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Chapter 1
Introduction

Nursing diagnosis requires careful examination to
increase the precision, clarity, and relevance of this
emerging language to the practice of nursing. In 1885,
twelve years after the first National Conference aon the
Classification of Nursing Diagnosis, Gordon suggested the
ref inement of current concepts, rather than generation of neuw
concepts, should be the first priority of research in this
area. The purposes of this study were to (1) examine the
validity of the diagnostic category ineffective individual
coping, (2) extend our understanding of coping phenomena
nurses identify within their treatment domain, and (3)
compare terms and concepts used by clinical nurses in
describing coping phenomena of individuals they treat with
those proposed by Nursing Diagnosis Conference participants,

Nursing diagnosis is in an embryonic state. More
research is needed, particularly in the domain of coping.
Coping, a concept that emerged in the third conference (Kim &
Moritz, 18B82), is a diagnostic category of major importance.
Our understanding of this human response has Far reaching
implications in health care. Nursing studies of coping have
examined characteristics of patients that influence coping,
stressors and coping methods, and interventions to improve
coping outcomes, but few studies have looked at nursing
diagnosis of coping.
Research Questions

The specific research questions of this study were the



fFollowing:

1. What patient situations are diagnosed as coping
problems requiring independent nursing intervention?

£. What patient characteristics are considered as
critical in the decision to intervene in these
situations?

3. What contextual features in the health care
setting do nurses identify which influenced their
diagnosis of patient coping situations?

4. What is the range, diversity, and consistency of
terminology used to label coping problems?

5. How do the identified patient situations and
characteristics compare with coping diagnoses accepted
for testing by NANDA as defined at the Eighth Conference
on the Classification of Nursing Diagnoses?

Literature Revisw

Selected literature on coping theory will be discussed
First to clarify the concept of coping and issues related to
diagnosing coping phenomena. This will be followed by a
review of the nursing diagnosis literature to describe the
evolution of diagnostic concepts in general, and specifically
the coping diagnoses, and to critique methods used for
concept development and verification.
Conceptualization of Coping

The concept of coping has a rich history in the
psychological literature, and is a term widely used in
nursing and health care. Diagnoses of coping pheEnomena may

vary in meaning to nurses when based on different



conceptualizations of coping. Mengel (1882) defined coping
in two ways: as a set of hehaviors for managing stress, a
dynamic process to mobilize resources; and as ”“a product of
the way people define their relationships with their
environment” (p. 2J, i.e., adaptation to life stresses. The
ambiguity suggested by a paradoxical understanding of coping,
as process and product simultaneously, may be confusing for
the clinician or researcher, and chscure diagnosis or study
Findings. More importantly, diagnosis based on coping as a
process suggests different intervention than might be
selected for coping as a product or state.

Many studies of patients with acute health conditions
illustrate the problem of this paradoxical understanding.
For example, Sherman, Ernst, Barja, and Bruno (1988) found
through their own research and extensive literature review
that patients with persistent phantom pain following
amputation tend to be tagged as psychologically different.
However, these patients are largely those “with whom the
referring clinician does not get along and who persist in
complaining about their pain through numerous interventions”
(p. ix). These patients may appear on the surface, perhaps,
to be coping ineffectively. However, the options available
may be very limited, and have no association with their
innate capacity or usual repertoire of coping strategies.
Hence, when coping is viewed as a product or trait, these
individuals will be diagnosed as having ineffective coping.
Pearlin and Schooler (197B) commented on the importance of

context in relation to coping efficacy: "Coping failures...do



not necessarily reflect the shortcomings of individuals; in a
real sense they may represent the failure of social sustems
in which the individuals are enmeshed.” (p. 18).

The following study illustrates research on coping in
which stress was conceived out of context. 2iemer (1982)
noted that many studies reported in the literature on coping
have included coping measures based on behaviors of people
self-selected because of exposure to particular stressors.
Ziemer sought to identify what coping behaviors are
consciously employed by normal individuals in a study of
students at an urban eastern college. Despite this
researcher’s acknowledgement that coping depends on the
contingent situational demands, subjects were asked to
identify behaviors in response to a stressful situation free
of any particular context. On Finding that few reported
seeking new information, in contrast to cther studies, Ziemer
suggested that this may have been due to the featureless
Frame of reference. The approach used suggests a
stimulus-response model of stress and coping in which
features of the stressor are uniform to all "normal” people
serving only to stimulate behaviors which may be counted as
typical or atypical depending upon their distribution within
the population studied.

Panzarine (19B5) discussed the understatement of coping
in research advocating designs reflecting the
multidimensionality of this construct. Important features
not accounted for often included stressor characteristics,

personal and contextual characteristics, changes in coping



and adaptational outcomes over time, and the reciprocal
nature of coping and its outcomes. A transactional theory of
stress and coping encompasses these features, whereas
stimulus-response models limit our examination to one or tuwo
aspects which may lead to a fFalse conception of the “normal”
or "successful” ways of caping.

An abstract conception of coping apart from the context
in which it occurs is not useful for an understanding of
individual responses to stress. Lyon & Werner (1987)
conducted a comprehensive review of the nursing literature
from 1974 to 18B4% to evaluate the theoretical underpinnings
and empirical generalizations in stress research. The 82
studies examined were categorized by Four theoretical
orientations: (1) stress as a stimulus; (2) stress as a
response; (3) stess as a transaction; and (4) atheoretical.
In their analysis, the authors took the position that the
transactional view of stress was the only theory compatible
with the discipline of nursing. In this theory, coping with
stress is viewed as a dynamic process in which
person-environment interactions are reciprocal and form new
meanings that subsume each of the interacting variables.
Contrary to the stimulus and response models, transactional
theory accounts For individual differences important to an
individualized approach to health care espoused by nurses.

The transactional approach to stress and caoping is well
represented in the work of pyschologists Lazarus and Folkman
€19B4). Their conception of coping provides a

multidimensional perspective with clear meanings for



diagnosis and application in clinical practice and concepts
of appraisal important to an understanding of individual
variations in coping responses to stress., In this
theoretical framework appraisal includes (1) an evaluation of
an event in terms of its meaning to the self, i.e, as a loss,
threat or challenge; what effect will it have, and (2) an
evaluation of coping options; what can be done about it. In
discussing the multiple Functions of coping, they identify
two major ways of coping: (1) emotion—-focused coping; and (8)
problem—-focused coping. Coping is defined as “constantly
changing cognitive and behavioral efforts to manage specific
external and/or internal demands that are appraised as taxing
or exceeding the resources of the person” (p. 141). As they
point out, this definition is process oriented, distinguishes
coping from habitual adaptive hehaviors and the outcomes of
coping, and emphasizes management rather than mastery.

This transactional definition of coping fits with a
phenomenological view of stress and coping (Benner & Wrubel,
1883) used as a framework for examining coping problems in
this study.

In the phenomenological view of stress and coping,

the person is not seen as a rational calculator of

external events whose meanings are limited only to

the pointing out and designation of objects, facts,

and events. Rather, the person is understood both

toc constitute and be constituted by meanings. This

constitutive role of meaning is the ontological

basis of perception. That is, the concerns,



background meanings, skills, and practices of the

person set up what counts as stressful and what the

coping possibilities are. In the phenomenclogical

view, coping can never be an unlimited choice from

a list of effective and ineffective options.

Instead, coping is bounded by the meanings and

issues inherent in what counts as stressful. Some

choices will always be untenable or unrelated to

the person’s concerns and most often not easily

translated to the person’s situation. (Benner &

Wrubel, 18983, p. 63)

The relevance of context in coping diagnosis is
suggested in the exemplars of nursing practice used by Benner
and Wrubel (1888) to illustrate a phenomenological view of
stress and coping. In a paradigm case titled 7@ Quiet and
Psaceful End” (p. 80), a nurse describes her transactions
with a patient and the attending physician in helping the
patient participate in the management of her terminal illness
during her few remaining days of life. Choosing was clearly
the central issue in this story in which the patient’s
acceptance of her impending death and decision to forego
"medical heroics” were at odds with that of her spouse and
not supported by her physician. The nurse was an enabling
force in the patient’s exercise of choice "to die peacefully
and as comfortably as possible” within an adverse social
context.

The concerns of the patient and the role of the nurse in

this situation were significant. It was a unique experience,



yet commonalities with other situations might be expected.
Nursing’s ability to communicate this is a critical issue in
our discourse with others, in our justification fFor time or
reimbursements for the helping role of nursing, and in our
educational programs.

In summary, simple models like those in stimulus and
response theories do not adequately explain the experiences
of stress and coping in humans. Contemporary theories have
shifted from a unidimensional approach toward a
multidimensional view of stress and coping with an emphasis
on the person-environment interaction. In transactional
theory, coping is more clearly defined and the importance of
context recognized. Coping is seen as a process, in this
theory, and is differentiated from adaptation, an outcome of
personal stressor—coping interactions within specific
contexts at specific times. Transactional theory is
consistent with the philosophical underpinnings in nursing,
*interaction, phenomenoclogy, and existentialism,” Meleis
€1985, p. 18B2) identified in an examination of the areas of
agreement between nursing theorists., It is not clear in the
nursing diagnosis literature what the underlying
conceptualization is. The use of a label such as
Pineffective coping” implies the conception of coping as
product.

Nursing Diagnosis Taxonomy Development

The literature on nursing diagnosis, particularly on

nursing diagnosis research, was reviewed to delineate how

diagnoses have evolved, to evaluate the current taxonomy in



general, and to explore the possibility that a gap exists
between the labels and applicability to clinical practice.

The North American Nursing Diagnosis Association (NANDA)
has approved diagnostic categories for clinical use and

testing. In an overview of conceptualizations of nursing
diagnosis, Bordon (18985) acknowledged a lack of consensus
among theorists in the literature reflecting the diversity of
nursing models. Researchers investigating nursing diagnosis
have ”“bypassed the conceptual diversity and defined nursing
diagnoses as problems, states, or responses that were treated
by nursing intervention” (Gordon, 1985, p. 12B8). She offers
little guidance for constructing diagnostic concepts. She
implies that concepts be grounded in the everyday practices
of clinical nurses.

Shoemaker (18B84) conducted a Delphi study to achieve
consensus on the essential features of a nursing diagnosis.
Participants were 111 nurseé with at least a master’s degree
in nursing from throughout the United States and Canada. All
had knowledge of nursing diagnosis as evidenced by
publications, research activity, and workshop leadership.
Variables related to nursing diagnosis identified from the
literature were categorized using an analytic method, the
Soltis technique, into generic, differentiation, and
conditions features of a concept. Following three rounds in
which participants ranked variables as essential, important
but not essential, useful fFor explaining the term, or
rejected as not appropriate, essential features weres

identified with the caveat that none could stand alone.
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A summary of Shoemaker’'s findings defining nursing
diagnosis included the following essential features: nursing
diagnosis is a conclusion about the patient’s actual or
potential health state or problem, i.e., phuysical,
psychological, sociocultural, and spiritual conditions, and
etiology (for actual states) or risk factors (for potential
states) based on a pattern or cluster of signs and symptoms,
i.e., verifiable subjective and objective data, validated by
the patient whenever possible, which are concisely stated and
which may be independently treated by a nurse.

The formal classification of nursing diagnosis began in
1973 with the inception of the National Conference Group for
Classification of Nursing Diagnosis. Conference participants
represented most of the United States and a few provinces in
Canada and included staff nurses, clinical specialists,
directors of nursing, deans, faculty, theorists, and
researchers with a wide range of education and experience
(Gebbie, 188B2). Working groups of nurses with a mix of
clinical practice areas, level of education, work setting and
gengraphical region generated nursing diagnoses related to a
specific human functional system and worked on refining a
group of related diagnoses at later national conferences.
Participants used an inductive approach, basing their work on
recollections of patients from their own experiences, a
method termed as “group empiricism” (p. 10). Work groups
communicated at plenary sessions to achieve consensus of all
participants on the developing classification system. In

subsequent conferences, participants selected diagnostic
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areas to review and these work groups then made
recommendations to a committee for final decisions which were
based on formal guidelines.

From the beginning, research was encouraged to test and
refine diagnoses. Research or clinical data had to be
submitted with proposed diagnoses or changes in diagnoses at
the fifth conference. It was after the fifth conference that
the small work groups were discontinued as a method for
generating and refining diagnoses (Hurley, 1986). Currently
a formal review cycle is used with the submission of new
diagnoses and for the continuous development and refinement
of the taxonomy. New diagnoses or changes in diagnoses are
reviewed sequentially by five different groups within NANDA:
(1) a Clinical/Technical Task Force composed of experts drawn
From the NANDA membership and other groups such as the
American and Canadian Nurses’ Asspociations; (2) the NANDA
Diagnosis Review Committee, (3) the NANDA Board, (4) the
General Assembly during the National Conferences, and (5) the
NANDA membership through mailed ballots. The
Clinical/Technical Task Forces are guided by a set of
criteria to be met by proposed diagnoses which include
substantiating materials, i.e., a list of references
"demonstrating a reasonable review of relsvant literature”
(Carroll-Johnson, 1989, p. 560).

