is threatened. Despite this interference
and potential loss of controcl, these problems are
accepted within the framework of the job nurses are
educated and socialized to expect to do., They are
considered "all in a day's work" and as such are still
routine problems.

Some of the relatives in the second category cause
problems by directing emotional reactions toward staff.
They may cause problems related to nursestemotional
composure or performance of tasks., A family may be
perceived as not being properly concerned about the patient
or posing some kind of threat to the patient's welfare.
These relatives may complain or make demands but to a
limited extent. Such relatives are more of a nuisance than
a serious, disruptive problem., The following family

situation belongs in this category.
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Regarding a female patient with renal disease

who has pain the doctors cannot alleviate, the nurse
says that the sister isn't pleased with the way

the staff is handling the patient. The physician
says, "Tell her to see me about that." (80)

The third category contains what staff consider
severe problems. The family interferes with aspects of
the work routine in such a way as to create what is
perceived as a crisis situation. They may come into
open conflict with the staff, upset the patient, create
friction and disunity among the staff, criticize orx
complain excessively, or interfere with treatment.
Families may create composure problems for nurses: for
example, in the case of young, dying patients, nurses
seem vulnerable to becoming over-involved with a family
member. The problems in this category represent crisis
gituations which call for action to restore order.

This sense of crisis can be seen in the following
example,
A woman whose husband was a patient was involved
in the husband's care. The wife was asked not
to get involved with his care by one of the
nurses on duty over a weekend. The wife became
very upset and wanted to take her husband out
of the hospital. (140)

Classifications such as those in Table 4:1 are, of
course, somewhat artificial. They represent ongoing
human interactions frozen at one moment in time. In
reality, a crisis situation on one day may become more

routine by the next day. Similarly, a non-problematic

family may become more difficult and staff-initiated
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discussion of such a family may represent awareness of
this and an effort to forestall such a development.

Looking at Table 4:1, a pattern emerges. In instances
where the definition of problem families is initiated
by staff, the problem is most likely to be viewed with
the patient as the focus. In the second category, where
the problem definition is family-initiated, the patient
is about as likely as the family to be the focus of
concern, In the third category, however, it can be seen
that the focus of concern is more likely to be the
relative,

Table 4:1 summarized all the incidents in the fileld
notes in which the family was discussed as a problem,
Analysis wasvbegun by grouping these incidents according
to whether the definition of the problem was initiated
by staff or family, Whether patient- or family-centered,
and whether perceived as part of the routine or as a crisis
situation., To further analyze these problem incidents,
they have been broken down within each category according
to whether or not nurses initiate the definition by being
the team member to describe the incident. Table 4:2

summarizes this information.
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TABLE 4:2
INITIATION OF DEFINITION OF -PROBLENS WITH THE
FAVILY: PROPORTION OF INITIATIONS MADE BY NURSES®

Focus of problem
Severity type Patient Family

Staff-initiated 7/15 0/4
definition: routine

Family-initiated 4/4 3/6
definition: routine

Pamily-initiated 6/6 10/11
definition: crisis

7mf[nc:’uilerri:s were coded by which occupational group was
recorded as voicing the problem.
Table 4:2 reveals an interesting pattern. In both

patient-centered and family-centered problems, nurses
are more likely to voice the problems as the problems
themselves become more severe. In the crisis category of
problems, nurses almost completely monopolize this function.
The more a problem poses a threat to order and interferes
with conditions of work, the more it is likely to be a
nurse who brings the problem to the discussion stage.
Put another way, in these crisis problem situations, the
ﬁurses are the professionals who most keenly suffer
the effects.

| These three categories of problems with the

family will now be examined in more detail.
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Staff-initiated definition: routine

Staff-initiated definition as a category implies that the
family does not actively bring itself to the staff's attention.
Figuratively speaking, the staff, as it surveys the medical
situation of the patient, pauses to consider the family. In
most of the examples in this category, 15 out of 19 cases, consid~
eration remained patient-centered.

A resident says about a female patient,

"She seems to have a lot of problems with

her family...l think she likes to take all

the family's problems onto her shoulders." (101)

Relatives may be viewed as contributing to a patient's

physical or emotional problems.
An 82-year-old male patient is unable to get
around by himself, although doctors do not know why.
The resident says, "I think we should involve his
wife and daughter...they don't give him much encour-
agement to get around on his own." (87)

The family in the preceding case is going to be involved
in order to help the patient; concern is patient-centered.

In the next example, the role of the family in contributing
to the patienth problems is not as explicitly stated. Psycho-
social information on the family is offered to provide a broader
framework in which to understand the patient's behaviour.

A male patient is presenting a variety of problems
for staff. He is suspected of smoking marijuana in
the hospital and possibly using other drugs, is not
conplying with treatment, and is threatening to

sue the hospital. The social worker asks the staff
to tell her some more about the case., The occup-
ational therapist says, "The mother was in last
night. She's neurotic and hypertensive. The husband

is European and has no control over the children.
The wife has taken control over the children."” (147)
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In other cases, the psychosocial discussion focusses more
strongly on the family, but remains essentially an extension of

concern for the patient.

Discussing a female patient, the psychiatric resident
says the patient's sons don't really care about

their mother, and that they only show her
"superficial affection.” (26)

The resident says about a 44-year-old male, suffering
from chest pain and obesity, that there is "a lack

of communication between the patient and his wife.
They hide their problems from each other rather than
discussing them openly." (29)

A 44-year-o0ld woman is dying of cancer. The

gsocial worker says they "decided to discuss with
(the patient) and the kids together what her death
means to them. They had never been close...the
kids , whenever they wvisit the mother, seem to be
really flippant. They haven't really come to grips
with discussing her death at all." (199)

A 36~year-old female patient is discussed. ' The
resident says, "Family counselling is underway.

She wants help about her private life which is

a real mess." A nurse says, "I don't know whether
you've ever noticed this, but there is absolutely
no conversation between her husband and her when he
visits. They just stare at one another." (119)

Sometimes attention is centered on the relative's
psychosocial state, and the patient is no longer the primary
focus of concern.

In the case of an elderly diabetic, the resident

says, "His daughter is upset about his degeneration.”
(101)

— . -

The resident asks the social worker to see how the
wife of a gastrectomy patient "is taking it...
she seemed to be under a lot of stress." The socilal
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worker sees the wife and says he found her to be
"pretty stoic." The resident agrees and says she
kept her emotions pretty much in check. (83,87)

A family may be perceived as a problem in that they
do not have the patient's best interests at heart, or do
not care avout the patient. One such case involved a family
who did not come to visit a dying patient.

The nurse says, "The conference that (the physician)
had with (the patient's daughter) didn't seem to go
very well, The family still comes in only on

weekends., I've heard that they're waiting for her
to die so they can get her money." (104)

Family-initiated definition: routine

Family members may, by some direct action, bring
themselves to the staff's attention. They may complain or
express emotion to the staff, or interfere with treatment or
hospital routine. However, such occurrences are perceived
as being more or less routine, that is, a less-than-~pleasant
but still to-be-expected part of the job. The ten examples
in this category were split according to focus: four were
patient-centered and six family-centered.

The relative in the following example has complained
to the staff.

A patient's daughter has spoken to the physician
claiming the hospitalization has made her father

worse., The doctor and clinical clerk have spoken
to the daughter and tried to explain things to her,

(9/21/74)
Another family expresses anger and dissatisfaction with

the amount of information they have received.
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A patient's family is said by the social worker to
be very angry because they felt the doctors didn't
tell them fully about their mother's operation...
they "feel they haven't been informed enough by the
medical staff regarding the amputation of her
leg." (189, 198)

Relatives may make treatment of patients more difficult
by interfering in some way. In the following example, an
unco-operative patient is encouraged by her daughter not to
comply with treatment.

A nurse says that the daughter told the patient, an
elderly female, that she "did not have to have her
legs scanned so she is not going to have it done."”
A second nurse adds that the daughter "doesn't

want her mother to go to the bath," to which the
first nurse replies, "That's tough." (160)

Although there is the potential for confrontation and
disruption in the above case, it suggests that as long as the
relative's influence is directed toward the patient rather than
the staff, the staff can deal with it by ignoring, cajoling,
ete. It is easier to impose onefs will on a patient than on
a relative,

A family may engage in deviant behaviour while visiting.
While this necessitates acftion by staff, it may be considered
non-problematic in that the course of action is clear-cut and
relatively non-debatable. For example, in the case of a male
patient admitted with severe head pain and suspected of being
an alcoholic:

The nurse says that the patient's family had to be
kicked out of the room beecause they had all been
drinking. Apparently someone had sent in a basket

of fruit with a bottle of wine and some whiskey
hidden in the basket. (24)
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Relatives may be seen as posing some kind of threat to
the patient. in addition to not acting in the patient's best
interests. For example, in the case of the previously
mentioned elderly female who had had a foot amputated, a nurse
says,

"It says on her record that the family did not want
the amputation because they wanted her to die in
dignity." A second nurse responds, "Well, maybe

her family might want her to die in dignity but

she doesn't want to die and perceives us as the ones
who are trying to help her." (187)

In another example, the parents are perceived as unwittingly
creating problems for the patient, a 1l6-year-old male who has

had his leg amputated.