Gordon & Swseney (1979) described three models for the
identification and validation of nursing diagnoses. The
First, a retrospective model, is based on the recall of

nurses to describe health problems they treat. This
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inductive approach was used in early work by national
conference groups as the major method to generate diagnoses.
Methodological limitations identified include the biases of
nurse participants, either as a result of their circumscribed
practice or the difficulties inherent in retrospective recall
(Tanner & Hughes, 13984).

Tanner (1984) has pointed out several biases in
assigning probabilities to relationships in diagnostic
reasoning based on recall. These biases are also germane to
the generation of diagnostic categories and defining
characteristics by conference participants. These biases
include (1) frequency of occurrence in gur cwn experience,
(2) recency of experience, and (3) the profoundness of
memory. In other words, those experiences that were most
frequent, recent, and most dramatic likely influenced the
group empiricism method. Gebbie (1982) acknowledged that
this approach does not capture diagnoses that are rare or
those requiring highly specialized skills to identify and
treat. For gensrating coping diagnoses, this model is
limited by the biases of recall and the varied theoretical
(or atheoretical) perspectives on coping of participants.

The second, a nurse validation model, was described as
useful in tssting identified nursing diagrnoses. In this
model, nurses are asked to validate defining characteristics
of existing diagnostic categories. Two areas of weakness are
inherent in this model. First, validation is limited to the
defining characteristics of a diagnosis; the definition of

the category is given, and not subject to testing in this
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model. A limitation of this model for validation of a coping
diagnosis is the assumption that the definition adequately
describes the diagnostic concept and clearly differentiates
this condition from similar or related conditions. Secondly,

nurses are often asked to rate separately the frequency with

which each proposed characteristic occurs with a diagnosis.
In this design, the problem statement of the diagnosis is
disconnected from its related factors, i.e., etiology, while
presenting characteristics for validity Jjudgments. What may
result, then, are agreements with characteristics that define
broad, general categories, but not those characteristics that
define more specific, clinically relevant phenomena. Also,
this method may not capture the clustering or pattern df
characteristics for a particular diagnosis. As with the
retrospective model, nurse-validation requires a judgement
based on recall.

Third, the clinical model is designed to collect data
from direct observation of patient behaviors to identify and
validate nursing diagnoses and has not been used as
frequently as the other two described above. The data may he
collected retrospectively from patient records or literature
review, or using concurrent observations in practice. This
model overcomes the problem of retrospective recall. It is
subject to the same problems of reliability and validity as
that of any observational study, e.g., intra/intercbserver
reliability.

A critical feature of all three of these models is the

selection of nurse participants with relevant diagnostic
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expertise. The reliability and validity of data from which
diagnoses are generated and validated will depend to a great
extent on the experience, clinical specialty knowledge, and
diagnostic ability of nurses sampled. Fehring (1986)
commented on a validity gap between the NANDA list of
diagnoses and those used in clinical practice. One of the
reasons he cited for this gap was the lack of documented
expertise of many participants in regional and national work
groups who derived the diagnostic categories. He presented
methods to validate and standardize accepted diagnoses.
Quantitative methods to establish reliability and validity of
measurement tools were incorporated with the nurse validation
and clinical models. The need to sufficiently develop
diagnostic concepts prior to guantitative validation studies
was recognized.

Nearly two decades ago, nurses began to identify and
classify health conditions they may diagnose and treat.
Issues in the development and standardization of nursing
diagnoses have been identified. The initial process of
taxonomy development was undertaken with the group empiricism
method. Classification of diagnoses predicated on this
method is subject to the biases of recall and the varying
levels of sxpertise suggested by descriptions of nurse
participants. The nurse-validation and clinical models used
to identify and validate diagnoses are also subject to the
biases of nurse participants. The proposed diagnoses require
further testing and refinement with methods that result in

operational concepts and valid labels that may be reliably
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applied in clinical practice.
Coping Diagnostic Category Development

The coping diagnoses were introduced and accepted at the
third national conference, apparently using the group
empiricism method. They have undergone a few changes since

that time. In 1886 when the theoretical framework was
applied to taxonomy development, the coping diagnoses were
grouped under the human response pattern of ”Choosing”
(Figure 1). Diagnoses included one label on individual
coping and three on family coping responses. The original
label, Coping, patterns: individual, maladaptive, was changed
to Coping, ineffective individual (Kim & Moritz, 1982).
Proceedings of the Eighth Conference (Carroll-Johnson, 1389)
do not show any further changes for this diagnosis.
Ineffective individual coping is defined as the "impairment
of adaptive behaviors and problem solving abilities of a
person in meeting life’s demands and roles” (p. 538),
Critical defining characteristics are (1) verbalization of

inability to cope, and (2) inability to meet basic needs.
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PATTERN 5: CHOOSING

5.1

Alterations in Coping

5:141
Individual
Sylslal
Ineffective
.11 201142 5.1.1.1.3
Impaired Adjustment Defensive Coping Ineffective Denial

Figure 1. Branch of Individual Coping Labels of Choosing in NANDA Nursing Diagnosis Taxonomy.
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Impairment, a critical term in the definition of
ineffective coping, is described in Webster’'s dictionary
(1885) as damaged or made worse by diminishing in some
material respect. This implies that adaptive behaviors
preceded ineffective coping, and thus restricts the use of
this diagnosis to situations (requiring copingl in which
adaptive behaviors have changed, i.e., diminished aor
worsened. What about situations in which the coping
behaviors, though useful in a past crisis, are inadequate to
meet current demands or do so at great cost? What about
those situations in which the coping behaviors needed to mest
the crisis have never hbeen a part of a person’s coping
repertoire? The label ineffective coping may describe an
outcome rather than a response, and therefore limits what can
be done as an intervention ex post facto.

Ineffective individual coping has been used as a higher
level category for more specific diagnoses added at
subsequent conferences. The label, Impaired Adjustment, was
added to the category of Choosing at NANDA’s seventh
conference (McLane, 1987). Impaired adjustment was defined
as "the state in which the individual is unable to modify
his/her lifestyles/behavior in a manner consistent with a
change in health status” (p. 484). The numerical indexing
system used by NANDA places impaired adjustment as a
subcategory of ineffective individual coping.

Other labels introduced at the latest conference
(Carroll-Johnson, 1983) are also numerically indexed as

subcategories of ineffective individual coping: Defensive
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Coping and Ineffective Denial. Defensive coping was defined
as "the state in which an individual repeatedly projects
falsely positive self evaluation based on a self protective
pattern which defends against underlying perceived threats to
positive self regard” (p. 4383, Ineffective denial was
defined as "the state of a conscious or unconscious attempt
to disavow the knowledge or meaning of an event to reduce
anxiety/fear to the detriment of health” (p. 443),

As a higher order category, ineffective individual
coping should be at a higher level of abstraction than those
coping labels described above and contain the general
characteristics of its subcategories in the taxonomy, i.e.,
impaired adjustment, defensive coping and ineffective denial.
There are inconsistencies in the definitions and defining
characteristics of ineffective individual coping and its
subclasses. The former describes an impairment, i.e., change
for the worse in coping behaviors, while the latter seem to
describe longstanding patterns of behavior. Some defining
characteristics of the subclasses do not Fit within any of
those listed for the class within which they are categorized.
The defining characteristics for esach of the coping labels

are summarized in Table 1.
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Table 1. Defining Characteristics of Coping Labels,

Ineffective Impaired Defensive Ineffective
Coping Adjustment Coping Denial
States unable States non-  Denies obvious Relevance of
to cope/unable acceptance of problem/weak- symptoms not
to ask help health change ness. perceived.

Can’t admit
impact of
diagnosis on
life patttern
Inability to Non-existent/ Reality
problem~-solve unsuccessful testing
ability to be difficulties
involwved in
problem solving
or goal setting
Inability to Lacks movement Lacks follow Delays seeking

meet role toward through in or refuses

expectations/ independence treatment health care

basic needs to detriment of
health

Inapprapriate Extended shock Rationalizes Minimizes symp-

use of defense disbelief or failures toms. Doesn’t

mechanisms anger about admit Fears.

health

Alteration in Difficulty

societal par- gstablishing

ticipation relationships

Change in com-

munication

patterns

Verbhal manipu- Projection of Dismissing

lation blame/respon~ gestures or

sibility comments whean

speaking of
distress

High illness Hypersensitive

rate; high rate to slight/

of accidents criticism

Destructive be- Hostile laugh- Self treatment

havior toward ter/ridicules with home

self and others others. remedies

Superior atti-
tude toward

others

Grandiosity
Inappropriate
affect
Displaces

sogurce of symp-
toms to other
organs
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Only one study in nursing was found on the diagnosis of
ineffective individual coping (VUincent 1886). This study
sought to validate the defining characteristics of the
diagnosis. Nurse participants were mailed gquestionnaires
with graphic rating scales in which each defining
characteristic of the diagnosis was listed. Two additional
characteristics added to the scales by the researcher,
anxiety and life stress events, were the most frequently
observed defining characteristics identified by nurse
participants. These two characteristics were not among those
listed in the NANDA literature. In this study, 82% of
respondents wrote in a total of 90 additional behaviors
occurring nearly always to frequently, which were used as
criteria for this diagnosis. Uincent concluded that the list
of defining characteristics was incomplete and should bhe
expanded.

The selection of nurses as representative of experts in
diagnosing ineffective coping was a particular strength of
this study. A random sample of 1000 participants was
selected From a list of 1183 clinical specialists obtained
from the American Nurses Association. The 51.3% return rate
of guestionnaires resulted in 513 participants. aAll
participants had masters or doctoral preparation with the
majority in psychiatric/mental health nursing. The sample
represented all 50 states.

The guestionnaire constructed For the study asked
participants to consider “a hypothetical sample of 100

clients with ineffective coping” (p. 2083, They were



i

instructed to rate how frequently, on a scale of 1 (rarely
present) to S (nearly always present), this population
exhibited the specific signs and sumptoms of the diagnosis.
Reliability was reported (Cronbach’s alpha= .74) and met

Nunally’'s criteria (1978) for purposes of research. It was

unclear in the report of this study whether contextual
Features in which clients were exhibiting ineffective coping
were described. However, given the above description of a
hypothetical sample, this is unlikely. This suggests that
concepts were based on a stimulus-response model of stress
and coping and poses a major weakness in this research
project.

The defining characteristics were the only features of
the diagnostic construct tested. The definition of the
diagnosis was not challenged when the researcher found that
Five of 11 defining characteristics listed for this diagnosis
were rated as present "always to frequently” by less than
half the respondents. For example, one characteristic,
»verbalization of inablity to ask for help” was rated as
seldom to never present by 35% of respondents. The
diagnostic category of ineffective coping is lacking in
conceptual development and hence requires a different
research approach.

In summary, issues in the development and
standardization of coping diagnoses were raised which
parallel those for the taxonomy in general. (1) Coping
diagnoses have been generated by the group empiricism method

and are subject to the biases of recall and the varied
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expertise of participants. (2) The concept has not been
refined or validated through research. (3) A validity gap
between the proposed diagnostic labels and clinical practice
has been suggested. O0Only one study on the diagnosis of
ineffective individual coping was found. In this study, the
method used did not allow nurses to verify the definition of
this concept and the findings suggested the list of defining
characteristics was incomplete. In addition to these issues
is the differing and incompatible theoretical frameworks
implied in the coping diagnostic labels. Coping is viewed as
a process by some, and a product or trait by others, so it is
not clear what nurses mean when applying this term for
diagnoses.

Qualitative methods are appropriate for conceptual
development. Poorly defined diagnostic concepts regquire
exploratory and descriptive methods to adequately define
terms which can be consistently applied by different nurses.
Qualitative research has been referred to as the first level
of inquiry (Norris, 1882). The retrospective and clinical
models are essentially qualitative, that is, descriptive in
nature; however taken alone these methods have limitations
that threaten the validity of findings. The present study
was an attempt to combine models to enhance the quality and

richness of data collected.
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Chapter 2
Method
Design
This study was a gqualitative, descriptive analysis of

diagnostic data on coping phenomena of the adult patient and

his/her family. The data were collected through intervieuws
of nurses in acute care settings about patients in their
current and past caseload who were diagnosed with problems in
coping with their illness experience. For purposes of this
study, coping problems were defined as episodes in which
patient’s thoughts and behavioral responses for managing
situational demands, generated internally or externally, were
significantly strained or constrained due to the nature of
demands or the lack of needed resources. Nurses were asked
to describe patients to whom a coping diagnosis was applied.