The nurse says that when his parents came to visit
him they appeared to be distraught over the amputation
and instead of them trying to cheer him up, he was
telling them that he was fine and putting up a big
front," (118)

Family members may create potential composure problems for

nurses.

The team learns that the wife of a former patient
has committed suicide. The consensus of the people
at the meeting was that they had not prior knowledge
of what was in her mind. Some felt she had felt
guilty about placing her husband in a nursing homne.
Others felt that she was trying to get back at her
husband for leaving her by going into a nursing home.
One nurse talks about how they had not had a close,
loving relationship. (203)

The nurses and other staff need to reassure esgch other that
they need not feel responsible and guilty, since they didn't

know the wife was thinking of suicide.
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4 family may be considered a moderate problem for
staff when there is some need for the nurse to guard
against giving more information than the physician has
authorized. For example, the case of an 8l-year-old male
is discussed and the resident says about the wife:

"I think someone on this ward is giving his wife
the message that he shouldn't be going home, The
wife was very careful when I saw her at home
today." He goes on to say that the wife shouldn't
be told anything by anyone until they were certain
about her discharge plans and management. (87)

Familv-initiated definition: crisis

Whereas the first categery of family problems
involved no threat to staff control, and the second
category involved a potential threat, the third category
issues a direct challengevtc staff authority and control.
There are seventeen instances of such non-routine or
crisis situations involving the family. Of these, eleven
are family-centered, while only six retain the pétient
as the primary focus of attention. This is not a
surprising finding, for-once the relative is perceived
as being out of control, the reassertion of authority
and regaining of control become matters of urgent and
immediate concern.,

Of the seventeen "crisis” incidents, eight are
explicitly related to open visiting and eight are
directly related to family participation in patient

care. In many cases, this distinction is artificial
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since participation in patient care may be frequently
viewed as a consequence of open visiting: a relative who
is present for long periods of time may be given the

role of patient or worker and thus integrated with the
staff's routine. Glaser and.Strauss (1965:164) found this
was the case with relatives of dying patients for whom
visiting rules were relaxed. Many of their findings

are duplicated in the hospital under study, since visiting
rules in this hospital were relaxed universally, not Just -
in the case of dying patients., The open visiting policy
leads to a situation where the presence of family members
cannot be confined to a narrow and predictable time
segment, This creates strain for nurses in several ways,
The nurse may no longer be guaranteed of carrying out
nursing tasks on and around the patient in private; these
may have to be done in the relative's presence, or the
nurse must request that the relative leave the room, thus
risking conflict, The unlimited presence of the family
makes it difficult for nurses to employ tactics which

in other settings and situations serve to maintain
distance between relative and nurse, prevent extensive
questioning and interference, and thus maintain control.
Other studies have noted these verbal and non-verbal
tactics -- appearing busy, maintaining a cheerful, brisk,

detached manner, popping in and out of the room, answering
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questions with evasive, non-specific replies or simply
saying, "You'll have to ask the doctor" (Glaser and
Strauss, 1965; Quint, 1965 and 1966). A logical conse-
quence of open visgiting is that the family, with free
access to the patient, may be conétantly around to observe
and judge the patientfts care, Relatives may criticize
or make demands for more care. Indeed, this was often
the case with families in the "crisis" category. Such
criticism may be quite unwarranted, and simply a form of
scapegoating by a distraught relative., ZEven when nurses
understand this process, as they frequently do, it is
nonetheless highly frustrating for them.

The constant presence of relatives heightens the
possibility of nurses becoming over-involved emotionally
with them. The nurse, unable to employ avoidance tactics
described above, cannot help but get to know the relative.
This becomes particularly thfeatening to the nurse's
composure when the patient is dying, and even more so
when the patient is fairly young.

Problems stemming from open visiting

Glaser and Strauss note that the "influx of family
members creates many management problems for the staff...
tﬁe natient's domestic problems may follow him..." (1965:165)
This suggests the hypothesis that the more time the relative

spends visiting the patient, the more likely the patient's
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domestic problems are to impinge on the patient's hospital
situation.

The sister of a problem patient is viewed as
contributing to the patient's problems as well
ag creating problems for staff. The super-
visory nurse says, '"The sister comes in daily at
noonhour and if the patient brings anything up
in the way of complaints about the staff, or the
food, she harps on it and makes things worse."
Another nurse says, "The patient appears more
dependent when his sister is there., When he is
alone, he seems to be doing more things for
himself.," (62)

In the above example, the relative not only creates
problems for staff by complaining and encouraging the
patient to complain, but also is viewed as discouraging
the patient from achieving what is deemed a suitable
level of initiative and self-sufficiency.

In another example, conflict between a dying patient's
wife, father and mother is creating problems for staff.

A nurse says, "...the father doesn't want the son-

sedated, he wants him alert so that he can talk
to him but (the wife) wants him sedated and

comfortable." The social worker suggests, '"Well,
maybe we can limit the visiting hours on the
father." The nurse says, "No, you can't do that

around here, Parents have just as much rights
as the spouse around here." (198)

In another case, nurses feel they cannot come to
grips with a problem patient who is described as "cold
and resentful of the nursing staff" because of the presence
of the patient's boyfriend who is said to "come in the

morning around ten otfclock and stay all day."3
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The psychiatric resident asks the group,

"What can you do when she's (referring to

the patient) hostile?" A nurse replies, "It's
really difficult to do much because the boyfriend
is always there," The nurses feel that this is
part of the reason they have avoided going into
the patient's room. One nurse adds, "I felt

like I was intruding." (47)

In another case, the husband of a dying woman is
creating a variety of problems for staff and the nurses
feel they have lost control over the patient and the
husband. The resident comments:

"Tt's not normal behaviour for him to be

hanging around the wards all day and to be doting
over her. It's just not normal, it's not
rational." (69)

As noted earlier, a family member may resort to
criticizing staff as an outlet for his/her own grief or
frustration at not being able to help the patient.
Nurses understand this, especially when a dying patient
is involved, but their sympathy and understanding do
not prevent them from getting caught in the tangle of
emotional outbursts and criticisms of themselves and
their colleagues.

Leading a discussion about this problem, a supervisory
nurse says:

"The patient is getting excellent care, but his
family is frustrated and as a reaction to his
illness takes out the frustration on the nursing
staff...they (the relatives) explode because of
minor incidents that occur and this has the nurses

upset because they feel they are giving excellent
care," (84)
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During a discussion of the case referred to earlier,
that of a woman dying of a brain tumour, it is clear that
the nurses understand the problems the husband is having
in coming to accept his wife's condition.

A nurse says the husband "complainsg that things
aren't done on time" and that he is "looking for
anything but the tumour to be the answer to his
wife's state of confusion.” Another nurse adds,
"There is definitely a conflict between what the
nurses feel is right for (the patient) and what
her husband feels is right for her.'" He criticizes
the way they are looklng after her and this is all
very "frustrating" for the nurses. (17)

Family participation in patient care

Family participation in patient care 1is a general
policy of this hospital. Involving the family is usually
viewed favourably by nurses, not only because of hospital
policy but also because of their training. However, the
process of the family becoming involved is neither smooth
nor universal, The field notes are filled with examples
that show this area to be one of struggle, conflict and
confusion between health professionals themselves as
well as between nurses and families,

At a team meeting, a sgecific problem concerning
a patient and his wife* gave rise to a general
discussion about relatives getting involved with
the treatment of patients. A nurse said, "I can
see the mlatives being involved but tell them they
have certain limits and outline these from the
outset.” Someone asked what some limits might

be. A nurse said she would ask the wife (that

is, the problem relative they had been discussing)
to leave "while we were administering physical

care functions and things we have to do that aren't
nice to look at."” Another nurse said, about the
wife, "That's the way she is...she wants to get
involved. I don't think we should stop her if
that's what she wants to do. (140)
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In response to the strain of having a family member
constantly present, nurses may view with favour getting

him/her involved. Section IV examines this process,

Murses! strategies for controlling the family

When a family member begins to slip out of the visitor
role, he/she is given a role as either a patient or a
worker which integrates him/her with the staff's routine
(Glaser and Strauss, 1965:164). This study reveals that
the two roles'may be combined —-- the family member is
given both roles simultaneously. While the role of rel-
ative is externmal fto the hospital routine and often inter-
feres with it, the role of worker or patient transforms the
relative into someone who becomes part of the work context
and therefore more controllable by nurses. I will look
first at the relative as worker, and then at the relative
as patient.

The relative as worker

The relative who is occupied in doing some of the
nursing tasks may be less likely to complain that the
nurse is giving insufficient or improper care, because
helping makes him feel less anxious and helpless. By
aésuming responsibility for some of the patientfs care,

the family member becomes part of the health team;
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loyalties to the team may thus be engendered, placing
the family member under normative control, This was most
apparent when such normative control broke down,
In the case of a patient whose dying was of prolonged
duration, the wife was a constant source of irritation to
nursing staff, who responded by allowing her and the
children to take an active part feeding and bathing the
husband. Nurses in fact were split as to the desirability
of this involvement. When, however, the husband became
more severely 111 in the terminal stages, some of the
nurses sought to resume these duties., On one weekend,
there were no nurses on duty who favoured the wife's
involvement. One nurse requesited that the wife leave the
patient's room. The wife reacted tc this with anger, tears,
and complaints which eventually led to a reinstatement
of her participation. ILater, at a team meeting, a nurse
said:
"I wasn't here for the big bust up. What
happened?'" Another nurse replied, "The wife
thought that she wasn't a part of the nursing care
plan anymore." (121)

A few days later, the nurses continued their discussion

of this case. It is apparent that there has been some

friction among the staff.
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A nurse says, "I think the problem with this
particular case was that there was no definite
plan of approach. Another nurse suggests, '"The
problem lay in not supporting one another...we
shouldn't have listened to her stories about the
other nurses.” The psychiatric resident asks,
"What was she criticizing®" The nurse replies,
"Basically, she was criticizing the care, but

the care was the same and I told her that, We
just all have different ways of doing it." The
nurse who spoke first said, "With some people she
was involved, and with others she wasn't." (140)

It is obvious that despite team meetings and dis-
cussions, staff disagree among themselves on the desir-
ability and proper extent of family participation, and
fail to present a "united front" to the relative. This
represents a source of power for the relative, and one
on which the above-mentioned relative was able tocapitalize.

While nurses are split, social workersmay be particularly
enthusiastic about family involvement, since this falls
into their area of recognized expertise and may represent
an opportunity to expand their professional domain within
the hospital. DNurses gain in the sense that they are
stuck with the family member in any case, and conferring
the worker role avoids the chaos of having a role-less
participant in their health care setting. It provides
a focal point for nurse-family interaction.

Generally, this strategy may prove mutually satisfying

to family and nurses; that there are often problems,

however, is evident in the following example:
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At a Problem Patient lMeeting, nurses said they had
lost control over the management of a patient,

and that they had allowed the patient's husband to
gain almost complete control over her care. The
resident wants the nurses to resume feeding the
patient, The social worker interrupted: "Forgive
me if I disagree with Dr. . What's the harm in
him feeding her? I thought before that we had
decided that it was all right for him to help feed
her." A nurse spoke up here., Her face was flushed
and she seemed quite upset. ©She said in a faltering
voice, "He's doing her harm, he's not helping her.
This morning he was forcing he¥ to eat; he was forcing
the food into her throat and she almost choked on
it."™ The observer noted that at this point she
could notvtice tears in the nurse's eyes. The nurse
put her hand to her face to wipe away the tears.
She was extremely upset. (69)

If family involvement comes to be.perceived as a
loss of control, a struggle may ensue whereby nurses try
to regain control of the situation by reducing the role
of families; this may involve, as seen in the case
of the dying patient discussed earlier, taking back tasks
which had been delegated to the family.

By and large, nurses do go along with family
participation and some actively endorse it. If nurses
try to control their conditions of work, and if family
participation represents an actual or potential loss of
control, a key question is: why do nurses allow family
members to become involved? Nurses allow families to
become involved in health care work on the ward as an
extension of their training to consider and use the

family for support, because hospital policy encourages
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family participation, and because this participation
relieves them of time-consuming work,5 It is not just

time saved, but the type of work which a family health care
worker might contribute, that is important. It is often
noted that the nurse tends to be rewarded for performance
of bureaucratic rather than professional functions (Corwin,
1961; Kramer, 1974). This research literature suggests

an ambivalence about the professional nature of direct
patient care, or "bedside care." While turning over
patient care to the family may represent a possible or
real loss of control, this ambivalence6 toward such
functions may make the family assumption of such duties

an appealing proposition to the nurse, freeing her to
devote more time to the putatively more "professional'
tasks of an administrator.

Involving famiiy members as workers may help the
health care staff deal with patients who evoke deep emotional
involvement. MNurses are particularly wvulnerable to becoming
emotionally involved with patients because of the amount
of time they spend with them., This is particularly
problematic with dying patients (Glaser and Strauss,

1965). Quint (1965) argues that a fatal diagnosis has
a doubly painful meaning to staff, who as individuals
are reminded of their own mortality, and as professionals

are faced with failure in that they have been unable
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to save the patient's life. Avoidance of the patient may
be seen as an outcome of these painful feelings. The
delegation of direct care functions to family members
allows nurses to cope with their own discomfort by
reducing their involvement, restoring some physical and
emotional distance between themselves and the patient

and cushioning themselves against the oncoming death.

With terminal patients, the goal of nursing shifts
from curing the patient to providing as much comfort
as possible. The nurse who fails to perform these comfort
functions, or who delegates them to the family, may
experience feelings of guilt,

The nurses in this study are not unaware of these
issues. Problems of managing the family and managing
their own emotions are frequently discussed by nurses.

A nurse says, "I think that when we get to know
the family because of a patient's serious illness,
we tend to lose control of the patient." Another
nurse says, "Speaking of losing control, I think
that when we release some of the nursing care
over to the patient's family, such as feeding,
making the bed, etc., our coping mechanisms are
taken away from us. We know that we can't do any
more for the patient and by making the bed, doing
feedings, things 1like that, it helps to prevent
us from getting too depressed."” Another nurse
agrees, saying, "That's right, if I don't have
that sort of thing to do I'd go nuts.”" (84)

Thus, encouragement of family involvement varies
with prognosis. When they can, nurses prefer to '"cure."

When cure is not possible, they wish to xzeserve "care"

for themselves, but find the caring process difficult.
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In summary, the situation is one of tension between
the need for control versus the need for composure; or,
to put it ancther way, there is tension between the need
for control over the patient and family versus the need
for control over one's self,

Involving the family member as a worker keeps the
member under normative control by providing a role,
and engenders loyalty to the health team., Tor the nurse,
involving the family member as a worker conforms with
prior socialization and hospital policy, and facilitates
the maintenance of composure by limiting emotional
involvement with patlients. On the other hand, the
ambiguities of the nursing role (Kramer, 1974) render
this strategy problematic, for it involves the abandon-
ment of some accustomed instrumental tasks. The nurses
may be left with nothing to do. A preferred strategy
for maintaining control over the families of patients
is, therefore, to cast them into the more traditional
role of patient.

The relative as patient

The emphasis on family involvement in the hospital
under study encourages a strategy of viewing the relative
as patient. The family member becomes a legitimate object
of the health professional's attention and skills.

Relatives may have needs for sedation, comfort,
counselling, consolation and help, particularly in facing

a patient's death (Glaser and 3trauss, 1965; Carpenter and
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Stewart, 1962), and the nurse comes to see meeting these

needs as the chief tasks. This strategy is not limited
to relatives of dying patients. A family member may simply
be added to the patient list, figuratively speaking:
In a discussion of one patient, a2 nurse said,
"The husband is coming across as anxious and
angry. WwWe told him that it was allright to
get angry and that we understand completely.”
A supervisory nurse said, "Part of the problem
here is guilt." A soecial worker added, "He had
had a bad marriage." The doctor suggested that
the social worker and another team member discuss
the case with the family, (56)

In the case of a dying female patient, the health
team became concerned early in the patient's hospitaliz-
ation with the husband's failure to recognize the serious-
ness of his wifefs illness. A nurse said she thought
one of the husband's problems was that...

ee.ne hasn't really been able to identify with
any of the staff members. There hasn't been any
one nurse that he can turn to or talk to when he
feels desperate., (17)

The discussion above clearly deals with continuity
of care not for the patient, but for the family member.
At the same time, however, this encompassing of the family
member into patient care is seen as posing problems, for
another nurse interjected that she didn't mind giving the
husband support,but she felt she should not become
"too involved with his problems" and that she should
"maintain her objectivity" as a nurse.

Ls with the conferring of the worker role, there are,

then, dilemmas associated with conferring the patient

role; dilemmas which, perhaps, reflect the ambivalences
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and uncertainties of the nursing profession today.

The nurse wishes to be "objective" and "professionally
detached.” Her role, however, involves both "caring"
and "curing." "Caring," the fundamental or traditional
aspect of the nursing role, is now peing endowed with
new importance as a professional function. To the ambiguity
of this changing situation is added the further development
that "caring" is to be devoted not only to the patient,

but to the family of the patient.

Discusgion

As the preceding discussion has illustrated, nurses
cast families into three roles —- visitor, worker and
patient. The questions of why and when nurses impute
these roles to families has been touched upon in the
preceding pages. The concept of altercasting (Weinstein
and Deutschberger, 1963) provides a theoretical framework
for further understaﬁding these processes. Altercasting
is the casting of Alter by Ego into a particular identity
or role type. XEach participant in the interaction is
assumed to have his/her own goals or purposes; thus, roles
are seen as purposive as well as normative. Ego's actions
are examined ®n the basis of the identity they create
for Alter." Weinstein and Deutschberger contend that
altercasting is a basic technique of interpersonal control.
By "creating an identity for the other congruent with one's

goals," Ego controls or attempts to control Alter.
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Hewitt (1976:135) points out that "altercasting operates
by placing limits on the capacity of others to make
roles they choose." Alter is constrained to act in a
certain role because he/she is being treated as if he/
she were a certain kind of person.