Interviews followed a semi—-structured format. General
questions were open—-ended with a broad focus to allow
participants maximum opportunity to reveal specific
information which they found to be relevant. As intervieuws
progressed, more specific guestions were formulated based on
data already provided by participants to clarify or verify
information.

Patient records were also reviewed when they were
accessible. Data obtained from interviews were analysed for
themes describing the nature of situations nurses related in
which patients or their family were having problems coping.
Cases were examined for recurrent patterns in five areas: (1)

nurses’ interpretation of the meaning of situational fFeatures
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to patients and their family, (2) patient and family coping
responses, (3) defining characteristics of coping problems,
(4> the influence of contextual features of the care setting
on the diagnostic process identified by the nurses, and (5)
terminology used by nurses to describe coping prablems.
Additionally, nurses’ terminology and implied definition of
concepts related to coping were compared with terminology and
definitions approved by NANDA.
Participants and Setting

Setting. Study participants were selected from those
nurses who worked with patients on three medical-surgical
wards in two large metropolitan hospitals. Nursing diagnosis
was introduced in these settings about the same time: 1880
and 1382. In each setting, content on nursing diagnosis has
been included during a period of ogrientation for new nurse
employees since its introduction. Performance expectations
and standards of documentation mandate the use of nursing
diagnosis in practice for hospital nurses in these settings.
Nurses are expected to conduct a comprehensive nursing
assessment when admitting patients and to diagnose conditions
they are accountable to treat. The nursing diagnoses and a
plan of treatment are documented in the medical record, and
referred to by all nurses providing patient care.

Participants. Nurse participants were recommended by
their supervisors based on the following criteria: (1)
minimal education of a baccalaureate degree in nursing, (2)
at least five years of experience with their current patient

population, (3) skilled in working with patients who have
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coping problems, and (4) recognized for their expertise hy
peers. In one setting, nurses listed were rank ordered For
their expertise in treating patients with coping problems by
their supervisor. The highest ranked nurse was selected from
this listing for interview. In the other setting in which
supervisors did not rank nurses’ expertise, those who worked
fFull-time were selected over those who worked part-time.
Five nurses were asked to participate; all agreed to be
interviswed.

llection Procedures

Institutional review and approval were obtained through
the appropriate research review bodies and nursing
administration. Informed consent (see Appendix A) was
obtained from nurse participants. Participant anonymity was
protected by coding data without reference to nurse or
patient names or other personally identifying data in tapes,
field notes or written reports. Interview tapes and field
notes were maintained in a locked cupboard with access
restricted to the investigator.

Semi-structured interviews lasting 45-80 minutes were
conducted and tape recorded in the privacy of a closed room
on-site where nurses worked. A separate interview session
was conducted for sach case described. The initial intervisw
schedule consisted of an open-ended question asking the
nurses to describe their assessment of the patient with a
significant coping praoblem. During the interview, questiaons
were generated to clarify information and to probe for data

on the meaning of events to the patient or family members as
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understood by the nurse, patient and fFamily behaviors,
feelings, decisions, consequences of patient and Family
behaviors and decisions, and the nurse’s intentions,
feelings, actions and conclusions regarding coping phenocmena.
At the end of the interview nurses were asked what additional
information would have been useful for a clearer
understanding of the coping phenomena. Data were abstracted
from patient records containing the nurses’ admission
assessment, nursing care plan, and progress notes in the tuwo
current cases in which nurses reported recording coping
diagnoses,

During the course of study, two major changes in the
interview schedule were made. Beginning with the third and
subsequent interviews, nurses were asked to summarize the
problem and to identify characteristics that were critical in
diagnosing the coping phenomena at the end of the intervieuw.
Beginning with the Fifth and subsequent interviews, nurses
were asked to describe past cases, if possible, in which
patients exhibited behaviors other than anger (a recurring
theme) in responding to coping phenomena. When anger was
identified, questions were generated to probe For the nurse’s
perception and interpretation of the relationship between
anger and coping in patient situations described.

The first two participant nurses were selected from
those caring for a patient group homogeneous with respect to
a disease process as a major life factor affecting coping.
Subsequent sampling decisions were based on data From

interviews. Redundant themes in the two cases from nurses
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working in the same hospital unit led to the decision to
select nurses from another unit with a potentially different
patient population for variety in patient situations
eliciting nursing diagnosis of coping. The decision to stop
sampling was based on the richness and variety of data

collected. Nurses described a wide range of coping problems
in patients they cared for, and it was clear after eight
cases that it would take many more to reach saturation. The
magnitude of sampling needed as suggested by the small number
of cases obtained was beyond the scope of this study and the
investigator’s resources.

Data Analysis Procedures

Each interview consisted of from S to 17 single spaced
pages of transcription. The raw data were systematically
analysed using techniques from grounded theory (Glaser &
Strauss, 1867) and analytic induction (Lincoln & Guba, 139B85)
to uncover generalities about nursing diagnosis of coping
problems. The data were coded concurrently with interviews
to reveal major themes occurring in situations as a guide for
subsequent interview questions and selection of nurse
participants.

The amount of text used as the unit of analysis varied
according to the research questions. For the first gquestion,
directed toward describing the nature of the patient
situation, large sections of text were used to identify
categories. Codes were identified for categories which had
relevance to the question; each category was labeled,

whenever possible with the respondents’® own words.
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Definitions or decision rules for categories were written for
reference as inclusion criteria for data and revised when
needed. The data were coded, coding categories revised, then
data were recoded. This iterative process was used until all
of the coping situations were adequately described by the
categories and the coding categories could be reliably
applied to the data. The same process was iterated for
guestions two, three and four. For guestion two on the
defining characteristics of the coping diagnosis, the size of
text varied from one sentence, usually gquotes of patient or
family, to a paragraph describing an entire nurse—-patient
interaction. Text in which nurses identified contextual
Features in the care setting that had an influence on the
diagnostic process, guestion three, tended to be only a few
sentences. The size of text coded for question four,
terminology nurses used to label coping problems, included
only a few sentences. Coded data were placed on 5x8 cards
and labeled with category and subcategory headings. These
categories will be defined in the next chapter in conjuction
with the results of data analysis.

Lastly, situations were summarized from sach data set hy
abstracting relevant content to reduce redundant information
and order events in the narrative as a way of maintaining the
integrity of the whole situation in an easily read text.

They were examined for the fit and representativeness of
NANDA nursing diagnostic labels and definitions to answer the
fifth research questiaon. Text containing nurses’ terminology

in labeling coping problems and defining characterisitcs were



compared with NANDA diagnostic terminology and defining

characteristics.

=S



30

Chapter 3
Results and Discussion

In this chapter a description of the patient cases in
the sample is presented followed by a discussion of analytic
procedures and findings. Interview data are presented and
discussed in relation to each research guestion.
Sample

Eight patient situations were described. Three were
current patient situations and five were past situations that
were considered to be outstanding examples of coping
phenomena by the nurses involved. Coping problems of
individuals were described in five cases and family coping
problems in three cases. Male and female patients were
included in the sample described ranging from 35 to 70 years
of age. Acute and chronic health conditions were
represented, including a psychiatric diagnosis, which were
being treated by medical and surgical modalities. Patient
characteristics are summarized in Table 2. A brief summary
of each case follows including the major coping concerns and

issues defined by the nurse.
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Iable 2, Description of Patients Coping with Health

Conditions
Case Age Sex Significant Health Conditian/
Others Duration
1 Current B4 F Husband Metastatic Breast
Daughter Cancer/ >3 years
2 Past 50 F Husband Metastatic Gall
Children Bladder Cancer/ *2
Boyfriend years
3 Past 70 M Children Hepatoma/Recent-
Son—-in-law about 1-2 weeks
4 Past 35 F Husband Sepsis/ >3 weeks
Daughters Acute Renal Failure
Diabetes/ adult onset
5 Past 35 M Fiance Renal Failure/ >1 year
Mother Diabetes/ juvenile onset
6 Past 40 M Wife Asthmas 7
Schizophrenia/ 7
R/0 Cardiac Disease
7 Current 50 M Sons Malignant melanoma/
Ex-wife Recent diagnosis—n days
B Current az M Mother AIDS/ 7
Lover Perianal Herpes/ 7

CMU Retinitis/ 7




32

Case 1. The patient was a BY year old housswife married
to a retired air force colaonel. Numerous treatments for the

patient’s metastatic breast cancer over the past three plus
years had included double mastectomies, adrenelectomy, colon
resection with a resultant colostomy and chemotherapy. The
nurse had cared for the patient since her initial diagnosis
and described her as a very gquiet person, independent and
always looking nice. She had become very debilitated and was
now totally dependent requiring highly skilled nursing care.
The current treatment included antibiotics for a urinary
tract infection, tube feedings, and patient controlled
analgesia.

When the family asked about hospice care, the doctor
told them she wasn’t going to die socon and hospice wouldn't
give her the kind of treatment she needed. Usually passive
and quiet, the patient finally expressed her desire to go to
an extended care facility, because *she would feel safer,”
but the patient’s husbhand feared his wife would die if she
went to a nursing home.

Case 2. The patient was about 50, married with children
and grandchildren. B5he had cared for her husband, who had a
cardiac disorder, for the past 10 years. They had separated
after she was diagnosed with cancer of the gall bladder,
because “she couldn’t deal with him not understanding that
she was sick and that she needed some help.” A year later,
following initial treatment with chemotherapy, she was
readmitted with uncontrolled pain. This time her husband and

an attentive daughter were with her.
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The patient was very frightened and didn’t want to be
left alone. Her daughter described her as always having been
kind of nervous. She had her light on a lot. »It was Jjust
'help me, help me’ and if youw asked what is it I can do to

help you, she couldn’t tell you.” BSeveral days elapsed

before it was discovered that she had an infarcted bouwel.
Meanwhile a lot of people began to believe that she was
making it all up, "as if she was completely unable to cope
with the fact that she had the disease and it had advanced.”
Referral to psychiatry resulted in treating her with
thorazine. Her affect changed then and for the first time
she was calm.

Case 3. The patient was a 70 year old Korean man who
was diagnosed as having a hepatoma. This was a shock to the
patient’'s family as he had been well and living alone
independently. Also, they had recently lost their mother in
a car accident. Family members wanted to stay overnight with
the patient, but were unable toc as he was in a two bed ward.
They were very upset when his condition declined
significantly overnight. The son—-in-law, a practicing
pharmacist, attributed the decline to the use of Benedryl for
sleep. Despite assurances by physicians that his condition
was due to the liver cancer, family members continued to
guestion that aspect of his treatmsnt.

After the patient was moved to a private room, family
members were vigilant, staying with him in shifts and
directing the nurse to do trivial things; ”every little thing

had to bhe perfect.” The nurse sensed feelings of guilt in
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the Family: "It’s Jjust kind of an instinct, because 1I’ve seen
families in the past that have maybe felt like, well, 1
should have been more involved in his life while he was
healthy. And maybe I would have picked up on some of these
things.”

Case 4. The patient was a female, in her forties,
married with four grown daughters. She had adult onset
diabetes and had undergone surgery at another hospital after
which she developed sepsis and acute renal failure. She had
been in the intensive care unit for three weeks and was still
in a coma at the time of her transfer to the general care
ward. The ICU nurses had reported family members opposed the
transfer; they thought the patient too ill. The nurse
described the family as anxiocus. 1 remember that they
hovered very close to the bed. They didn’t want to leave the
room. They would direct me to do things.” In a conference
with the family, Family members were able to talk about
feelings of anger with the patient, because she hadn’t taken
very good care of herself; she had a lot of minor infections
and didn’t manage her diet “the way that she knew that she
should have.” When the family discovered that agency nurses
rather than the regular hospital staff were assigned to care
for the patisnt, they angrily protested.

Lase S. The patient was in his mid-thirties. His
fiance and mother, who lived out of town, were with him
daily. He had juvenile onset diabetes and had been on
continuous peritoneal dialysis and then hemodialysis for

about the past year. The nurse had cared for him since the
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onset of his renal failure, and was now caring for him after
renal and pancreas transplants. He had warned the nurse that
he wouldn’'t cope well with rejection should that occur. The
nurse described a change in his behavior following signs of

transplant rejection from that of an outgoing guy who smiled

and joked a lot to a withdrawn frightensd man venting his
anger on his family.