The phenomenon of altercasting entails a key

aspect of all social interaction: the

imputation of roles to individuals, and action

toward them on the basis of such imputation,

places powerful constraints on their conduct

(Hewitt, 1976:137).

The concept of altercasting captures the negotiated
quality of interaction. Alter tends to accept the role
imputed by Ego, perhaps because of a norm of reciprocity
as Hewitt suggests. However, such acceptance may be
long-term or short-lived. Interaction is, in this sense,
precarious, and negotiation is more or less continuous.

The most common role for relatives is the visitor
role. This is probébly the role preferred by nurses,
since it is the most familiar and, when properly acted,
the least threat to control. The set of norms surrounding
the role of hospital visitor is similar in many respects
to the role of visitor in the wider culture., A visitor
should not overstay his/her welcome, should not tire or
upset the host and should be polite. A visitor need
not be helpful, but should observe good manners, With

increasing familiarity, the proprieties may be relaxed,

and the visitor may take more liberties. In terms of
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control, then, casting a relative in the role of wvisitor
renders the nurse in control of the situation since the
relative is bound by the role to behave in a certain way.
However, as the relative becomes more familiar with the
setting and the staff, he/she may'begin to step out of the
visitor role. Familiarity is significantly related to

the amount of time a relative spends visiting the patient.
When the relative spends long periods of time around the
hospital, the techniques by which the visitor role is
maintained, techniques which were discussed earlier in this
chapter, are no longer as easily employed. As control
begins to slip, the nurse searches for a new role in which
to cast the relative. The data suggest that the role

of worker is.imputed in the case of relatives who are
spending extensive periods of time at the hospital, who
are slipping out of the visitor role, and who are interested
in being involved in the patient's care, The assumption
of duties such as feeding and bathing keeps the relative
occupied, frees the nurse for other tasks, and places

the relative in a position of authority subordinate to the
ﬁursee The relative has been brought into the authority
system and placed in a subordinate position. Emotional
distance between relative and nurse is decreased, but
again Alter is in a subordinate position to Ego since
Alter must look to Ego for supervisory instruction and

evaluation of performance. While the relative may look
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to the nurse for praise, the reciprocal of this is that
Alter may perceive himself/herself as "helping out" and
expect an expression of gratitude from the nurse.
Interdependence increases, since both nurse and relative
are now actively involved in the care of the patient,
rather than simply sharing concern for the patient. To
sum up, while the relative has been brought under the
nurse's authority, there is also an increase in intimacy
and interaction; control is gained for the moment at the
price of greater potential for conflict and threat to
control in the future,

When the worker role is imputed, it seems to be
combined with a patient role, although the patient role
may be less prominent, When the worker role begins to
break down, either because the relative is beginning to
overstep the bounds of the role or because the nurse
wishes to resume tasks which the relative has taken over,
the patient role may be more strongly imputed to the family.
This sequence seems to occur when the family has become
a crisis problem. At this noint, the patient role endows
the relative with the status of problem patient, a patient
who must be "managed." Since the relative has, by now, been
in the hospital setting for a significant amount of time,
the nurses may have become over-involved with him/her;

the imputation of the patient role provides a means to deal
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with over-involvement by placing the relative in a position
in which the nurse may "do something to help,'" and by
placing this relationship in a professional context.
Critically ill or dying patients.are likely to have
relatives present much of the timé, and the data suggest
the visitor/worker/patient pattern is related to the
situation of dying patients. As was discussed earlier,
the stress for nurses in dealing with dying patients is
another factor which encourages bestowing the patient role
on a relative in order to direct one's efforts toward
a- "patient” who will recover. The dimensions of the patient
role are somewhat different from those of the worker role.
The authority of the nurse is increased, emotional distance
is decreased and the supportive aspect of the nurse is
increased. That is, the patient has greater need of the
nurse than the worker has, and so has less autonomy,
Increasing familiarity is thus placed in a context of
authority for the nurse and dependence for the relative.
Looking at the data, it is not surprising to find
that nurses are far more likely to impute the patient role
fhan the worker role, Most of the problem families in
the first category, where the staff initiates the problem
definition, are in visitor roles. When category one families

are cast in patient roles, the real patient tends to remain
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as the focus., The patient role usually takes the form of
psychosocial discussion of the family by the staff. This
is a sort of altercasting~in-absentia, since the family

is not always aware of or involved in the discussion of
its psychosocial problems. In category three families,
those who are crisis problems, the relative is almost
always the focus of the nurses' attention. Crisis problem
relatives are no longer in the visitor role, except in
cases where the relative is rarely presenf but exhibits
difficult behaviour on the occasions of visits, or when
nurses éannot overcome their own feelings. of "intruding”
and are able to oid the patient and relative to a consid-
erable degree. This was the case with the young female
patient and her boyfriend mentioned earlier in the chapter.
Aside from these exceptions, crisis problem relatives

are in either the worker or patient roles. Interestingly,
it is only in the crisis problems that the worker role
appears to have been invoked, apparently in conjunction
with a patient role. 1In these cases, when the relative

is no longer playing the proper worker role, the nurses
attempt to revoke the worker role, leaving the patient
role, The latter becomes, as has been pointed out, a

"problem patient" role,
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On the whole, then, in this hospital, conferring
the worker role is less common than conferring the patient
role as a means of seeking to control interaction with
family members. This may be due in part to the fact that
nurses are more familiar with the patient role. Moreover,
I would argue that, at a concrete level, the worker and
patient roles are indistinguishable in this hospital.

The worker role comes to be viewed, in a sense, as
"occupational therapy" for the family member. By making
the worker role over into a patient role, some of the
problematics of the former are reduced.

One benefit of .conferring the patient role on family
members is that this legitimates the withholding of
information from them; for there is, as Chapter Five will
demonstrate, no gquestion but that information can be
withheld from patients. The data and discussion in the

following chapfter may be further interpreted in this way.
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FOOTNOTES

Whether or not lMcMaster University Medical Center is

a "community hospital," and the exact meaning of the
phrase itself, are matters of subjective Judgment.

The important point for this discussion is that the
professionals who work in this hospital appear to believe
they work in a community hospital. This notion serves
both as an organizing principle for thought and action
and also as a perceived constraint on behaviour.

On the other hand, one begins to appreciate why nurses
share such pieces of information a8 that offered by

the nurse at the end of the last example cited on

Page 156. The philosophy of psychosocial care, extended
as it often is to include the family, leads the staff

to feel responsible, or at least to wonder if they

are responsible, for what happens to the family.

For additional examples of this type of management
"failure""in health care settings, see Light (1972)

and Millman (1977).

The patient's boyfriend was classed as a relative in
this case.

This is the same case referred to on Page 149. It is
described in more detail on Page 164.

An innovative family participation program at a large
U.S., general hospital was directly related to an acute
shortage of nursing staff (Reissman and Rohrer, 1957).

This ambivalence, I suspect, is heightened in this
hospital by the emphasis on psychosocial care which
would tend to restore a "professional character to
bedside nursing.



CHAPTER FIVE
CONTROLLING INFORMATION

The theoretical framework outlined in Chapter One
emphasized the perspective that professionals and lay-
persons, in their relationships in the hospital setting,
come from different social worlds with different and
frequently conflicting definitions and goals. As each
party seeks to control the situation, the stage is set
for struggle, conflict and negotiation. Nowhere is this
more evident than in the area of information: it is
desired and actively sought by patients and families and
is subject to control and manipulation by health prof-
essionals., Since norms governing information are largely
informal, the giving or withholding of information is
highly subject to variation and negotiation.

Information represents power in the stuuggle for
control and is thus a pivotal issue in this study of
negotiated oxrder.

In this chapter, I will first discuss the general
area of information, drawing upon the medical and sociolog-
ical literature to highlight theoretical issues and empirical
research. I will then use the participant observation
data to discuss the staff's view of and actions surrounding

information., Questions for investigation will include:

182
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How do staff, particularly nurses, perceive the broad
area of information-giving or withholding? What are the
conflicts between nurses and physicians on the subject?
What is the role of the nurse in the information struggle?
What do nurses perceive as problems in this area? Are
decisions about information-giving made collectively by
the team, or by the physician? What is the role of the
family in the information struggle? What professional
rationales are invoked in giving or withholding information:
Are these the same or different for physicians and nurses?
Finally, I will discuss patients' views of information,
utilizing data from the patient follow-up questionnaire.
I shall argue that the results of the patient survey
suggest caution in condemning information practices and
suggest complexities in the issue which need further
research, |

As outlined,in Chapter One, the participant observation
data were gathered primarily at meetings of health
professionals and thus reflect their perceptions of
patients and families, of what has taken place or what
should be done. The patient questionnaire provides the
patients' perceptions of their hospital experiences.
While actual interaction between patients, families and
health professionals was not observed directly, descriptive
data on such interaction may be inferred from the other

data sources.
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General discussion

A basic proposition of this chapter is that while
patients and families desire and actively seek information,
health professionals carefully attempt to control the
amount and nature of information their clients are to
receive, thus maintaining clients' uncertainty. This
phenomenon has been mentioned in almost all studies of
hospital care (see, for example, Cartwright et al., 1973,
chapter 9; Davis, 1963; Glaser and Strauss, 1965; Quint,
1965; Roth, 1963%a and 1963b).

Although physicians Jjustify information contrecl with
the assumption that patients do not want to know the
truth (Freidson, 1970b:142), research indicates patients
do not feel they get enough information (Spelman et al.,
1966; Reader et al., 1957; Skipper, 1965b; Pratt et al.,
1957; Burling et al., 1956; Ley and Spelman, 1967).

Several studies have demonstrated that patients
tend to be more dissatisfied about the information
they receive from their physicians than about any

othe§ aspect of medical care (Waitzkin and Stoeckle,
1972).

A study by Cartwright showed...
...patients were more critical about the
difficulty of obtaining information than of
any other aspect of their hospital care
(Cartwright, 1964:75).
Even patients with cancer appear to be anxious to
know about their conditions and react well to being told

(Paterson and Aitken-Swan, 1954; Gilbertson and Wagensteen,
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1962; Kelley and Friesen, 1950; Aitken-Swan and Easson,
1959; Fox, 1959; Hinton, 1967).
es.oWhile doctors prefer not to tell, studies
carried out on well individuals, and people who
had been informed that they had cancer, suggest
that patients themselves would rather be told than
kept in ignorance. In all studies there is a
tendency for those who have the disease to be most
in favour (McIntosh, 1974).

Patients and families want information concerning
diagnosis, duration of illness, progress, treatment and
prognosis. They want to know what is going to happen
and when., In addition, they want information about the
hospital and what staff expects of them (Mumford and
Skipper, 1967). Denial of information to patients amounts
to what may be construed as denial of responsible adult
status, with the implication that the patient is not
capable of intelligent choice and self-control, Patients
are unable to evaluate or make sense of their experiences,
or to predict what will happen in the future (Freidson,
1970b). This surrender of adult status, together with the
surrender of the body, is held to be a major factor in
patient alienation,

Information control is fundamental to the maintenance
of staff power over patients and families., Waitzkin and
Stoeckle {(1972) define information as "that which removes
or reduces uncertainty,'" and theorize that,..

...2 physiciant's ability to preserve his own
power over the patient in the doctor-patient

relationship depends largely on his ability to
control the patient's uncertainty.
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In other words, power rests upon the‘control of uncertainty
which rests, in turn, upon the control of information.

The more information patients or families have, the
more they might present management problems, from the staff's
point of view, They may demand reasons for co-operating
with treatment. If the news is bad, they may create
emotional and disruptive scenes and demand sympathy and
solicitousness.

In situvations where treatment has not beareffective
and where prognosis is bad, medical persocunnel are threatened
by a loss of stature not only in their clients'® eyes, but
in their own as well. By controlling information toclients,
nurses and doctors protect their professional aura and
authority. I

There are, thus, both external and internal pressures
which contribute to prevalent tendencies to avoid dealing
openly and directly with information transmission in these
situations.

The flow of information from health professionals to
patients and families, with all the manipulations to which
the process may be subject, is a pervasive feature of
hospital 1ife, Whether information is withheld in total,
in part, or not at all, it must flow from the top down,
from those with expert knowledge to those without such

knowledge.1 This basic asymmetry in the professional-
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client relationship seems inherent and unavoidable to
some extent. In a sense, information is always withheld
to some degree: even if a surgeon follows a practice of
telling a patient everything, the patient must at least
wake from the anaesthetic before learning his fate.

Since health professionals have the information first,
and must decide how, when and what to tell clients, it isnot
surprising that these professional duties are taken-for-
granted. VWhat is surprising is the extent of this taken-
for-grantedness which covers postponing telling, not
telling, or giving some information but withholding other,
more disturbing information.

This taken-for-granted nature of the health profess-
ionals' prerogatives to control information is most
apparent in the participant observation data.

It is quite clear from the data that information
control is governed by a general consensus concerning
the importance of clinical Jjudgment., Information practices
thus vary from one physician to another., Underlying this
clinical variability are informal rules or norms, such as
patient confidentiality and the norm that decisions on
information should be approved by physicians, which structure

the giving and withholding of information.



IT

188

Uncertainty and ideology

The issue of information control, both from staff
and client points of view, may be more easily understood,
in my opinion, by using the overarching concept of
uncertainty. Uncertainty of one sort or another is often
mentioned or implied in the discussion of information-
related issues and problems by both clients and professionsls.
Using uncersainty as an anchor for discussion will, I
believe, elucidate both medical realities and rationales.,

Uncertainty refers to both medical uncertainty, that
is, the physician's actual lack of perfect knowledge
regarding what will happen to the patient, and uncertainty
as a condition of the client, a state which may be contralled
or manipulated by professionals who, while lacking perfect
knowledge, always have more knowledge than the client and
are able to decide what and how much the client will be
told. Davis (1963) distinguishes between these two types
of uncertainty by using the terms "clinical"” and "functional"
uncertainty. Clinical uncertainty is related to genuine
inability to diagnose or know prognosis, while functional
uncertainty, which may be accompanied by clinical
uncertainty, aids in the management of patients and families.
Davis showed that while clinical uncertainty is commonly

cited by doctors as a reason for withholding information,



189

information may continue to be withheld when conditions
have changed to clinical certainty. In Davis' study of
polio victims and their families, doctors continued to
withhold information about the children's prognoses even
after they had a firm prognosis about future disabilities.
The suggestion is, then, that while clinical uncer-
tainty is often a genuine constraint to physicians, it
may also be invoked as a reason for withholding information
even after it has ceased to exist. TFor this reason,
uncertainty may be called a "rationale" in the control of
information.2
Clinical uncertainty may pertain to diagnosis.
The resident describes a male patient whose
biopsy that day had revealed a mass in the
pancreas. The resident says the surgeons had
decided not to do a biopsy since, "If it turns
out to be C.A, (cancer) it's inoperable." The
nurse asks, "How will you know what he has if you
don't biopsy?" The resident replies, "If he has
cancer, he will die." (98)
Far more common is uncertainty about the timing,
course or outcome of illness. The withholding of infor-
mation concerning patient prognosis is widespread, according
to the medical sociological literature, and indeed is the
most frequent type of information withholding found in
this study.3
A patient who has cancer is being discussed,
A nurse says she doubts whether the patient will
leave the hospital. The social worker says,
"You mean she'll die here?" The nurse replies,

"Yes, but the family doesn't know and she doesn't
know either. They haven't told her yet," (199)
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In the next example, the doctor says he will give
full information to the patient regarding her condition,
but avoids prognosis.

"We will tell her that we didn't get gll the
metastases, but we're not going to make any
predictions.”" (148)

The rationale given by the surgeon is that of

uncertainty.
"I really don't like to make predictions.
A1l T know is the odds and people do beat the
odds." (148)

To be sure, details of course of illness and prognosis
are often unpredictable, yet are of vital concern to
patients and families. Physicians themselves are
socialized to handle medical uncertainty by erring on the
side of suspecting the worst, a "Type 2" error (Scheff,
1966: 108-127), but they recognize the tentative nature
of these judgments. Physicians feel their patients
want them to be omniscient (Balint, 1957, esp. chapter 16),
and fear that their tentative statements will be treated
as Immutable truth; this line of thought is used to
justify withholding this kind of information from clients.
Physicians also worry that if patients were aware of phys-—
icians! uncertainty, they would lose confidence in the
doctors! ability to treat them (Roth, 1963a). Physicians,

therefore, feel the need to protect themselves and their

patients.
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Freidson (1970a and 1970b) ties this impulse of self-
protection to two basic values of the medical profession,
the values of clinical experience and medical responsibility
which are learned in medical school. Clinical experience
is felt to provide the most valid basis for judgment and
decision, and is viewed as superior to textbook knowledge.
The profession assigns each doctor ultimate responsibility
for his patient, and this is embodied in the wvalue of
medical responsibility. Consequently, the physician,
Freidson argues, protects himself from assessment and
criticism by stressing the uniqueness and uncertainty of
each case: only the physician-in-charge can adequately
assess what should be done, based on the physician's
untestable and invisible "clinical experience.”

In the above example of the cancer patient, the
surgeon implies that'his normal practice is not to withhold
a bad diagnosis. He supports his stand by invoking the
value of clinical experience.

The clinical clerk asks the surgeon, "How do you
think she'll react to you telling her that you
didn't get it (the cancer) all out?” The surgeon
replies, "It's been my experience that it very
rarely demoralizes patients...” (148)

This example illustrates, as well, the way in which
decisions about information are left to individual
physicians and how ways of handling such situations

are passed on from teacher to pupil in informal, verbal

ways, rather than as institutionalized rules or policies,
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discussion in Chapter Four, this makes the family a worker,
a partner in collusion to withﬁold information from the
patient, a co-worker in helping to prepare the patient
for the bad news, and a helper to the staff in paving
the way for what is to come,

There 1s, then, a stratification of information even
among clients, with families having more information than

patients, and, therefore, more power.