Case 6. The patient was a male caucasian, about 40
years old, married to a Filipino and estranged from his
family of origin. He had a history of asthma and
shizophrenia and was undergoing cardiac and respiratory
testing. He would angrily demand to see his doctor when
nurses attempted to assess him for complaints of difficult
breathing and chest pain. He told them "you don’t know what
you’re doing and I should go back to the Philippines.” The
nurses hecame frustrated and began avoiding the patient.
Assessments and testing didn’t reveal any cardiac pathology.
After the patient "blew up” at his roommate and hegan
yslling, the nurses requested consultation From the psych
nurse. It was discovered the patient was frightened and
anxious about his symptoms and what they might mean for his
lifestyle. ARlso he had been unable to contact his wife, who
had no phone, and felt overwhelmed ocutside his adopted
culture without social support.

Case 7. The patient was a male truckdriver in his 50s
who had traveled away from his home to a tertiary care center
to rule out malignant melanoma. He was divorced and

supported two teenage sons who lived with their mother. He
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had undergone surgery and was placed on an extended care ward
where minimal time was spent with patients. The nurse was
told the patient was demanding before she met him. The
patient was described as angry and his roommate said he got
real negative.

The patient shared a litany of complaints with the nurse
that included a medication error on ancther unit,
dissatisfaction with his medical workup prior to surgery, and
discomfort from drains in the surgical site. The patient
learned after his surgery when a CAT scan was done that his
cancer had spread and he had six months to live. He told the
nurse *I can’t feel anything about it. That's just the way
it is.” He refused chemotherapy and wanted a second
opinion.

Case 8., The patient was a 37 year old single male with
AIDS and painful perianal herpes lesions that were refractory
to treatment. His mother visited him daily; and except for
about a month while he was gone on vacation to Breece, his
lover was also a constant visitor. His condition was very
poor; he was unable to eat, taking only oral fluids. He was
totally dependent and would get *Jjittery, twitchy motions
when he attempted to move.”

After being told that his condition wasn’t responding to
treatment and bhe probably wouldn’t get better, a decision was
made to stop aggressive treatment and concentrate on the
patient’s comfort. The nurse reported the patient withdrew
at that time and was uncommunicative for about a week. He

later agreed to see someone from a local AIDS volunteer group
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and resumed interactions with staff and fFamily.

Research Guestion Number One: What patient situations are

diagnosed as coping problems requiring independent nursing
intervention?
The data were analyzed in two ways. First they were

coded for medical diagnosis and other major, obvious, shared
features of illness that emerged, i.e., time from diagnosis,
prognosis, physical condition, treatment and the health care
context; coping rescources were also identified as significant
features of coping situations. Secondly, qualitative
analysis was employed to examine the data for recurring
themes across illness and resource categories.

Data elements clustered within two constructs,
background meanings and coping responses. Within the
construct of background meanings are three major categories:
(1) meanings of illness, (2) meanings of care, and (3)
meanings of resources. The nurses described patient
situations in terms of their meaning to the patient and/or
Family, and this interpreted meaning constituted the nurses’
assessments of the patients’ coping. Background meanings
were the underlying factors related to patient and Family
coping responses. Within the construct of coping responses
are again three major categories derived originally by Karen
Horney (cited in Billings, 19B0) and nine subcategories of
specific responses. Horney's categories were selected both
For the Fit with the data and because, as Billings proposed,
they suggest directions for nursing intervention based on

patients’ needs. Additionally, these categories simplify
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complex concepts and are sufficiently neutral and broad
encugh for clinical application.: (1) moving toward, (2)
moving away, and (3) moving against. Figure 1 gives an
overall outline of constructs and major categories.
Relationships are suggested only in a very broad sense, i.e.,
that coping responses are embedded in the meanings of
situations to individuals and their family.

Categories are not intended to be hierarchical; neither
are they exclusive nor exhaustive. Categories are not all on
the same level and are of variable size. Further research
would need to be done to develop descriptions by nurses.

A table was constructed to allow comparison of
categories and subcategories across cases. The subcategories
of meanings (illness, care, and resources) and coping
responses (moving toward, moving away, and moving against)
are listed by case in Table 3. Coping responses and the
meanings of illness, care, and resources were synergistic;
however fFor purposes of explication they will each be
presented separately and discussed in detail although they

can only be fully understood as a gestalt.
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Figure 1. Categories emerging from nurse interviews on patient - family coping problems.



Iable 3. Categories of Data Occurring in Patient (PJ)-Family
(F3) Cases Described by Nurses.

CASE ILINESS

BRACKGROUND MEANINGS

RESOURCES

CARE COPING RESPONSE
1 Loss Threat Material Moving toward (P-F)
Uncertainty Cultural Psycho- Moving against (F)
Discomfort dissonance logical
Dependsnce Frustration
c Loss Nonalliance Material Moving toward (P)
Uncertainty Psychao-
Discomfort logical
3 Loss Mistrust Problem- Moving against (F)
Cultural solving Moving toward (F)
dissonance

4 Loss Threat Material Moving against (F)
Uncertainty HMistrust Psycho- Moving toward (F)
Dependence Frustration logical

5 Loss Psycho- Moving against (P)
Uncertainty logical Moving away (P)

) Loss Threat Problem- Moving against (P)
Uncertainty Cultural solving Moving away (P)J
Discomfort dissonance Psycho-

Mistrust logical
Frustration
Nonalliance

7 Loss Mistrust Material Mowving against (P)
Discomfort Frustration Psycho- Moving away (P)
Dependence Nonalliance logical

8 Loss Psycho- Moving away (P)
Discomfort logical Moving toward (P)

Dependence




ke 3

Meanings of Illness

The category of meanings of illness was defined as the
patient’s or family’s evaluation of the meaning and
significance of illness related experiences they found

stressful in the day to day course of living with illness as

understood and described by the nurse. These were derived
from data which included elements on physical condition,
pathology, symptoms, treatment and prognosis. Four major
themes on the meanings of illness were found: (1) loss, (2)
uncertainty or ambiguity, (3) discomfort, and (4) dependence.
Each theme and subcategories, when they exist, will be
presented and discussed in turn.

Loss. In all situations, the critical nature of the
illness presented significant anticipated laosses, (1) death,
of self or significant other, and (2} vital functional
losses. Patient and family emotional responses were
described, with a mix of responses in each case, and are
listed in order of their frequency of occurrence: (1) anger-—
5 cases, (2) fear and anxiety- 5 cases, (3) shock in the form
of disbelief or difficulty “accepting” information about
diagnosis and prognosis— 3 cases (4) guilt- 2 cases, and (5)
sadness— 3 cases.

The prognosis for patients was very poor in Six cases;
Five had diagnoses (cancer, AIDS) associated with terminal
illness, however uncertain the remaining time. In the other
two cases patients anticipated laosses due to kidney
transplant rejection or cardiac dysfunction which were

associated with a dreaded dependence on others and major
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lifestyle changes. Nurses reported the threats to life and
functional abilities were extremely stressful to patients and
their families as the following excerpt illustrates.

He obviously was real fearful. 1 could see a

Frightened laook in his syes. He asked a lot of

gquestions. Guestions that wouldn’t have a good

answer. It was like he was searching for me to

tell him that everything’s going to be 0OK. But of

course I couldn’t tell him that...He said to me one

day, I Just can’t lose this kidney, because I

can’t go back on dialysis. Dialysis is

terrible....His fiance came back (after his

discharge from the hospitall)...and she was in

tears. Apparently he wasn’t doing real well at

home. Her words were to me, "he told me to just

get ocut of his life.” Her interpretation of that

was that he wanted just to die. (Case 53

Benoliel (1985) has discussed the multiple facets of
loss related to terminal illness. Loss was acknowledged as
"a central experience in human development” (p. 438) and
major losses defined as those that place a heavy demand on
personal and social resources and an “established pattern of
coping with adversity and change” (p. 4403. The significance
of loss was associated with the importance of attachment,
potential replaceability, time in the life cycle, amount of
disruption incurred, and environmental supportive features.

Time in the illness cycle alsoc has significance in

coping with loss. In three cases, diagnosis was recent and
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patients or their family were just beginning to cope with the
meaning of illness and imminent death. This was compounded
sometimes by an additiconal burden, a pressing urgency to make
decisions about medical treatment.

Patients experiencing chronic illness and advancing

disease were also struggling with an uncertain future in the
wake of past discomforts and treatments that failed to
provide a cure. Changes in condition were seen as new or
renewed threats.

One patient with cancer was hospitalized for the second
time because her pain had hecome uncontrollable. Although it
was acknowledged that her cancer ”had advanced,” her
abdaominal pain, which was inconsistently relieved by
morphine, was felt to be exaggerated until several days later
when it was discovered she had an infarcted bowel. As her
nurse described it, her fear of dying was translated into an
obsession with a dreaded Future and a terror of being alone.

She was terribly afraid about the eventual outcome

and I think so absarbed with that, that she

couldn’t live. She used a lot of energy being

painful, screaming all the time and shouting. She

had her light on a lot. 5She didn’t want you to

leave once you got there. She would say, "don’t

leave me. I’'m too afraid. It's too scary by

myself.” (Case 2)

Uncertainty or ambiguity. In five cases, the meanings
of illness were uncertain or ambiguous. Uncertainty about

events, i.e., not knowing when or if losses were going to
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occur, was significant in determining patient and family
responses. Lazarus and Folkman (1984) discuss the stressful
chararacter of ewvent uncertainty in illness as it sets up
opposing pathways for coping and often results in mental
confusion. If loss is anticipated, coping may focus on
mourning and preparations (when appropriate) for compensatory
fFunctions, whereas hope and coping strategies that enhance
recovery follow if loss is unlikely. Being unsure may lead
to continued worrying and indecision with concomitant
increased arousal in the form of fear and anxiety. In cases
involving uncertainty about diagnosis or prognosis in this
study, patients and family members experienced fear and high
levels of anxiety.

In the case of one patient with a cancer diagnosis,
uncertainty regarding what was causing the increased and
difficult-to-manage pain also posed problems for caregivers
and may have contributed to the painful sensations.

She was probably hospitalized that fFirst time for a

week,...,and then she came again and her disease had

advanced a whole lot....Had lots of pain and the
unfortunate thing, I think, is that a lot of people
began to believe that she didn’t really, she was

making all of this up. And it was Jjust as if she

was completely unabhle to cope with the Fact that

she had the disease and it had advanced. They did

some studies and couldn’t find a reason for her

pain. BSo she had lats of, uh, don’t—-leave-me kinds

of times and, so much that she impressed physicians
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to have the psychiatric people come see her because

she seemed clear out of control. (Case 2)

Discomfort and Dependence. In five cases, disease and
its treatments brought significant discomfort in the form of

pain, nausea and difficulty breathing. These discomforts

arose from painful herpes lesions, tumor metastases,
asthma-like attacks, chemotherapy and post-surgical drainage.
Three patients wsre totally dependent in activities of daily
living, two due to extreme weakness and additionally one had
neurological involvement from AIDS further affecting his
ability to care for self. The third patient, who was septic,
was comatose. 0One other patient was dependent on nurses for
care of his drain following surgery. This dependence was a
significant factor in his inmability to cope with the
discomfort experienced with the drain. Discomfort and
dependence were vividly illustrated in the first case.

She got chemotherapy through an arterial line for

over five days and was flat on her back for those

days. And then when she got up she was just so

weak, and then with the chemo, it’s debilitated her

and now she can’t eat. She’s kind of got like a

[sicl inferior vena cava syndrome from the blockage

from the pelvic tumor. She’s just kind of swollen,

from the nipple line on down, and we’ve bhesen giving

her lots of diuretics and stuff to try to get rid

of that. And she got the UTI and we had to take

her foley and now she’s incontinent. 0On and on and

on. So there’s a lot of, she is a very sick
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person. (Case 1)
Meanings of Care

The category of meanings of care was defined as the
patient’s or family’s evaluation of the meaning and
significance of health caregiving processes they identified
as stressful. These were derived from data on the level and
type of care needed, cultural aspects of the hospital
setting, and patient/fFamily perceptions of care given or
planned. Conflicted caring emerged as a major theme of the
meaning of care to patients and their family members.
Conflicted caring encompassed situations in which conflicts
arose between patient or Family and caregivers in the
hospital. Five subcategories were found: (1) mistrust, (22
nonalliance, (3) threat, (4) cultural dissonance, and (5)
Frustration.