Staff keep each other informed

A major problem for hospital staff is to keep each
other informed of what the patient knows so that staff
do not give conflicting stories or inadvertently give
more information than they should. Patients and families
may question various staff members, seeking information,
so the sharing of knowledge of the patient's state of

awareness is vital. In the following excerpt, the team

members are cautioned against a possible leak in information.

The patient is an 8l-year-old male who has had

a knee amputation., The social worker says, "I
think someome on this ward is giving his wife

the message that he shouldn't be going home.

The wife was very careful when I saw her at

home today." The msident says the wife shouldn'st
be told anything by anyone until they are certain
about the patient's discharge plans and his
management. (87)

The next example, which involves clinical uncertainty,
illustrates the need to present a united front., This may

include collusion between family and staff in withholding
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information from patients; collusion is suggested in the
following example and also noted in other studies (Quint,
1964:120; Glaser and Strauss, 1965:31).

The discussion concerns a male patient who has an
inoperable tumour which may or may not be malignant.
A nurse says that a resident not at the meeting has
talked to the patient's wife already. The resident to
whom she 1s speaking asks, "What did he say to her,
do you know,..l better talk to him first before I see

gth§ patient) so we can have our stories straight."
98

It is through the use of such phrases as "have our
stories straight" that one grasps the overall acceptance of
the fact that patients and families receive "stories”,
These may be partial truths, but the implication is clear
that plain facts are not given straightforwardly or in all
cases.

The following example gives further evidence of the
problems staff have in keeping each other informed; this is
a continuing struggle and renews itself with each advance
made by each patient in gaining information., While team
meetings serve the major purpose of keeping staff informed
about patients® medical conditions, the function of keeping
staff informed about patients'! information levels, while
"unofficial," is of crucial importance.

Discussing a patient, the nurse says, "He doesn't
know what's going to be happening to him at all."
The resident says, "I haven't seen his family come
in.,.,.I wonder if they know about the operation.”

At this point, the surgeon enters the conference
room and says, "I think (the patient) does under-
stand what's happening to him. We are almost
certain to take the rectum out...we're going to wait
a few years..." The surgeon indicates that he has

told the patient and says, "He was very composed
when I told him." (148)
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Decision-making and information control

Decisions on what information is to be given are
traditionally the responsibility of the physician.

The physician determines the patient's "diagnostic
identity."

«..Physicians are the legitimate definers of

the patient's diagnostic identity, whereas nurses
are expected to support physicians in their
decisions to withhold or to give particular kinds
of information,..a professional rationale...affirms
that only the physician can disclose a patient's
diagnosis to him (Quint, 1965).

With regard tec dying patients, Glaser and Strauss
underline the importance of the doctor in the decision-
making process.

«..s8ince the doctor's responsibility is very

great, he is allowed much discretion - unguided

by formal rules -~ on when, what, and how to announce
dying to others (1965b).

The rules surrounding information are informal and
relatively unstable (Strauss et al., 1963), allowing
scope for negotiation. Team meetings could provide an
opportunity for such negotiation between health professiondls
although McIntosh (1974) points out that the final decision
on information may be more likely to be made by the
senior staff member in conferences or meetings which are
public in nature {(Lefton et al., 1959; Caudill, 1958),
but that in more private settings where status, esteem

and privilege are less at stake, the dominance of senior

staff members may be less exercised (Rosengren et al.,
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1963). In this study, public occasions such as meetings
provide the settings for data collection. Negotiation
may, of course, occur in private encounters between
physicians and other health profesgionals, but such
incidents do not form part of theée data.

In this study, where team meetings allow and facil-
itate exchange of ideas and opinions between various health
professionals, and where the team concept encourages, in
principle, increased sharing in decisions by all members
of the health team, the final decision on what to tell
continues to be made by the physician., Decision-making
concerning information may be more open to influence by
other team members compared to more conventional settings,
but decision-making does not appear to become a communal
activity,

Physicigns not only reserve the right to make decisions
concerning information, but also to communicate information
to patients and families although they may specifically
delegate this task to another health worker.

Several studies have indicated that nurses do not
ﬁass information about patients' conditions (Coser, 1962:
75; Davis, 1963:59) and that nurses and other para-
professionals are not supposed to communicate to patients

any information of medical significance without doctors!
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avthorization (Freidson, 1970b:141).
At a patient care meeting, two incidents were
discussed where patients had inadvertently received
the information that they were going home from a
duty nurse. The supervisory nurse described this
as "putting your foot in your mouth." (27)

Professional norms and the dominance of the medical
profession in the organization of medical care provide
a partial explanation for such practices, However, nurses
may simply lack the information the patient wants, due %o
the failure of physicians to keep nurses fully informed
about the patient'!s treatment, progress and prognosis
(Glaser and Strauss, 1965b).

The importance of guarding against mistakes or slips
regarding information is underlined when such a slip
occurs.

The surgeon says, "I don't know whether anyone
in this room is aware of it, but the other day
the TV girl was in lirs. (the patient's)
room and Jjust happened to tell her how sorry she
was that Mrs. had cancer of the stomach.
Now Krs, 's biopsy proved to be benign, as
we all know. Now I'd like to know how the TV
girl got the idea that Irs. had cancer. I
don't know whether it came from any of you
girls, but that simply cannot happen...I've made
it quite clear that the TV girl is not to come
up on our ward again." (90%
The surgeon obviously has the authority to dictate who
may or may not come on the ward. By his phrase, "you

girls," the surgeon directed his lecture to the nurses,
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occupational therapists and social worker at the meeting;
the two male residents were thus excluded, Subject to such
treatment, it is not surprising that nurses stay in line,

whether or not they disagree with practices.

Information conitrol: problems for nurses

The data strongly suggest that nurses do not
necessarily agree with practices of withholding
information from patients. They are well aware that
uncertainty creates apprehension for patients.

A nurse says a patient is "apprehensive
because the doctors aren't telling him what's
happening to him. He doesn't know what's
going on." (99)
The implication is that the patient should be told
what is happening to him. Such concern reflects nurses’
education which stresses this aspect of patient care,
as well as the management problems apprehensive patients
may create for nurses.

Nurses, although they may disagree with doctors'
tendencies to withhold information from patients,
appear to accept the limitations of their position,

In the case of a male patient who is scheduled
for a bone scan, the social worker says, "1 think
the patient should be told what's happening to
him, I don't know about the doctors who are
working on him., I'm not even sure they read

the consults they give me." The supervisory
nurse says, "...you're getting cynical, it's

not your responsibility or mine to tell the
patients.” (259)
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In discussions where information-giving is involved,
nurses' contributions seem to vary according to whether
or not physicians are present. When physicians are at
the meeting, nurses may offer information-related comments
on the patient's condition, and may include, as in the
next example, mention of the stress lack of information
creates for patients.

At a patient care meeting, a nurse says a
patient is unhappy because he isn't being
told what was going on., (27)

However, direct criticisms of information-withholding
practices are reserved for meetings where physicians are
not present. In the following example, a nurse criticiges
doctors for withholding information and using the
uncertainty rationale.

MDoctors are always guick to say, '"How can I
tell a patient how much time he has left?
He might have six weeks or he might have six
months. Who am I to say?' So they end up
saying nothing. That's their big rational-
igation. I think it's a cop out." (250)
The physician's authority and status may be questioned
by the nurse in private but are not openly confronted
despite the team concept.

While the doctor holds the prerogative of deciding

what information to give the patient and family), the

burden of managing them and keeping them in the prescribed

state of awareness falls directly on the nurse. To
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complicate matters, nurses are not always well informed
about what a patient or family knows. This creates a
serious strain for the nurse.
A nurse says, "I find I can't behave naturally with
some patients who have a terminal illness, because
T don't know whether the doctors have told them
their prognosis, and I've found this to be very
frustrating. I'm finding I have to be cautious
of what I say for fear of letting the cat out of
the bag.”" (250)

T offer here a general principle which may explain
why staff hold different or opposing views on what infor-
mation a patient may be given. Whatever facilitates one's
work will be viewed positively and what hinders it will
be viewed negatively. Hence, as the above example shows,
nurses have negative feelings toward keeping information
from patients since they bear the burden of controlling
their own behaviour so as not to give revealing cues or
make verbal slips. They must also deal with patients!
apprehension and uncertainty which, as several studies
have shown, may be more difficult for the patient to bear
than knowing the whole truth (Quint, 1964; Gerle et al., 1960;
Skipper, 1965b:79; Meyer, 1955; Lederer, 1952). One
éannot say whether the costs of information control are
greater for the nurse than the costs of being totally

honest with patients., If information control were not

practiced, the management of patients might be more
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difficult for nurses. However, immediate problems stem
from information~withholding, and nurses complain, therefare,
about these practices., For physicians, however, who

bear the responsibility of breaking the news to patients,
it is no doubt easier not to tell., Therefore, physicilans
are likely to view positively the withholding of infomstiom.,
This is similar to Lorber's findings (Lorber, 1975) that
nurses and doctors frequently differed on whether or not

a patient was considered a problem, For each, problem
patients were those who in some way obstructed work,
while_patients who were not problems were those who did

not interfere with or who facilitated work., Whether with
respect to problem patients or the giving or withholding

of information, when something thampers control overcomditims
of work, it is perceived as a problem.