In all but two cases, there were conflicts, whether real
or perceived, between patients or Families and hesalth care
providers regarding treatment planned or received.
Perceptions that patients’ care or future plans for care uwere
less than adequate were threatening, and mistrust was
associated with prior and current experiences perceived as
poor care. Nurses felt mistrust of providers and perceptions
of threats were often Jjustifiable and were rooted in
patients’ or families’® anxiety and fears. Frustrations were
evident in situations in which the needs of patients were not
met .

Communications between patients and care providers were

important in forming and changing these perceptions. 0One
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patient who was reported to be very demanding “listed a whole
litany of complaints” when the nurse first met him.

Most of the interactiaon with the staff was

regarding his drains. He wanted them emptied on an

hourly bhasis and the staff thought he was crazy

basically. (InJ Extended Care, we’re alloted X

number of hours, so what you do For them is real

minimal...and he was on the light about every hour.

The nurses were all getting tense, because he was

way down the hall.... I talkéd to him and he said,

"You know, if you had a drain attached to your body

that was hanging there, after it gets a little

Full, it’s heavy and it hurts.” Perfect sense,

made perfect sense. But he never communicated that

to anybody. Nurses always care for drains and we

don’t teach our patients to do that. What we did

with that was train him to drain it himself. This

was unusual. Which worked out beautifully and

really did serve to de-escalate his demanding

behavior. (Case 7)

Conflicts precipitated diagnosis of coping problems, in
some cases after patient’s caoping behaviors disturbed the
smooth functioning of the hospital ward. 0One nurse described
how she fFelt as well,

Usually his demands were needing to see a doctor

because (he thought) the nurses didn’t know what

they were doing and once the doctor got there he

usually either didn’t have a problem at that time
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or he did the same thing to them...The man had a

praoblem, I think, dealing with his lack of control

over his situation in the haospital. He didn’t have

a support group. He came from the Philippines and

his wife was overseas and he Jjust didn’t seem to bhe

coping with his situation real well. Here was this

man who vented a lot on the staff or other patients

over that two to three weeks. Inside I felt very

angry and frustrated. 11 felt, here I am trying to

help this person and he is yelling at me. And

won’'t let me help him...Realizing this was becoming

a ward problem, because the nurses then were not

wanting to take care of this patient, we decided to

call in our psych nurse to speak with him, with his

permission. (Case b2

Conflicts related to differences between customs of the
patient or family and policies and common practices in the
hospital stood out in three cases. These conflicts or
differences were labeled "cultural dissonance.” In aone case,
hospital rules which fForbade Families to stay overnight with
a patient in a double room placed strain on the family of
second and third generation Asian immigrants who would
normally stay with the patient at all times. Unfortunately,
the patient suffered a significant decline in his condition
in their absence. This, coupled with the fFact that he
received a medication for sleep which may have contributed
initially to his decline, was considered a major factor in

some temporary mistrust of hospital staff. The event made it
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more difficult for the family to arrive at a clear
understanding of the patient’s fatal liver cancer and need
For immediate decisions about care.

Another instance of cultural dissonance occcurred with a

patient’s husband who was accustomed to exercising control

during a military career and now was faced with accepting a
decision he didn’t make and didn’'t agree with. To him,
transferring his very ill wife to a nursing home for
continuing care once aggressive treatment was completed was
tantamount to letting her die. *I’m afraid that if you send
her home or if you send her to a nursing home she’'s gonna
die.” His nurse was careful in her talks with him about the
proposed transfer plan, referring to a nursing home as a
skilled nursing facility.
Back when I worked in a nursing home, they didn’t have
skilled care. They didn’t do IVUs and stuff like that,
so. And I explained that to them too. That nursing
homes can, within a nursing home, have skilled
beds....We don’t use the word nursing home, because that
has a very negative connotation. His Father just this
winter, beginning of the year I think, died and they
transferred him to a nursing home and he made it for
about aone day and died in the nursing home...He said it
was Just really depressing and he made it there one day
and then he died. And you know, that’s common. We’ve
sent a lot of patients out and they’re there for like
two days and they just give up, I think. I think he’'s

afraid too that (his wife) will give up. (Case 1)



50

Nonalliance between individual patients and their health
care providers surfaced in three cases. Nonalliance was
defined as a state in which staff did not connect with the
patient or family to establish a trusting relationship in the
caregiving situation. In these situations, staff did not
understand the emotional motivation for behaviors and
distanced themselves rather than entering into an empathic
relationship. Interpretation of behavior was based on
inadequate information and biased judgments which were
recognized by the nurses in their diagnostic process as seen
in the excerpts below,

I think a lot of the nurses did- "0h, he’s a

psych problem and there’s nothing we can do about

this kind of behavior” (Case B)

I think sometimes what happens is you’ll have a

patient and the staff sometimes will have a

preconceived notion about them already. And it

kind of colors how you sort out what the true

situation is. When the staff loocked at this man’s

current case, they saw a demanding person who was a

real pain—-in—-the-neck. (Case 72

Care provider decisions and acﬁions that patients or
Families Ffound threatening did not necessarily asccord with
nonalliance even when extreme dissatisfaction with care uwas
expressed. It was difficult for the nurses to endure
protestations which either maligned or strongly guestioned
their Jjudgement and skills or others of the health care team

and yet they did. Having an understanding of the patient’s
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or family’'s underlying feelings explained a perspective that
allowed them to engage in caring for patients and Families
with respect for their concerns. The most extreme case of
that in this sample highlights the nurse’'s capacity for

understanding the meaning of the situation to the fFamily and

the importance of a cohesive health care team,
I got the feeling from them that they believed that
somebody had screwed up somewhere (at another
hospital). And I think that they tended toc blame.
And then I think they decided that this was a
target. They couldn’t pick on the ICU, because
they knew how dependent this women was in the ICU.
And they couldn’t pick on the physicians because
the physicians were responsible for their mother’s
care, but here was something that they could pick
on. We can pick on the nursing staff and we can
pick on this one specifically because she’s letting
agency nurses take care of this person that we love
so much. So I got a lot of these currents of anger
from them and I was real real lucky in that (the
nephrologist) was such a strong advocate for me.
It was amazing to me how much I could take from
them. I mean, they Jjust kept at me, at me, at me,
at me...50 I had (the health care team) all being
somewhat protective, you know, but still letting
the family vent as much as they could without
letting me break down. Which I didn’t do until the

end. You know after they had left. (Case 4)
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There were two cases in which no conflicts with
providers were reported. Both patients, who had chronic
illnesses, were from the same nurse’s practice, and so
factors related to the nurse may explain the absence of
caonflict in these situations. 0One had AIDS and was at the
end stage of his disease and another with juvenile onset
diabetes had just been transplanted with kidney and
pancreas.

It may be these patients had experienced conflicted
caring at sometime in the course of their illness and had
developed what Thorne and Robinson (19B8) describe as guarded
alliance. In their qualitative study of 77 patients with
chronic illness, the researchers concluded that relationships
between patients and providers evolve through stages of naive
trust and disenchantment to guarded alliance. Patients’® and
families’ reconstrusted trust in providers was described by
perspectives laheled hero worship, resignation, team playing
and consumerism. VUariations in their perspectives were
explained by dimensians of trust, in a health care
professional and in their own competance.

Meanings of Resources

The category of meanings of resources was defined as the
patient’s and family’s evaluation of the meaning and
significance of resources for coping options to manage
stressors. These were derived from data elements on social
supports and intrapersonal aspects. Social networks of
patients were described and were important resources within

each situation. Families were in the foreground for all
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patients in this sample, whether or not they were present
phusically, and were sometimes the focus of nurses’ concerns
about coping phenomena they described. In the case of a
family whose loved one had terminal cancer, the husband

dominated the nurse’s assessment and interventiaon for coping.

In the case of two patients who were comatose, diagnosis of
coping was oriented to families. When the family’s coping
needs were the focus of nursing diagnosis, resocurces
identified came from within the Family.

The meanings of resources for patient and family fell
into three categories of functional typology and were labeled
(1) material support which included money, home, and
services, (2) problem solving, and (3 psychological and
emotional support.

Material Support. Tangible support was significant for
coping in three cases and varied in gqualities of
availability, usefulness and cohesiveness. In some cases,
material support was available, but could not be used.
Availability was defined simply as the presence of
paotentially supportive resources; usefulness referred to
support that was applied in the situation; and cohesiveness
meant that supportive resocurces worked together toward a
caommon goal. For example, financial support was available as
perceived by a family member in one case in the form of
income and medical insurance, even though this could not he
used to provide continued care in the hospital setting as
desired due to economic constraints in health care financing.

Family had to search for a skilled nursing facility despite
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divided agreement among members that this was an acceptable
option. The lack of cohesiveness, i.e., disagreement and
attendant resistance in this effort, was a source of distress
for both family and patient.
You have to consciously remind yourself to include
her in the conversation because she doesn’t say
anything. Her husband is more outspoken, but
sometimes he doesn’t ask what she wants. He'’s
trying to do what he thinks would be right for her.
We were talking about going home with 24 hour
nursing care and she finally spoke up and said, "I
don’t want to go. I don’t want to do that”. She
wanted to go to a skilled nursing facility as an
interim step. I asked her, and it’s cause [sic]
she would feel safer. And I was really glad that
she spoke up for herself. She is a very modest, a
very private person. It’s hard to read her. (Case
13
In this case the daughter, who was a single working
mother, was not available for caregiving as she lived in
another city and the husband, although available, was not
useful in this capacity in the nurse’s assessment.
He leaves the room sven when we change her bed or
change her colostomy bag or any of the care related
to her. He’'s been uninvolved. He's very
suppartive and caring, but not in terms of the
hands on care. And that’'s why when they say go

take her home with nursing care it would have to be
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24 hour skilled nursing care, because he would not

be that involved T don’t think. (Case 1)

Material support, as services in the gquest for pain
control, in one case was available, used and highly

cohesive.

He was very concerned that people attend to what

(his wife) needed. 1 can remember him saying

something like “Somebody has to do something” and

insisting that they find out what was causing her

problem....I think it depended on her level of how
uncomfortable she was. Sometimes she did screaming
sorts of things. And as it escalated for her, then

his sense of urgency, he would need, in a more

demanding way, need somebody to do something....Her

daughter who would visit would try to do calming

sorts of things, either with words or with rubbing

her mother’s shoulders and neck. (Case 2)

Problem Solving. Problem spolving included dimensions of
assessing, i.e., gathering and analyzing information about an
identified problem, choosing or deciding upon a course of
action or reframing appraisals to achieve new understandings.
Resources for solving problems were important in two cases.
In aone case, family members were coping with decisions abaout
care for their Father. They were available and useful to
each other, and although there was some discord among members
about the best option, most members agreed in choosing
comfort measures over aggresive but probably ineffective

treatment. The other case in which problem solving was
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relevant, the patient’s family was inaccessible and he was
unable to *figure out what it was that was going on with
him.”

He wouldn’t do it on his own. No. He needed some
assistance there. And I’'m not sure his personality

was really, it would be a major project, I think,

to teach him how to do that. (Case B

Psuchological an motion Support. In three cases,
patients had been referred to tertiary care centers far
removed from their home and fFamilies. These important
resaources could not be drawn on For psychaological and
emotional support in these cases. Nurses described this as a
Factor related to patient/family distress. The patient with
schizophrenia had a history of conflicted support with his
Family of aorigin, but had develaped supportive relationships
with people in the Philippines where he had been living. His
difficulty in communicating with his wifFe overseas who had no
phone was seen as a critical underlying feature of this
patient’'s anxiety.

The nurse’s interpretation of this patient’s behaviors
incorporated her understanding of his adopted culture and
went beyond simple recognition that he missed his Family.
Canway and Carmona (13832 discuss the importance of cultural
assessment in determining the patient’s perception of illness
and hospitalization. In commenting on groups with active
extended family systems, they point to the stress of
hospitalization which tends to isclate patients from family.

The Filipino, they note, ”learns to pool his well-being with
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that of his fFamily” (p. 70).

Patient’s social networks displayed variations in their
cohesiveness affecting provisions of psychological and
emotional support to patients and each other. These ranged

From a united front in communications with providers and

shared vigilance with their loved one in the hospital to
sgparation of the patient from the Family at one point in
time because she felt her need For care and love could not be
met at home.

In the only case in which the nurse actually witnessed
conflict between patient and family, the nurse revealed the
complexity of the situation in which the patient learned from
one of his doctors that his mother and fiance were
squabbling.