This argument is illustrated in the example of the
patient mentioned earlier who would be permanently blind
but who had not been informed of his prognosis. The VON,
a visiting nurse whose concerns focus on the patient
once he is back in his home, expresses her disapproval of
withholding this information.

"T think it's ridiculous not to tell a patient
something like that. For example, he can't

even get any help from the resources available
to him if they don't tell him that he'll be
blind. For instance, the CNIB can't do anything
for you until you're registered blind...I think
itt's really important to level with him,

especially if he's going to be like that for the
rest of his life." (99
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This health professional assesses what should be done
according to what is relevant to her Jjob —- providing
benefits and community resources and home care, for
example —- while doctors make decisions according to what
they see as most relevant to their Jjob. Although their
rationales are not revealed in the case Jjust mentioned,
one might speculate that doctors could feel that telling
a persoﬁ he would be blind for life would be hard to bear
emotionally and might dishearten the patient to the point
where he would not make efforts to get well or regain some
level of self-sufficéiency.

In conclusion, I have shown that in this study
information-withholding is a common practice.‘ Using the
rationale of uncertainty, physicians control the amount
and nature of information given to patients and families.
Nurses are expected to carxry out the decisions of doctors
regarding information, and appear to do so. Although they
complain in private about information-withholding practices,
and express the opinion that such practices work to the
disadvantage of patients, nurses do not criticize or
disagree with physicians to their faces on this subject.
The family appears to have a higher level of information
than the patient, a finding that is in accord with those
of other studies. This may be explained by the professional
norm which supports "telling the family first" but also
by the fact that the family is in a better position --

less helpless, less dependent, more mobile —- than the
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patient to pursue information. The professional rationales
surrounding information are different for nurses and
doctors, and reflect the different aspects of patient
care with which each profession is concerned.

Clearly, patients have a great deal of information
withheld from them, as the data show. The medical
argument is that patients do not really want to know more
than they do. Doctors express the opinion that patients
would nét know how to handle some kinds of information,
that they would be frightened, and must be, in this sense;
protected from themselves.

The participant observation data confirm the kind
of information-withholding practices that have been
well documented by other studies. However, other studies
usually omit the patient's view. Are doctors correct
in thinking patients do not really want more information
than they get? I turn now to the data from the patient
interview schedule, to find out what patients in this
study felt about the information they received while

in hospital.

Patients! views on information

The patient interview schedule contained a number
of questions which measured satisfaction with information
received. These included 13 closed-ended and seven open-—

ended guestions. From the responses, an index of satis-
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faction with information was compiled for each study ward
at each study period. The scoring range was from 1 to

9, with the lower score indicating higher satisfaction.
The results indicate quite a high level of patient satis-
faction with information received. The highest score,
indicating the least satisfied patients, was 3.4, while
the lowest score, indicating the most satisfied patients,
was .97. These scores show fairly high levels of patient
satisfaction since the median of 4.5 was never closely
approached by these results.

While this thesis is concerned with the topic of
information in general, and not with ward comparisons, it
is interesting to note that there were differences in
information satisfaction between the two programme wards,
where the psychosocial programme was instituted, and
the two control wards. Accessibility to information as
perceived by patients improved slightly on both programme
wards over the three time periods, but did not improve
on non-programme wards. Also, patients on the programme
wards perceived themselves to be better informed about
fhings being done to them and expressed less dissatis-
faction about the timing and quantity of information
rebeived from hospital staff.

It is startling to compare the high levels of patient
satisfaction with information received with the evidence
of widespread information withholding documented in this

chapter. Despite the control practices of staff, patients
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appear quite satisfied. Several explanations are possible.

One explanation, or partial explanation, is that
patients are socialized to expect incomplete information,.
Given low expectations, limifted information does not
lead to great dissatisfaction.

A second factor is that this analysis is not compar-
ative, except between the programme and control wards.
Perhaps information is given more readily in this hospital
then in traditional settings when patients request it,
Certainly, there are indications that the psychosocial
programme loosened information control somewhat.

At any rate, compared with other studies, the percentage
of *dissatisfied patients in this study was in the low
range. lelIntosh, too, (1977) found a relatively low level
of patient dissatisfaction with information.

Perhaps the level of satisfaction would have been
lower if patients had been interviewed in hospital, rather
than a month after discharge. Perhaps analysis using
variables such as education or type of illness would reveal
telling differences in patient satisfaction.

However, regardless of the qualifications or speailaiios
one may make, patient satisfaction with information
received in this study appears to be high.

In considering and assessing practices of information
control in hospitals, one might easily react by blaming
doctors and energetically defending the right of each

individual to know the whole truth about his/her condition.
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Both the present study and MeIntosh's work on cancer
patients (MeIntosh, 1977) suggest this might be a simplistic
response, with implications for the patient that might
even be cruel. There are delicate and complex questions
of ethics and humanity involved, and one must beware of
settling for simple answers. While much research has been
done on patients'! views on information, there is obviously
a need for more research in order to better understand
patients! feelings and needs in this area, and the most

effective and compassionate ways of dealing with them.
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FOOTNOTES

Some ‘information also flows in the other direction,
from the client to the professional, and the withhold-
ing of information concerning symptoms, etc., does
represent a source of patient control. Generally,
though, the competence gap places professionals in

the more privileged position with respect to
information,

Those who employ rationales may offer them in good
faith; physicians do not necessarily consciously
perceive information control as a power sirategy.

Because of the nature of the data, and the lack of
standards of comparison from other studies, there

is really no way of knowing whether the number of
examples of any type of information control in this
study represents high or low frequencies in any
absolute sense. Consequently, I make no suggestion
here regarding how one should view frequency of
occurrence, but merely wish to point out that certain
kinds of control occur more than others in these data.

Although doctors appear to base some decisions about
what information to impart to patients on judgements
about each individual, Scheff (1968) and Roth (1963a)
show that these decisions are based upon typologies of
patients and their conditions, rather than vupon viewing
each patient as a unique individual.



IMPLICATIONS

This thesis demonstrates the utility of the control
and negotiated order perspectives in the effort to under-
stand worker-client relationships. While these perspectives
have been used effectively in a variety of settings,
including medical ones, I have extended them to a somewhat
different interactional milieu —- hospitalized patients
and their families as they interact with nurses., The fanmily,
which is defined as a client in this thesis, is an uncommoﬁ
focus. While both Glaser and Strauss (1965) and Davis (1963)
included the family in their investigations, they focussed
on extraordinary situations, namely dying patients and
crippled children. My study looks at families in a variety
of acute care hospital situations and finds the control and
negotiated order perspectives appropriate.

The use of these perspectives has allowed a detailed
study of ﬁow order is achieved in problematic worker-client
relationships in one organizational setting, an acute
care hospital. Attention has been focussed on process, on
how outcomes are achieved, rather than on outcomes themselves.
It was seen that worker solidarity in acting toward clients
is not a given, but must be worked at continually. While
work group solidarity is tenuous even among a homogeneous
work group, its maintenance in a heterogeneous work group
such as the interdisciplinary health team is particularly

difficulz,

210
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Control over patients and families must also be worked
at and monitored. While control is often maintained at
a satisfactory level from the staff's point of view, some
patients do become control problems. With these, control
strategies must be planned, executed and monitored for
success or failure, while the patients continue to employ
their own strategies. Control is not a permanent state.

It is a sometime affair, and negotiation is the process
by which each party seeks to achieve control over the
situation and by which an order which is acceptable to
both parties, or at least accepted by both parties, is
achieved for the time being.

The use of the control and negotiated order perspectives
in this analysis has, in my view, made meaningful the
elements of interaction between health professionals
and their clients.

If the findings of this study hold across other worker-
client situations, some generalizations may be made.

While service workers may hold an image of the "ideal”
client, they also have notions of acceptable client behaviour,
notions which are reasonably consistent with the realities
of their experiences at work, 3imilarly, clients donot redly
expect to be served by ideal workers and adjust to the more
fallible and flawed workers they encounter in the real world.

That is, in worker-client interaction, the actors accommodate
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a range of deviations from a fully non-problematic ideal.
Adjustments, shifts, bargains and negotiations normally
occur as part of these non-problematic relationships.
Workers accept some deviations from an acceptable client
model as legitimate under the circumstances, but disapprove
of clients who are clearly perceived as trying to control
their situations. Staff censure such behaviour almost as
though it were immoral, Client efforts to gain control,
when perceived as such, are interpreted as efforts to
outwit the staff, to turn circumstances to the client's
advantage, and as trying to manipulate the situation.
Chapter Three showed that control efforts are not
self-contained within the worker-client relationship,
but are influenced and constrained by the wider organizational
setting. The organization exerts a variety of constraints
over workers; to some éxtent this may offset the imbalance
of power in the worker-client relationship, since the
client is less subject to organizational authority and
has a briefer relationship with the organization,
On the other hand, the organization may allow for solidarity
among workers, accentuating the power imbalance in their
favour.
To the extent that the nurses in this study are typical
of service workers in general, it may he said that
specific plans of action in dealing with problem clients
are unlikely to be formed without the presence of workers

high in the authority hierarchy. Without these authority-
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holders, workers arrive at common definitions of clients
but do not formulate definite management plans.