It was intensified (his angry behavior toward his

Family) after they had started squabbling. It was

as if he perceived it was a legitimate reason to be

angry. It was, well gosh, here’s a good way to

vent everything. I can get all my fFrustrations ocut

under the excuse that they’re fighting and causing

trouble. When the real issue is, he was scared to
death he was going to lose his transplant. (Case

53
Coping Response

Coping responses included efforts, both behavioral and
cognitive, to manage situations of disrupted health states.
Three major categories emerged and were labeled as (1)

moving—toward which included approach behaviors of
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resignation and acceptance of care, seeking (informatian,
social support, or religionl, giving social support, choosing
care options, and temporal focusing, (2) moving-away which
included behaviors of retreat (withdrawal, distancing and
giving upl), and (3) moving—against which included behaviors
of resistance or opposition to care and venting (discharging
Feelings).

Moving-toward. Moving—-toward was defined as thoughts,
words, and actions which reach out to others and or health
care, offered or given., In five cases, patients or family
members responded by approaching each other or caregivers in
coping with the meanings of illness and care. Behaviors
included resignation and acceptance of prognosis and care
options, seeking information, seeking and giving social
support, seeking religion, choosing among care options, and
temporal focusing.

In two cases, there was a considerable difference in the
intensity of seeking resources. 0UOne patient’s need for
social support was so great that Yshe took a lot of energy,
because she had her light on a lot. B5he didn’t want you to
leave once you got there...everyone who came into the room
would get the same, help me, help me, help me”. Whereas
another patient, was very circumspect in seeking religion.

Another thing we talked about as far as coping

stuff was, did he, he was one day talking a lot

about religion and stuff. And it was hard to

understand gquite what he was saying, so I jumped on

that and said, “Do you want the hospital chaplain
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to come and talk to you? Has religion been an
important thing in your life? Is that something
you want to do?” And he adamantly said No...I
remember him saying something about the bible, and

something about God...now I see there is a Bible an

his bedside table. (Case B)

One patient’s pattern of socialization changed during
his illness. He was described as very independent and it was
known that he hadn’t told his mother how ill he was in a
previous hospital stay. "He describes her as kind of doting,
a doting mother, and he didn’t want to be doted on. But now,
I think he realized that it’s OK for her to dote. He’'s
really sick and he needs the support and she needs to be able
to give it to him.”

Temporal focusing was a concept which emerged to contain
descriptions of patients who were "stuck” in time. For them,
their anxiety over imminent death, whether perscnal or their
family member’s, narrowed their perceptions to a concern for
some dreaded future. For one patient, being alone with her
fear of death was an intolerable time. For the husband
concerned about his wife’'s care, the anticipated time of
transfer to the nursing home so captured his attention that
he couldn’t hear the nurse’s reassurances.

He’d be thinking of all these reasons why she

couldn’t go and you know, we try to explain to him.

No we weren’t going to send her out today, and that

was not the plan. The plan was long term, to make

plans down the road when she is to the point where
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she could get the same care in a skilled nursing

facility. But he didn’t hear any of that. It’s,

you know, she has to leave today. Well she’s gaonna

[sic] leave Monday. Well how are we going to get

her ready by Monday and that kind of stuff. (Case

1

Benner and Wrubel (139B83) speak of the concept,
temporality, drawn from the philosopher, Martin Heidegger,
who describes this phenomenon of time as having some
qualitative significance. In this study, temporal focusing
was seen as a way of confronting the event by moving to the
Future when some dreaded event would occur. Present time
faded to the hackground while a certain future time became
the focus of attention and attempts were made to draw
caregivers with them., The husband who opposed plans for
transferring his very ill wife to a nursing home attempted
negotiations with the nurse in what for him was the
significant time, i.e., the time of transfer.

Moving—away. Moving—-away was defined as expressed
thoughts, words, and actions that created distance, avoided,
or minimized awareness of situational aspects or interactions
with others, and health care given or offered. Withdrawal
responses were reported in four of the individual coping
diagnoses. Withdrawal responses were symbolized by the
concept of retreat, which included a sense of going to some
safe place, rather than Jjust going away from some threat. In
one patient, retreat shut out the nurses who had avoided his

calls for help while he preserved his integrity, in some safe
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place, in what may have been an humiliating situation for
him.

Thoughts and feelings of patients who retreated were not
explicated; however, denial often asspociated with withdrawal

may not have been operating in these cases. For example, the

patient who refused chemotherapy expressed mistrust in care
providers and wanted a second opinion before any further
care. He acknowledged difficulty in accepting his diagnosis
indirectly in a casual conversation with the nurse prompted
by a television show and later talked about his poor
prognosis directly. The nurse saw that he needed to go to
some place where he felt more in control or secure, if only
for a time.

That gives him a little more control over the

situation. And maybe doesn’t phusically buy him

time, but emotionally buys him time to deal with

his prognosis. And those are ways of coping. (Case

73

The two patients in this study who did not have reports
of conflicted caring both responded to their anticipated loss
by withdrawing. Although reasons for their behaviors were
inferred rather than validated directly at the time they
occurred, they may have been instances of resignation; they
may have reflected a common coping pattern for these
patients; or both. Resignation was characterized by Thorne
and Robinson (1983) as a feeling of powerlessness in which
patient’s showed little trust in their provider’s ability to

help them. In one cass treatment Failure was clear to both
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the patient and providers.

The doctors flat out said to the family during the

care caonference, his prognosis is very poor. He’s

probably not going to recover this time. Jo

(pseudonym? wasn’t in attendence at the care

conference, but he did come arcund then. His

confusion went away and they told him too. They

told Jo that nothing we’re doing is working on

these herpes lesions and you're not doing well and

probably won’t, I wasn’'t in attendence when they

told him that, hut I heard through hospital

communcation channels., When he realized that

nothing was working he started withdrawing. (Case

8)

Although the above situation seems straightforward, the
patient’s relationship with his lover may have played a part
in his withdrawal. In what must have been an unfortunate
timing of circumstances, his lover left for a long planned
vacation to Greece within a day or two of the above
disclosure to the patient. The patient cried the day he left
and though withdrawal behaviors were seen before the lover
left, the lass of his presence may have profoundly affected
the patient’s coping responses at this crucial time.
Attempts to engage the patient succeeded only with topics
unrelated to feelings at this time. In this case, the nurse
did not feel the patient’s coping was ineffective. Rather,
he interpreted this as part of the normal grieving process,

even though it was very disturbing to watch, and made himself
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ever ready for communication when the patient chose to talk.
Another patient who attempted to distance himself from

his fiance, asked her to move out and leave him alone. He

told her he wanted to die. He preferred giving up over

returning to dialysis.

That really let me know that, gosh, this was more

than Jjust having a little trouble dealing with how

things are going. This is kind of major stuff when

we heard that he was just wanting to be left alone

to die. Also his fiance had stuck with him through

all this transition of going through end stage

renal disease and was always there for him and did

whatever she could. (Case 5)

Moving-against. The category of moving-against was
defined as thoughts, words, or actions which were in
opposition to others or resisted health care offered or
given. Venting feelings of anger, fear, or anxiety was most
common occurring in four cases. 0One nurse remarked, ”I think
that people get angry as a way of denying their own
feelings.” This nurse shared insights on the phenomenon of
patients discharging feelings on nurses, especially nurses
with whom they feel safe, e.g., don’t expect reprisals for
their behavior.

In a2 large scale survey on verbal abuse in nursing (Cox,
19873, B2% of staff nurses and B1% of directors of nursing
reported multiple experiences of verbal abuse in their
practice. Comments in the survey revealed that nurses expect

this and see it as ”part of the territory...providing an
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outlet For temper tantrums” (p. 49).

An understanding of the patient’s anger and its
relationship to coping was explained by one participant, when
reflecting on a current case description.

What I didn’t really see in him is the need, the

anger, if there could be something stimulating the

anger. I didn’t get that far with him and now

looking back, I think maybe he was afraid. Maybe

that fear was coming from the fact that he was kind

of stuck. Maybe everything was done for him and

there was nothing else that he could do and maybe

he was really afraid that he was going to hear that

and maybe too he really knew that he was going to

hear that. And that can kind of stick you in that

helpless fFeeling. Seems to me you kind of flounder

around trying to hang your feelings on something.

And for him it was, hey the care here has been

really cruddy. And you know, I’m going to let

everybody know it. So that might have heen going

for him. (Case 7)

Resistance to health care offered or given was described
in three cases. Patient or family members sometimes
disagreed with provider actions or plans and actively
resisted or aggressively demanded changes by the health team.
Resistance was associated with mistrust in provider’s
decisions in one case based on previous experience. In all
three cases, resistance was explained by nurses as a way of

gaining control.
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summary. In summary, the diagnosis of coping problems
was elicited in situations of threatened loss, uncertainty,
discomfort, and dependence resulting from illness, often
associated with conflicted caring, whether real or perceived,
arising from the health care context. Patients and families
experisnced mistrust or nonalliance with caregivers, threats
or frustration from caregivers’ actions or plans, and in a
fFew cases, cultural dissanance. Coping was influenced
negatively and positively with variations in the
availability, usefulness and cohesiveness of social resources
in these situations for material support, problem-solving,
and psychological or emotional needs.

Patients and families responded in varying ways through
emotional currents, often angry, attempting to resolve or
manage disrupted health states. Coping manifested in moving
toward others, including caregivers, with varying intensity
for information, social support, or religion; accepting or
choosing care options; sometimes attempting to move others
with them into the future to confront some dreaded moment, of
death or abandonment. At other times coping involved moving
away, retreating to some safe place, or moving against
caregivers or family members by venting strong emotions of
anger, fear and anxiety; by resisting caregivers and
aggressive demands to meet their needs.

Research Question Number Two: What patient characteristics
are considered as critical in the decisign to intervene in
these situations?

Cue patterns form the defining characteristics which may
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be interpreted to explain and distinguish nursing diagnoses
(Carpenito, 1883). Cues are the data which are used to
arrive at nursing diagnoses. They may signify change,
deviations from a norm, or pattern development indicating the
presence or risk of problems. Critical cues are those which
are highly reliable and highly wvalid (Gordon, 13982). The
data were coded for cues of coping problems. The data were
coded in two ways: (1) by data source, i.e., the
methodological nature of the data, and (2) by the substantive
nature of the data, i.e., as cues indicating coping problems.
In the first coding, cues were clustered into broad
categories of (1) behavior, (2) direct reports of patient,
Family or staff, (3) extrapolation from persaonal history, and
(1) nurses’ intuitions. In the second coding, subcategories
of data were coded within each data type: behavior included
arousal, selective attending, aggressive negotiation/demands
and for familiss only, vigilance; subcategories of reports
included feelings and concerns; the data on personal history
and intuitions varied considerably so coding was not refined
Further. Cues were examined within cases for patterns as
defining characteristics and were compared across cases far
commonalities.

Behavior. Observed behaviors included Facial
expressions and actions, which included bodily movements that
were both purposeful and nonspecific, i.e., had no apparent
purpose. Arousal in the form of anger, i.e., angry affects
and bodily gestures, stood cut as the most common critical

cue signalling coping problems for nurses in this sample.
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Anger is a basic emotion commaon to humans and other
species. It is viewed as a protective instinct (Lorenz,
1863; Gaylin, 188B4) with autonomic responses to threats which
may be expressed in hostile actions or turned inward. The

inward expressiaon of anger may take the form of self blame

with guilt and negative thoughts or withdrawal, which is
often associated with denial and somatization and illness
(Thomas, 1988). For humans, threats may be real ar
perceived, present or potential.

Anger varies with the nature of threats and appraised
caping resources to deal with those threats. In one vieuw,
anger is seen as a source of power for the threatened
individual to combat Feelings of powerlessness (Roberts,
1986). Anger may be a converted form of anxiety and is
often associated with fear and guilt (Gaylin, 1984; Roberts,
1886).

Benner and Wrubel (19839) discuss the ”language of
embodied intelligence” (p. 76) in which emotions are viewed
as a nonreflective bodily response to a situational gestalt
offering important guidance for coping. Anger in this frame
of reference gives a clear warning to the individual and
others in the situation that something is amiss. The anger
expressed by patients in the paradigm cases presented by
nurses in this study were most often seen as stemming from
real threats which were not always amenable to
problem—-solving skills,

In only two instances was anger acted upon in a

destructive manner. Rather, anger propelled patients and
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families more often to engage care providers in the
resolution or management of threats. The anger associated
with protective behaviors of fFamilies was Jjudged as
appropriate, although distressing to care providers. This
was also true in Judging individual patient’s behaviors; some
of whom were able to obtain assistance in solving some
problems through their expressions of anger.

In the situations described, the scurces of anger were
multidimensional. These were presented above in the meanings
of illness and care. Frustration with providers’ actions was
evident in several cases: in the resistance of a husband to
plans for transferring his wife to a nursing home; in a
Family’s displeasure with the transfer of the patient from
ICU before they thought she was ready; in a patient’s demands
toc have his drain emptied every hour; and in a patient’s
angry response to the nurse’s attempts at assessment rather
than calling his doctor for episodes of chest pain and
difficulty breathing.

Betrayal of trust in cases where the patient or family
felt providers were at fault engendered anger: when a patient
was given medication associated with a decline in his
conditian; when a patient felt the approach to care was not
well thought out prior to intervention and compared
unfavarably with outcomes for his sister’s disease seen as
similar to his. Anxiety, fear, and sometimes guilt were
Feelings displayed or reported by patients and families in
conjunction with angruy words and behaviaors.

Specific signs of anger were described with some
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prompting of nurse participants. Our common understanding of
this emotion usually needs no description other than this
single word, angry. When nurses were able to provide some
description of patient or family behaviors, these were terse

and sometimes as abstract as the concept of anger, such as

"hostile, threatening, intimidating, short with the family,
blew up.” One nurse was particularly descriptive.

He just seemed, wasn’t really explosive, but seemed

like he had that potential. Just angry...his face

would get really red. And he’d, you could just

hear the tension in his voice. And his voice would

start to get louder and louder and everything he

said was negative...Seemed like nothing was going

right for him and everything reminded him of all

those things that didn’t go right. And it was Jjust

kind of like fireworks. (Case 73

Arousal of strong emotions other than anger was obserwved
less often. The husband who was concerned about plans to
transfer his very ill wife to a nursing home was not
characterized directly as angry. However, desriptions of him
as threatening and intimidating along with his “obsessed”
behaviors in trying to convince staff to keep his wife in the
hospital suggested anger mixed with his anxiety. As
discussed above, fear and anxiety were common. Sadness was
ohserved in three situations in which patients’ confronted
their imminent death. Two patients cried, one very briefly
who then grimaced in what was a characteristic facial

expression for him when talking about distressful content.



Behaviors of selective attending were seen clearly in
two cases. These included lack of sue contact and lack of

respaonse to reassurances or information given when talking

about stressful subjects. When focusing on a future event,

the patient or family member were inattentive to present
events and interactions, behaving as though they were not
fully present. Nurses were sometimes unsure if a patient
family member heard what was said because they did not
acknowledge remarks or respond as expected.

Aggressive negotiations included behaviors in which
patient or family members argued heatedly with caregivers
attempting to shape caregiver responses to meet their own
needs. Vigilance was expressed by behaviors families
exhibited in attempting to protect the patisnt. This
included testing, directing, and watchfulness. Family

members tested nurses, asking if they knew what they were

doing, and directed them to be careful or to do something.

Watchfulness was acutely felt by nurses in two situations,

ar

both at times of transition for the patient and family when

they seemed alert to any danger. Vigilance is well captured

in the following excerpt describing the family’s behaviar
after transfer of the patient from intensive care to the
hospital ward,
I remember mostly that they hovered. They hovered
very close to the bed. And they didn’t want to
leave the room. They would direct me to do things,
"That’s her line for this. That’s that line that

does this. And make sure that doesn’t come out,

70
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and, do you know what you’re doing with that

baottle?” (Case 43

Reported Feelings. Patients and Family members reported
Feelings of distress including fear, anxiety, and in one case

denial of feelings about prognostications of death within six

months., Family also reported concerns about patient welfare
and sometimes questioned the appropriateness of caregiver
decisions and actions. Other nurses’ reports or patient
roommates were sources of important information. In the
former, ICU nurses were instrumental in alerting the nurse to
family concerns about a patient’s transfer to the ward that
were critical in assessments of Family coping.

Personal History. Patients and Family shared
information about personal experiences and sociocultural
aspects in their histories that were relevant to coping
problems. These included data on past losses, lifestyle,
coping responses to previous stressors, a psychiatric
diagnosis of schizophrenia, prior use of antianxiety
medications, substance abuse, and cultural preferences and
history. One patient told his nurse that he didn’t cope well
with ”little crises” and that he wouldn’t be able to cope
with transplant rejection should that occur.

Intuition. Intuition included a spontaneous
understanding of behavior based on "feelings” about
situations. These Jjudgements were not necessarily based on
verifiable data, but were instances in which the similarity
of situational Features to past experiences was strongly

sensed. In a pilot study done to identify the nature and
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role of intuition in expert clinical judgment, Benner and
Tanner (1887) found that nurse experts perceived patient
situations as a whole and were able to diagnose complex
unstructured situations in which verifiable evidence was
lacking. Benner and Tanner defined intuition as
"understanding without a rationale” (p. 23J.

Intuitions of fear and anxiety underlying angry
behaviors were described by nurses. 0One family’s mistrust of
the health care team, the nurse fFelt, was attributed to
perceived malpractice at another institution. Intuitions
also included recognition of guilt feelings of family members
in reaction to loss in two cases.

I got the feeling somehow that there was a lot of

guilt involved...I don’'t have encugh knowledge and

background to know how to get at that...but I got

the feeling that there were some fairly odd

dynamics there. A lot of guilt on the part of the

husband. Maybe that he didn’t take care of her,

that he didn’t pay attention ta her. aAnd here she

was on her deathbed. And what was he going to do?

And I got that from the kids too...”Maybe we didn’'t

appreciate her.” 1 think everuybody did, is

threatened like that, the loss of somebody in their

life. Goes through that feeling of guilt. 1

thought this was a little bit more than what you’d

expect. (Case 4

Summary. Nurses'’ reports of critical characteristics of

patients and families were derived from ohbhservations of
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behaviors indicating emotional arcusal, the most frequent of
which were signs of anger; and sometimes were intuitively
inferred, as signs of Fear, anxiety and guilt. Concerns and
feelings were reported by patients and families concomitant

with observed arausal. Behaviors were sometimes described as

selective attending, aggressive negotiation/demands, and
vigilance, prompting diagnosis and intervention by the nurse.
Disclosure of personal history provided significant
background information for nurses’ interpretive assessments

of what was seen and heard.

Research Question Number Three: What contextual features in
the health care setting do nurses identifu which influenced
their diagnosis of patient coping situations?

Contextual features of the health care setting that were
salient to the diagnostic process in these particular
situations were related without deliberate prompting. Data
elements fell into three categories labeled (1) resocurces,
(2) nurse—-patient relationships, and (3) workload.

Resources. Nurses described three different colleagial
resources useful in diagnosing patient and Ffamily coping
phenomena. These resources included a nurse specialist in
mental health, a social worker, and collaborative nursing
rounds in which peers discussed difficult cases and made
recommendations on diagnosis and interventian.

We were kind of stumbling around, not guite

understanding what his problem was. He did have a

psych history, and so the first thing, I think, a

lot of the nurses did was, "0h, he’s a psuch
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problem and there’s nothing we can do about this
kind of behavior”. But as we delved deeper into
and got some expert advice from our psych
clinician, we began to understand this man a little

bit better. (Case B2

Nurse—Patient Relationships. Some aspects of the

relationship between patient-family and nurses emerged as
important contextual features of diagnosis. Two nurses had
cared for patients in multiple hospital admissions as the
primary nurse and were able to develop an indepth
understanding of their behaviors and experiences.

Sometimes when patients express their anger to me I

don’t deal with it very well myself. But with him,

I’ve known him ever since he first came down with

his renal failure and I have a good rapport with

him. I get along real well with him. And so I

knew why he was being so angru. (Case 5)

In other situations, shared cultural traits provided an
understanding of behaviors and practices that were salient to
diagnosis. Conversely, patient situations that were
difficult to understand were related to cultural
differences.

I went in and he did a lot of avoidance, looking,

he would not a lot of times look you in the Face.

He looked away and I wasn’t sure if that was a

cultural type thing. I know, in the Asian culture

angway, there’s a lot of that. And that’s usually

more Feminine than masculine. (Case B)
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Workload. The busy workload of nurses constrained data
collection at times. Caseloads were affected hy
organizational factors on level of care and situwational
Factors of day to day staffing. 0One patient was limited in

the amount of nursing hours available when assigned to

"Extended Care.” One nurse related difficulty in doing a
thorough nursing history or finding time to read the
patient’s chart because of her workload. In another
situation, the nurse described constraints for caring when
sick calls decreased staffing for a shift making it difficult
to take time for ongoing assessments of patient and family
coping.

Well, like on Sunday we were down [shortl] three

nurses. And how do you take the time to sit and

talk to them? I’'ve made the time, and I seem to be

able to make the time to talk to him. But

sometimes there are some days there’s like, I don’'t

want to hear this again. I don’t have time to go

over this whole thing again. So I talk, I brief

her, you know, when I have five patients and I’'m

running around. I feel real bad, because I feel

like I don’t have the time to spend with them that

I would like to....So there are times where it

seems like you can get the basics, give her the

meds, give her that stuff, but the psychosocial

stuff comes when you have time., (Case 1)

Summary. Nursing diagnosis was infFluenced positively by

colleagial resources and negatively by workload. Background
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aspects of the nurse-patient relationship that enhanced trust
and mutual understanding were significant to the diagnostic
process. Shared experiences through repeated contacts,
knowledge of cultural practices and an awareness of patient
or family wvulnerability in the health care setting enabled
nurses to interpret coping from a client-centered
perspective. The data also suggest that nurses in this
sample, acknowledged by peers as experts in treating patients
with coping problems, were highly empathic.

Research Question Number r: What i he ran diversit

and consistency of terminology used to label coping
problems?

Except for one participant, nurses characterized each
patient situation with summary statements that included the
term coping (or cope with) with descriptors that qualified
coping; all included related Factors that identified the
major stressors. In two of the current cases, coping
diagnoses were written in the patient record and included the
term coping, qualifiers, and stressors. Summary statements
were conceptualized as the nursing diagnosis lahel (Table 4).
One nurse also stated the coping problem as a "conflict”.

The nurse who did not include the term coping when
summmarizing, expressed the problem in terms of feeling

states (fFear, anger, mistrust, and guilt).
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Table 4. Summary Statements of Patient Coping Problems by

Nurses

LWrittenl Alterations in coping related to metastatic breast
cancer with progressive metastatic disease
[Stated] Coping with the fact that she’s dying and feeling of
abandonment if she has to go somewhere slse

[Stated] Unable to cope with the fact that she had the
disease and it had advanced; she was afraid to die/being by

herself

[Stated]l Conflict with the family in terms of the life
threatening illness/Alterations in coping with life
threatening illness and recent diagnosis and anger that they
Felt

[Stated] Fear and anger and mistrust in the system, and the
medical care...mixed in with some guilt

[Stated] Alteration in coping, ineffective individual
(related to) losing hope/potentially losing his
kidney/grieving processes laonger (than expected)

[Statedl Problem with coping, individual, related to his
anxiety/too overwheming, fFear and anxiety and lack of
support

[Writtenl Ineffective Individual Coping Secondary to
Diagnosis (changed to) Secondary To Grieving

[Stated] Alteration in individual coping related to his
diagnosis/needed some control over his environment (changed
tol) alteration in coping secondary to the grieving process

[Statedl Potential ineffective coping related to terminal
illness and failure to thrive
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Qualifying terms for coping included the following:
alteration in (4), unable to (1), problem with (1), potential
ineffective (1) and ineffective (13. Three identified the
individual in stated diagnoses and one in a written
diagnosis. 0One nurse identified the family in a stated
coping diagnosis. Major stressors related to coping that
were included in diagnostic statements referred to losses,
feeling states, variahles of care and social support
resources. Life threatening or terminal disease states (33,
advanced or progressive disease (2J), and hopelessness (1),
suggesting critical losses associated with disease were
cited. Feeling states were alsoc referred to as stressors
related to coping: fear (3), abandonment (1), anger (2)J,
grief (2), anxiety (1), mistrust (1), and guilt (12,
Variables of care included ”the system, and the medical care”
(1) and having "to go somewhere else”. In one case, lack of
support was identified as a stressor.

Summary. Nurses in this sample were consistent in the
use of coping as a term for labeling situational problems,
which they gualified with a range of adjectives to denote
change or difficulty in coping. Although there were
similarities in the concerns of patients and families, e.g.,
loss, diverse terms were used to describe these
specifically.

Research Questions Number Five: How do the identified patient
situations and characteristics compare with coping diagnoses
accepted for testing bu NANDA as defined at the Eighth
Conference on the Classification of Nursing Diagnosis®?
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Although there was some similarity between diagnostic
terms, i.e., alterations in coping, used by nurses in this
sample and NANDA terminoclogy, patient and family coping
problems described did not fit the definition for the label

ineffective coping—- for individuals or family diagnoses, and

more often included defining characteristics that were unigue
to the data.