It was seen in Chapter Three that workers will seek
control by whatever strategic and effective means are
available. Attempts at organizational innovation may
be subverted to useful tools in the struggle for control.

In this hospital, the emphasis on psychosocial care
provided a new avenue for increasing contrcl over problem
clients, INanagement problems became redefined as psycho-
social problems and could then be treated as such. Staff
could thus continue to control the definition of the
situation.

Service workers in institutional settings must often
contend with a group of secondary clients -- parents,
spouses, friends, or other associates of the primary clients.
Chapter Four showed how control is maintained over these
clients by casting them into roles. The visitor role is
preferred by staff, but when this breaks down the secondary
client may be enlisted as =@ helper in ailding the progress
of the primary client or may be transformed into a full
fledged primary client. In the present study, this entailed
caéting the secondary client intc a patient role, with
the helper or worker role a component pars,

| Service workers, especially those who experience
prclonged contact with clients, face the threat of over-
involvement with clients; this threatens both the individual
worker's self-control and the work groun's solidarity, a

weakening of which weakens control over clients. One way
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of counteracting this threat is the use of typologies in

discussing and perceiving clients., This is common practice
among nurses as well as other service workers; it serves to
create emotional distance between worker and client, to
depersonalize the client, to facilitate group solidarity
and the formation of common group perspectives, and thus
to enhance control over clients.

Preoblem clients are discussed by the work group.
Through the use of typologies, discussion, and systematiec
plan formation, the group comes to adopt a common perspective
and common plan of action toward problem clients, thereby
taking a major step toward regaining control.

As discussed in Chapter Five, information control is
a major strategy in conirolling clients., This is especially
significant in relationships between health workers and
clients, for the issues are those of life and death. The
prerogative of health workers to control information is,
to some extent,; taken for granted by both workers and clients.
However, upon this taken-for-granted base, there is a great
deal of negotiation. In this study, the fluctuating,changing,
emergent nature of social interaction is nowhere more evident
than in the study of information in the hospital. Decisions
on what, how much and when to tell the patient are made,
revised, changed and updated, depending on individual

workers' ideas and clients' information-seeking strategies.
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Worker views on the propriety of information-withholding
vary according to whether such practices hamper or enhance
workers'! control over their conditions of work.

In this thesis, I have investigated how workers
and clients seek to control their respective conditions.
In so doing, certain broader questions became apparent
and beg answers, I turn now to a discussion of these
guestions, and offer some possible answers. These
are necessarily tentative; it is hoped that further
research in these areas will provide more empirically-
grounded understanding.

One of the most troubling questions concerns the
dramatic over-representation of females in the group
of patients nurses perceived as problems, Why are
females considered to be problems so much more often
than males?

One possibility is that females actually manifest
more problematic behaviour in hospital than do males;
this possibility I am inclined to reject, for it
does not make sense. Both sexes are faced with the

saﬁe problems and in fact one might expect that males,
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being typically socialized to exhibit more aggressive and
less dependent behaviour than females would, in fact,
find the patient role more difficult to adjust to than
females, and would be more vociferous in their complaints,
demands, and more aggressively non-compliant about seeking
control. |

Most, although not all, of the nurses in this
hospital and others are female: it is possible that the
over-representation of females in the problem patient group
is in some way related to more general, pervasive problems
in female~female relationships. DMost nurses are younger
than the median or average age of patients in this study;
perhaps the nurse-patient relationship reflects difficulties
in the mother-daughter relationship.

Assuming that both males and females seek to control
their conditions in the hospital, it must be that their
behaviour is not radically different by sex but that
nurses perceive it differently. (This is speculation on
my part, for this behaviour was not observed directly; in
fact, I argue that the finding of sex differences in this
fhesis constitutes a major indicatiom for further research.)
What I suspect occurs is that male efforts to gain control
afe far more likely to be perceived by nurses as legitimate
behaviours. Demands by males, for example, are perceived
as legitimate behaviour, while demands by females are

perceived as non-legitimate or problematic behaviour.
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Nurses as females are socialized to be subservient to males
and to meet their demands. I do not suggest that women
passively accept or believe fully in suech a role; I
suggest merely that at some level socialization to the
female role may impinge on the nurse role when the nurse
interacts with the male patient with the result that
the male is less likely to be perceived as a problem,

It may be that females and males may manifest
different types of potentially problematic behaviour.

It is possible, for example, that males may tolerate
higher levels of pain than females as a consequence

of socialization. It would, of course, be interesting to
test this hypothesis in actual observation, My own guess
is that males on the whole may tolerate more pain, but
that some males will not. However, when these males
complain of pain,their complaints are more likely to be
viewed as legitimate by nurses, while female complaints
about pain are more likely to be interpreted and labelled
as whining, weakness or .childish behaviour.

It is interesting that some of the problem categories --
manipulative, demanding, complaining, complaining of pain,
career patients in the sense of hypochondria -- represent
stereotypic female strategies in seeking control over their
lives; they are the strategies of those who do not have
more straightforward power and resources,

As a general theoretical guess, and it can really be

called no more, I hypothesize that male patients import
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their commanding approach to the world in general into the

hospital situation and that it continues to succeed for
them,

Another major implication of this thesis arises from
the finding that despite the supposed commitment to total
patient care and the unique needs of each individual patient,
nurses tend to perceive palients as types or categories.
This conflict between a professional goal of treating
the individual and the tendency to lump individuals into
categories has been noted both in hospitals and other
situations such as the teacher~pupil relationship in the
school, but the source of the conflict has usually been
attributed to a professional-bureaucratic conflict,

For example, a heavy patient load or too many pupils makes
it difficult for the professional to have the time, energy
or information individual treatment requires., This study
suggests that the failure to treat the client as .a unique
individual may be more relatéd to the need to control
conditions of work than-to bureaucratic strains. Further
research on professional-client relationships in non-
bureaucratic settings would shed more light on this
finding.

At a more substantive level, the findings on patient
sétisfaction with information point to a need to recognize
the subtleties and complexities of the condition and

relationships of the hospital patient. There is a growing
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movement supporting greater rights for hospital patients;
this is related to a general consumer's rights movement.
At a personal level, I am very sympathetic with these trends.
Simultaneously, there is a growing disenchantment with the
medical profession. Underlying all these trends. -is a
tendency in many people, certainly in many sociologists,
to identify with the underdog. While I support the right
and indeed the need of the sociologist to be guided by
personal values, I believe it is also important to be
wary of being influenced emotionally by the kinds of
trends described above. The findings on information suggest,
and only suggest, that a blanket policy of giving all
information to all patients may be simplistic, although
satisfying to the social scientist. There is an entry in
the field notes which illustrates the point I wish to nake
here,

In a discussion about whether or not a patient

should be told he/she is dying, the psychosocial
offers the following statement as a general

rule: "I think we have to give people credit
that they will be able to handle it. ‘e were
born to handle our problems." (303)

This is, quite clearly, an ideological position, and this,

I believe, must be recognized when policy is being formed

or proposed. The pendulum has been moving slowly away

from contentment with the doctor's god-like role and actions
toward more identification with and concern for the rights

of the patient. Such pendulum swings are usually a com-
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bination of current fashion and a need for social
change; - . my concern is that these +two elements be
clearly distinguished and that in sociology the latter
and not the former be allowed %o point the way to sound
policy,.

Finally, the expansion of the domain of medicine
into areas of psychosocial care has implications which
were suggested by this thesis. Attention to vsychological
and social dimensions in the care of hospital patients
and their families is increasingly emphasized in contem-
porary liaison psychiatry (Cleghorn, 1974; ILipowski, 1967a,
1967b, 1968, 1974; Miller, 1973) and more generally in
hospital care (Cartwright, 1964; Duff and Hollingshead,
1968; Strauss, 1972). There are many potential benefits
for the patient and for his family from a global approach
to sick patients. I recognize the value and support the
appropriate use of this treaﬁment approach, and the move
to humanize the health care system and setting. However,
one must ask what is lost, as well as gained. I am uneasy
about the expansion of the domain of medicine in its
authority to confer the patient role (Illich, 1975;
Kittrie, 1971). Nurses and other health professionals,
like any workers, can reasonably be expected to maintain
autonomy and control over their conditions of work,
If conferring the patient role is legitimized by hospital

policy and nursing education, these professionals can be



221

expected to make use of that strategy; Chapter Four supports
this expectation and illustrates how the domain of medical
authority may be expanded to take in more expertise and

more legitimate objects or clients., Further study of

the assumptions and behaviour of health professionals may
lead to a clearer understanding of the dangers of the
inappropriate bestowal of the patient role, better apprec-
iation of the dilemmas of the professional, and enhanced

problem solving when families should be involved.
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