In this sample, nursing diagnoses did not match NANDA
constructs for individual and family coping phenomena from
three perspectives: (1) discrepancy in concept definition:
nurses’ implied definition did not match NANDA’s concept
definition, (2) discrepancy in coping theory: nurses
qualified coping in process terms versus an outcome, i.e.,
ineffective, and (3) discrepancy in problem orientation:
nurses’ viewed caping from the patients’ perspective versus
the caregivers in describing coping problems.

Discrepancy in Concept Definition

The NANDA (Carrcl-Johnson, 1383) definition for
ineffective coping hinges on the concept of impaired adaptive
behaviors and problem solving abilities. In order to assess
whether patients’ adaptive behaviors are impaired,
information on prior coping is needed. In four cases,
current coping responses were described as similar to past
responses to problems or crisis and did not meet this
definition of impairment.

Nurses sometimes did not have information about prior
coping patterns. In fFfour cases, past coping responses were

unknown to nurses. Some of the nurses identified lack of
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knowledge about patients’ personal histories, wishing for
more information to better understand their current
CESPONSEeS.

I never had a sense of what she was really like.

And here we had her in this environment that was

completely alien to her life. I don’t know exactly

what more, except maybe to have seen her function

on the outside. (Case 2J

Nurses’ implied definition of coping problems was that
of an overwhelming situation for which the patient and Family
were unprepared, and in which they had little control over
prablem management or resclution. The situations presented
novel stressors for which patients and families had no
effective strategy for coping. Coping styles, i.e.,
cognitive and behavioral patterns of coping to situations
across the life-span, have been the Focus of much research,
however our knowledge in this area is incomplete (Lazarus &
Faolkman, 13884),
Discrepancy in Coping Theory

The NANDA label of ineffective coping assumes an cutcame
withowt a specific context. Situational crises, maturational
crises, and persocnal vulnerability are listed as related
factors to ineffective individual coping. However, these
non-specific abstract factors do not relate how individuals
vary in their interpretation of crises and the background of
meanings for those interpretations. This view is
inconsistent with concepts central to nursing an

person-environment interactions.
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As discussed in the introduction, coping behaviors and
coping outcomes are different, interacting concepts. It is
important to evaluate caping outcomes, however to combine
these concepts into a diagnostic construct may not be helpful

in communicating patient problems as a guide for nursing

intervention. Too often, avoidant coping is seen as an
ineffective way to deal with situations. Yet, this may be
highly effective when confronted with stressors which cannot
be solved through instrumental or prablem—-solving means.

Nurses did not gqualify coping as ineffective except in
two cases. In case fFive, the term "ineffective” was not
applied in initial decriptions of the coping problem when
anger and withdrawal were viewed as a part of the normal
grieving process. However, the same responses when prolonged
were later interpreted as ineffective coping by the nurse.
In this case, prior coping described by the nurse was
consistent with the patient’s current coping response. In
light of the patient’s chronic illness, diabetes, past coping
responses may have been shaped by experiences in which he
Felt little control over outcomes, leading to feelings of
helplessness.

In another case, the term ineffective was included in
the written diagnosis, but not stated in the summary by the
nurse when interviewed. In the nurse’s interpretation, this
patient’s coping response was effective for him. It may be
that the label used to record the diagnosis reflected
terminology in use by the institution, but not the nurse’s

thinking about a specic patient situwation.
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In most cases, there were multiple coping responses
suggesting that patients and families were attending to more
than one aspect of the situation, i.e., responses uwere
simultaneously focused on emotional control and problem
resolution and were sometimes fluid, changing with the
prominence of various situwational demands. A variety of
terms were used by the nurses to qualify coping, e.g.,
alterations, unable to, problem with, which are process
oriented and do not imply an outcome. Multiple responses
described gave a flavor of the complexity of coping, in which
efforts may achieve some goals better than others, but all
efforts are meaningfull within the context of specific
situations. This finding is consistent with that of Lazarus
and Folkman (1884) who comment from a theoretical and an
empirical base that problem—Focused and emotion-focused
coping can both facilitate and impede each other.

Discrepancuy_ in Orientation

Finally, since nursing diagnosis seeks to describe the
patient’s (or family’s) response to health states, the onus
is on the patient (or family) when using the term ineffective
to gualify coping phenomena. Use of the term inefFective may
set up a bias or mind-set which predisposes the nurse to
focus on the patient’'s personal shortcomings in a coping
situation with less attention given to situational demands.

In four of the Five individual coping situations
described, coping responses of patients were Jjudged
appropriate by nurses. Nurses described an empathic

understanding of responses in these cases, 1 Just put myself



B3

in his shoes and thought, I know I wouldn’t act in a normal
manner. I might regress a little and be real fearful.” In
one case, the nurse acknowledged a partial understanding in
retrospect.

In all cases descriptive of Ffamily coping, responses
were also judged appropriate. Family coping constructs
identified in NANDA writings (Carrocll-Johnson, 1883 include
the terms "ineffective” (disabling or compromised) and
?potential for growth”. 7Coping, Ineffective Family:
Compromised” compares toc the family coping phenomena in this
sample in much the same way as the individual coping label
applies for individuals in this sample. According to the
NANDA system, compromised family coping is:

Insufficient, ineffective, or compromised support,

caomfort assistance, or encouragement, usually by a

supportive primary person (family member or close

friend); client may need this support to manage or
master adaptive tasks related to his or her health

challenge. (Carroll-Jchnson, 13883, p. 5402

Family support in most instances was not insufficient or
ineffective. Family members who "hovered” over their loved
ones were said to be partially motivated by guilt as well as
concern for their well-being. Even so, this was acknowledged
as a normal response in the situation. Nurse’'s were able to
care for patients and family based on an understanding of
these behaviors,

In the case described under the section on Meanings of

Resources, conflicts among family members did not clearly
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result in ineffective support for one patient. In this
instance, the nurse’s interpretation of the patient’s
response to the "squabbling” of his mother and fiance over
how much he should be walking after surgery did not indicate
support deficits needed for this patient’s adaptation to the
situation. Rather, the nurse indicated the patient used the
family disagreement as a vehicle for discharging feelings of
anger. The nurse implied this may have been helpful to the
patient at that point in time, in coping with his underlying
fear and anxiety over signs of transplant rejection.

Coping problems of patients and fFamilies may also
present coping problems for caregivers. Emotion-focused
coping by patient or fFamily in the fFace of extreme
unavoidable stress, not uncommon in illness, often praoves to
be a significant challenge for the caregiver. In ane
situation, the patient’s coping response to news of treatment
Failure was nat viewed as ineffective despite its stressful
nature for the nurse.

It was like taking care of a vegetable. He

wouldn’t talk to us. Everything was superficial and

Wou know he had all these thoughts going on in his

mind. He had to with all the issues he was dealing

with, and yet he wasn’t expressing them. That was
hard. I would have liked to have seen him be the

model of self-actualization or something. Spilling

his guts and all that stuff, right from the start.

But of course that doesn’t happen. (Case 8)

Outcomes may wvary for a coping response used for
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different demands and at different points in time when
demands are continuous; and when immediate or long term
effects are measured. Judgments may be biased if certain
coping efforts are labeled as productive and others as

destructive or nanproductive without taking into account the

needs of the person who is coping or the nature of demands.
Larazus and Folkman (1384) warn against labeling any coping
strategy as inherently good or bad.

One of the defining characteristics considered to be
critical in making the diagnosis of ineffective coping in the
NANDA literature is the verbalization of inabhility to cope.
This could also be viewed as an adaptive behavior, i.e., a
way of seeking help when the individual’s coping resources
are exceeded.

Comparison of Defining Characteristics

Critical defining characteristics were compared with
those listed by NANDA (Carroll-Johnson, 1983, p. 53B). Sees
Tables S and 6. The major similarity between characteristics
of individual coping phenomena in this sample and those
listed by NANDA were: (1) states unable to cope or unable to
ask for help, and (2) inability to meet role expectations ar
basic needs. There were few cases in which other NANDA
characteristics were present, This was esven more pronounced
in Family coping phenomena in which two of the Five
characteristics for ineffective family coping were not
present in any cases. Characteristics critical in defining
coping problems were more often unique to the data in this

sample for both patient and fFamily.



Table 5. Frequency Defining Characteristics Matched NANDA
Listing for Ineffective Individual Coping or Were Unigue tog
Data on Individuals.

Characteristic Freguency

NaNDA Listing
.3tates unable to cope 3
ar unable to ask help
.Inability to problem—-solve
.Inability to meet role expecta-
tions or basic needs
.Inappropriate use of defense 2
mechanisms
.Alteration in societal par-
ticipation
.Change in communication
patterns
.Uerbal manipulation
.High rate of illness/accidents
.Destructive behavior toward
self and others

Unigue to Data
.Arousal -anger most commonly 5
(sometimes with repaorts of
distressful feelings—-e.g. fear;
sometimes with reports of concerns)
.Personal History
+Intuitions of guilt, fear, anxiety
.Retreating
Menting
.Seeking (information, religion,
social support)

.Selective attending
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Table 6. Freguency Defining Characteristics Matched NANDA

Listing for Ineffective Family Coping: Compromised or Were
Unigue to Data gn Families

Characteristic Freguency

NANDA Listing

,Client concern/complain re: 1
S50#% response with concommitant
personal reaction, s.g., griaf
.50’s expressed inadeguate 0

understanding or knowledge that

interferes with effective

assistance/supportive bhehaviors

.50’s asssitance/support attempts 1

less than satisfactory

.50 withdrawal or limited/temporary 0

communication with client at time

of need

.Protective behavior of 50 dis- 1

proportionate to client’s ability

or need for autonomy

Unigue to Data

.Reported concerns of 50 with 3
concommitant arousal-i.e., anger
fear, anxiety

MVigilance

.Personal history

.Selective attending

.Intuitions of guilt, anxiety

.Resistance to care/plans by 50

.Seeking information

.Uenting

NnlwWww

*50: Abbreviated For significant others which included family
members, fiance and “lover” of patients.
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Summaru. Patient situations identified by nurses as
caoping problems within their domain were not well represented
by NANDA labels. Three areas of discrepancies were svident:
(1) in coping problem definitions; (2 in theory underlying
coping concepts; and (32 in orientation of coping problems
From the perspective of patients—-families versus caregivers.
Defining characteristics salient to nurses’ interpretations
of coping problems were more often unique to data on
individuals and families than they were similar to those
listed by NANDA,.

Nurses’ implied definition bE patient coping did not
suggest impaired behaviors as NANDA defines ineffective
coping. Knowledge of patient-family past coping responses to
stressors provided important information for nurses’
interpretations of current coping responses. These responses
were not viewed as impaired; instead they were explained as
waus of coping with strong emotions arocused by novel
stressors or inscluble problems, and as ways of gaining
control over some aspect of situations in which there seemed
little opportunity For control.

Coping phenomena described by nurses fit within a
transactional theory of coping contrasted with a
stimulus—-response model suggested by the coping diagnoses
accepted for testing by NANDA. Coping responses were
described in process terms, and the use of ineffective to
gualify coping was generally avoided. Ineffective coping,
suggesting an outcome or product of coping, did not often

apply to the nurses’ understanding of coping responses they
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Found appropriate at specific times in specific situations.
It may be that the range of diagnoses for coping

problems is at this time too limited. Ineffective coping may

reflect a persistent pattern over time and if so defined

would suggest different intervention than would coping

problems related to novel stressors for which past coping
strategies may not be effective. Lazarus and Folkman (1384)
give examples of different treatment strategies that have
been effective for recurrent and novel coping problems. For
instance, desensitization as a treatment for recurrent
fearful response to specific stimuli differs from stress
innoculation techniques used for treatment when anticipating
coping prablems.

Coping problems were viewed by nurses from the
perspective of the patient-family although they may have
elicited coping problems for caregivers. Patient-family
personal history gave nurses a background for understanding
ways of coping, and intuitions about emotional responses to
coping problems. Patients were sometimes tagged as demanding
or ineffective copers when their responses disrupted the
smooth functioning of hospital staff. Yet, nurses were able
to go beyond personal feelings to gain an empathic
understanding of patient-family concerns in their diagnosis

of coping phenemena.
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Chapter 4
Summary

In this chapter a summary of the research study and
conclusions will be presented. Limitations of the study are
discussed and recommendations for future study suggested.
Finally, this chapter ends with some thoughts on th